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1. Executive Summary

Synopsis of the proposal including the specific requests for support from GAVI and the Vaccine Fund. The figures essential for the calculation of award amounts should be presented here, including: baseline data, current DTP3 coverage and targets for increased coverage, strategies for reaching all children, 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 The Gambia has prioritised the EPI as a major public health intervention that needs to be supported to reduce childhood mortality.  Additional resources are needed to ensure that the benefits of the EPI are realised by all children living in The Gambia. It is for this reason that the Government seeks assistance from the GAVI Board for the following: support for immunisation services; support for New and Under-used vaccines and support for injection safety.  

The strengths that have over the years underpinned the Gambian EPI, notably, high access to immunisation, high community awareness and participation and more recently increasing financial responsibility assumed by government for vaccine procurement are increasingly being threatened by interrupted vaccine supplies leading to the recent observed decline in DTP3 coverage from 88% in 1999 to 74% in 2000, high vaccine wastage rates and an ageing cold chain system.  The main recommendations proposed to address these deficiencies include:

1. An increase in the budgetary allocation by Government for the procurement of vaccines.

2. The replacement and expansion of the cold chain equipment and 

3. The adoption of the Multi-Dose Vial Policy by the Department of State for Health & Social Welfare to reduce vaccine wastage rates. 

One of the major goals of the EPI is to reach each child within the target population.  This will be done through the utilisation of three main strategies: 

· Service delivery would be provided using the two main approaches that have been successfully integrated into the MCH services in the past: fixed clinics within health facilities clinics and outreach services to reach the remaining 60% of the target population.  

· There will be renewed focus to include more NGOs and private facilities as service providers in a bid to reach more children particularly in difficult terrain.  

· Community sensitisation to ensure that community awareness and participation remains high will be intensified using all available channels including traditional community based channels such as traditional communicators. 

The ICC has strongly participated in the development of this from the outset.  This has taken the following form: 

· Participation in meetings to plan the necessary steps required for the submission of this proposal (developing the TORS, seeking external technical support for the EPI Review).

· The provision of financial supports for the logistics for the fieldwork and the services of a Local Consultant as well as active participation in conducting the EPI Review.

· Participation in the debriefing session on the findings of the EPI Review and the ensuing debate. 

· The filling out of the GAVI proposal and

· The formulation and finalisation of a letter to the GAVI Board (see section 11, additional comments from the ICC)

1. The baseline data for 2000, projected from population census data: 

Births (63970), Infants' death (4990) and surviving infants (58980)

2. Annual targets for DTP3 coverage :

80% (2002); 90% (2003); 95% (2004-2006); 97% (2007)

3. Requested vaccines:

· Hepatitis B (recombinant), monovalent (10 doses/vial); 252,657 doses (first year) and 197,944 (second year) and 

· DPT-Hib, (liquid) (10 doses/vial); 224,582 doses (first year) and 197,944 (second year)

2. Signatures of the Government and the Inter-Agency Co-ordinating Committee

The Government of The Republic of The Gambia commits itself to develop the national immunization services on a sustainable basis in accordance with the multi-year plan presented with this document. Districts performance on immunization will be reviewed annually through a transparent monitoring system. The Government requests the Alliance and its partners to contribute financial and technical assistance to support immunization of children as outlined in this application.

Signature:
…………………………………………...

Title:
…………………………………………...

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 Co-ordinating Committee endorse this proposal on the basis of the supporting documentation which is attached. Signatures for endorsement of this proposal does not imply any financial (or legal) commitment on the part of the partner agency or individual:
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Name/Title
Date              Signature

Department of State for Health and Social Welfare

(DOSH)



Department of State for Finance and Economic Affairs

(DOSFEA)



WHO





UNICEF





Rotary International





Medical Research Council

(MRC)



European Development Fund

(EDF)



Christian Children's Fund

(CCF)



Catholic Relief Services

(CRS)



Action Aid, The Gambia

(AATG)



The Gambia Chamber of Commerce 



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

Name: Dr Omar Sam


Title/Address: Director of Health Services,

Tel.: +220 227300 


Department of State for Health & 

Fax No.+220-223178 


Social Welfare, The Quadrangle, Banjul, 

E-mail: nhlabs.rvh@qanet.gm


The Gambia

Alternative Address 1

Name: Mr. Alpha Njie

Title/Address: National EPI Manager,

Tel.No: +220 227390   


Department of State for Health & 

Fax No: +220 225873  


Social Welfare, The Quadrangle, Banjul, 

E-mail: alphanjie@hotmail.com 


The Gambia

Alternative Address 2

Name: Dr. Tagodoe Dodji


Title/Address: Medical Officer EPI,

Tel.: +220 462283/4/6



World Health Organization, 

+220 900247 Mobile


PMB 170, Banjul, The Gambia

Fax No.: +220 462289 





E-mail:  tagode@hotmail.com or dtagodoe@qanet.gm   



Alternative Address 3

Name: Dr. Ayo Palmer


Title/Address: Assistant Project Officer 

Tel.No.: +220 494760



Health and Nutrition, UNICEF

Fax No.: +220 494787



PMB 85, Banjul, The Gambia

E-mail: apalmer@unicef.org
3. Immunization-related fact sheet

Table 1 : Basic facts (For the year 2000 unless otherwise indicated)

Population
1,400,000

GNP per capita
USD 340.00

Surviving Infants* 
55,385
Infant mortality rate 
64/1000 

Percentage of GDP allocated to Health
3.2%
Percentage of Government expenditure for Health Care
Total Recurrent Expenditure:             9%

Total Rec. and Development Exp. 12.7%

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

Table 2: Trends of immunization coverage and disease burden by 12 months of age                                                            as per annual WHO/UNICEF Joint Reporting Form on Vaccine Preventable Diseases

Trends of immunization coverage ( in percentage )
Vaccine preventable disease burden

