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Executive Summary

The Expanded Programme on Immunization was initiated in Nigeria in 1979 as the main strategy aimed at controlling
childhood killer diseases, through provision of vaccines and immunization. The overall goal of the programme is to
improve immunization coverage on a sustainable basis and reduce disease burden in all communities in Nigeria,
while using immunization as platform to strengthen the overall primary health care delivery system.

The country made significant progress in achieving high routine immunizations coverage in the early 1990s which
could not be sustained as a result of disruption of vaccine supply, withdrawal of donor support and lack of
commitment during successive military regimes. Coupled with this are challenges such as a complicated bureaucratic
system, a rapid population growth, existence of strong and widely revered traditional beliefs and a low social status of
women. Today Nigeria has one of the lowest immunizations coverages in the world and is the major endemic focus of

wild poliovirus.

Recently serious efforts by the Federal Government and development partners have resulted in some improvement in
the cold chain system, creating awareness on the benefit for immunization among the communities, capacity building
and partner coordination. The current document represents a five year comprehensive plan for immunization activities
in the country. The plan highlights the national goals, objectives, and strategies derived from the programme situation

analysis.

The analysis is done using the Health Sector reform Programme, reports from Expert Review Committee (ERC) on
Polio Eradication Initiative (PEI) of Nigeria, National Immunization Coverage Survey (NICS) 2003, Demographic and
Health Survey, programme administrative reports and other official documents. Through a process of situation
analysis the following were identified as priority areas of focus (1) improving immunization coverage, poor distribution
and frequent interruptions in supply of vaccines (2) bundled vaccines supplies (3) interruption of the transmission of
the wild poliovirus (4) building capacity of staff at all levels (5) cold chain management (6) data and information
management etc The plan provides a guide and the strategies for the next 5 years to address these problems through
immunization system components rather than by targeted disease or initiative.

This plan has been developed within the context of the Global Immunization Vision and Strategies (GIVS) and aims to
contribute towards the attainment of the fourth Millennium Development Goal (MDGA4).

Nigeria Comprehensive EPI Multi-Year Plan 2006-2010 5



1 Background
1.1 Geography

Nigeria is one of the largest countries in Africa, it covers an area of 923 678 square kilometers. It lies within the tropics along the
Gulf of Guinea on the West Coast of Africa lying between the latitudes of 4°1' and 13°9' N and longitudes 202" and 14930 E. It
shares border with the Republic of Benin to the west, the Republic of Cameroon to the east, the Republic of Niger to the north
and the Atlantic Ocean to the south. The climate conditions divide the country into mangrove swamps and rain forest in the
south, savannah region in the middle belt and desert in the far north. However the Country is criss-crossed by several large
Rivers and streams.

The country has two main weather condition of raining seasons (April-September) and dry seasons (October ~March). There is
however a varying period of cold dry dust weather mainly in the northern parts of the country between November and January.

The Country operates a federal system of Government comprising 36 States and the Federal Capital Territory. The

States are grouped into six geo-political zones.
The states are sub-divided into 774 Local Government Areas (LGA) serving as administrative units at the third tier of

government. However the LGAs are further divided into wards (9565 wards) which is the lowest political unit

1.2 Demography

Nigeria has a projected population of over 130million people by year 2006 according to 1991 census data. At the current growth
rate of 2.8 per cent annum the population is projected to double in 20 years. The population is predominantly young with
approximately 45 percent under 15 years of age and 20 percent under 5. Women of child bearing age (15-49) account for 22-24
per cent of the total population.

= Settlement pattern
The country population predominantly (50-60 per cent) lives in the rural area'. However, there is evidence of rapid urbanization
with several key cities with population in excess of 1 million. The cities are located mainly in the southern and middle parts of the
Country. The rural populations have sometimes scattered settlements and there are many nomadic populations spanning the
length and breadth of the country. The rural populations engage in various agricultural activities which are mainly subsistence in
nature. These include fishing, mainly in the riverine settiements, crop farming and livestock grazing.

There are over 300 ethnic groups in Nigeria and the major languages are Yoruba, Hausa and Igbo.

» Socio-economic Status
Nigeria is a developing country with one of fast growing economy in Africa and GNP per capita of US$340. Over 50%
of the population lives below the poverty line. The country’s economy is mainly dependent on oil which earns 75-90%
of the foreign exchange.
The majority of the population is able to read and write (literacy rate 71%). The predominant religions are Christianity,
mainly in the South and Islam in the North. Traditional religious practices still exist in many parts of the country
especially in the rural areas. Traditional medical practices also flourish among the Nigerian communities.

' NDHS 2003
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= Road network: The country has a massive road network that spans the length and breadth of the country.
The major highways are owned and maintained by the federal government while the various States develop and
maintain Road within State.
The LGA authorities are engaged in construction of earth road which are mainly in the rural communities
The quality of road network depends mainly on the part of the country but generally Nigeria has a fairly good road
network

Electricity: This is supplied to most parts by the Power Holding company Nigeria PLC (PHCN). However the supply
of Energy by PHCN is erratic and unreliable; most commercial outfits and private home have to supplement with
power generating sets.

Water Supply: Public water supply is a major challenge in the country as this is nearly non-existent in most parts of
the country. Water supply in urban is through the sinking of boreholes buy private individual for sale to the public
while there are few hand pumps in some rural communities. Most of the rural populace gets their drinking water from
the stream.

Communication: The Country in the past 4-5year has witness a communications revolution and most parts of the
country except few rural areas are serviced by one of the numerous wireless GSM communication network.

1.3 Health Care Delivery System

The Nigerian national health care delivery system is based on the three tier system of primary, secondary and tertiary
care.

The Federal government through the Federal ministry of health provides tertiary health care (teaching and specialists
hospitals) and has the responsibility to develop policies, strategies, guidelines and plans and programmes that
provide the overall direction for the national health care delivery system in the country; the state governments are
responsible for secondary health care while the Local governments have responsibility for Primary Health Care.

The private sector (including multi-Nationals companies) participates mainly in the provision of secondary health care
mainly in towns and cities although a few get involved in Immunizations.

1.3.1 Primary Health Care.

The Local governments are mainly responsible for the provision of Primary Health care in Nigeria, although the State
and Federal government sometimes participate in the provision of infrastructures for the PHC. The primary health
Care system was built-up following the alma-attar declaration into a vibrant functional system of health care delivery
in the early 1980s. This was reflected in the gradual improvement in the RI coverage to about 80% in 1990.
Subsequently the PHC system witness rapid deterioration and eventual collapse with most PHC centers not
functioning and those functioning are operating at much less than optimal conditions. Thus currently the PHC is not
performing optimally as it is poorly equipped and managed, only providing care to between 5-15% of its potential
clientele. There is limited link between the Primary Health Care system and the higher levels of Health care delivery
Systems.

The weak Nigerian health system is reported by the WHO report 20002 on health systems performance where Nigeria
stood at 187th out of 191 countries. The health indicators for Nigeria as shown in the table 1 below are quite poor?
Poor health management information system remains a major challenge and constraint for sector reforms, health
planning, monitoring and evaluation and disease surveillance. Poor community participation in health care services
seriously undermines service ownership and community support for health intervention programmes.

2 WHO report on Health System Performance 2000
* State of the World Children 2006 and NDHS 2003
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Re-activating the health care system and getting the various tiers of government to assume responsibility has been
difficult as the Nigerian 1999 constitution did not clearly define government roles in the health care delivery system.
Thus the health care reform seeks also to address the anomaly?

Table 1: Some Vital Statistics for Nigeria®

Statistic (indicator) NDHS 2003 State of world’s children 2006
Annual Growth Rate 2.83 percent 2.8 percent

Total Fertility Rate 5.7 per woman 5.7 per woman

Infant Mortality Rate 100/1000 live births 101/1000 live births
Under-five Mortality Rate 201/1000 live births 197/1000 live births
Maternal Mortality Ratio 948/100000 live births 800/100000 live births

Life Expectancy - 43 years

1.3.2 Health Sector Reform Programme

In recognition of the weak Health system and the need to provide strategic directions and investments in key areas of
national Health system, within the context of the overall Government macro-economic framework NEEDS the
National Economic Empowerment and Development Strategy of the Federal Government and also getting the
impetus from the Millennium Development Goals (MDG), the FMOH embarked on the Health Sector Reform
Programme and plan of action 2004-2007 .6

The major thrusts of the Health reform Programme are:

= Improving the stewardship role of Government,

= strengthening national health systems and its management,

* reducing the burden of disease,

* Improving availability of health resources and their management

= improving access and quality of health services

= Promoting effective collaboration and partnership within and without the health sector.
In order legalize the national health system as well as really establish the functions of each level of government a
National Health Bill has been drafted and is under process with the national assembly.

1.3.3 Health Policy

The country also revised it health Policy in 20047, This Policy set the momentum for Implementation of Health
services in the Country.

The major focus of the revised policy includes amongst others, National Health Systems and Management; National
Health Care Resources; National Health Information System and Partnership for Health Development.

The policy sets guidelines for the establishment of Primary Health Care Management Board or Agency in the
State/FCT and Local government Areas as a major step towards improved management and financing of Primary
Health Care. A few States have started implementation of these guidelines.

Specifically on immunizations, the Policy provides for free vaccines to all eligible age groups; support to States and
LGAs on Immunizations and also to establish Standards and guidelines for Safe Injection and waste disposal, cold

Chain and Logistics management.

