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1. Executive Summary

Synopsis of the proposal including the specific requests for support from one or both sub-accounts - immunisation services and/or new and underused vaccines. The figures essential for the calculation of award amounts should be presented here, including: baseline data, current DTP3 coverage and targets for increased coverage, requested number of doses of vaccine(s) and their presentations (drawn from the tables in this form). Summarise also the nature of ICC participation in developing this proposal.
The Government of Bangladesh (GOB) hereby submits its application for support for the strengthening of routine immunisation (from the “Immunisation Services” sub-account) and introduction of Hepatitis B vaccine (from the “New and Under-utilised Vaccines” sub-account) 

Immunization Services:

Bangladesh has developed a concrete and comprehensive 5 year plan of action (POA) with support from its development partners to strengthen EPI during 2001-2005. The objectives of the program are to: (i) achieve certification of polio free status by 2005; (ii) eliminate neonatal tetanus as public health problem by 2005; (iii) reduce morbidity and mortality from measles; (iv) increase routine valid DTP3 immunisation coverage by 12 months of age to 90% in each district by 2005; (v) improve AFP & EPI Disease Surveillance in order to identify and respond to the occurrence of vaccine preventable diseases; (vi) ensure safe injection practice and responsible sharps & waste management, and (vii) introduce new, cost effective vaccines to further reduce morbidity and mortality from vaccine preventable diseases in Bangladesh.

The detailed 5-year POA for EPI and this GAVI application has been developed based on the findings and recommendations of the most recent National EPI Review, National Coverage Evaluation Survey data, and extensive consultations with all the major stakeholders of the immunisation program in Bangladesh. Strategies for strengthening routine EPI have been discussed at several meetings of the high level Inter-Agency Coordination Committee (ICC) for the past 16 months.  A two-day workshop for Government officials, NGO officials, development partners and national and international experts was held in early February 2001 to review the draft EPI POA and a concept paper on use of funds from the immunisation services sub-account.  After the workshop, the Ministry of Health and Family Welfare (MOHFW) established a working group to further clarify issues and develop mutually agreed upon strategies to achieve EPI goals as contained in the POA and to provide recommendations to GOB concerning the POA and GAVI Application. Members of the working group include officials from MOHFW, Ministry of Local Government, Ministry of Finance, Planning Commission, and selected development partners.
In determining the amount of investment and reward money from the “Immunisation Services” sub-account to be provided to Bangladesh, it is important to note that routine administrative reports in Bangladesh provide only "crude" vaccination data, i.e., both valid and invalid doses among children under 23 months of age.  This is because tally forms and report forms do not distinguish between valid and invalid doses, and report forms do not distinguish between 0-11 month and 12-23 month age groups. The baseline number of children under 24 months old vaccinated with both valid and invalid DTP3 was 2,880,051 in 1999. 

To establish the 1999 baseline number of children that received valid doses of DTP3 by 12 months of age, it is necessary to calculate the following: among all children that received valid and invalid DTP3, what percentage received 3 valid DTP doses by 12 months of age. This information is available from the year 2000 national coverage evaluation survey (NCES), in which both "crude DTP3" and "valid DTP3 by 12 months" coverage among children <24 months old was determined for 1999. The point estimates for crude and valid by 12 months DTP3 coverage was determined by taking the national weighted average of individual 30-cluster surveys conducted for rural areas of each of the 6 divisions, major municipalities,  and 4 city corporations that comprise Bangladesh. A national average weighted by population from eleven 30-cluster surveys (330 clusters with a total sample size of 2,310 subjects) that represent all areas of the country increases the precision of the national point estimate of DTP3 coverage. The year 2000 survey found crude DTP3 coverage in 1999 to be 81.1%, and valid by 12 month DTP3 coverage to be 67.7%. Therefore, among all children that received any DTP3, the percentage that received 3 valid DTP doses by 12 months of age was (67.7/81.1)*100 = 83.477%.  The number of children that received 3 valid doses of DTP3 in 1999 based on administrative method data was therefore 2,880,051*83.477% = 2,404,180.


1999
2001
2002
2003
2004
2005

a. Total Pop
128,052,000
131,966,426
134,064,692
136,196,321
138,361,842
140,561,795

b. Births
3,867,170
3,985,386
4,048,754
4,113,129
4,178,528
4,244,966

c. Surviving

     infants
3,610,777
3,721,155
3,780,321
3,840,428
3,901,491
3,963,525

d. No. crude DTP3

     doses given

   (administrative)
2,880,051






e. % valid DTP3 among crude DTP3
83.477%






f. No. valid DTP3

    by 12 months

(administrative)[d*e]
2,404,180






g. % Valid DTP3

    (expected)

72.0%
75.0%
80.0%
85.0%
90.0%

h. No. valid DTP3

   by 12 months

   (expected) [c*g]

2,679,232
2,835,241
3,072,343
3,316,268
3,567,172

Additional children vaccinated
275,052
156,009
237,102
243,925
250,905

To assess progress towards the Bangladesh EPI goal of 90% fully immunized child (FIC) coverage and the GAVI goal of 90% DTP3 coverage, and to identify geographic areas requiring increased support for routine EPI, Bangladesh is taking important steps to improve the reliability of routine administrative method reporting of valid immunization coverage among children by 12 months of age at local, sub-district, and national levels. These steps include conducting workshops for all field workers and supervisors in which 3 main exercises are conducted:

1. Comparing the number of doses of antigen administered as recorded in EPI registration books with numbers of doses reported in tally forms and union and upazila level report forms;

2. Reviewing EPI Registration book data to evaluate EPI quality indicators (e.g., age at first encounter with EPI, invalid doses, doses given to children >12 months, drop-outs, etc);

3. Reviewing and planning supervisor activities

These workshops, which began in 1999, will be completed this year for all 463 upazilas in Bangladesh. Follow up workshops will be held in 2002 to assess improvement in routine reporting and to make further corrections. Tally and reporting forms will be modified so that number of valid doses by 12 months can be easily monitored, and supervisory activities at all levels will be enhanced to ensure the reliability of routine administrative method EPI reports.

The priorities for the use of the GAVI/GFCV funds will include

1. Strengthening District Performance: In keeping with the focus on strengthening the performance of the districts and upazilas, GAVI/GFCV window 2 funds will be used to: (a) provide intensive technical assistance to poorly performing districts; (b) provide essential equipment through a process of “envelope budgeting” carried out in the context of district and upazila micro-plans; (c) improve injection safety by providing waste disposal equipment to districts and upazilas to improve injection safety through central sterilization and waste management; (d) reward the best performing field officers and workers; (e) improve routine administrative reporting; (f) improve supervisory activities;

2. National Level Activities: The National EPI Program will use funds to: (a) strengthen EPI administration and support auditing of GAVI fund use by an independent accounting firm; (b) conduct orientation of field workers on routine EPI issues, injection safety, vaccine wastage reduction, hepatitis B, AEFI surveillance, etc.; (c) contract advertising agencies as needed to develop and implement an EPI communications strategy; (d) produce communications materials; (e) conduct monitoring and evaluation, (f) expand the use of TT vaccine to promote TT5 dose coverage in all women by 20 years of age.