Vaccine
Reported**
Survey

Disease
Number of reported cases


1999
2000
1999
Age group
2000
Age group

1999
2000

BCG
N/D
N/D
97.3%
12-23

98.8%
12-23
Tuberculosis
N/D
N/D

DTP


DTP1
N/D
N/D
97.0%
12-23
96.0
12-23
Diphtheria
0
0


DTP3
N/D
N/D
87.2%
12-23
74.4%
12-23
Pertussis
5
0

OPV3
N/D
N/D
88.2%
12-23
91.8%
12-23
Polio
0
0

Measles
N/D
N/D
87.5%
12-23
91.7%
12-23
Measles
856
366

TT2+  (Pregnant women)
N/D
N/D
70.6
0-11

75.5
0-11
NN Tetanus
1
2

Hib3 
N/D
N/D
87.2%
12-23
74.4%
12-23
Hib

7
4

Yellow Fever
N/D
N/D
85.4%
12-23
90.8%
12-23
Yellow fever
0
0

HepB3  
N/D
N/D
87.6%
12-23
86.9%
12-23
hepB 
seroprevalence  (if available)
13.7%
15.0%

 Vit A supplementation  


Mothers                               (< 6 weeks after delivery 
N/D
N/D
N/D
N/D
N/D
N/D





Infants              ( > 6 months)
N/D
N/D
N/D
N/D
3.7%
6-59




The best official estimate: Indicate the best official estimate of coverage among infants as reported in WHO/UNICEF Joint reporting form. Provide explanatory comments on why these are the best estimates: 

Data on immunizations that are administered are not routinely available. Lack of routine data is one of the primary reasons why EPI conducts annual Coverage Evaluation Surveys using standard WHO EPI Cluster Sampling Methodology.  It is the findings from these surveys that are used to provide the best available official estimate for the country.

The Department of State for Health and Social Welfare has recognised the absence of routine data as a major constraint.  In view of this efforts are currently being made to reorganize the data collection tools with a view to making them simpler and user-friendly.  A multi-sectoral Health Management Information System (HMIS) Working Group has been set up.  Funds have been made available from the World Bank funded Participatory Health, Population and Nutrition Project for the strengthening of the HMIS.  In 2002, under the Recurrent Budget, resources have been allocated for the employment of data entry clerks, one per Divisional Health Team.  The main task of these data entry clerks will be to follow up and computerise routine data from all the health facilities. 



· Summary of health system development status relevant to immunization:

Despite a declining trend in childhood mortality, The Gambia still has high Infant and Under 5 mortality rates currently estimated at 64 and 82 per 1000 respectively.  Thus, for the Government, one of the main priorities continues to focus on public health interventions such as the EPI to lower these high mortality rates. 

Health care service delivery, Primary Health Care strategy adopted by The Gambia in 1979/80, is organised on 3 levels. These are: the primary level (Village Health Services) consisting of 492 PHC villages; the secondary level consisting of major and minor health centres and dispensaries and the tertiary level with 3 hospitals which will increase to 5 by 2005. The public sector currently has 1477 beds, 211 doctors and dentists 551 nurses (registered and enrolled). In addition there is an emerging private health sector. Access to health care has steadily increased such that by 1998, it was estimated that 90% of the population resided within 7.5 km of a health facility. In 1979, immunisation services were integrated into the existing MCH services. 

Three significant health reforms have had implications for the EPI.  Firstly, in 1988 the National Health Development Project (NHDP) was launched. This resulted in the creation of three directorates within the ministry of health. One of these, the Directorate of Health services co-ordinates the nation wide implementation of the EPI. By thus streamlining the administrative function at the central level, it was hoped that more attention would be given to improving the co-ordination of the activities of centrally located units such as the EPI Unit.  The second major reform in 1993 focussed on the decentralisation of health care leading to the creation of six divisional health teams. The members of this team including the EPI focal person (the Divisional Public Health Officer) are now responsible for the overall supervision and management of the delivery of health services including immunisation services within the division. They supervise the delivery of EPI services that are provided by polyvalent health providers (nurses and public health officers) based in health facilities. A dual strategy, using fixed and out reach clinics, are used to deliver immunisations within the public sector. In the private sector, a limited number of private/NGO facilities provide EPI services within their premises.

The third major reform was aimed at improving the financing of the health sector. The health sector is under-funded and relies to a large extent on external inputs particularly for service delivery at the primary level. The health budget is disproportionately distributed favouring the tertiary level and urban over rural areas. Cost sharing mechanisms were developed through the establishment of a Cost Recovery Programme and subsequently in 1992, the implementation of the Bamako Initiative at community level. However, the cost of the EPI is not recovered through either of these two financing mechanisms. Vaccines are provided free of charge to all public and private health facilities and all children living within The Gambia are vaccinated free of charge.  

The responsibility for funding the procurement of vaccines and supplies and cold chain equipment which prior to 1999 had been exclusively dependent on funds provided externally by partners such as UNICEF, the European Union (VII) or bilateral agreements with governments (Italian government) is now increasingly being assumed by the government. In 1999, for the first time ever, under the VII, a budget line was created for vaccines and supplies.  In 2000 and 2001 the allocated funds for vaccines and supplies amounted to USD 131,275.93 and USD111, 524.16 respectively. Under the HIPC due to commence in 2002, financing of the EPI will be a key priority area.

The Health System still faces major constraints that affect the effective delivery of EPI services as well as contributing to the declining coverage.  These include: high population growth rate; increasing poverty levels; persistent under-funding of the health sector resulting in recurrent vaccine shortages and the inability to replace the ageing cold chain; high staff attrition rates; inadequate staff training that mitigates against the compliance with standard treatment protocols including EPI policy statements and an ageing transport fleet resulting in frequent cancellations of out reach services. It is hoped that with the development of the second National Health policy these constraints will be addressed.  Three issues have been highlighted in the current Health Policy that is yet to be finalised: a renewed focus on ensuring that sustainability issues are brought during the fore; partnerships, both locally and externally are strongly encouraged particularly for resource mobilisation and third, an Essential Care Packages will be developed at all levels to address the common causes of morbidity and mortality especially in women and children.  Immunisation activities have been identified as a key element in the Essential Care Package for new-borns and infants.

· Attached are the relevant section(s) of strategies for health system development
Document number…1………..