* Document on Heath Care reform in Nigeria 2004-2007
* NDHS and ICS 2003
¢ Document on Health Reform programme
7 Revised National Health Policy 2004
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1.3.4 Human Resources

Health services in the country are constrained by the shortage of qualified personnel due to high attrition rates. There
is persisting brain-drain of highly trained personnel.

There is also inequity in the distribution of health human resources between urban and rural areas. This, undoubtedly,
has further adversely affected the development of primary health care facilities and delivery of service.

The government tried to addresses the human resource gaps in the PHC by the creation and training of special
Primary Health care Workers to man the PHC. These categories of workers are the ones mainly responsible for
provision of Immunization Services.

Utilization of public health services has also been declining despite the attempts being made to increase the
availability of services leading to an absolute low level of health service utilization compared to other countries. Low
utilization levels constrain the productivity of staff working in the health facilities.

1.3.5 Health Care Financing

Public financing on health is less than $8 per capita, compared to $348 recommended intemationally. Private
expenditures are estimated to be over 70% of total health expenditure with most coming out of pocket expenses.
These costs are just estimates as there is no system for national Health Accounts (NHA). There are no reliable data
or information on the combined Federal, state expenditures or expenditures from private and donor sources®.

To address these lapses the HSRP envisages the institution of NHA, introduction of special Health taxes/fund and
amongst others, re-design the NHIS as a sustainable mechanism for Health Care Financing.

1.4 EPI Programme

The Expanded Program on Immunization (EPI) was initiated in 1979. It has witnessed varying stages of implementation with a
high thrust for Universal Child Immunization, registering coverage of 81.5 per cent of all antigens between 1988 and 1990. The
1990s then witnessed major decline in the coverage. This was due to various problems such as Low political will and social
support, inadequate funding and Poor community involvement and participation amongst others.

In 1995, a revitalized EPI program provided a new basis for Government ownership and was renamed the National Program on
Immunization (NPI). The new level of support provided by Government led to an increase in immunization although figures on all
antigens indicate coverage under 50 per cent as at 1999.

1.4.1 Programme Structure

Nigeria is a signatory to the declaration of the survival, protection and development of children, which was articulated
at the 49t World Health Assembly in 1988. This was reinforced by the world summit for children held in New York in
1990. This declaration established challenges for global immunization vaccine preventable diseases including
poliomyelitis.

In pursuance of this objective, the government provides funds, vaccines, technical and material support to the states and LGAs.
The National Program on immunization (NPI) Agency established under decree 12 of 1997 as a Parastatal of the Federal
Ministry of Health plans coordinates and mobilizes resources for supplemental and routine immunization. The NP! is also
charged with the responsibility of procurement and distribution of bundle vaccines, policy guidelines, and
development of capacity at 2nd and 31 tier of government, monitoring and supervision as well as data management

for the Immunization programme.

¥ Health Care Reform Document
° Health Sector Reform Document p8; Revised health Policy 2004p6
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NPI Mission:

isi “To significantly and rapidly
NPI Vision %mprove };outine

To achieve sustainable immunization coverage on
immunization a sustalgable bagls émd
i i reduce disease burden
service delivery through arising from vaccine

community preventable diseases in all

ownership community communities in Nigeria,
operated and whge; gﬂ%% tlrn;ngg?nltz?gmn
community driven strategy strengthening the overall
primary health care
delivery system”

1.4.2 Interagency Coordinating Committee (ICC)

Coordination of partners in immunizations activities is done through the Inter-agency Coordination Committee (ICC).
The ICC is chaired by Federal Minister of Health and comprises WHO, UNICEF, USAID, Rotary International (Polio
Plus), DFID, EU, ALGON, Embassy of Japan, Embassy of Canada, Embassy of Norway, World Bank, CHAN, MSF,
Red Cross, and Coca Cola Nig.

The mandate of the ICC includes polio eradication and routine immunization. Thus, the ICC responsibilities for
coordinating decision-making, and information sharing extend to all immunization activities/programmes undertaken
by the Federal Government of Nigeria and her partners. The ICC has a coordination role for the activities of partners

working at sub-national level with states and LGAs.
The ICC has technical working groups with clear terms of reference for their mandate. The ICC meets monthly.

1.5 The National Health Plan and the cMYP

The National immunization programme through a stake holder consultative meeting developed in 2005 a blue print10
for immunization strengthening. The blue print outlines the strategic direction for improvement in all aspects of routine
immunization programme management.

Subsequently the NPI and partners developed a five year strategic plan for Routine Immunization sustainability 2006-
2010. This the period of Strategic Activity plan was developed to fall in line with the last part of the National Health
Plan 1998-2010",

The strategic plan catalogues the various strategic activities for routine immunization strengthening in the country.
The cMYP is a reformatting of this 5 year strategic activity plan for improving immunization programmes and reducing
morbidity and mortality from VPDs. The plan was developed following from evidence and recommendations from
various EPI assessments in addition to the situation analysis of the immunization programme in the country. It also
draws from the report of the Blue Print on RI strengthening as well as the strategic plans for the Health care delivery.
The cMYP which runs from 2006-2010 focuses on the main components of the immunization systems with key
strategies and activities directed to the main national priorities for the immunization programme.

The restructuring of the Five year Strategic activity plan into Comprehensive Multi-Year Plan (cMYP) is meant for the
country plan to be in line with the WHO/UNICEF Global Immunization Vision and Strategies (GIVS).

The cMYP also provide information on the resource implications for the activities as well as sources of financing of
the various interventions. The cMYP has thus been enriched by a financial analysis and costing of the plan to
apportion available funds and highlighting the probable funding sources as well as the funding gaps.

' NPI Blue print on Immunization
! National Health Plan 1998-2010
Nigeria Comprehensive EPI Multi-Year Plan 2006-2010 10



The cMYP is therefore a plan to guide the activities, and investment decisions in the immunization programme of the
Nigerian Government and its development partners over the next 5 years or so. The plan acts as a sector-fundable

document for immunization related activities.
However on an annual basis, detail of the activities will be elaborated in the annual plan which will be extractions from

the cMYP.

1.6 Programme Goals

The programme goals is as enunciated in the vision -mission of the NPI, which is to significantly and rapidly improve
routine immunization coverage on a sustainable basis and reduce disease burden arising from vaccine preventable
diseases in all communities in Nigeria, while using immunization as an entry point to strengthening the overall primary
health care delivery system”

1.7 Programme Objectives

1. To ensure that infants are fully immunized against vaccine preventable diseases before attaining the age of
12 months

2. To sustain high community awareness on the importance of completing the immunization schedule

3. Ensure that the routine immunization components of bundled vaccines, cold chain and logistics, human
resource development with the operational finances are in place.

4. Develop a strategic framework which delineates the roles and responsibilities of the federal, state, LGA and
wards, as well as the private sector and development partners.

5. Develop a comprehensive, timely and complete reporting system with necessary feedback mechanisms.

The set targets for routine Immunization coverage using DPT3 is 65% for 2006, 75% for 2007 and 80% from

2008 and maintained.

1.8 Governance and Partnerships
The development of the Immunization blueprint by NPI was under the direction of the ICC. The body also provided
direction for the development of the 5 year strategic plan which was subsequently approved by the National Council

of Health.
The process of reformatting the strategic plan to develop this cMYP was under the direct supervision of the ICC, who

has been involved in every step of the development of this cMYP.

1.9 Monitoring and Evaluation

The monitoring for the cMYP will be done by annual joint review by NPI, partners and other stake holders. The
monitoring framework will be developed with a set of indicators to measure the performance of the cMYP. Final
evaluation of the cMYP will be done in 2010.

Nigeria Comprehensive EPI Multi-Year Plan 2006-2010 11



2 Situation Analysis

2.1 Routine Immunization

The Expanded Program on Immunization (EPI) was initiated in 1979. It has witnessed varying stages of implementation with a
high thrust for Universal Child Immunization, registering coverage of 81.5 per cent of all antigens between 1988 and 1990 and
this dropped to less than 25% in the late 90s. Routine immunization (RI) is provided at the health facilities either
through the public health (mainly in LGA health facilities) or through the private sector. The private sector is a key
player in health care delivery service in some states in Nigeria. The antigens given are BCG, OPV, DPT, MV, YF;
Hep. B.and TT.

This decline in the RI coverage occurred as a result of various reasons; mainly due to the collapse of the Primary
Health care system in Nigeria in the 1990s. This led to weak health systems, poor funding by government at all levels,
lack of involvement and ownership at the community levels, etc. Many Health facilities either were not functioning or
not providing RI services. Vaccine stock outs were common place situation. The few facilities providing Rl services
are not able to reach the distant communities as minimal or no outreach or mobile immunization activities were
conducted. Furthermore there were no activities to sustain community demands; clinics that are providing services do
not conduct Rl sessions regularly due to a combination of factors like, vaccine stock outs, staff absentesism, minor
holidays etc.

These finding were revealed by the National Immunization Coverage and Nigeria Demographic and Health Surveys
(NDHS) both of 20032 which also confirms that the coverage of infants with all antigens in Nigeria remains very low
in many parts of the country (table 2).

Table 2 Findings on immunization coverage for DPT3 for the zones

NDHS (2003) NICS (2003)

o DPT3 Coverage

o South-West 67.8% 47.8%

o South-East 58.5% 65.5%

o South-South 32.5% 36.5%

o North Central 23.8% 31.9%

o North East 9.1% 17.6%

o North West 5.8% 9.8%

o National level 21.4% 32%
e Fully immunized 13% 12.7%

In 1995, the Government tried to revitalized EPI program and set up the National Program on Immunization (NPI). The NPI has
been active in Immunization activities since its formation but has mainly with its partners focused on the Polio Eradication
Initiative.