3. Filling Gaps in Routine EPI:  Where there is an unmet need, funds could be used for such things as: (a) auto-disable syringes; (b) operational research; and (c) alternative methods for EPI service delivery.

4. Support for Disease Control Initiatives: Where there is unmet need, support measles control and neonatal tetanus elimination initiatives.

New and Under-used Vaccines:

Hepatitis B virus (HBV) infection is moderately endemic in Bangladesh with 4-5% of the general population chronically infected.  Hepatitis B vaccine is highly effective in preventing the acute and long-term consequences of HBV infection. Aware of the general GAVI Board policy regarding vaccines of limited supply as mentioned in Vaccine and Immunization Products Guideline for Countries eligible for support from the Global Fund for Children's Vaccines (October 2000), p. 5-6, after due consideration the Government of Bangladesh in consultation with the members of the Bangladesh ICC, GOB requests the GAVI Board to consider its plan to slowly phase in 10 dose vials of combination DTP-Hep B vaccine to cover 6 districts and one city corporation from July 2002-June 2003, 50% of the country from July 2003 to June 2004, and 100% of the country from July 2004 onwards; as such, Bangladesh requests the GAVI Board to provide 909,000 doses (90,900 vials) of combination DTP-Hep B vaccine from July-December 2002, 4.630 million doses (460,300 vials) from January-December 2003, 11.259 million doses (1,259,000 vials) from January–December 2004, and 14.353 million doses (1,453,000 vials)  from January-December 2005.  If increased amounts of combination vaccine are not available to Bangladesh in 2003, Bangladesh will continue to provide combination vaccine to the 6 districts and one city corporation (1.724 million doses in 2003) until such time as increased amounts of combination vaccine become available.  The advantages of combination vaccine include:

a. Minimizes system loss: monovalent hepatitis B vaccine would be very attractive to private sector and would therefore carry a high risk of pilferage;

b. Minimizes risk of increasing the DTP1-3 dropout rate: introduction of monovalent hepatitis B vaccine would require 3 injections (BCG, DTP1, HepB) at first contact and 2 injections in the second and third contacts, making EPI vaccines less attractive to clients  that worry about their children's pain;

c. Increases likelihood that child will be fully vaccinated;

d. Decreases waste and need for additional waste disposal;

e. Eliminates need for additional cold chain capacity;

f. Simplifies management and record keeping;

g. Decreases non-vaccine costs to the immunization program;

h. Decreases training needs;

i. Reduces possibility of disruption to routine program and/or polio eradication activities
If the GAVI Board does not approve Bangladesh's request for combination DTP-HepB in 2002, Bangladesh requests monovalent vaccine for the same 6 districts and one city corporation until such time that tetravalent vaccine becomes available.  Assuming adequate amounts of combination DTP-Hep B vaccine will be available in 2004, Bangladesh will require 909,000 doses of monovalent from July-December 2002 and 1.724 million doses from January-December 2003; 7.506 million doses of combination DTP-Hep B vaccine will be requested from January-December 2004 and 14.353 million doses from January-December 2005.

Before introduction of either monovalent or combination Hepatitis B vaccine, consultants from SIGN will assist Bangladesh in assessing the current status of injection safety including “central sterilization” methods. A National Plan for Injection Safety will be developed and, depending upon the findings and recommendations of the SIGN review, GOB will consider changing from sterilizable needles and syringes to auto-disable equipment for immunisation injections in a phased manner corresponding with the introduction of Hepatitis B vaccine. Vaccine wastage will be reduced by (a) improved supervision,  (b) sequential reduction in the number of EPI outreach sites, (c) introduction of an open vial policy for additional EPI vaccines, and (d) special attention to security of vaccines to prevent use outside of EPI or in non-targeted populations. In addition, an evaluation of causes for vaccine wastage will be conducted to determine further actions to reduce wastage. Special care will be taken to ensure adequacy of the cold chain at all levels. To ensure vaccine quality, it is anticipated that vaccine vial monitors (VVMs) will be attached to the respective vaccine vials by the manufacturer in the near future. “Freeze watch” monitors will be introduced at all levels of the cold chain where DTP-HepB vaccine may susceptible to freezing.

Administrative forms and immunisation cards will be revised to record administration of the new vaccine.  Training of mid-level and field staff on technical and operational aspects of hepatitis B prevention, including techniques and record keeping for administration of the new vaccine, will be required before incorporation of the vaccine into the routine EPI schedule. At the same time, orientation will also be given on routine EPI, injection safety and waste management, surveillance for adverse events following immunisation (AEFI), AFP & EPI Disease surveillance, and improved reporting and field supervision methods. A communication campaign will be conducted simultaneously with the introduction of Hepatitis B vaccine in order to increase client demand and hence vaccination coverage. Evaluation of the introduction of Hepatitis B vaccine will be accomplished through monitoring of EPI registration books and tally forms, as well as through special surveys.  Baseline and future coverage surveys will be conducted to validate routine reported coverage and provide additional information regarding implementation of hepatitis B immunisation.  A serosurvey will also be conducted among children entering primary school in targeted districts before implementation and again 5-6 years after introduction.
2. Signatures of the Government 

The Government of The People’s Republic of Bangladesh commits itself to develop the national immunisation services on a sustainable basis in accordance with the multi-year plan presented with this document, and to annually review districts performance on immunisation through a transparent monitoring system. The Government requests the Alliance and its partners to contribute financial and technical assistance to support immunisation of children as outlined in this application.

Signature:
…………………………………………...



Mohd. Moniruzzaman

Title:
Secretary, Ministry of Health and Family Welfare

Date:
…………………………………………...

The GAVI Secretariat is unable to return submitted documents and attachments to individual countries.  Unless otherwise specified, documents may be shared with the GAVI partners and collaborators.

We, the undersigned members of the Inter-Agency Coordinating Committee endorse this proposal on the basis of the supporting documentation, which is attached. Signatures for endorsement of this proposal do not imply any financial (or legal) commitment on the part of the partner agency or individual. (Guidelines on Country Proposal # 2.) :

Agency/Organisation
Name/Title
Date              Signature

Ministry of Finance
Mr. Siddiqur Rahman Chowdhury, Joint Secretary


Ministry of Local Government & Rural Development
Mr. Md. Iqbal Hossain Khan, Jt. Secretary, 

Local Government Division


BRAC
Mr. Aminul Alam, Dy. Executive Director


DFID
Dr. Frank Atherton,

Senior Advisor


Government of Japan
Mr. Kiyokazu Ota,

 Charge d'Affairs,

Embassy of Japan


Immunization & Other Child Health 
Dr. Pierre Claquin, 

Chief of Party


Rotary International
Mr. Iftekharul Alam, 

Polio Plus Chairman


UNICEF
Ms. Shahida Azfar, 

Country Representative


USAID
Mr. Charles Llewellyn, PHN Dy. Team Leader


World Bank
Ms. Birte Holm Sorensen, Sr. PH Specialist


World Health Organization
Dr. Suniti Acharya, 

WHO Representative


In case the GAVI Secretariat have queries on this submission, please contact :