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

Various agencies and partners (including NGOs and Research Institutions) that are supporting immunization services are co-ordinated and organised through an inter-agency co-ordinating mechanism which is referred to in this document as ICC.
· Name of the ICC: The Inter-agency Coordinating Committee for The Gambia EPI 

· Date of constitution of the current ICC: 1998

· Organisational structure (e.g., sub-committee, stand-alone): ICC Technical and Social Mobilization Sub-Committees that report to the main ICC body 

· Frequency of meetings: Quarterly

· Composition :

Function


Title / Organization
Name

Chair


Director of Health Services
Dr. Omar Sam

Secretary


National EPI Manager
Mr. Alpha Njie

Members
· Permanent Secretary, Department of State for Finance & Economic Affairs

· WHO Representative

· UNICEF Representative (OIC)

· Rotary International

· MRC Deputy Director

· EDF Coordinator

· CCF Country Director

· CRS Country Representative

· AATG Country Director

· The Gambia Chamber of Commerce


· Mr. D.B. Jagne

· Dr. James Mwanzia

· Mr. James Gitau

· Mr. Wilmot John

· Dr Hilton Whittle

· Dr. OmarTouray

· Mr. Ousman Cham

· Mrs. Carla Brown-NDiaye

· Mrs Sylvia Wankunku King

· Mr Ismaila Danso



Organogram: The position of EPI and the ICC within the structure of the 

Department of State for Health and Social Welfare 













· Major functions and responsibilities of the ICC:

1. Co-ordination of inputs and resources of partners

2. Resource mobilisation for all aspects of the EPI and review use of funds to ensure rational use of funds, accountability and transparency.

3. Provide technical support, assist in policy formulation and review and endorse work plans for the implementation of EPI activities

4. Advocacy at national level for increased political commitment and priority to be given to the EPI. 
· Three major strategies to enhance ICC’s role and functions in the next 12 months :

1. Strengthening of the functioning of the Technical sub-committee.  This will consist of the members of the sub-committee meeting quarterly.  One of the outcomes will be the production of quarterly status reports to be submitted to the main committee 

2. Strengthen and improve resource mobilisation for EPI.  This will take the form of the development of a technical document that clearly summarises and analyses the key issues related to EPI in The Gambia including the identification of funding gaps. It is envisaged that designated members of the ICC will be identified to assume responsibility for spearheading resource mobilisation for specific aspects of the EPI 

3. Strengthen links between the ICC, the divisional health teams and communities. Biannual joint visits of members of the ICC will be organised to selected service delivery points and communities.

· Three main indicators (in addition to DTP3 coverage) that are chosen by the ICC to monitor implementation of this proposal :

1. Vaccine wastage rates

2. Timeliness and completeness of reporting from the six divisions on a monthly basis

3. Proportion of AFP cases with two stools collected within 14 days of onset

Attached are the supporting documents:

· Terms of reference of the ICC
        Document number…2…

· ICCs workplan of next 12 months
        Document number…3….

· Minutes of the three most recent ICC meetings or of any other meetings in which partners participated that concerned improving and expanding the national immunization program 
        Document number…4….

5. Immunization services assessment(s)

Reference is made to the most recent assessments of the immunization system that have been completed within the three years prior to the submission of this proposal.

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

Title of the assessment
Main participating agencies
Dates

1. National EPI Review
DOSH, WHO, UNICEF, CCF
August / September 2001

2. Injection Safety Study
CATR / ARIVAS (EU)
April 2001

3. EPI Financing Study
CATR / ARIVAS (EU)
May / June 2001

4. Anthropological Study and Report on the Workings of the Expanded Programme on Immunization
CATR / ARIVAS (EU)
April 1999

5. Vaccine Utilization and Wastage Study
CATR / ARIVAS (EU)
May / June 1999

6. Health care waste management assessment
WHO
June / July 2001

7. Cold chain inventory
EPI Unit
October 1999

· The three major strengths identified in the assessments :

1. High access rate to immunization

2. The participation of the Government in the Vaccine Independent Initiative for traditional vaccines (BCG, OPV, DPT, TT, measles and yellow fever) 

3. The awareness of communities and their participation in the EPI are high.

· The three major problems identified in the assessments :

1. Decline in immunization coverage especially for DPT and Hib

2. Ageing cold chain equipment

3. High vaccine wastage rate

· The three major recommendations in the assessments :

1. Government to increase budget line item for procurement of vaccines

2. Replace and expand the cold chain equipment

3. The DoSH to adopt the Multi-Dose Vial Policy

· Attached are  complete copies (with an executive summary) of :

· the most recent assessment reports on the status of immunization services
Document number…5..

· a list of the recommendations of the assessment reports with remarks on the status of their implementation i.e. included in work-plan, implemented, not implemented, in progress….   
Document number…5..

· Components or areas of immunization services that are yet to be reviewed (or studied). 

Component or area
Month/Year

None presently as all components have recently been covered


6. Multi-Year Immunization Plan

Based upon the recommendations of the assessment of immunization services, the Government has developed the multi-year immunization plan, 2002 to 2006.

· Attached is a complete copy (with an executive summary) of the Multi-Year Immunization Plan or of the relevant pages of the health sector plan. 
Document number…6.

· Technical support required for implementation of the immunization plan (expert consultants, training curricula, managerial tools…)

Type of technical support
Period for the support
Desired from which agency

In-country Mid-level Management Training
2 nd Quarter of 2002 
WHO/UNICEF

Short term technical assistance
To be determined when necessary
PARTNERS

Table 3 : Schedule of vaccinations with traditional and new vaccines, and with Vit A supplementation

Vaccine (do not use trade name)
Ages of administration                (by routine immunization services)
Indicate by an “x” if given in :
Comments



Entire country
Only part of the country


BCG, 
At birth
X



OPV
At birth, 2, 3, 4, 9 months 
X

Booster dose at the age of 18 months

Hep. B
At birth, 2, 4 months
X



DPT
2, 3, 4 months
X

Booster dose 12 months after the DPT3

Hib
2, 3, 4 months
X



Measles
9 months
X



Yellow Fever
9 months
X



TT

Females 15-49 years and pregnant women
X



Vitamin A
6-59 months
X

Every 6 months

· Summary of major action points and timeframe for improving immunization coverage:

1. Training of health workers at all levels (MLM, peripheral, cold chain and logistics) 2 nd Quarter to 4 th Quarter, 2002 (See Multi year Plan)

2. Implementation of new national EPI policy Multi-dose vial (1st Quarter 2002)

3. Supervision and monitoring of the programme at all levels (on-going activity)

4. Use local communication channels including traditional communicators and community radios (on-going activity)
5.  Involvement and collaboration with NGOs and private facilities in planning, implementation and evaluation of EPI activities (on-going activity)