However following the NICS and NDHS of 2003 as well as the need to meet with the policy of the Government™ to reduce the
mortality and morbidity of infants due to VPDs, the NPI and Partners started in late 2004 to re-vitalize routine Immunization. This
they did by adopting the WHO-AFRO RED strategy for Rl improvement having adapted to REW.

Activities for Routine Immunization Strengthening were further scaled up in 2005/2006 with implementation of some Rounds of
LIDs and the introduction of IPDs as a strategy for Polio Eradication as well as provide opportunities for other Routine Vaccines
and other childhood health interventions.

Currently there is very high level political will to improve immunization coverage. Various activities to improve the Routine
Immunization are being put in place and this includes development of a REW field guide, training in some zones on REW
approach as well as on basic knowledge and Skills on Routine immunization service provision.

The efforts yielded some marginal improvement in the RI performance with the DPT3 coverage rising from 25% in 2004 to

37.5% in 2005 and preliminary data for 2006 show great promise.

2 Report on National Immunization Coverage Survey 2003 and NDHS 2003

¥ National Health Policy
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Immunization Schedule and Strategies

The traditional antigens BCG, OPV, DPT, MV, are given to children under one with provision made for children 12-24
months that had not received their doses previously.
TT is administered to pregnant women and other women of child bearing Age
In 2003 the Country introduced Yellow Fever and Hepatitis B Vaccines into its Routine Immunization schedule for

children less than 1 year.

Table 3: Nigerian Immunization Schedule?®

Vaccine | No. of | Age Minimum interval | Route of Dose Vaccination
Doses between doses Administration Site
BCG 1 At birth or as soon Intra-dermal 0.05ml Upper arm
as possible
OPV 4 At birth, 6,10 and | 4weeks Oral 2 drops Mouth
14 week of age
DPT 3 At 6,10 and 14 | 4weeks Intramuscular | 0.5ml Outer part of
weeks of age thigh
Hepatitis B | 3 At birth, 6 and 14 | 4weeks Intramuscular | 0.5ml Outer part of
weeks of age thigh
Measles 1 At 9 months of age subcutaneous | 0.5ml Upper left arm
Yellow 1 At 9 months of age Subcutaneous | 0.5ml Right  upper
Fever arm
Vitamin A | 2 At 6months and 12 | 6 months Oral 100.0001U | Mouth
months of age 200,0001U
Tetanus 5 Women of | TT1 @ 1st Contact Intramuscul | 0.5ml Upper arm
Toxiod Child TT2 at least 4wks after TT1, | ar
bearing TT3 at least 6mths after TT2
Agel/ early | TT4 at least 1yr after TT3, TT5
Pregnancy | atleast 1yr after TT4
" Source of Data NPI RI annual Reports
13 Source NPI
13
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2.1.1.1 Reaching Every Ward (REW)

In line with regional and global strategies for improving Routine Immunization (RI) coverage, Nigeria adopted the
Reach Every District (RED) approach in December 2004 with minor modification focusing on the “Ward” which is the
lowest administrative and political level in the country. Reaching Every Ward (REW) is the main operational focus for
improving Routine Immunization performance which will also strengthen the Ward health structure and primary health
care system. The REW strategy comprises of 5 operational components: (a) planning and management of resources
(b) improving access and utilization of immunization services (c) supportive supervision (d) linking services with
communities and (e) monitoring and use of data for action. With the recent step up efforts to improve REW
implementation, operational guideline “REW field guide” and micro planning forms were developed in May 2006. A
training framework consisting of Training of Trainers (TOT) for REW approach and Basic Guide for Service providers
was conducted at the national, some zone and states from 3d — 18" of August 2006 and this training is being
cascaded to the LGA and Ward levels.

2.1.1.2 Local Inmunization Day (LIDs)

From 2005, states that have identified Wards/LGAs with relatively poor coverage conducted LIDs in order to improve
their performance. Local Immunization Days (LIDs) are basically multi-Antigen catch up campaigns conducted in
areas with relatively low RI coverage, by immunizing all children below the age of one (up to two years) in all fixed
posts, temporary fixed posts as well as mobile posts. LIDs are conducted at least three times in a year, in the same
wards, with at least four weeks intervals between each round, in order to complete the schedule for multi-dose
antigens (DPT, OPV Hep B) and improve routine immunization coverage. The LIDs are also used to target the
underserved populations within each Local government.

2.2 Data Management and EPI Reporting/ Monitoring System

Data management and reporting has been very poor in the past however with the attempt at rejuvenating the routine
Immunization in Nigeria efforts are being directed at improving reporting system in Nigeria.

Currently reports (RI data and IDSR data are collected monthly from the health facilities to the LGA from where
compilation and transmission to the State is done. The States then collate and send it to the National level.

AFP data and Epidemic prone diseases are collected weekly and passed through the same channel to the National
level.

Quality of Rl administrative data is also under focus, and to ensure good quality reporting and monitoring system for
RI, regular data quality self assessment is planned/conducted at LGA and facility levels.

2.3 Vaccine Supply and Distribution

o Procurement and Distribution.
Nigeria is one of the few countries in Africa that funds completely its vaccines procurement for routine immunization.
In May 2003, the FGN/UNICEF signed a Memorandum of Understanding for the procurement of routine vaccines,
which has ensured continued availability.
The NPI through the logistics working group of the ICC carries out annual vaccine forecast and then places order for
the vaccines through UNICEF.
Vaccines are distributed from the National cold store through the zonal cold stores to the States. From the States
vaccines are moved to the LGAs who in turn move vaccines to the Health facilities.
However, some challenges in vaccine procurement, distribution and utilization still persist. These include late fund
release for vaccine purchase and lack of a system for vaccine effective distribution from the States to the LGA and
further to the Health facilities. Indeed the weakest link lies with vaccine movement from the States to the LGA and
down to Health Facilities. In addition monitoring of vaccine stocks at the periphery (States, LGAs and health facility
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level) has not been quite efficient. Monitoring of vaccine utilization and consequent vaccine wastage is also an
important challenge.

Thus the country experiences regular situation of vaccine stock out at all levels sometimes for several months.

The report of a joint WHO/UNICEF mission on vaccine security in Nigeria'® indicated that the “push and pull” method
of vaccine distribution is facing serious challenges due to poor financing of transportation cost of vaccines at the State
an LGAs that are involved in the ‘pull component; in addition to poor information management between states and
LGAs and poor cold chain capacity amongst others.

The FGN/NPI tried to address this deficiency of distribution at the LGA level by piloting the use of private Sector
Vaccine Distribution in 12 states. However the method did not produce the required success and it is currently being
assessed with other methods with a view to recommending suitable vaccine distribution system in the Country.

The push initiative: - an interim method; in order to accelerate activities and achieve increase in coverage at the
service delivery level has been started: The National level will push RI vaccines to the zonal, zonal to the states,
states to LGAs and LGAs to the Health Facilities. The push initiative has sustained availability of vaccines with
corresponding injection safety materials in sufficient quantities at service delivery sites.

In 2004 the Effective Vaccine Stock Management (EVSM) was implemented at the national cold store. The WHO-
District Vaccine Monitoring tool that is part of the RI reporting format is currently being used to monitor vaccine
utilization at the periphery. TOT at National and zonal level on Vaccine Management Training (VMT) for state officers
was conducted in July and August 2006 to be cascaded to the LGA levels.

o Injection safety
Currently the country uses auto-disable syringes only during Immunization campaigns. The routine immunization

services still rely on disposable syringes for their activities.
The country developed a draft injection safety policy (2000-2005) which provided for all aspects of safe injection
practices with immunization. This draft policy is to be reviewed as most of the milestones were not met.

Table 4: Vaccine supply and security Indicators

Immunization Indicator Performance at National Levels
System component
2003 2004 2005
Immunization safety Percentage of states using AD | NIL NIL NIL
syringes
Financial sustainability | % of total routine vaccines | 100% 100% 100%
spending was financed by the
government fund
Vaccine supply Percentage of districts with | X X X
bundled vaccine supply
Vaccine stock out at national | BCG 41 days (11.2%) BCG 188 days | OPV 294 days
level in the past 3 years DPT 114 days (31.2%) (51.6%) (80.5%)
OPV 56 days (15.3%) OPV 287  days | Measles 14
Hep B 173 days (47.4%) (78.6%) days (3.8%)
Measles 131 days (35.9% Hep B 132 days
T T 15 days (4.1%) (36.2%)

2.4 Cold Chain
The country has in the past 5-6 years have expanded tremendously the cold chain capacity at all levels. This came as
direct fallout of the Polio Eradication initiative. The country has national cold store in Abuja and six zonal cold store
located in the six geo-political zones. Each State as well as LGA has a cold store.

' Report of Joint WHO-UNICEF mission on Vaccine security in Nigeria 2005
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For routine Immunization purposes most parts of the country have adequate cold chain equipment to run its services.
= National Cold Store.

This is located in Abuja and receives vaccines that are brought into the country. Vaccines and other materials are

distributed to the periphery from the National Store.

o Zonal Cold Stores.
Each geo-political zone has a cold store and this acts as transit points for vaccines and injection material being

distributed for both routine immunization and supplemental activities.
The Zonal stores help to reduce the pressure of vaccine storage at both the National and state cold stores.

o State Cold Stores.
All states in the country and FCT have fully functional cold store which is run and maintained by the State ministry of

Health. Equipment provision is by the State government, NP| and some partner agencies.

o LGA cold Store
Most LGAs are also well endowed with cold adequate chain equipment to conduct Rl activities. All LGAs in the

country have at least 2 units of solar refrigerators. This is important to reduce dependence on electric power supply

which gets worse as we move to the periphery.
The main challenges are poor public power supply, lack of maintenance plan/poor maintenance of cold chain

equipments, low capacity to carry out cold chain management at the periphery.
In 2005 the country’s 2001-2005 cold chain rehabilitation plan was implemented up to 70% and currently the 2006 -
2010 rehabilitation plan for logistics and cold chain system which includes maintenance plan is near completion.