Name : Mir Shahabuddin Mohammad  Title/Address : Joint Secretary, MOH&FW

Tel. No. : 880-2-861-8034

                              Ministry of Health & Family

FAX No. : 880-2-861-9077                                               Welfare, Bangladesh Secretariat

E-mail : magnolia@aitlbd.net                                           Dhaka, Bangladesh

Alternate contact:

Name : M. Mahbubur  Rahman
   Title/Address : Programme Manager, Child Health 

Tel.No. : 880-2-988-0530 or 882-1910                         & Limited Curative Care,  MOHFW

Mobile No: 880-017-320 303                                        EPI Bhaban, Mohakhali, 

FAX: 873-761-844117



   Dhaka –1212, Bangladesh
E-mail : aamahbub@bttb.net.bd 

Immunisation-related fact sheet

Table 1 : Basic facts (1998 or most recent; specify dates of data provided)



Population


129.9 milliona
GNP per capita
US$ 350b

Surviving Infants* 


3.663 millionc
Infant mortality rate 
66.3 / 1000c

Percentage of GDP allocated to Health
1.1%d
Percentage of Government expenditure for Health Care
5.3% d

* Surviving infants = Infants surviving the first 12 months of life

a  for year 2000, based on  Bangladesh Bureau of Statistics official communication, March 11, 2001

b  source: UNDP, Human Development Report, 2000

c  for year 2000, based on CBR=30.2/1000 population, National Institute of Population Research &


Training, Ministry of Health & Family Welfare, Bangladesh: Bangladesh Demographic & Health


Survey 2000

d source: Health Economics Unit, MOHFW “Public Expenditure Review of the Health and Population



 Sector Program”, October 2000

Table 2: Immunization coverage and disease burden trends as per annual reporting



 to WHO/UNICEF
Trends of immunization coverage  

by 12 months of age


Vaccine preventable disease burden



Vaccine
Reported (1)
Survey (2)
Disease
Reported cases (1)
Estimated cases/deaths


1998
1999
1998
Age group
1999
Age group

1998
1999
1998
1999

BCG
112
100
93.8
<12 m
94.1
<12 m
Tuberculosis
150
85



DTP
DTP1
111
99
85.5
<12 m
87.0
<12 m
Diphtheria
123
58




DTP3
106
96
66.5
<12 m
67.7
<12 m
Pertussis
814
520




[  (  DTP1 - DTP3 )   /   DTP1 ]   x  100












OPV3
106
97
66.6
<12 m
67.7

Polio
298
322



Measles
104
96
61.7
<12 m
61.3

Measles
6,522
5,666



TT2+ 

Pregnant Women
90
86
84.1
15-49y
89.0
15-49y
NN Tetanus
910
479



Hib 






Hib





Yellow Fever






Yellow fever





HepB  






HepB seroprevalence (if available)





The source of these reports is

(1) Routine MIS report and AFP surveillance by EPI, DGHS, MOHFW, Bangladesh 

(2) EPI national coverage evaluation surveys from 1999 and 2000, in which data are collected on 12-23 month old children to determine coverage at the time of 12 months of age, and therefore approximate coverage during the year prior to the survey.  

Summary of health system development status:

Health services in Bangladesh are provided by the Ministry of Health and Family Welfare (MOH&FW). The Ministry of Local Governments (LGRD) is responsible for providing health services in urban areas in coordination with city corporations, other governmental agencies, Non-Governmental Organisations (NGOs), and private providers.  The majority of curative services are provided by the private sector: almost 70% of health expenditures are out-of-pocket by individuals and their families. The MOH&FW is the main provider of preventive health services in rural areas, which constitute approximately 77% of the total population. The city corporations provide, or co-ordinate with NGOs to deliver, preventive services in urban areas, which comprise approximately 23% of the population. The national government allocates 5.3% of the total national budget to health.  In contrast, the Dhaka City Corporation allocates 1% of its total budget to health. It is anticipated that the proportion of the urban population will exceed 30% in 2020, about half of whom will live in city corporations. The city corporations, which currently have limited technical capacity, depend on the MOH&FW for policy guidelines and logistics for provision of primary health care services. 
The Government of Bangladesh is undertaking a series of reforms that emphasise the integration of the health and family planning wings of MOH&FW and the decentralisation of management and financial responsibilities to the district and upazila (sub-district) level. These reforms are included in the Health and Population Sector Program (HPSP), a 5-year program from 1998-2003 that utilises a sector-wide approach to health services development. HPSP is  funded by the People’s Republic of Bangladesh and a coalition of external donors including the World Bank, the Swedish International Development Agency, the Netherlands, the U.K. Department for International Development, and the European Union. 

HPSP implementation has proceeded gradually since 1998. At the central level, the Directorate General of Health Services has been re-organised. Beginning in July 1999, EPI was changed from a vertical program with its own director to one of several programs in an “Essential Services Package” (ESP) that is administered by the Director, Primary Health Care (PHC) and Line Director, ESP.  The Program Manager (PM), Child Health & Limited Curative Care, manages EPI, ARI, CDD, School Health, and Limited Curative Care. A Deputy Program Manager (DPM)–EPI assists the PM in managing EPI activities. Under HPSP, cold chain, logistics, training, surveillance, and communications are under the authority of various line directors responsible for each of the respective sector areas (e.g., Logistics, Training, Unified Management Information System, and Behavioural Change & Communication). 

At the field level, primary health care service delivery is being re-organised to provide one-stop delivery of the essential service package, including EPI, in community clinics (CCs) that serve a total population of 6,000 living within a 30 minute walk from the service point. There will be 4 CCs per union.  According to the HPSP Project Implementation Plan, EPI outreach sites and domiciliary visits will continue, but on a reduced basis: the current 24 outreach sites per union will be reduced to 16 during the first phase, and then gradually reduced until the CC is the single locus of disease prevention services.  The CC will remain open daily with one HA and one FWA in attendance.  EPI services will be available in the CC, but since CCs will not have refrigerators, vaccines may be available a maximum of 2 days per week. In addition, at least during the first phase, EPI sessions will be held at EPI outreach sites for one half day per week (4 times per month) by one of the CC team members.  Home visits will be conducted during the remaining half day for EPI registration and other activities. Some CCs began functioning at the end of 2000.  Almost all should be operational in 2003. It is uncertain how quickly routine EPI outreach sites will be phased out.
Supporting documents:  (only copies of relevant pages are attached)
· Overall government health policies and strategies 
Document number 1

· Structure of the government health services and how it relates to immunisation services (with an organisational chart)
Document number 2

· Ongoing or planned health reforms (e.g. decentralisation, integration of functions, changes in financing) and their impact on immunisation services
Document number 3

· Government policies and practices on private sector participation, as it relates to immunisation services
Document number 4

3. Profile of the Inter Agency Co-ordinating Committee (ICC) 

Various agencies and partners (including NGOs and Research Institutions) that are supporting immunisation services in the country, are co-ordinated and organised through an inter-agency co-ordinating mechanism which is referred to in this document as ICC. (Guidelines on Country Proposal # 4.1.)