Table 4 : Baseline and annual targets

Number of
Baseline
Targets


2000
2001
2002
2003
2004
2005
2006
2007

Births
55,385
57,711
60,135
62,661
65,292
68,035
70,892
73,870

Infants’ deaths
3,545
3,694
3,849
4010
4,179
4,354
4,537
4,728

Surviving infants
51,840
54,018
56,286
58,650
61,114
63,681
66,355
69142

Infants vaccinated with BCG* 
53,225
55,460
57,790
60,217
62,746
65,381
68,127
71,654

Infants vaccinated with OPV3** 
47,589
49,588
51,671
53,841
58,058
60,496
63,037
67,068

Infants vaccinated with DTP3** 
38,569
40,513
45,029
52,785
58,058
60,496
63,037
67,068

Infants vaccinated with Hib3**
38,569
40,513
45,029
52,785
58,058
60,496
63,037
67,068

Infants vaccinated with**: Hep.B )
45,049
46,995
50,658
52,785
58,058
60,496
63,037
67,068

Infants vaccinated with Measles** 
47,538
49,696
51,783
53,957
58,058
60,496
63,037
67,068

Infants vaccinated with  Yellow Fever**
47,071
49,696
51,783
53,957
58,058
60,496
63,037
67,068

Pregnant women vaccinated with TT+ 
41,816
45,015
48,108
51,382
54,193
57,149
60,258
62,789

Vit A supplementation
Mothers (< 6 weeks from delivery)
ND









Infants (> 6 months)
ND








*  Target of children out of total births 
**  Target of children out of surviving infants

· Summary of major action points and timeframe for reduction of vaccine wastage. If maximum allowance of wastage rates cannot be achieved immediately, the proposal has to provide a rationale for a higher rate. : 

1. Implementation of the Multi-Dose Vial Policy (1st Quarter 2002)

2. Training of health workers in MDVP and calculating vaccine wastage (1st Quarter 2002)

3. Supervision and monitoring (on-going after 2 above) 

Table 5: Estimate of annual DTP wastage and drop out rates


Actual
Targets


2000
2001
2002
2003
2004
2005
2006
2007

Wastage rate 

26
26
20
15
10
10
10
10

Drop out rate                                    [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100
22.5
20
15
10
10
10
10
10

· Countries requesting YF vaccine have to present the same table for measles vaccine wastage rates.

· Planning and constraints for the Polio Eradication Initiative:

The target date of interruption of transmission of wild Poliovirus in The Gambia was that originally set by the WHO, 2000 and revised 2005. Following an outbreak of poliomyelitis in 1986 The Gambia with the support of CDC and its partners, WHO and UNICEF became one of the first countries in Africa to increase the number of doses of OPV from three to five doses.  Following this change in the number of OPV doses, intensive immunization activities were implemented throughout the country.  The national coverage for OPV 3 has been above 85% over the past five years throughout the six divisions in the country.  

The first NIDs were conducted in The Gambia in 1998.  Fixed post strategy was used during NIDs 1998 and NIDs 1999. From 2000, the strategy of synchronisation and house-to-house vaccination was adopted throughout the West African Epidemiological Bloc.  The NIDs 2000 showed coverage rates of 85.2% and 93.5% respectively for the first and second rounds.  The proportion of children who had never been immunized 0.6% and who were reached during both rounds of the intensified NIDs correlated very well with the observed high OPV1 coverage. 

No wild polio virus has been isolated in the country since 1996.  In July 2000, active Polio surveillance system with active search of acute flaccid paralysis (AFP) was established.  In 2000 a total of thirteen cases of non-polio AFP were reported. Two stool samples were collected from five out of thirteen cases within 14 days of onset.  

Strategies and areas of action identified that will be undertaken to ensure the attainment of the Polio eradication goal include:

· Maintaining high routine immunization coverage with OPV in all divisions 

(a) Annual division level micro-planning workshops

(b) Adequate vaccine supply and management at all levels

(c) Provision of adequate cold chain, transport, logistics and other EPI supplies to all divisions

(d) Intensified programme communication, social mobilization and advocacy

(e) Use of monthly supportive supervision and monitoring reports and surveillance results to guide focus and support to those divisions and health facilities with poorest EPI performance e.g. low coverage.  

· Quality supplementary OPV activities

(a) Planning and implementing additional 2 rounds per year of high quality intensified and synchronized NIDs (2001, 2002) 

(b) Implementing aggressive divisional mopping up campaigns following any identification of wild Poliovirus after the 4th round of NIDS (2003, 2004, 2005, 2006).

· Achieving and maintaining certification level AFP surveillance

(a) Conducting national level meeting of all division surveillance focal points every quarter to discuss progress in AFP surveillance and identify and discuss shortfalls.

(b) Sensitization of traditional healers in all divisions

(c) Community and clinician sensitization through effective, focussed social mobilization strategies that emphasize the need for prompt stool collection.

(d) Strategy meeting among division health team (DHT) to chart out best course of attaining certification level AFP surveillance standards in their respective divisions.

(e) Monthly monitoring of AFP surveillance database.

· Establishment of a National Polio Certification Committee (NPCC), and a Polio Expert Committee (PEC)

(a) A National Polio Certification Committee (NPCC) comprising eminent professionals  was set up. There functions are mainly:-

(b) Polio Expert Committee (PEC) also comprising eminent scientists, clinicians, biologists, researchers will be set up in order to make the final classification of all AFP cases, monitor the quality of AFP surveillance and laboratory performance, monitor the progress towards polio eradication and provide technical advice for the polio eradication initiative. 

Currently, the major identified constraints are:

(i) Inadequate transportation for case investigators

(ii) Inadequate number of trained staff due to high mobility of staff

(iii) Weak supervision of field staff

7. Injection safety

7.1
Summary of the injection safety strategy for immunization (for all countries):                                                             

1. Incorporate injection safety into EPI Policy.

2. Utilization of auto-disable (AD) syringes for all EPI immunizations.

3. Procure adequate supplies of safe injection equipment.

4. Produce a practical guideline for proper disposal of used syringes and needles for health workers.

5. Training of health staff on injection safety practices.

6. Construct incinerators in all major health centres.

· 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…7….