2.5 Accelerated Disease Control
2.5.1 Polio Eradication Initiative
o Wild “Poliovirus situation

Nigeria accounts for about 80% of all global cases of wild polio virus with 784 cases in 17 northern states as at 25t
August 2006. Out of these 17 endemic states five account for over 80% of the WPV cases. The persistent wild
poliovirus transmission in northern Nigeria can be attributed to large numbers of missed children from previous Polio
SlAs coupled with low routine immunization coverage. This now constitutes the greatest risk to the global polio

eradication initiative.

2.5.2 Polio SiAs

This is being carried out in Nigeria and started way back in 1996. This forms the mainstay of Polio Eradication
Initiative in Nigeria.

The country has been carrying out an average of 4-6 Polio SIAs annually with more focus being placed in the
northem parts of the country since 2002, as it has the highest burden of the Poliovirus transmission using the tOPV.
However the country in 2006 introduced the mOPV1 as the WPV1 formed the major burden of WPVs in Nigeria
Nigeria conducted 9 rounds of NIDs and 4 rounds of SNIDs between 2004 and 2005. See table 5 below. The number
of polio endemic states declined from 30 in 2004 to 21.

This represents 30% reduction in the geographic spread of the disease although it was accompanied by slightly
increase in the number of confirmed polio cases from 781 in 2004 to 801 in 2005. The Polio SIA is closely monitored
by the Expert Review Committee (ERC) which met 3 times in 2005 and has met 2 times in 2006 to review progress
and made recommendations to address the identified problems.

Nigeria Comprehensive EPI Multi-Year Plan 2006-2010 16



Table 5: Summary of Polio NIDs/SNIDs 2004 and 2005

2004 2005

NIDs/SNIDs Target Pop | No. Immunized | Cov | Target Pop No. Immunized | Cov %
%

NIDRD 1 35925592 33511043 93.2 40540351 40978310 101
NIDRD 2 36965277 35245972 96 29816432 40974607 137
NIDRD 3 36695277 31710487 72 29816432 40909916 137
NID RD 4 40540983 40043853 98.8 29816433 40635674 136
NIDRD 5 40540983 40351277 995 |- R :
SNID RD 1 12938022 9315848 72% 13361882 16498060 123.5
SNIDRD 2 12938022 9904150 76.6 17561510 22411532 128

The strategy used for the Polio SIAs was initially ‘fixed post strategy but this was reviewed to the ‘House-to-house’
strategy in 1999 due to low coverage. This house-to-house strategy had to be further reviewed in 2006 to IPDs based
on the need to respond to the needs of the community who are requesting for additional vaccines to OPV, and also to
rapidly assist in scaling up the RI coverage which is dismally low.

2.5.3 Immunization Plus Days (IPDs)

Immunization Plus Days (IPDs) are a modification of the National Immunization Days (NIDs) in which routine vaccines
and other health interventions are delivered to communities during polio vaccinations. The Strategy delivers a range
of antigens (measles and DPT vaccines) administered with the oral polio vaccines plus other child survival
interventions such as anti- helminthics, Vitamin A , distribution of insecticide treated nets efc.

The concept was introduced to respond to community needs, in addition to improve Routine Immunization coverage
as well as deliver other integrated interventions as required to meet the MDG4.

IPDs was field tested in 4 LGAs in April 2006 and conducted to scale in all LGAs in 11 high risks states in May and
June 2006 in northern Nigeria. This strategy which emphasizes the use of child health card has shown increased
eagerness from the communities to bring their children to the health facilities for immunization and other benefits
offered. Political, traditional and religious leaders are increasingly identifying with the benefits of immunization.
Analysis of the monitoring data from the Immunization plus Days (IPDs) shows a significant improvement in the
proportions of children vaccinated and an increase in public demand for vaccination.

2.5.4 Measles SiAs
One of the greatest causes of mortality in under 5years was measles mortality this was made more serious by the low
level of Routine measles vaccination. In 2005 the country started the process of providing second opportunity for

measles vaccination though measles catch up campaigns.

For this purpose the country was divided into 2 and the first accelerated measles catch up campaign was conducted
in 19 States of the north plus FCT in December 2005. This was for children 9months to 15years and a total of
29,877,057 were targeted out of which 28,538,974 were vaccinated representing 95.5% coverage.

The second stanza took place in the 17 southern states in October 2006 in the same age group and recording similar
success as in the north.

Total number of children vaccinated in the southem measles catch up campaign was................ out of a target
o] AR representing a coverage of .................. It should be noted however that in both campaigns performance

variations occur at the sub-national levels.
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2.5.5 Maternal and Neonatal Tetanus

Nigeria currently has not developed a national program for MNT elimination; it has in its routine immunization
schedule TT for CBAW and also for pregnant women. A Neonatal Tetanus Baseline Survey'” was conducted in Kano
State in April 2006 and this showed a mortality rate of 5.9 per 1000 live births as compared to a similar study done in
1999 that reported 20.6 per 1000 live birth. The country therefore in response to recommendations of the report, is in
the process of developing a plan of action for MNT elimination.

2.5.6 Yellow fever

Nigeria is one of the twelve highest risk countries amongst nations in the Yellow fever belt.'® While Yellow fever
Vaccine is currently part of the country Routine Immunization Schedule the coverage like other Rl vaccines is very
low and as such there is Danger of large outbreaks of yellow fever as its is currently being experienced in 3 of the
highest risk countries. To this end Nigeria plans to take advantage of GAVI investment in Yellow Fever control to plan
and conduct supplemental (Preventive Vaccination Campaigns) activities for Yellow Fever control.

2.6 Disease Surveillance

2.6.1 IDSRin Nigeria

Nigeria along with other member nations at the regional committee meeting in Harare in 1998 endorsed the
Integrated Disease Surveillance and Response strategy as a means of strengthening communicable disease
surveillance and making it more sensitive at all levels. IDSR implementation started in June 2000 with an orientation
workshop held to sensitize National Programme managers of vertical Programmes and partners on IDSR. This was
followed by an assessment of the surveillance system by a steering committee in 2001 with the aim of obtaining
baseline information on existing disease surveillance system in the Country with a view to securing consensus on a
list of priority diseases. It was also aimed at identifying the strengths, weaknesses and opportunities for the

integration of surveillance activities at all levels.

The IDSR guidelines have been adapted for the use of Nigeria and training conducted in some States in 2003.
However several States particularly in south of the country are yet to be trained on the IDSR.

IDSR is an integral part of the overall NHMIS. Currently NHMIS expects bi-annual returns from states, whereas
disease surveillance retums are rendered monthly and weekly for epidemic prone diseases. Data on disease
surveillance is fed back into the NHMIS system for effective health planning.

2.6.2 AFP Surveillance
Nigeria has maintained highly sensitive surveillance systems for acute flaccid paralysis (AFP) since 2001. AFP
reporting increased non-polio AFP rates reached levels of > 2 per 100 000 nationally, with adequate specimens

collected from 1298 of the 1937 AFP cases for the year. Thus, AFP surveillance quality has remained above
certification quality at national and sub national levels in Nigeria. AFP surveillance network has two national

laboratories and one reference laboratory in the country.

17 Report on NT Baseline Study 2006
18 yellow Fever Stockpile Investment Case: Submitted by Yellow Fever Task Force to GAVL
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Table 6: Surveillance Performance for Nigeria: 2000 - 200519

No of confirmed | Total non-polio | Non-polio AFP cases with
Year Total AFP cases | polio cases cases reported | AFP rate adequate  stool
reported samples %
2005 4836 802 802 6.3 85
2004 4814 782 782 8.0 91
2003 3318 355 355 6.0 91
2002 3010 202 202 5.7 84
2001 1937 56 56 3.8 67
2000 979 28 638 0.7 36

2.6.3 Measles Surveillance

Measles surveillance is part of the IDSR system however following the commencement of AMC in Nigeria; measles
case base surveillance with laboratory support has started. The measles case based surveillance is using the AFP
surveillance structure with support of six Laboratory located in each geo-political zones of the country.

This measles case based surveillance is still in its early stages and evaluation is not possible at this time.

2.7 EPI communication

There is currently no document that outlines the social mobilization and communication strategies for EPI in Nigeria
(Routine and Supplemental) however the effort to develop one for Polio eradication Initiative at the National level is in
advance stages. For routine EPI there are no permanent structures at the national State and LGA levels for
mobilization activities, however many areas have as part of the new initiative to improve Routine Immunization
established community linking committees at health facilities level. The Polio Eradication Initiative has committees
that oversee SIA mobilization in the three levels and usually are functional during Polio eradication campaign.

At the National level the ICC has a social mobilization working group that deals with mobilization and communication
activities mainly for SIAs although this is being evolved to handle mobilization for Routine EPI.

2.7.1 Advocacy

This is handled at the highest level by the ICC and supported by the Social mobilization working group. In addition
there is a forum set up by the president; National forum of traditional and Religious leaders; the also is charged with
advocacy.