· Name of the ICC: Bangladesh EPI Inter-Agency Coordinating Committee

· Date of constitution of the current ICC:   1985 

· Organisational structure (e.g., sub-committee, stand alone):   Stand Alone

· Frequency of meetings:  Quarterly

· Composition :

Function


Title / Organisation
Name

Chair


Secretary of Health and Family Welfare,

Government of Bangladesh (GOB)
Mr. Mohd. Moniruzzaman

Member Secretary
· Joint Secretary  PH&WHO, MOHFW
Mr. Mir Shahabuddin Mohammad

Members
· Director General, Health Services
· Joint Secretary, Ministry of Finance
· Joint Secretary, Local Government Division, Ministry of Local Government, Rural Development and Co-operatives
· Program Manager, Child Health & Limited Curative Care
· WHO Representative

· UNICEF Country Representative

· First Secretary, Embassy of Japan

· Sr. Public Health Specialist, World Bank
· Chief of Party, IOCH
· PolioPlus Chairman, Rotary International
· PHN Team Leader, USAID

· Senior Advisor, DFID
· Deputy Executive Director, BRAC
Dr. A.S.M. Mushior Rahman

Mr. Siddiqur Rahman Chowdhury

Mr. Md. Iqbal Hossain Khan

Dr. Mohd. Mahbubur Rahman

Dr. Suniti Acharya

Ms. Shahida Azfar

Mr. Yutaka Nakamura

Ms. Birte Holm Sorensen

Dr. Pierre Claquin

Mr. Iftekharul Alam

Mr. Charles Llewellyn

Dr. Frank Atherton

Mr. Aminul Alam

· Functional relationships of the ICC with other institutions in health sector: 
The Bangladesh EPI Inter-agency Coordinating Committee comprises the Government and its major partners, including international organizations, bilateral agencies, NGOs, and research institutions. These organizations, agencies and institutions support numerous health and family planning initiatives. As such, the ICC reflects the sector-wide approach that Bangladesh is using to guide its development efforts in the health sector. 

· Major functions and responsibilities of the ICC:

The major function of the ICC is to strengthen Bangladesh’s Immunisation Program including routine EPI, polio eradication and other goals and initiatives, through close co-ordination of all partners including the Government of Bangladesh, donors, and private/NGO implementers, in program planning, funding and monitoring.

The major functions of the ICC are

· to develop a national policy framework for EPI;

· to promote common agreement on program objectives and strategies;

· to identify program needs and needs for technical assistance;

· to help identify national and international resources for the program;

· to advocate for EPI and to promote EPI priorities among the national social and health priorities.

The key activities of the ICC are

· To support implementation of the on-going EPI program;

· To support regular monitoring;

· To support periodic in-depth assessments;

· To ensure that the national program measures up to international standards;

· To evaluate efficient and effective use of existing resources, and appropriate use of GAVI funds from the immunisation strengthening account;

· To support special initiatives including polio eradication, NT elimination, measles control, Hepatitis B reduction, and others;

· To ensure adequate resources either by savings in the existing program or by mobilisation of additional resources;

· To facilitate information sharing and feedback between different implementing levels and interested partners within and outside the country;

· To strengthen the Government of Bangladesh’s ownership of the program.
· Three major strategies to enhance ICC’s role and functions in the next 12 months:

1. Regular ICC meetings: As the ICC has expanded its terms of reference to include all aspects of EPI in addition to polio eradication, it will be important to meet regularly. Hence, the ICC members have agreed to meet on a quarterly basis to review progress on all aspects of EPI, maintain the new momentum that EPI enjoys, and ensure continued smooth co-ordination of the activities of different agencies.

2. Expansion of GOB and Local Government Participation: Most of the government representation on the ICC has come from the MOHFW. However, the Local Government Division and the city corporations have an important role to play in EPI service delivery. Hence, representatives from these bodies would be very helpful. In addition, representatives from Ministry of Education, Finance and Establishment would also help strengthen EPI.

3. ICC Members Participation in Key EPI Meetings:  Members of the ICC will participate in the annual EPI conference as well as divisional meetings to assess progress on routine EPI.
· Three main indicators (in addition to DTP3 coverage) that are chosen by the ICC to monitor implementation of this proposal:

1. Increased government financial support of EPI as measured by increased annual budgetary allocations for routine EPI and increased actual expenditures.  

2. Degree of compliance with 5 Years Plan of Action and Program for “Strengthening Immunisation and Improving Coverage” as measured by meeting the timelines developed for implementing the activities summarised below.

3. Improved District Level Performance as measured by district AFP surveillance performance indicators, household coverage surveys (DTP3, Measles, and TT2+), quality of micro plans, and quality of EPI services assessed using a standardised checklist.

Attached are the supporting documents :

· ICC’s workplan of next 12 months


Document number  5

· Terms of reference of the ICC


Document number  6

· Minutes of the three most recent ICC meetings or of any other meetings in which partners participated that concerned improving and expanding the national immunisation program 


Document number 7A-C

5.  Immunisation services assessment

Reference is made to the most recent assessments of the immunisation system that have been completed within the three years prior to the submission of this proposal. (Guidelines on Country Proposal # 4.2.) 

· Assessments, reviews and studies of immunisation services for current reference :

Title of the assessment
Main participating agencies
Dates

Bangladesh EPI Programme Review 
DGHS/MOHFW, WHO, UNICEF, USAID, DFID, SIDA, ICDDR,B, BRAC, CARE
26 April – 15 May 1998

Joint National/International Review of EPI Program in Urban Areas of Bangladesh
DGHS/MOHFW, LGD/MOLGRD&C, IOCH, USAID, WHO, UNICEF
23 January – 3 February 2000

· The three major strengths identified in the assessments :

1. Effective working partnerships between Government of Bangladesh EPI, international and bilateral development partners, NGOs and others;

2. High level of public awareness of and demand for immunisation;

3. EPI sessions are well organized and cold chain system functions well
· The three major problems identified in the assessments :

1. High DTP1-3 and DTP1-Measles dropout rates;

2. Inaccurate immunisation targets and unreliable administrative method vaccination reports;

3. Lack of coordination of urban EPI services

· The three major recommendations in the assessments :

1. Maintain commitment to polio eradication efforts by continuing NIDs, strengthening AFP & EPI Disease surveillance, and increasing routine OPV3 coverage;

2. Conduct a central level management review and conduct program operations management training for mid-level managers;

3. Improve coordination of urban EPI services among all parties (GOB EPI, LGRD, NGOs, City Corporation and Municipal authorities, etc.)

  Attached is a complete copy (with an executive summary) of :

· the most recent assessment report on the status of immunisation services


Document  number 8



· a list of the recommendations of the assessment report with remarks on the status of their implementation i.e. included in work-plan, implemented, not implemented, in progress….   