7.2
Injection safety equipment (For countries submitting a request for injection safety support).

The following tables calculate the amount of supplies requested for injection safety:

Table 6.1: Estimated supplies for safety of vaccination with  BCG ( Use  one table for each vaccine BCG, DTP, TT and measles, and  number them from 6.1 to 6.4)



Formula
2002
2003
2004
2005

A
Target of children for …… vaccination (for TT target of women)
Match with targets in table 4





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





C
Number of ……  doses
A x B





D
AD syringes (+10% wastage)
C x 1.11





E
AD syringes buffer stock  
 
D x 0.25





F
Total AD syringes
D + E





G
Number of doses per vial
#





H
Number of re-constitution 
 syringes (+10%  wastage)
C x 1.11 / G





I
Number of safety boxes (+10% of extra need)
( F + H ) x 1.11 / 100





Table 6.1: Estimated supplies for safety of vaccination with BCG

 
 
 
 
 
2002
2003
2004
2005

A
Target of children for BCG vaccination
57790
60217
62746
65381

B
No of doses per child
 
 
1
1
1
1

C
No of doses 
 
 
57790
60217
62746
65381

D
AD syringes (+10%)
 
 
63569
66239
69021
71920

E
AD syringes buffer stock
 
15892
0
0
0

F
Total AD syringes
 
 
79461
66239
69021
71920

G
Number of doses per vial 
 
20
20
20
20

H
No of reconstitution syringes (+ 10% wastage)
3178
3312
3451
3596

I
No of safety boxes (+10% of extra need)
909
765
797
831

Table 6.2: Estimated supplies for safety of vaccination with DPT

 
 
 
 
 
2002
2003
2004
2005

A
Target of children for DPT vaccination
45029
52785
58058
60496

B
No of doses per child
 
 
4
4
4
4

C
No of doses 
 
 
180116
211142
232232
241986

D
AD syringes (+10%)
 
 
198128
232256
255455
266185

E
AD syringes buffer stock
 
49532
0
0
0

F
Total AD syringes
 
 
247660
232256
255455
266185

G
Number of doses per vial 
 
10
10
10
10

H
No of reconstitution syringes (+ 10% wastage)
19813
23226
25546
26618

I
No of safety boxes (+10% of extra need)
2942
2810
3091
3221

Table 6.3: Estimated supplies for safety of vaccination with Hep. B

 
 
 
 
 
2002
2003
2004
2005

A
Target of children for Hep B  vaccination
50658
52785
58058
60496

B
No of doses per child
 
 
3
3
3
3

C
No of doses 
 
 
151973
158356
174174
181489

D
AD syringes (+10%)
 
 
167171
174192
191592
199638

E
AD syringes buffer stock
 
41793
0
0
0

F
Total AD syringes
 
 
208963
174192
191592
199638

G
Number of doses per vial 
 
20
20
20
20

I
No of safety boxes (+10% of extra need)
2299
1916
2108
2196

Table 6.4: Estimated supplies for safety of vaccination with Measles

 
 
 
 
 
2002
2003
2004
2005

A
Target of children for Measles vaccination
51783
53958
58058
60496

B
No of doses per child
 
 
1
1
1
1

C
No of doses 
 
 
51783
53958
58058
60496

D
AD syringes (+10%)
 
 
56962
59354
63864
66546

E
AD syringes buffer stock
 
14240
0
0
0

F
Total AD syringes
 
 
71202
59354
63864
66546

G
Number of doses per vial 
 
10
10
10
10

H
No of reconstitution syringes (+ 10% wastage)
5696
5935
6386
6655

I
No of safety boxes (+10% of extra need)
846
718
773
805

Table 6.5: Estimated supplies for safety of vaccination with Yellow Fever

 
 
 
 
 
2002
2003
2004
2005

A
Target of children for yellow fever vaccination
51783
53958
58058
60496

B
No of doses per child
 
 
1
1
1
1

C
No of doses 
 
 
51783
53958
58058
60496

D
AD syringes (+10%)
 
 
56962
59354
63864
66546

E
AD syringes buffer stock
 
14240
0
0
0

F
Total AD syringes
 
 
71202
59354
63864
66546

G
Number of doses per vial 
 
20
20
20
20

H
No of reconstitution syringes (+ 10% wastage)
2848
2968
3193
3327

I
No of safety boxes (+10% of extra need)
815
686
738
769

Table 6.6: Estimated supplies for safety of vaccination with TT

 
 
 
 
 
2002
2003
2004
2005

A
Target of women for TT  vaccination
48108
51382
54193
57149

B
No of doses per woman
 
2
2
2
2

C
No of doses 
 
 
96216
102764
108385
114298

D
AD syringes (+10%)
 
 
105838
113040
119224
125728

E
AD syringes buffer stock
 
26459
0
0
0

F
Total AD syringes
 
 
132297
113040
119224
125728

G
Number of doses per vial 
 
20
20
20
20

I
No of safety boxes (+10% of extra need)
1455
1243
1311
1383

7.1 
Areas for injection safety funds (For countries requesting funds equivalent to the supplies calculated above).

List of areas of injection safety funded by different sources: (For the GAVI/Vaccine Fund support, fill in “areas of support”. For AD syringes and waste disposal, fill in “source of funds”.)
Source of fund
Area of support
Start of fund utilization

Government of The Gambia

AD syringes and waste disposal boxes
2002

GAVI/Vaccine Fund 
AD syringes and waste disposal boxes
2002

 (Use as many rows as necessary

8. New and under-used vaccines

· Summary of those aspects of the multi-year immunization plan that refer to the introduction of new and under-used vaccines.

The Gambia is the first country in Africa to introduce new and underused vaccines into its EPI programme.  Yellow Fever was introduced at the very start of the EPI programme in the Gambia in 1979, following an outbreak of the disease.  Hepatitis B and Haemophilus influenzae type b (HIB) vaccinations were introduced in 1990 and 1997 respectively after the successful conclusion of vaccine efficacy trials.  Both trials were conducted in the Gambia. The trial on pneumoccocal vaccine has just begun in the Upper and Central River Divisions of the Gambia.  If successful, this vaccine will also be introduced as part of the EPI vaccines.  