In the process of revitalizing the Routine EPI in Nigeria, the ICC has held several advocacy meetings and discussions
with key political leaders and other key stakeholder at National and State levels (President, National assembly
members, forum of northern Governors, stakeholders consultative meetings media executives etc).

At lower levels state and LGA teams are also active in advocating for support for both routine and supplemental EPI.

2.7.2 Social Mobilization

Community mobilization for routine immunization suffered tremendously during the period of deterioration of routine
EPI. The various structures for community mobilization had collapse and thus community demand for Rl also dropped
drastically. However over the last 12 months efforts are being made to resuscitate these structures. It is a process

that is on-going and needs to be continually supported.
However at the national Radio and TV jingles on routine EPI has recently started airing throughout the country

' Source NPI Abuja
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2.7.3 Programme Communication

Communication materials are more readily available for AFP surveillance, Polio SIAs and measles SiAs.
Materials for Routine Immunization need updating as most were produced in the early 1980s.

2.8 Integration

The concept of linking immunization with other health intervention which is the third strategic area of GIVS and this is
part of the immunization programme in Nigeria. In early 2006 a broad based committee was set up by NPI and
partners to study the issue of integrating immunization with other childhood survival interventions. The committee
recommendations formed part of the decision of NPI and partners to implement the IPDs strategy for Polio
eradication.

2.8.1 Vitamin A Supplementation.

VAD is a public health problem in 95 countries throughout Asia, Africa and Latin America (WHO 2001). 140 million
preschool children and more than 7 million pregnant women suffer from VADD. 1.2-1.3 million children and a
significant number of women die needlessly each year because of it.3 In a meta-analysis, by Beaton et al (1993) it
was estimated that improving vitamin A status reduces USMR by an average of 23%, and reduces diarrhea and
measles morbidity.20 Sustained elimination of VAD as a public health problem must be a principal element of child
survival interventions where the problem exists. Research also suggests that VAD may be an important factor in
increasing the risk of maternal morbidity and mortality.21

In recognition of this, the national health policy22 provides for a target of reduction of VAD by 50% by the year 2010.
Vitamin A supplementation is part of the Rl schedule of the country, although coverage figures are not properly
monitored, however, vitamin A supplement have been part of the Polio Eradication Initiative since 2000. Vitamin A is
combined with Polio NIDs twice a year for children 6months to 59months.

Furthermore the measles campaign of October 2006 in southern Nigeria was integrated with Vitamin A.

2.8.2 Insecticide Treated Nets Distribution
Following the adoption of the IPDs the polio campaign in the polio endemic States of Nigeria have integrated ITNs

distribution to most of the campaign in selected areas.
The Roll back malaria programme in Nigeria and the EPI are programme plans together to ensure efficient integration
of ITN with Immunization. In addition to the IPDs, the just measles campaign of October 2006 was also integrated

with ITN distribution.
ITNs are also given to children who have completed their DPT3 schedule during Routine Immunization in some states

in the country.

2.8.3 Immunization Plus Days. (IPDs)

This strategy was introduced in 2006 as an approach for polio SIAs in Nigeria. The reason for the introduction of IPDs
amongst others is to deliver other relevant intervention during the Polio immunization campaigns. The added
interventions (pluses) are meant to address many causes of childhood morbidity and mortality as required by the

MDG4 and well elaborated in the third strategic area of GIVS.
Additional Interventions carried out during IPDs include; distribution of ITNs, vitamin A supplementation, anti-

helminthes distribution, distribution of anti-malaria tablets etc.

%0 Meta-analysis, Beaton et-al 1993.Effective of VAS in control of young Children morbidity and mortality in Developing
countries, WHO Geneva ACC/SSN Nutrition policy discussion paper P 13.
2! Sommer et-al 25 years of progress in controlling VAD: Looking to the Future. J. Nutr, 132: 9S Sept. 2002
2 Nigeria National Health Policy 2004
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3 National EPI Priorities, Objectives and Milestones

3.1 Strategic Areas
The cMYP will be implemented within the four strategic areas of the Global Immunization Vision and Strategies

(GIVS)
1. Protecting more people in a changing world
2. Introducing new vaccines and technologies
3. Integrating immunization, other linked health interventions and surveillance in the health systems’ context

4. Immunizing in the context of global interdependence

Activities in these strategic areas will be implemented within the framework of the components of the Immunization
systems

3.1.1  Immunization operations
o Service delivery

o Logistics

o Vaccine supply and quality

o Disease surveillance

o Advocacy and communications

3.1.2  Supportive components of immunization services
o Programme management.

o Sustainable financing
o Strengthening human and institutional resources

3.2 Targets:
Each component of the immunization systems has a set of planned targets which are developed for each
year of the cMYP. (See table 7 below)

3.3 National Priorities

3.3.1 Low immunization coverage.

Administrative and survey data clearly indicate the routine immunization coverage both at national and state level
is unacceptably low. Both sources have variously attributed the poor performance to multiple factors associated
with both the supply and demand sides in the service delivery system. These include weak primary health care
system at the LGA and lack of ownership at the community level. To improve the coverage therefore, the new
strategies that have been introduced (IPDs, REW and LIDs) focuses on delivery of services at the health facility
as opposed to these facilities being closed down during previous polio SlAs. These strategies have also revived
the confidence of the communities in immunization and engendered ownership.

There is need to strength capacity of health workers at all levels for efficient delivery of immunization services.

3.3.2 Bundling of all vaccines and supplies

The failure to bundle vaccines and supplies may lead to unsafe injection practices, supply mismatch, distribution
problems, and interruptions of health commodities at service delivery points and the eventual loss of confidence
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in the system by the community. This has serious repercussions on Immunization coverage. Therefore NP! will
advocate to the Federal Government for continued funding of procurement of bundled vaccines.

Revitalization of the Cold chain equipment in many states and Local Government Authorities. (Refer logistics
working group)

3.3.3 Management of data and information

Poor health management information system remains a major challenge and constraint for sector reforms, health
planning, monitoring and evaluation and disease surveillance. One of the weaknesses highlighted by the situation
analysis is poor data and information management and with the strengthening of surveillance, the quality of the
data becomes a critical issue that should be given its due attention. Therefore, data quality self assessment
(DQS) process is to be institutionalized at all levels for continuous data verification and quality improvement.
Quality data properly analyzed is a powerful instrument for progress monitoring and resources mobilization.
States and LGAs need to be empowered to better manage data for evidence-based disease control decision
making.

3.3.4 The high intensity of Wild poliovirus Transmission in the Country.
Challenges that continue to plague the Polio eradication initiative in Nigeria include the persistent high intensity
WPV transmission due to large number of missed children in North West and North East zones which accounts
for 90% of all confirmed WPV in the country. Therefore the introduction of the new strategy Immunization Plus
was to provide opportunity to reach missed children with OPV whilst also increasing routine immunization
coverage as well as delivering other child survival services.

3.3.5 Sustaining Gains of Accelerated Disease Control

3.3.5.1  Measles morbidity and mortality remains high in many states.

Implementation of accelerated measles control activities commenced in Nigeria in 2005 that culminated with
successful campaign in December of the same year. A total of 29,877,057 children aged 9 months to 15 years in
19 norther states plus FCT were targeted out of which 28,538,974 were vaccinated during the December
measles SIAs representing 95.5% coverage. Similar activities will be conducted in the remaining 17 southemn
states in October 2006. Measles case based surveillance was initiated in 2005 with identification and training of
personnel in six zonal laboratories. The nation-wide case based measles surveillance will commence immediately
after the October 2006 accelerated measles campaign in the southern zones.

3.3.5.2  Neonatal and maternal tetanus remains a public health problem in some states

A recent Neonatal Tetanus Baseline Survey conducted in Kano State in April 2006 showed a mortality rate of 5.9 per
1000 live births as compared to a similar study done in 1999 that reported 20.6 per 1000 live birth.

3.3.6 Introduction of new vaccines and under-utilized vaccines

3.3.6.1  Under- utilized vaccines (Hep. B and Yellow Fever vaccines)

Yellow fever and Hepatitis B Vaccines were introduced into the national schedule for Routine Immunization in 2003,
The normal social mobilization and trainings were conducted. However the uptake of the vaccines is still low. The low
coverage is a reflection of the generally low Routine Immunization coverage for other Antigens. As the intensification
of the activities for Routine Strengthening continues the improvement of the coverage will be reflected also in these
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vaccines. In addition Nigeria plans to take advantage of GAVI investment in Yellow Fever control to plan and conduct
supplemental (Preventive Vaccination Campaigns) activities for Yellow Fever control.

3.3.6.2 Introduction of new vaccines (Hib)
Hemophilus Influenza b (Hib) Disease burden study has been proposed to be conducted jointly by National
Programme on Immunization and Glaxo Smith Kline (GSK) in 2006 and the results will be used to inform decision
on its introduction into the national immunization schedule. In addition the NPI and partners have set up a
committee to look at all aspects of introduction of new vaccines into the countries RI schedule. Part of terms of
reference of this committee is to provide a plan of for the country to introduce new vaccines.

3.3.7 Addressing Health System Wide Barriers to RI

3.3.7.1 Roles and responsibilities of federal, state LGA and ward levels, private sector and partners not defined.

The pluralistic and complex nature of the government system in the country has led to lack of clarity for the roles
and responsibilities of the various levels of the system and therefore impacting negatively on disease control
programmes. The passing of the National Health Bill will assist to delineate the roles and make the systems more
accountable to routine immunization services. It is the intention of the NPI to ensure that there is an appropriate
strategy to clarify the managerial roles of the programme that will eventually contribute to the improvement for the
overall heath system.