Document  number 9

· Components or areas of immunisation services that are yet to be reviewed (or studied)
Title of the assessment
Month/Year

Review of EPI Store and Stock Management 
March/April 2001

SIGN Injection Safety and Waste Management Review
July 2001

6.  Multi-Year Immunisation Plan

Based upon the recommendations of the assessment of immunisation services, the Government has developed (or updated) the multi-year immunisation plan or adjusted the health sector plan. (Guidelines on Country Proposal # 4.3)
· Attached is a complete copy (with executive summary) of the Multi-Year Immunisation Plan or of the relevant pages of the health sector plan. 
Document number 10

Table 3 : Vaccination schedule with traditional and new vaccines (add/correct/fill in as appropriate)

AGE
Visit
Traditional antigens
New vaccines 

     Birth
1
BCG
OPV0







  6 weeks
2

OPV1
DTP1


HepB1



10 weeks
3

OPV2
DTP2


HepB2



14 weeks
4

OPV3
DTP3


HepB3



  9 months
5

OPV4

Measles
Vit A


























· Table 4.1 : Baseline and annual targets


Baseline


1999
2001
2002
2003
2004
2005

# of births (millions)*
3.867
3.985
4.049
4.113
4.179
4.245

# of infants’ deaths (millions)**
0.256
0.264
0.269
0.273
0.278
0.281

Surviving infants (millions)**
3.611
3.721
3.780
3.840
3.901
3.964

DTP3 coverage****
  66.58%
72.0% 
75.0% 
80.0%
85.0%
90.0%

Drop out rate [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100****
14.6%
10%
8%
6%
5%
4%

Children vaccinated with DTP3 * (millions) 
2.404
2.679
2.835
3.072
3.316
3.567

Children vaccinated with: 

(insert new vaccine other than yellow fever)







Children vaccinated with

(insert new vaccine other than yellow fever)







Children vaccinated with Measles 









Children vaccinated with yellow fever 









* determined from Bangladesh Bureau of Statistics total population estimates and applying CBR of 30.2/1000 population as  

  determined by the National Institute of Population Research & Training, Ministry of Health & Family Welfare, Bangladesh: 

  Bangladesh Demographic & Health Survey 2000;

** IMR of  66.3/1000 LB determined by the National Institute of Population Research & Training, Ministry of Health & Family

    Welfare, Bangladesh: Bangladesh Demographic & Health Survey 2000

*** Administrative method data corrected for valid doses by 12 months, as explained in executive summary;

**** Determined for crude DPT1 and DPT3 coverage among 12-23  month old children according to year 2000 NCES
· Summary of major action points and timeframe for improving immunisation coverage:

Action Point
Schedule

Improve the quality and quantity of supervision by developing a supervision plan at national and local levels.
2001, Q3

Conduct logistics and vaccine management review and improve logistic support to health workers in the field 
2001, Q3

Increase the authority of the EPI Manager
2001, Q3

Carry out operational research on predictors of district EPI performance and quality of care at vaccination sites.
2001, Q3-4

Give rewards/incentives to high performing districts and those making significant progress. 
2001, Q4

Provide equipment to districts according to needs identified in their “envelope budgeting” / micro-planning exercise. 
2001, Q4

Hold national annual conferences to discuss key issues in EPI and other PHC programs.
2001, Q4

Provide technical assistance, in the form of district-level consultants, to poorly performing districts.
 2002, Q2

Carry out extensive and high quality training of health workers and supervisors on EPI, including tracking of defaulters. 
2002, Q2

Hire a reputable agency to help develop a nation-wide IEC strategy while strengthening the EPI Communication section.
2002, Q2-3

· Summary of the major action points and timeframe for reduction of vaccines wastage rate: 

1. Vaccine & Logistics Management Review:  2001, Q3

2. Improved Supervision from EPI HQ: 2001, Q3-4

3. Reduction in EPI Outreach Sites: 2001-2003

4. Improved 1st line supervision: 2002, Q3

5. Special attention to security of vaccine to prevent pilferage: 2002, Q3

6. Introduction of open vial policy for other vaccines once VVMs available: 2002-2003

Table 4.2 : Estimate of annual DTP wastage rates

1999
2000
2001
2002
2003
2004
2005

DTP wastage rate 

39.9*
39.9
35
30
25
20
15

* DTP usage in 1999 determined by multiplying estimated number of surviving neonates by year 2000 crude survey coverage of DTP1, DTP2 and DTP3  

· Summary of the safe immunisation plan (Guidelines on Country Proposal # 3.):                                                             
Currently Bangladesh does not have a national safe injection plan for both preventive and therapeutic services that comprises all elements of injection safety. EPI services are provided with reusable, sterilizable syringes and needles in outreach sites and clinics.  Vaccinators are responsible for sterilizing the equipment before use at the outreach site.  In 1997, Bangladesh piloted a “Central Sterilization” model in which all injection equipment is sterilised centrally in small drums containing TST spots using autoclaves located at the Upazila level. The Central Sterilisation method was found to be effective, affordable and sustainable in Bangladesh.  The cost per injection using central sterilization of re-usable needles and syringes was only 1.5 cents, vs. 1.6 cents for field sterilization of reusable needles and syringes and 11.8 cents using AD needles and syringes.  The EPI reviews done in 1998 and again in 2000 noted the cost effectiveness of the approach and recommended its expansion throughout the country, which will be completed in 2001 pending procurement of additional autoclaves and incinerators. EPI currently lacks clear guidelines and an operational strategy for disposal and destruction of used syringes. 

In order to more fully evaluate central sterilization and injection safety issues, the GOB EPI is seeking technical assistance from the Safe Injections Global Network (SIGN) at WHO.  A baseline assessment will be conducted in July 2001 that will form the basis of recommendations for either continuation of central sterilization or a transition to AD syringe use and the development of monitoring and supervisory mechanisms to assess injection safety at the provider level. In addition, sharps disposal and waste management will also be addressed by SIGN.  The baseline assessments will be the foundation for developing a National Safe Injection Plan that will address injections given by EPI as well as those given in the family planning and curative sectors.  Any campaigns using injectable vaccine (i.e. MNT campaign), will incorporate AD syringes and safety boxes. If the SIGN evaluation recommends continuation of central sterilization, Bangladesh plans to use immunization services sub-account funds to procure the needed autoclaves and incinerators.  If the SIGN evaluation results in a recommendation to change to AD syringes, Bangladesh will use immunization services sub account funds to procure AD syringes for the other EPI antigens in a phase-wise manner in conjunction with introduction of Hepatitis B vaccine. 

Attached is a copy of the Plan to achieve Safe Injections (including plans for transition to auto-destruct syringes) and Safe Management of Sharps Waste or of the relevant pages of the health plan. 


Document number 10

(in POA, pp.45-48)

· Constraints and planning for Polio Eradication Initiative (Guidelines on Country Proposal # 2.):

To achieve interruption of indigenous wild poliovirus transmission in 2000-2001 and certification of polio eradication by December 2005, the government of Bangladesh is implementing the following four strategies:

1. Achieve and maintain high routine immunization coverage with at least 3 doses of OPV among children less than one year of age;

2. Conduct supplemental immunization in the form of NIDs to rapidly decrease widespread circulation of poliovirus;

3. Establish an sustain certification standard surveillance for acute flaccid paralysis (AFP) to detect all cases of poliomyelitis and isolates of poliovirus;

4. Carry out mop-up campaigns to eliminate the last chains of poliovirus transmission once the viral circulation has become focal; 

In 1999, 29 wild poliovirus isolates were identified from 18 districts in all 6 divisions of Bangladesh, and the non-polio AFP rate was only 0.87.  To achieve the goal of eradication by the end of the year 2000, an intensified, accelerated approach to interrupt wild poliovirus transmission began with the intensified 6th and 7th NIDs in November and December 1999 and April and May 2000.  Intensified NIDs in Bangladesh focused on improved microplanning, training, and supervision before the NIDs and conducting a house-to-house, child-to-child search for left out children for 4 consecutive days following the fixed site session.  In May 2000, a total of 32 medical officers were posted to 64 districts in order to support polio eradication activities at the district level and below.  