Sustainability of supply of the new vaccines after the trials was never adequately addressed.  This has led to the severe problems experienced by the country recently.  Presently the Italian Government is supporting Hepatitis B, but this support will end by December 2001. Aventis (Pasteur Merieux), on the other hand, is donating Hib vaccines and this has already ceased.  There is currently no financial guaranty for the provision of both Hepatitis B and Hib vaccines for the year 2002 and beyond.

The Gambia is currently procuring all the traditional EPI vaccines including yellow fever for the country.  The government is applying to GAVI to support procurement of Hepatitis B and Hib vaccines for the period 2002 to 2006.  At end of this period, Government will assume responsibility for these new vaccines. 

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

Disease
Title of the assessment
Date
Results

Hep B

Cancer Registry
1988 - 19971
Age standardized incidence rate of cancer of the liver  (number/year):

Males – 34.7/100,000 (90)

Females – 11.2/100,000 (27)

Hib
Hib meningitis in The Gambia after introduction of a Hib conjugate vaccine

1999
Incidence in children 0-11 months is 21/100,000 (95% CI)

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

Lessons learnt about storage capacity, protection from accidental freezing, staff training, cold chain, logistics, drop out rate, wastage rate etc. as per current experience with new and under-used vaccines:

1. Storage capacity increased in order to accommodate additional vaccines.

2. Staff training on the new vaccines – storage, administration, dosage, contraindications, etc.

3. Reporting forms, Child Welfare Cards, etc., modified to capture data and information on new vaccines.

4. Presentation of vaccines in the monovalent form added huge cost especially regarding cold chain expansion.

5. When a new vaccine is introduced into the routine EPI it is important to develop a long term sustainable vaccine financing plan at the outset to avoid interruptions in supply.

· Summary of the action points that address possible implications for storage capacity, staff training, cold chain, measures to avoid freezing of vaccines, logistics, drop out rate, wastage rate etc… in the Plan for Introduction of New and Under-used Vaccines .
The Gambia has already successfully introduced yellow fever, hepatitis B and haemophilus influenzae type b.  All the implications for service delivery have been addressed. Monitoring of vaccine coverage and disease surveillance for these antigens is currently on-going.

· First preference: required number of doses and presentations of requested new and under-used vaccines. (For each one of the requested first preference of  new and under-used vaccine, please use provided formulas) 
Hepatitis B (recombinant) monovalent and tetravalent DPT-Hib (reconstituted) vaccine

Table 7.1: Estimated number of doses of DPT-Hib vaccine (Specify one table for each presentation of any vaccine and number it 7.2, 7.3, …)

 
 
Formula
2002
2003
2004
2005
2006
2007

A
Number of children to receive new vaccine  [1]
match with  targets in  table 4
45,029
52,785
58,058
60,496
63,037
67,068

B
Number of doses per child 
#
3
3
3
3
3
3

C
Estimated wastage rate in percent  [2]
% 
25%
20%
15%
10%
10%
10%

D
Equivalent wastage factor 
See list in table 
1.33
1.25
1.18
1.11
1.11
1.11

E
Number of doses
 A x B x D
179666
197944
205525
201452
209913
223336

F
Number of vaccines buffer stock  [3]  
E x 0.25
44916
0
0
0
0
0

G
Total of vaccine doses needed
E + F
224582
197944
205525
201452
209913
223336

H
Percentage of vaccines requested from  the Vaccine Fund
 % 
100%
100%
100%
100%
100%
100%

I
Number of doses requested from the Vaccine Fund                   
G x H / 100
224582
197944
205525
201452
209913
223336

J
Number of doses per vial
#
10
10
10
10
10
10

K
Number of AD syringes  [4] (+10%  wastage)                      
[( A x B) + F] x            x 1.11 x H / 100
199804
175774
193333
201452
209913
223336

L
Number of AD syringes buffer stock
K x 0.25
49951
0
0
0
0
0

M
Total of AD syringes
K + L 
249755
175774
193333
201452
209913
223336

N
Number of reconstitution  [5] syringes (+10%  wastage)
I x 1.11 / J
0
0
0
0
0
0

O
Number of safety boxes  [6] (+10%  of extra need)
(M + N)  x 1.11 / 100
2772
1951
2146
2236
2330
2479

Table 7.2: Estimated number of doses of Hep B vaccine (Specify one table for each presentation of any vaccine and number it 7.2, 7.3, …)

 
 
Formula
2002
2003
2004
2005
2006
2007

A
Number of children to receive new vaccine  [1]
match with  targets in  table 4
50,658
52,785
58,058
60,496
63,037
67,068

B
Number of doses per child 
#
3
3
3
3
3
3

C
Estimated wastage rate in percent  [2]
% 
25%
20%
15%
10%
10%
10%

D
Equivalent wastage factor 
See list in table 
1.33
1.25
1.18
1.11
1.11
1.11

E
Number of doses
 A x B x D
202125
197944
205525
201452
209913
223336

F
Number of vaccines buffer stock  [3]  
E x 0.25
50531
0
0
0
0
0

G
Total of vaccine doses needed
E + F
252657
197944
205525
201452
209913
223336

H
Percentage of vaccines requested from  the Vaccine Fund
 % 
100%
100%
100%
100%
100%
100%

I
Number of doses requested from the Vaccine Fund                   
G x H / 100
252657
197944
205525
201452
209913
223336

J
Number of doses per vial
#
10
10
10
10
10
10

K
Number of AD syringes  [4] (+10%  wastage)                      
[( A x B) + F] x            x 1.11 x H / 100
224781
175774
193333
201452
209913
223336

L
Number of AD syringes buffer stock
K x 0.25
56195
0
0
0
0
0

M
Total of AD syringes
K + L 
280976
175774
193333
201452
209913
223336

N
Number of reconstitution  [5] syringes (+10%  wastage)
I x 1.11 / J
0
0
0
0
0
0

O
Number of safety boxes  [6] (+10%  of extra need)
(M + N)  x 1.11 / 100
3119
1951
2146
2236
2330
2479

Table ( : Wastage rates and factors

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

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

· Second preference: Required number of doses and presentations of requested new and under-used vaccines, if first preference is not available. (Please use provided formulas as per table 7.1) 

There is no second preference for The Gambia.  The reason being that the cold chain capacity of the country cannot currently accommodate two-dose vial pentavalent vaccines as the storage space is unavailable.