3.3.7.2  Availability of human, financial and material resources at state and LGA levels.

As indicated in the situation analysis, health services are constrained by the limited financial resources, and
shortage of qualified personnel due to high attrition rates. This, undoubtedly, has further adversely affected the
development of primary health care institutions. Health manpower is the key resource for effective and efficient
delivery of health care services. The planning of routine immunization services in such a weak health system may
have subtle impacts on vaccine preventable diseases. Adequate consideration shall, therefore, be given to its
planning and development. The NPI will therefore endeavor to take appropriate steps to strengthen managerial
capacity at all levels, conduct basic health worker trainings, and advocate through the state ICC to the state
Governors and LGA chairmen for filling of vacant posts and for increased allocation of financial resources to
routine immunization.
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Table 7: National priorities, NPI objectives and milestones, reglonal and global goals, and order of priority

of NP! Objectwes Mctestones - | Regional  and gtobai Order of
e ‘ e L goals (unm 2010) pnqr_;ty_
Low lmmumzatlon To achieve 80% 2006: Development of the | By 2010 or sooner all | 1
coverage of DPT3 | Reaching Every Ward (REW) | countries ~ will  have
coverage in 80% | field guide and | routine  immunization
LGAs by 2010, | implementation of the REW | coverage at  90%
similar for other | approach. nationally with at least
antigens Achieving 65% DPT3 and | 80% coverage in every
other vaccines coverage district
2007: 75% DPT3 and other
vaccines coverage
2008: 80% DPT3 and other
vaccines coverage
2009: Maintain 80%
coverage
2010: Maintain 80%
coverage
Availability of | To make | By end of 2006, 50% | By 2009: All vaccines | 1
bundled vaccines at | available bundled | vaccines arrive bundled at | should be bundled at
service delivery site | vaccines at | service delivery points service delivery points
service delivery | By end of 2007, 80% | and administered using
points vaccines arrive bundled at | AD syringes
service delivery points
By end of 2008, 100%
vaccines arrive bundled at
service delivery points
Inadequate  and | To conduct an | 2006: Cold chain inventory | All vaccines used in the | 2
obsolete Cold chain | assessment  of | completed field are potent at the
equipment in some | the cold chain | 2007: Cold chain mapping | time of administration.
states and LGAs system and | done, shortfalls identified,
develop a | orders placed
rehabilitation plan | 2008: New  equipments
installed and running
2009: 80% of cold chain
equipment in working order
2010:  System of quick
repairs and timely
replacements working in 50%
LGAs
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Table 7: National priorities, NPl objectives and milestones, regional and

global goals, and order of priority

High intensity of wild polio
virus transmission

To interrupt
transmission of  wild
poliovirus in the country
by 2007

2006: implementation of the Immunization
plus strategy in the high risk northern states
2007: Stop wild polio virus circulation in high
risk northern states and conduct Mop-up
activities as determined by surveillance data
in any location in the country

By 2006 or sooner stop | 2
indigenous poliovirus circulation
in all countries of the world. To
achieve eradication of wild polio
virus by 2009

Weak Health Management
Information System
(HMIS)

To Strengthened the
existing HMIS

2006: acquire a software, install computers
and provide training to state and LGA levels
2007: Provide feedback to states, LGAs and
partners on regular basis, continue training
and improvement of the system

2008: Improved HMIS system in place
generating LGA leve! data , staff at all levels
trained, system stable

By 2009: At least 80% of | 3
countries will have an integrated
MIS for integrated delivery of
child survival interventions

Measles morbidity and
mortality remains high in
many states

To reduce measles
morbidity by 90% and
mortality by 95% by
2008

2006: Identification of three laboratories in
gach of the three northern zones. All
Diseases Surveillance and Notification
Officers (DSNOs), laboratory data managers
were trained. The laboratories are functional.
To conduct measles campaign targeting 9
months to <15 years old in 17 southern
states

2007: Set up case-based and laboratory
surveillance for measles in the three
southern zones.

Investigate all reported cases and outbreaks
and document epidemiology of transmission
2008/2009: Do follow-up campaign in 9
months to <5 years old in all states

Under utilization of the
Yellow Fever vaccine

To stimulate the up take
of Yellow Fever vaccine

2007: Increase public awareness and
enlightenment campaigns on the usefulness
of Yellow Fever vaccine.

Training of health workers on the storage
and administration of Yellow Fever vaccine
2008: Increase routine Yellow Fever
coverage to 80%

By 2010, reduce measles | 3
morbidity by 90% and moriality

by 95%.

By 20010 or sooner 3

All countries at risk to achieve
80% coverage at national level.

Al countries to  conduct
emergency response within 14
days of laboratory confirmation
of a case of yellow fever

Under utilization of the | To stimulate the up take | 2007 To evaluate the LGA and state By 2010 or sooner: 3
Hepatitis B vaccine of Hep. B vaccine coverage for 2006. Al countries  will  have
Re-launch the Hep. B vaccine nationally introduced Hep. B vaccine in
Increase public awareness and | their NIP
enlightenment campaigns on the usefulness
of Hep. B vaccine.
Training of health workers on the storage
and administration of Hep. B vaccine
2008: Increase routine Hep. B coverage to
80%
Neonatal and matemal | Eliminate neonatal and | 2006: Increase routine T12 coverage of | By 2010 or sooner 80% of | 4

tetanus remains a public
health problem in some
states

matemnal tetanus by

2009

pregnant women to 65% in all LGAs.
2007: Increase routine TT2 coverage of
pregnant women to 75% in all LGAs.
2008: Increase routine TT2 coverage to 80%

countries to have:

- <} case per 1,000 live births in
every district

- 80% TT2 coverage among
WCBA

- All countries to establish case-

base surveillance
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Table 7: National priorities, NPI objectives and milestones, regional and global goals, and order of priori

Introduction  of  new
vaccine (Hib)

To introduce  Hib
vaccine into the
national  immunization
schedule

2006: Assessment of disease burden due to
Hib infection

2007: Phased introduction of Hib vaccine in
some selected high performing states

2008: Scaling up of introduction to all states
2009: 80% coverage i.e. equal to DPT3
coverage

By 2010 or sooner:

Al countries  will  have
introduced Hib vaccine in their
NIP

4

Roles and responsibilities | To define the roles and | 2006: Roles and responsibilities of federal, 5
of federal, state LGA and | responsibilities of | state LGA and ward levels, private sector
ward levels, private sector | federal, state LGA and | and partners defined and agreed at ICC
and partners not defined ward levels, private | meeting
sector and partners
5

Inadequate human and
material including
financial  resources at
state and LGA levels

State and LGA - fo

deploy adequate
resources for
immunization, increase
budget for

immunization by 10%
annually

2006: States and LGAs are in agreement to
fill all vacant posts.

2007: adequate budgetary allocations at
state and LGA

- Vacant posts identified and filled.
Recruitment of qualified staff at the LGA to
undertake routine immunization service
delivery at all wards and health facilities

- Development of costed training plans for
service providers, cold chain and vaccine
management and planning and
management of immunization service at
ward, LGA and state levels

- Training in immunization started in 25%
states

2008: Training completed in 50% states
2009: Training completed in all states
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4 Planning strategies and activities for System Components

4.1 The Immunization System Components

4.1.1 Immunization operations
The immunization system is comprised of five key immunization operations, as follow:

O

O

Service delivery — covers the strategies and activities in giving vaccinations

Logistics - includes delivery of vaccines and equipment to the place of use, transport, management of cold
chain and waste disposal

Vaccine supply and quality - consists of forecasting vaccine needs, procurement of vaccines, monitoring of
vaccine utilization and safety procedures

Disease surveillance - includes monitoring of disease incidence, laboratory testing, record keeping and
reporting

Advocacy and communications - covers social mobilization, advocacy, community education on immunization
and programme promotion.

4.1.2  Supportive components of immunization services

The immunization operations are sustained through the following supportive components: management, sustainable
financing, and human and institutional resources strengthening.

O

Management includes policy making and standard setting, planning, co-ordination, information collection and
sharing, collaboration with other partners, quality assurance, monitoring and evaluation.

Sustainable financing comprises budgeting, identifying long-term funding sources, actions leading to increased
allocation of financial resources for immunization programmes.