In the year 2000, only one wild poliovirus isolate was identified in Bangladesh (in DCC), and the  non-polio AFP rate increased to 1.78 (annualised rate for cases occurring as of October 30, 2000) .   However, surveillance is not yet adequate in all of Bangladesh: 25% of districts still do not have a non-polio AFP rate of 1 or more, and 75% of districts have not been able collect 2 stool specimens within 14 days of paralysis onset from 80% or more of AFP cases.  Hence it is possible that poliovirus could be circulating undetected in some districts.  To ensure that wild poliovirus transmission is definitively interrupted and AFP reporting improves, the above strategies will be implemented in the following manner:

1. Conduct Intensified NIDs in April-May 2001 and Jan-Feb 2002, then annually at the end of 2002-2004;

2. Conduct a multi-antigen SNID in September 2001;

3. Prepare a plan of action for responding to the importation and/or isolation of wild poliovirus in 2001 or thereafter; 

4. Achieve certification-standard AFP surveillance in each district and major municipality in 2001 by several initiatives including ongoing refresher orientation for field workers and NGO workers as well as for village doctors and community based “key informants”;

5. Form an Expert Review Committee to determine final case status of “Compatible” polio cases under the virologic classification system that will begin in 2001 in accordance with the SEAR TCG;

6. Achieve accreditation of the national polio laboratory by WHO in 2001

7. Increase frequency of meeting times of National Committee for the Certification of Polio Eradication (NCCPE) to quarterly ; 

8. Conduct laboratory containment measures beginning in 2003;

9. Achieve certification of polio-free status as part of a SEARO-wide certification process by 2005 (including bio-containment of laboratory stocks of wild poliovirus-containing or suspected materials). 

Potential constraints to implementation of the above strategies include availability of funding to support annual NIDs beginning in 2003 and shifting of priorities away from polio eradication. 

7. New and under-used vaccines

Summary of those aspects of the multi-year immunisation plan that refer to the introduction of new and under-used vaccines (Guidelines on Country Proposal # 4.4.).

·  (if new or under-used vaccines have been already introduced)

Lessons learnt about storage capacity, staff training, cold chain, logistics, drop out rate, wastage rate etc…in relation to the current experience with new and under-used vaccines :

Not Applicable

· Required number of doses and presentations of requested, first preference, new and under-used vaccines

· (For each one of the requested, first preference new and under-used vaccine, please use provided formulas; see guidelines # 5.2) 
Table 5.1: Option 1
Estimated number of Combination DTP-Hepatitis B vaccine doses, AD Syringes & Safety Boxes

2001
2002**
2003***
2004****
2005

A. Actual  number of children to receive new vaccine* (match with  targets in  table 4.1)
0
169,703
1,157,496
3,002,272
4,066,678

B.Number of doses per vaccinated child 

3
3
3
3

C.Estimated wastage rate in percentage 

30%
25%
20%
15%

D.Wastage factor [ = 100 / (100-C) ]

1.43
1.33
1.25
1.18

E.Buffer stock factor   for vaccines 

1.25
1
1
1

F.Total vaccine doses needed [= A x B x D x E]

909,125
4,629,984
11,258,520
14,352,980

G.Percentage of vaccines requested from  the Fund (%)

100
100
100
100

H.Number of doses requested from the Fund  [ = F x G / 100 ]

909,125
4,629,984
11,258,520
14,352,980

I.Number of doses per vial

10
10
10
10

J.AD syringes  (Include 5%  wastage rate)      [= A x B x E x 1.053 x G / 100]

670,116
3,656,530
9,484,178
12,846,635

K.Total number of safety boxes requested from the Fund 

[ = M / 100 ]

6,701
36,565
94,842
128,466

** Combination DTP-HepB in July 2002 in 6 districts & CCC, 8.8% of total birth cohort

 ***(July 2003) covering 50% of birth cohort

**** Country wide expansion in July 2004

Table 5.2:  Option 2

Estimated number of Monovalent Hepatitis B vaccine doses, AD Syringes,  Safety Boxes

Mono
Mono
Tetra
Tetra


2001
2002**
2003**
2004***
2005****

A. Actual  number of children to receive new vaccine* (match with  targets in  table 4.1)
0
169,703
344,803
2,001,515
4,066,678

B.Number of doses per vaccinated child 

3
3
3
3

C.Estimated wastage rate in percentage 

30%
25%
20%
15%

D.Wastage factor [ = 100 / (100-C) ]

1.43
1.33
1.25
1.18

E.Buffer stock factor   for vaccines 

1.25
1.25
1
1

F.Total vaccine doses needed [= A x B x D x E]

909,125
1,724,016
7,505,680
14,352,980

G.Percentage of vaccines requested from  the Fund (%)

100
100
100
100

H.Number of doses requested from the Fund 

 [ = F x G / 100 ]

909,125
1,724,016
7,505,680
14,352,980

I.Number of doses per vial

10
10
10
10

J.AD syringes  (Include 5%  wastage rate)      

[= A x B x E x 1.053 x G / 100]

670,116
1,361,541
6,322,785
12,846,635

K.Total number of safety boxes requested from the Fund 

[ = M / 100 ]

6,701
13,615
63,228
128,466

** Monovalent Hep B in July 2002 in 6 districts & CCC, 8.8% of total birth cohort

***50% expansion with Tetravalent in Jan 2004  

**** Country wide expansion with Tetravalent in January 2005

· Summary of the action points that address possible implications for storage capacity, staff training, cold chain, logistics, drop out rate, wastage rate etc… in the Plan for Introduction of New and Under-used Vaccines :
Areas/Issues
Implications
Action Points

Storage Capacity / Cold Chain
There would not be any anticipated storage shortage in case of tetravalent HepB, however, in case of monovalent this would be a problem 
Hep B will be introduced in phases and a cold room is under construction to accommodate extra vials

Staff Training
Training needs on HepB, HepB immunisation, injection safety and use of AD syringe etc.    
This will be part of the refresher training programme to be completed in Apr-Aug 

Logistics
All EPI forms, card and materials need to be revised / updated to include Hepatitis B 
All forms, card and materials are planned to revise by 2nd quarter of 2002

Injection safety
Introduction of AD syringes will create massive wastre disposal problems 
Proper method of waste disposal with introducing incinerator in each Upazila  

Drop out rate
To be decreased
Better supervision; better communication to clients

Wastage rate
To be decreased
External review; better supervision; VVMs and Open Vial Policy

· Assessment of burden of relevant diseases (if available) :

Based on numerous studies identifying serological markers of hepatitis B infection in different populations of Bangladesh (see Appendix 3 of the 5 Year POA), the best estimate of HBsAg prevalence among the general population is 4-5%. No true population-based studies have been conducted among women of child bearing age for eAg status, but the best estimate is that  25% of HBsAg positive women are also eAg positive. Population based studies of the prevalence anti-HBc also have not been conducted, but the best estimate is that 25% of persons are anti-HBc positive by 30 years of age. There is no available data to estimate the prevalence of anti-HBc among children at 5 to 10 years of age, but based on the prevalence among children in other countries with moderate endemicity it is likely to be approximately 10%. Using these best estimates for the prevalence of the serologic markers for HBV infection in Bangladesh, the total number of lifetime infections in a birth cohort is approximately 160,000 which will result in up to 32,000 deaths annually; approximately 25% of all infections are acquired perinatally.