· Attached is the plan of action for vaccinations with new or under-used vaccines (if already contained within the national, multi-year plan, indicate pages)
Document number…8…

9. Strategic directions to mobilise additional resources for immunization

· Summary of strategies that the Government intends to pursue to increase the resources for immunization of children, and that will be converted in a comprehensive Financial Sustainability Plan by the time of the mid-term review. Highlights of the agreements made with donor agencies (i.a.: Vaccine Independence Initiative) and the use of funds freed by debt relief :

The government intends to use four main strategies to increase funding for the EPI:

· Annual incremental increases in the national budgetary allocation for the procurement of vaccines and supplies and the replacement of the cold chain.  Under the Recurrent Budget, in 2002, USD 192.308.00 has already been allocated for vaccines and supplies.

· Prioritising EPI as a major intervention for specific allocation of funds realised under the Highly Indebted Poor Country (HIPC) Initiative.  In 2002, USD192, 308.00 has also been allocated for the procurement of vaccines and supplies.

· Within the planned decentralisation of local government, it is envisaged that each autonomous local government administration will assume the responsibility for fund raising for a specific proportion of the overall cost of health care delivery, including EPI related requirements, for their locality. 

· Consideration will also be given to the development of community insurance schemes under the Bamako Initiative (BI) strategy that will include access to services at community level including the EPI.

· Tables of expenditure for 2000 and resource needs detailing the sources of funds for 2000 and subsequent years are attached in Annex 1.
Document number .…9.

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

Recurrent cost reduction strategies will include:

· Reducing wastage through the adoption of the Multi-Dose Vial Policy

· The planned shift to the pentavalent vaccine will lead to a reduction in the need for injection equipment.

· The change from the use of lyophilised Hib to reconstituted DPT-Hib will further reduce wastage and therefore costs.

10. Summary of requests to GAVI and the Vaccine Fund

With reference to all points presented above, the Government of The Republic of The Gambia considering that its DTP3 coverage for 2000 was 74.4% corresponding to an estimated 38,569 number of children vaccinated with DTP3, requests the Alliance and its partners to contribute financial and technical assistance required to increase immunization of children.

Specifically, the Government hereby applies for the following types of support from GAVI and the Vaccine Fund. (Circle “YES” or “NO” according to the requests submitted with this proposal):
· Support for Immunization Services                       

YES           NO

· Support for New and Under-used vaccines                                  YES           NO

· Support for Injection Safety                                                          YES           NO

10.1
SUPPORT FOR IMMUNIZATION SERVICES 

GAVI and the Vaccine Fund are requested to fund the strategies for strengthening immunization services in year 2002 according to the number of additional children (as compared to the baseline) that are targeted to be immunized with DTP3 as presented in table 4, namely 45,029 (number of children). Funds will also be requested for following years as estimated in table 4.

· The Government takes full responsibility to manage the in-country transfer of funds. 

(In case an alternative mechanism is necessary please describe it and the reasons for it:)
· Operational mechanism that is followed for safeguarding transparency, standards of accounting, long-term sustainability and empowerment of the government in using the funds:

· The funds will be transferred to the Central Bank of The Gambia in a Drug Revolving Fund (DRF) Special Bank Account.  The DRF will raise a voucher, signed by the Principal Accountant and the Permanent Secretary of the DOSH.  This voucher will be sent to the Accountant General's Office for payment.  

· On a six monthly basis, the DOSH will provide statements of accounts to be reviewed by the ICC.  On a yearly basis the Internal Audit Department will carry out an audit exercise.

· Countries requesting immunization services support should submit the “Banking Details” form (Annex 3) with their proposal
10.1 SUPPORT FOR NEW AND UNDER-USED VACCINES 

GAVI and the Vaccine Fund are requested to fund the introduction of New and Under-used Vaccines by providing the following vaccines: (fill in only what is being requested from the Vaccine Fund in line with tables 7.1, 7.2…)

Table 9 : New and under-used vaccines requested from GAVI and the Vaccine Fund

Vaccine presentation
Number of doses per vial
Starting month and year 
Number of doses requested for first calendar  year
Number of doses requested for second calendar  year *







Hep. B (recombinant), monovalent
10
01-01-02
252,657
197,944

DPT-Hib, (liquid)
10
01-01-02
224,582
197,944

* Vaccines will also be requested for following years as described in tables 7.1, 7.2…

· Vaccines will be procured (tick only one) : 


                                   By UNICEF         X                                      By GOVERNMENT

· (If vaccines are proposed to be 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:
· (In case you are entitled to receive US$ 100,000 to facilitate the introduction of new vaccines) Please submit the attached “Banking Details” form (Annex 3) with the proposal. 
10.2 SUPPORT FOR INJECTION SAFETY 

GAVI and the Vaccine Fund are requested to support the injection safety plan by providing: 


(Tick one choice only):

The amount of supplies listed in table 8






The equivalent amount of funds
Table 8: Summary of total supplies for safety of vaccinations with BCG, DTP, TT,, MEASLES and YELLOW FEVER requested from GAVI and the Vaccine Fund (fill in the total sums of rows “F”, “H” and “I” of tables 6.1,6.2, 6.3, 6.4.

 
ITEM

2002
2003
2004
2005

F
Total AD syringes
for BCG
71,515
56,303
55,217
71,920



for other vaccines
658,192
542,467
555,199
724,643

H
Total  of reconstitution  syringes 
10,550
10,383
10,424
13,578

I
Total  of safety boxes
8,339
6,917
7,054
9,205

·  (In case you request funds equivalent to the above supplies at the prices obtained by UNICEF) Please submit the attached “Banking Details” form (Annex 3) with the proposal.
11.  Additional comments and recommendations from the ICC 

The ICC is very concerned because of the vaccine situation in The Gambia.  We hope that the country will get approval.  For without support from GAVI, children living in The Gambia will be deprived of Hepatitis B and Haemophilus type b vaccines beginning in January 2002 (see attached letter).

ANNEX 1

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

Table 1

Expenditure in 2000 from different sources

Ref.