Strengthening human and institutional resources includes staffing, training, supervision and institutional support
(including supply of technical information, support to research projects etc.).
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Table 8: Planning strategies and activities for System Components

Table 8a: Service delivery

Jbjective Strategy Activities
80% of LGAs to| Reaching Every Ward | 1. Establish baseline data of LGA and ward performance indicators
achieve 80% DPT3 | (REW) strategy | 2. Develop REW field guide by July 2006
Joverage fby 202& implemented in every LGA. 3. Print and distribute REW field guide by November 2006
;mgz;s or oer| A" minimum of 2 health [ 4. Conduct REW Micro-planning workshops at state and LGAs
facilities to conduct weekly by December 2006
fixed session per ward. 5. Conduct Health Facility catchment Area micro-plan by March
50% of health facilities to 2007
conduct a minimum of 2 out | 6 Supportive Supervisory follow-up at all levels as from 2007
reach sessions per month 7. Monitor sessions planned and held as from 2007
Plan to reach all hard to| 8 Do Multi antigen immunization campaign (LIDs) 4 times in
reach areas at least four HR areas
times) a year 9. Add vitamin A to multi antigen immunization campaigns in
HR areas
Add vitamin A with routine | 10. Monitor use of Vitamin A for infants with routine measles
measles dose
Insecticide  treated Nets (ITN) | 11, Pilot distribution of bed-nets with measles campaigns, IPDs
g"qsrgfnﬂgggon andwnfgasles s[,‘;i‘st'“e and routine immunization, then include on regular basis
12. Joint planning with malaria department for ITNs
Develop annual training | 13. Training needs assessment
plan 14. Use “Basic Guide for Immunization Service Provider' for
training of health workers
AEFI monitoring 15. Training on AEF! for LGA Immunization Officers
Interruption of wild | Immunization ~ Plus  Days | 16. Conduct IPDs 7 to 8 times every year in high risk (HR) states at at
polio virus | (IPDs) least two National Polio SlAs per year.
transmission by 2007 17. Include Vitamin A, albendazole, ITNs when possible
Mop-up operation 18. Conduct mop-up activities in hitherto polio free LGAs/states based
on surveillance report
Reduce measles | Measles SlAs 19. Do catch-up camapaigns (9m - <15yrs) in 17 southern states by end
morbidity by 90% 2006
and mortality by 95% | Integrate with polio eradication 20. Add OPV to measles SlAs
’by 2008 Integrate with Vitamin A 21. Include Vitamin A in measles SlAs
Eliminate  neonatal | Provide TT register in every health 22. Include TT in ward micoplans for routine immunization
and maternal tetanus | facilities for Routine TT
- by 2009 Include TT in IPDs 23. Microplans and budgets for IPDs to be modified to include TT
SIAs with TT 24. Conduct TT campaigns targeting selected groups of women of child bearing
age e.g. secondary schoos and post secondary institutions starting from
2007
Control of Yellow | SIA with Yeliow Fever Vaccine 25. conduct Prventive Vaacination Campaigns with Yellow Fever Vaccine
fever (Preventive Vaccinatio starting from 2007

Nigeria Comprehensive EPI Multi-Year Plan 2006-2010

28



Planning strategies and activities for System Components
Table 8b: Advocacy and communications

Objective Strategies Key activities
Provision pf information on | Develop integrated | 1. Convene meeting of Communications Working Group
immunization schedules | communication plan to develop key components of media plan
and services to the | that includes all
population components of 2. Consensus built on roles of Government, media
immunization agencies and partners
3. Develop detailed media plan including mass media
messages, schedules of broadcast and telecast
4. Develop the messages for 'community dialogues' by
health workers
5. Develop a budget and obtain funds
Enggg_e the cqmmunity 'in Extensive use of mass | 6. Develop communication plan
providing immunization | media 7. _Develop spots messages and jingles
services 8. Negotiate rates and timings of broadcast with NTA,

radio stations

Finance for budget

allocations

9. Finalize telecast and broadcast schedule
Community dialogues 10. Inter-personal communication training of health
workers
11. Develop contents of messages
12. form or reactivate village Health Committees
13. Institute use of community focal person to mobilize
community for immunization activities
14. Develop schedule of contacts and start the dialogues
MNT advocacy plan 15. Include MNT in key messages on routine immunization
Create Awareness on use of | [EC materials on AD | 16. All training courses to include training on use of AD
AD syringes syringes syringes
17. Develop and disseminate messages over mass media
| Create multi sectorial | Advocacy 18. Advocacy meetings with states and LGAs on roles and
| involvement in  Immunization responsibilities
Activities
Resource Mobilization ?_dVOCECy with Ministry of | 19. Meetings with Ministry of Finance at different levels
inance
Forge consensus with | 20. States and LGAs allocate more budget every year
isst:lﬁs and LGAs on this | 21, Monitor budgetary support and spending at all levels
Advocacy with Ministry of | 22. Regular meetings and feedback to Ministry of Finance
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Planning strategies and activities for System Components

Table 8c: Surveillance

Objective Strategy Key activities
(1) (2) 3
1.

Interruption of polio transmission
by 2007

AFP surveillance combined with other
VPDs (initially with MNT and measles)

Active surveillance in all districts

Measles and polio lab links

2. Combine measles/polio lab support,
training, supplies

Reduce measles morbidity by 90%
and mortality by 95% by 2008

Active measles surveillance combined
with AFP surveillance

3. Active surveillance for AFP,
measles and MNT in all districts

Measles and polio Iab links

4. Combine measles/polio lab support,
training, supplies

Establish case-based and laboratory
based surveillance

5. Establish consensus with

laboratories and regular funding

6. Provide feedback on surveillance
and performance data to state and
LGA levels

Eliminate neonatal and maternal
tetanus by 2009

Active surveillance in high-risk districts

7. Active surveillance for AFP,
measles and MNT in all districts

Monitor AEFI Integrate AEF| to integrated disease | 8. Surveillance for AEF! integrated
Surveillance with disease surveillance
Strengthen Epidemic 9. Detection, reporting and

preparedness and Response

investigation of all outbreaks of
VPDs

10.Reporting system in HMIS also
reports vaccine stocks at all levels

11.Develop software and install
computers at state and LGA levels
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Planning strategies and activities for System Components

Table 8d: Vaccine supply, quality and logistics

Objectives Strategies Key activities

Bundled vaccines to arrive at | Formalize immunization policy 1. Adopt decision at ICC meeting

service delivery points Implementation of Vaccine Management | 2. Accurate and timely forecast as well as
Plan and use computerized  software placement of orders for bundled
backed by timely reporting from all levels to vaccines

monitor vaccine stocks, movement and re-
ordering

Ensure AD bundling with all vaccines in
all LGAs

Include reporting of AD use in the
monthly report and stock position at
different levels

When ordering vaccines injection
safety devices should always be
included

No stock-outs of vaccines
and AD syringes at
national, state and LGA
levels by 2007

Establish funding and timely ordering cycles

Timely ordering and distribution of
vaccines and AD syringes

Monitoring of stocks, advocacy with
Ministry of Finance for funds

Vaccine demand monitoring linked with
supply

Monitor stock management in every
LGA

Monitor LGA stock in national database

Adequate cold chain

capacity at all levels

Develop cold chain replacement and
rehabilitation plan

10.

Carry out inventory of all cold chain equipment

1.

Ensure adequate funding in federal, state and
LGA budgets for procurement and maintenance
of cold chain

12.

Cary out training in cold chain management and
maintenance in all states and LGAs

Replace 10% of cold chain equipment every
year

13.Select and purchase equipment to

replace 10% of cold chain each year

All Immunization Activities to
us Auto-disable syringes by
end of 2007

Introduction and monitoring of safe injection
practices

14.Review safe Injection Policy by end

2006

15.Print and disseminate policy

16.Develop Action plan for safe injection

practices in Immunization by end 2006

17 Ensure injection devices purchased

with vaccines are auto-disable.

All AD syringes disposed of
safely by 2008

Network of incinerators and waste

management system

18.Pilot the use of incinerators in 2007,

19.Establish collection and management

systems

20.Buy and install incinerators for 50% of

LGAs by 2008

Training of health workers on correct
technique of injection and safe disposal of
Auto-Disable Syringes

21.Develop training material on injection

technique and safe disposal

22.Include injection technique and safe

disposal training in all training sessions
of health workers
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Planning strategies and activities for System Components

Table 8e: Programme management

Objectives Strategies Key activities
Multi Year Plan 2006- | Review 2006-2010  Five-year | 1. Plan reviewed by September 2006
2010 available for | Strategic Plan in line with GIVS | 2. Plan endorsed by ICC
sustainable immunization | framework 3. Print and disseminate MYP
services in Nigeria - - —
4. Establish evaluation tools with indicators
Improved coordination | Expand ICC 5. Broaden agenda and participation at ICC to
and management of include routine EPI issues. Invite more
Immunization stakeholders
Programme Strengthen ICC 6. Establish ICC in all states and child coordinating
committees in all LGAs.
Greater NGO involvement 7. Conduct a meeting with the NGOs to discuss
participation
Formation/reactivation of | 8. Establish/Reactivate LGA PHC management
Community Link Committees committee
9. Establish/Reactivate Ward Health management
committee
10.Establish/Reactivate Village Health management
committee
Regular provision of | By 2007, all LGAs to review | 11.Establish regular review meetings of programme
immunization in all | session plans regularly to staff at all levels

wards (REW strategy)

ensure efficient use of sessions
and reduce vaccine wastage

12.Regular planned supportive supervisory visits to
at least 10% of immunization sessions every

month
13.Include session plan review in supportive
supervision

14.Quarterly review of session plans

Develop a HMIS system
that is comprehensive,
timely and complete

Obtain consensus from states
and LGAs on using a common

15. Develop the software, install computers and provide
training to state and LGA levels

system
Incorporate elements of | 16. Provide regular feedback to states, LGAs and partners
session planned and held, on regular basis, continue training and improving the

surveillance of diseases, cold
chain and logistics, programme
management, immunization
performance in the reporting
and compilation system

system

17. Staff at all levels trained,

18. System fine-tuned and stabilized

Adequate human
resources for
immunization activities

Fill all vacant district posts by
2006

19. Review total health service needs and human
resources plan

20. Develop recruitment plan with budget

21.Cost priority district post vacancies

22.Determine priority districts for filling vacancies

23.
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Objectives Strategies Key activities
Build consensus on state and LGA | 24.Hold meeting with states and LGAs and forge
support to fill vacant posts consensus
25. Vacant posts identified and filled.
26. Training in immunization done in all LGAs
Sustainable and | Increase budgetary support at| 27.Monitor budget implementation for immunization at all
adequate financing of | state and LGA levels for levels
Immunization Activities | immunization
28. Increase budgetary support at all levels by 10% every
year
29.Increase national funding for vaccines by 10% per
year
lntegra;ion_ .of Integration of planning into | 30.Develop liaison processes to facilitate transfer of
Immunization with | national budgeting processes costing information to national budgeting
other Health decisions
Intervention 31.Building financial planning and management
capacity
32.Review vaccine usage for outreach and costing
including AD syringes and safety boxes
33.Monitor sessions planned and held at all review
meetings
AII AD syringes | Review incinerator | 34.All session plans must include planning for the
disposed of safely by | commissioning and waste disposal of wastes