Selected Studies on Markers of Hepatitis B Infection in Bangladesh

Population
Source
History of Hepatitis B (anti-HBc +)
Chronic Hepatitis B Prevalence (HBsAg+)
Comment

General population of a slum community – Dhaka
Sabin K, 1999

3.8%
Testing method (RPHA) likely underestimated true prevalence. Prevalence of 5.7% among men and 2.9% among women

Pregnant women – Matlab
De Francisco A, 1999
32.4%
5.4%
22% of HBsAg were also eAg positive

Pregnant women – Dhaka
Islam MN, 1989
17.4%
3.6%


Pregnant women – Dhaka
Rumi MAK, 1998

3.5%
30.2% of HBsAg were also eAg positive

Village population –  Rangpur
Rahman M, 1997

6.4%
Prevalence of 6.7% among men and 5.9% among women

Village population – Unspecified
Islam MN, 1981

7.3%


· Attached is the plan of action for vaccinations with new or under-used vaccines (if already contained within the national, multi-year plan, indicate page and paragraphs)
Document number 10

(in POA, pp38-45)

8. Strategic directions to mobilise additional resources for immunisation

· Summary of strategies that the Government intends to pursue to increase the resources for immunisation of children, (Guidelines on Country Proposal # 4.3, 4.4, 5.) and that will be converted in a comprehensive «Resource Mobilisation Plan» by the time of the mid-term Review (Guidelines on Country Proposal # 6.1.):

The Government of Bangladesh (GOB) is fully committed to improving immunisation services and recognises the importance of ensuring that routine EPI activities have sufficient resources. A recent study on immunisation financing in Bangladesh
 found that the GOB’s own expenditure on EPI increased from 1993 to 1998 and accounted for 56% of total expenditures on routine EPI. The same study found that most of GOB’s contribution came in the form of personnel costs and that it accounted for only 18% of the resources spent on non-personnel operational costs of routine EPI. A sustainability analysis (attached) indicates that increasing the GOB’s share of operating expenditures from 18% to 32% in 2005 is affordable. 

Local governments contributed only 6% of total expenditures on EPI and only 2% of the non-personnel operational costs. Most of the non-personnel operational expenditures on routine EPI came from the World Bank-led consortium (67%) and other donors and international organisations (13%).

Feedback from the field indicates that an important impediment to routine EPI is the lack of the small operating budgets needed for field operations. There appears not to be sufficient funds for fuel (POL), maintenance, TA/DA, and funds to pay porters who bring the vaccines from the upazila level to the vaccination site. The shortage of such operational funds, although they represent a small amount in absolute terms, may be important to increase coverage. 

The GOB has developed a 7-point strategy to secure additional funding for routine EPI based on:

· A commitment by the MOHFW to steadily increase its expenditures on the operational costs of routine EPI from 18% in 1998 to 33% in 2005 (not including GAVI/GFCV funds). This would amount to an increase from US$2.05 million in FY 1999-2000 to $4.94 million in FY 2005-06.

· Annual discussions with HPSP and ICC partners about the progress made in increasing expenditure on EPI. The MOH&FW’s Health Economics Unit (HEU) would be asked to provide information on this.  

· Inclusion in the design of the next HPSP scheduled to begin in 2003, of a mechanism to ensure adequate vaccine financing.

· Making the provision of funds from GAVI/GFCV to local governments, after 2003, conditional on their increasing their spending on non-personnel operational costs in a documented manner.

· Availing of the funds being provided by GAVI/GFCV both for introduction of new vaccines and strengthening of immunisation services.

· Requesting existing partner agencies for greater support of EPI and working with new partners.

· An explicit commitment by Ministry of Finance to meet the long-term costs of combination DTP-Hepatitis B vaccine for 5 full years after GAVI/GFCV support ends.

· Tables of expenditure for 1999 and resource needs detailing the sources of funds are attached in Annex 1.
Attached as Annex 1

· List of current/projected financing mechanisms for immunisation including agreements made with other agencies (i.e.: Vaccine Independence Initiative): (the relevant documents are attached)

Title
Partners


Letters of Support from EPI Partners
       Various
Document number 11

· Remarks on recurrent cost reduction strategies which contribute to financial sustainability, such as vaccine wastage reduction:

Bangladesh is in the process of implementing several cost reduction strategies. A vaccine and logistics management review is planned for the 3rd quarter in 2001 to improve vaccine forecasting, indenting, and distribution. Reduction in wastage of vaccines and supplies may be accomplished by

1. Improving supervision for EPI including reduction of drop out rate 

2. Increasing the number of children per immunization session by reducing the number of outreach sites;

3. Implementing the open vial policy once VVMs become available on other vaccines;
4. Increasing accountability and supervision of vaccine use to minimize pilferage
· Summary of support to immunisation generated from the poverty reduction strategies (including the use of funds freed by debt relief), of which relevant pages are attached :
Not Applicable

9. Summary of requests to GAVI/GFCV 

With reference to all points presented above, the Government of  the People’s Republic of Bangladesh

· being eligible for support from the Global Alliance for Vaccines and Immunisation (GAVI) and the Global Funds for Children’s Vaccines (The Fund), 

· considering that the number of children receiving valid doses of DTP3 by 12 months of age in 1999 was 2,404,180.

hereby requests the Alliance and its partners to contribute financial and technical assistance required to increase immunisation of children.
Specifically, the Government does hereby apply to receive support from the Fund :

· IMMUNISATION SERVICES SUB-ACCOUNT (tick only one)  
To fund the immunisation services in year 2001 according to the number of additional children that are targeted to be immunised with DTP3 as presented in table 4.1 and in the executive summary, namely 275,052 (number of children).

· (Only for countries seeking support from the Immunisation Services sub-account) 

· Transfer of funds from the immunisation services sub-account will be by (tick only one):

Government*
(
A Partner agency (specify name) 

     An independent third party


* special account in a commercial bank

· Operational mechanism in place for safeguarding transparency, standards of accounting, long-term sustainability and empowerment of the government in using the funds (Guidelines on Country Proposal # 5.1.):

The ICC has endorsed the following recommendations regarding transparency, accounting and other aspects of financial management:

(i) External audits of the special account will be performed by a private, internationally-affiliated auditor paid for with GAVI/GFCV funds. The Auditor General of Bangladesh will also be able to conduct audits of the special account. 