#
Category / Line item
Central Govern-ment
Local Govern-ment
Private sector
UNICEF
WHO
Donor 3
Donor 4
Donor 

n.. 2
Total Expend-iture in 2000

1.
Vaccines, AD syringes…










1.1
· Line item …
250









1.2
· Line item …3










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










2.1
· Line item …










2.2
· Line item …3










3.
Other item immunization specific










3.1
· Line item …










3.2
· Line item …3










Total expenditure in 2000










1
If basket funding or a similar aggregated funding approach is used, please describe the total funding amounts, and/or detail partner contributions as fully as possible.

2 Please use the electronic version of the document and insert as many columns for partner contributions as are necessary for your submission

3 Please use the electronic version of the document to insert as many line items as necessary for your submission

Table 2

Budget for 2000                      (Fill in a similar table for subsequent years)  

Ref.

#
Category / Line item
Contributions committed by partners
Total projected needs  
Unmet needs



Central Govern-ment
Local Govern-ment
Private sector
Donor 11
Donor 2
Donor 3
Donor 

n.. 2



1.
Vaccines, AD syringes…










1.1
· Line item …










1.2
· Line item …3










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










2.1
· Line item …










2.2
· Line item …3










3.
Other item immunization specific










3.1
· Line item …










3.2
· Line item …3










Total commitment 










1
If basket funding or a similar aggregated funding approach is used, please describe the total funding amounts, and/or detail partner contributions as fully as possible.

2 Please use the electronic version of the document and insert as many columns for partner contributions as are necessary for your submission

3 Please use the electronic version of the document to insert as many line items as necessary for your submission

ANNEX  2

Summary of documentation
 

Background information on Health System Development status

a) Attached are the relevant section(s) of strategies for health system development
Document number 1….

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

b) ICC’s workplan of next 12 months
Document number 3….

c) Terms of reference of the ICC 
Document number 2…

d) Minutes of the three most recent ICC meetings or any meetings concerning the introduction of new or under-used vaccines or safety of injections
Document number 4…

Immunization Services Assessment

e) Most recent, national assessment report(s) on the status of immunization services
Document number 5…

f) Summary of the recommendations of the assessment report(s) with remarks on the status of implementation of each recommendation.
Document number 5…

Multi-Year Immunization Plan

g) Complete copy (with executive summary) of the Multi-Year Immunization Plan or of the relevant pages of the health sector plan.
Document number 6…

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

i) 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 7…

Document number 8…

Unmet needs requiring additional resources

j) Tables of expenditure for 2000 and resource needs (Annex 1)
Document number 9…

ANNEX  3

GLOBAL ALLIANCE FOR VACCINES AND IMMUNIZATION



Banking Details



SECTION 1 (To be completed by payee)




In accordance with the decision on support to  immunization services made by the Global Alliance for Vaccines and Immunization and the  Vaccine Fund  dated . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ,  the Government    of . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . , 

hereby requests that a payment be made, via  electronic bank transfer, as detailed below :



Name of Institution :

(Account Holder)


Address :








City – Country :


Telephone No. :

Fax No. :


Amount in USD :  
( To be filled in by GAVI Secretariat )
Currency of the bank account :


For credit to :       Bank account’s title


Bank account No. :


At  :                    Bank’s name


Is the bank account exclusively to be used by this programme?
YES  (   )    NO   (   )

By whom is the account audited ?


Signature of Government’s authorizing official :




Name :

Seal :



Title :



Signature :



Date :







SECTION 2 ( To be completed by the Bank ) 



FINANCIAL INSTITUTION
CORRESPONDENT BANK 

(In the United States)

Bank Name :



Branch Name :



Address :









City – Country :







Swift code :



Sort code :



ABA No. :



Telephone No :



Fax No :







I certify that the account No. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . is held by  (Institution name) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .at this banking institution.

The account is to be signed jointly by at least …… (number of signatories) of the following authorized signatories :
Name of bank’s authorizing official :



1  Name :

Title :

Signature :                    




Date:


2  Name :

Title :

Seal:






3  Name :

Title :







4  Name :

Title :







COVERING LETTER

(To be completed by UNICEF representative on a letter-headed paper)
TO:    GAVI – Secretariat

                                                           



Att. Dr Tore Godal

                                                           



Executive Secretary

                                                           



C/o UNICEF

                                                           



Palais des Nations

                                                           



CH 1211 Geneva 10

                                                           



Switzerland
On the ……………………………… I received the original of the BANKING DETAILS form, which is attached.

I certify that the form does bear the signatures of the following officials :



Name


Title

Government’s authorizing official





Bank’s authorizing official 







                                    

Signature of UNICEF Representative :



Name


Signature


Date





SOS for Health


&


Social Welfare





Permanent Secretary Health


&


Social Welfare








Director of Planning & Information





Director of Health Services





Director of Support Services





INTER-AGENCY


CO-ORDINATING COMMITTEE





Asst Director of Family Health





EPI Programme Manager





(





(








� Projected from the 1993 National Population and Housing Census


� Evaluation Coverage Survey concluded in February 2001 (previous data provided joint WHO/UNICEF from MICS 2000)


� 12-23 refers to children aged 12 to 23 months


� Refers to mothers of children aged 0 to 11 months


� Confirmed cases from Western Division, one of the six health divisions.  Source: Medical Research Council


� Adult cases only


6. From the MICS 2000


 1 TT Schedule: 1st TT (At first contact); 2nd TT (1 month after 1st dose) 3rd TT (6 months after 2nd dose) 4th TT (1 year after 3rd dose) and 5th TT 1 year after 4th dose)





� 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 with correction for stock balance at start and end of the supply period; B =  the number of DTP vaccinations. 


� A national Health care wastage study has just been concluded.  A Plan of Action will be developed following a national workshop


� The buffer stock for vaccines and AD syringes is set at 25%. This is calculated with the first stock of doses required to introduce the vaccination in any given geographic area. Write zero for other years.


� Only for lyophilized vaccines. Write zero for other vaccines


� Savings from the procurement of AD syringes for the first three years will be used to buy all the AD syringes from the fourth year (2005) onwards. 


� Carriage rate for Hepatitis B virus is 15% in adults.  No recent country-wide survey of vaccinated children (Whittle H, MRC, 2000)


� Adegbola RA, et al, Haemophilus influenzae type b meningitis in The Gambia after introduction of a conjugate vaccine; Lancet 1999, 354: 1091-1092


� The government will assume responsibility for procurement of 10% of the items in 2002, 15% in 2003, 20% in 2004 and 100% in 2005





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