(ii) Signing authority for the special account, if one is set up will reside with the national EPI program manager and another member of the ICC. 

(iii) Most procurement is expected to be conducted by Unicef. Any procurement not done through Unicef should follow IDA guidelines. This will allow greater flexibility and avoid the problem of very low limits on expenditure prior to mandatory use of competitive tendering. Procurement of any cold chain or injection equipment or vaccine will be subject to the product meeting WHO standards.

· NEW AND UNDER-USED VACCINES SUB-ACCOUNT (tick only one)           
To supply the following vaccines :  (fill in only what is being requested from the Fund in line with tables 5.1, 5.2…)

Table  6

 
Presentation*


Starting month and year 
Number of doses requested for first calendar- year
Vaccines will also be requested for following years as described in tables 5.1, 5.2…

Hep B 

(1st choice)
(1) Combination
June 2002
909,125



(2) 10 dose/vial




Hep B 

(2ndchoice)
(1) Monovalent
June 2002
909,125



(2) 10 dose/vial




Hib
(1)





(2)




Yellow fever
(1)



(2)


* Insert types of presentation requested:
(1) 
Monovalent or combination

  

       



(2)
Number of doses per vial
· (Only for countries seeking support from New and Under-used Vaccines sub-account)
· Vaccines will be procured (tick only one) :  


              By UNICEF                             By GOVERNMENT  

· (If vaccines is procured by the Government)

Process and procedures of the National Regulatory Authority to control the purchase and delivery of vaccines into the country, including weaknesses, constraints and planned measures to improve the control system (Guidelines on Country Proposal # 5.2.):  
10.  Additional comments and recommendations from the ICC 

The ICC has been fully involved in the preparation of this application and its supporting documents and fully supports the Government of Bangladesh in its application for support of immunization services and new and underused vaccines. 

ANNEX 1

Statement of financing and of unmet needs for immunisation (USD ,000)

Table 1: Estimated Expenditures on Routine EPI by Source of Financing, FY1999-2000, US$ ‘000

Ref.
FY 1999-2000 Expenditures






#
Category / Line item
Central Gov't
Local Gov't
Private sector/ NGOs
IDA Pooled
Donors &

Int'l Orgs
Total

1
Vaccines, syringe







1.1
Vaccines



7,519.23

7,519.23

1.2
Syringe/Needles



148.85

148.85

2
Equipment (cold chain, spare parts, sterilisation…)




2.1
Cold chain equipment



254.13
254.13

3
Other item immunisation specific





3.1
Personnel
764.62



40
804.62

3.2
Supplies
327.08
206.00
49.30

575.00
1,157.38

3.3
Transportation
839.02

57.30


896.32

3.4
Short Term Training


46.60

146.92
193.52

3.5
IEC/Social Mobilization

94.30

20.42
114.72

3.6
Maintenance/Overhead
118.21




118.21


Total expenditure
2,048.93
206.00
247.50
7,668.08
1,036.47
11,206.98



18.3%
1.8%
2.2%
68.4%
9.2%



Source: EPI, Directorate General of Health Services, MOHFW, Bangladesh



Table 2: Budget for Routine EPI by Source of Financing, FY1999-2000, US$ ‘000  
Ref.
FY 1999-2000 Budget  & Contributions Committed by Partners







#
Category / Line item
Central Gov't
Local Gov't
Private
IDA Pooled
Unicef
 Japan 
WHO
USAID
Total   
Unmet





NGOs
Fund*




Projected
Needs

1
Vaccines, syringe











1.1
Vaccines



8,076.92




8,076.92


1.2
Syringe/Needles



148.85




148.85


2
Equipment (cold chain, spare parts, sterilisation…)




0.00


2.1
Cold chain equipment




292.31


292.31


3
Other item immunisation specific






0.00


3.1
Personnel
872.86





40

912.86


3.2
Supplies
384.23
206.00
49.30

557.2

95
25
1,316.74


3.3
Transportation
915.86

57.30





973.16


3.4
Short Term Training


46.60

41.53

57.31
48.08
193.52


3.5
IEC/SocMob


74.30

19.23


29.23
122.76


3.6
Maint/Overhead
184.59







184.59



Total commitment 
2,357.54
206.00
227.50
8,225.77
617.97
292.31
192.31
102.31
12,221.71




19.3%
1.7%
1.9%
67.3%
5.1%
2.4%
1.6%
0.8%




* IDA Pooled Fund:
World Bank
72%

Netherlands
7%








SIDA
9%

DFID
12%







Source: Operational Plan 1999-2000, ESP, HPSP, DGHS, Mohakhali, Dhaka






      and Levin A, Case Study on the Costs and Financing of Immunization Services in Bangladesh, December 1999

ANNEX  2

Summary of documentation
 requested

Background information on Health System Development status

a) Overall government health policies and strategies 
Document number 1

b) Structure of the government health services at central, provincial and peripheral levels and how it relates to immunisation services (with an organisational chart)
Document number 2

c) Ongoing or planned health reforms (e.g. decentralisation, integration of functions, changes in financing) as they impact immunisation services
Document number 3

d) Government policies on private sector participation, as it relates to immunisation services.
Document number 4

Profile of the Inter Agency Co-ordinating Committee (ICC)

e) ICC’s workplan of next 12 months
Document number 5

f) Terms of reference of the ICC 
Document number 6

g) Minutes of the three most recent ICC meetings or any meetings concerning the introduction of new or under-used vaccines
Document

numbers 7A-C

Immunisation Services Assessment

h) Most recent, national assessment report on the status of immunisation services
Document number 8

i) Summary of the recommendations of the assessment report with remarks on the status of implementation of each recommendation.
Document number 9

Multi-Year Immunisation Plan

j) Complete copy (with executive summary) of the Multi-Year Immunisation Plan or of the relevant pages of the health sector plan.
Document number 10

k) Action plan for the introduction of new or under-used vaccines into immunisation services (if already contained within the national, multi-year plan, please indicate page and paragraphs)
Document number 10

  (in POA, pp. 38-45)

l) Safe injections Plan
Document number 10

(in POA, pp. 45-48)

Unmet needs requiring additional resources

m) Tables of expenditure for 1999 and resource needs (Annex 1)
       Annex 1

n) Agreement made with other agencies as sustainability strategy (i.e.: VII)
Document number 11

o) The priority given to immunisation in the poverty reduction strategies for the use of funds freed by debt relief (for countries targeted in the HIPC initiative)
 Not Applicable

p) Financial Sustainability Analysis
Document number 12

q) Letter from Bangladesh Ministry of Finance committing GOB funds for Hepatitis B vaccine upon completion of GAVI/GFCV funding
Document number 13
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� Children less than 12 months of age


� Formula to calculate DTP vaccine Wastage Rate (in percentage): [ ( A – B ) / A ] x 100.                                                              


 Whereby : A = The number of DTP doses distributed for use according to the supply  records; B =  the number of DTP vaccinations


� Levin et al. 1999 Case Study on the Costs and Financing of Immunisation Services in Bangladesh


� The preferred mechanism is payment directly to a Government account (Guidelines on Country Proposal # 5.1)


� Please submit hard copy documents with an identical electronic copy whenever possible
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