2010

management plan

Nigeria Comprehensive EPI Multi-Year Plan 2006-2010

33



ve

0T02-900Z UeId TedX-BMIN 1dd 2a1suayaiduo) er3iN

SOI39)BI]S PUB SI[NPIYDS JUSIIJIP JO SSSUSANOILJO-1S0D Y} SSISSY

A0 W popnpu gy

Suruuerd
[EIOUBUL pUe S90IN0Sal wewmny sopnjoul osfe ey} juswdooasp ASorexns
pue Aorjod y3noryy saoiazas UONBZIUNUWIWI SUIOFUO 0 JUSUIITUIIOD [BUOTIBN]

_sopampe oy

S "dnoi3 1081e) [eUONIpPRI} A}
UONENIIS [RUONJRY | PUOAS] 91BUIIIRA :f A3o1ng
M | oy 01 srendoxdde uwoneurooea 10y sdnoid ofe pue suonemdod 1081e) sua(y
“JOLISIP AISAS UT uoTjeyudw[dur
M | summeiSoxd 105 sorddns pue 1ioddns omsiSo; ‘Suipuny Apwi opiaoig 1eak & sowm
A S[00} pue swsIueydow Arosiaxadns arepdn pue dofeas(g INOJ ISBI] 1B 1OLUSIP AIOAD
"Sutoel) 19)[neyop ‘Juswageuew pasoidurt Y3noIy) | ur payoesr ore payoral-un
M | (woneurooea ojo[dwioour) sno-doip UONEZIUNWIWI JO ISQUINU oY) 20npay | oy} Jeyr aunsuyg ¢ ASoreng
N [2AS] [e00] X0 JOLISIP 3y} 18 Suruue]d-0IOTA
A PUBWSP Yojett 18y} S90IAISS UONBZIUNWIWIL JJes PUR ‘d]qeI[al ‘Ie[n3ol opIAcI]
ue[d UoTeZI[IqOW [B150S PUe UOTEOTUNUILIOD € JUSTIA[dTIT pUe doroasp
[\ | PUe sepunuroo fre Jumjoesr ur sde§ woneoNUINIOs JUISIXD ) SSASSY UOIJRZIUNUIIL
‘uorejuawR[duwI pue A9BO0ADPE | 10]  pURTUS(] Anumuruo))
M | uopezumwial ul sdnoid IsaIeIul pue SOON ‘SIOQUISW AJIUNTIUIOD oFeduy | eseorou] Z A391eng
sue[d [euoneu Jy) Jo 1ed [eI3oul Ue se
)M | senanoe uoneziunurwi Arejuswioiddns spnjour ‘oreudordde uoym pue QIYM
Aoueyur urmp
) | POZIUNUIIL JOU 310M OUM USIP[IYO SZIUNWWI 0} sar3orens euoneu dojoad(]
A PRASIYOE Udaq Sy 1 219Um ‘9FBISA0D UOTBUIOORA YSIY UIR)Sng
3uiajos
wo[qoid pue sisATeue eyep uo peseq sue(d J1om [enuue pue Junedpng ‘suerd
)M | o1321ens [euonEU TBAA-DNW SAISUSYRIdWIOO PoISOO yuswsdwI pue S)B[NULIO ] UOIRZIUNUIIT IOJ

Po1ogIe) QUOAIOAD YovAI 0)
sotoeordde jo uonERUIqUOD
B 9s() 1 A39eng

 SAIBENS QAT

SHOMAUIRL] S SATD BUR[] TSIPPAL) 6 1ae L




St

0T02-900T e[ Teox-BMmA [JH daIsuaypidwo)) euaSIN

s1qeynbo
PUE JUSIOLJD "2AIOIJFS QIOW SWRISAS OYeW 0} Pue UOHEZIUNUWIW JO AIOAT[SP
9y} da01duw] 0}  SHIOM JBYM,, JO UOTEN[BAS PUB [OIBASal suonerado wiIoyIoJ

ouBuLIOfIad U0 J0rqPadY Spia0Id pue S[aAd] [eUOTEU
PUE JOLISIP Ted0] 18 suonenfead surwerdord uonezunwun remngor 1oNpuo))

ssmwmer3oad woneziunuwy
[euoneu udY)3uaas
pue enjeay , A39eng

SUOTJBOIUNUIIO) PUE UoNjeLIodsue)
10y JuSWIdBeURW pUE SUIOUBUI} OPIM-10}09S pUE PRJBUIPIO0D SPIBMO} SAON

W9)SAS Juowedeusu
SUIJBA PasEQ-INAA B Suisn ‘ureyd pjoo oy puodaq saurooea Junye)
Sopnpout yorgm yoeoxdde ,ureys ofes, & ySnomny o5e10a00 PUEB SS900B 95BaIOU]

>

SWI)sAs uoneWLIOUI JO Juewdo]aAdp oy} pue uoisiazadns
‘Suiren  ydnonp  juoweSeuew SUIOOBA  9ANOSIS  10) Ajoedes pring

sax0q
Aioyes pue soBuuihs (v ‘sourooeA Aprenb pamsse jo Addns pardnuourun
o) 2InSUS 0} S[AS[ JOWISIP pue [RUONRU JE SUTSEI2I0] PUBWOP 91RINOOY

SWI)SAS JudwaSeuR
AUIIEBA udY)3udI)s
pue ssoadwy :9 A3o3eng

Apua3in asay) $saIppe pue sanssi A1ayes aurodea renusjod o} aarsuodser og

UOHEZIUNUIWT SUIMO[[0F STUSAS 9SIOAPE 0} o5u0dsar pue Q0UB[[IoAINS

> = = >

HOHENSIUIIPE SUIOOBA JO SPOYISW 9fes 1aYJ0 Pue SoFULIAS (([y) o[qesIp-oine
Jo 9sn a3 Furpnyour ‘seonserd uonosfur oyes Iojuow pue urejsns ‘@onpoxuy

WB1s19A0 K101R[NT1 PUE SoUBMSSE Ayrenb ur souerya1-yjes euoneu SAJYOY

SIS JUSWISBRURT QUIDOBA
Suraoxdurr £q souoes mau pue 3unsixs 10 Sunsessioy u119}-3U0] Isug

SpIepuels Ayenb

PazIu30001 AJfeuonEwINUI 05w JEU} SO0INOS WOl AJUO SIUIOBA QIMO0I]

ST

K1o1RS
uondsfur pue uonezunUIY
‘auooeA aaoxdurt :¢ £3e1eng




9¢

0T0Z-900Z UeLd *edX-HMAl [dH 2A1susyaiduio)) epaSiN

SOI30[OUTJ) PUB SAUIOIBA MAU UI SJUSUIISIAUL
seanrd pue orqnd ozpuoud pue oousnpjul 0} OUSPIAS [BOO] d0NPOoIJ

souenodwI I[eo]
ofqnd jo sasessip jsureSe
durdoeA JO jusuidoossp pue
2189591 )WL () £391enS

SOUIOIB A MaU Aq pojuasald 9q Ued 1eY) SISEASIP AOUB[[I9AIMS puedxy

"awn
SUIES Oy} J& UDAI3 SOUIO0BA ISUIO I0J SB 9FBIGA0D JO [OAS] SUIES ) SOUDEaI
SUIOOBA MU A1} JO IFRIIA0D AU} UOHINPONUI JO SIEAA AT UIIA JRU[] QINSUL

S9130[0UN09)
10 SSULOOBA MU JO SJIJSUSq O} JO FUIPURISIOPUN POOT MSUS 0] S[ELISJEW
(DAD uoneommwwos pue uoneonps ‘uonewnojur  djeudordde sonpoiy

S[OAQ] [[B 18 SI93eURW SUIOORA PUE SISYIOM (I[BaY JO Sururen ojenbope amsug

sIsAJeue [eroueuy e op1aoid pue sue[d opIm-10joos
TeOA-[NUI  SOLUNOD OJUI SUIOOBA MOU [OED Jo uononpoxul oy} ojeIIaju]

so13o10uyo3}
puB  sSouOBA  mMoU  JO
uononNponul J[qeureIsns pue
9ATOIYJQ amsuy ¢ A3oreng

"SAUIIDBA MU
JO uono_npoxut Ay 0) 1oLd PSPIUWIOd PUB POOISISpUN ATk sioupred Bunoddns
pue SJUSWILISA0S [euoneu WoX sjuswamnnbar [eroueUl WLSJ-3UO] QInSUY

"SAUIOoBA
MOU JO SSOUSANIOJES 10D PUE USPING SsBasIp ssosse 0} Ajoedes uoyiSuong

- *sa130[0UY09)
pue SQUIdOBA Mau
10y senuoud pue samrod
Jos  pue Ajoedes  Anunoo
usyIduang




LE

0T0Z-900T Ue[d Tedx-BINA I 2aisudyaidwo) eLeSIN

AISAT[OP JO SUBSW 19U} PUB SUOTUIAIIUL PIUIGUIOD
Jo joeduil pue SSOUSALIOJYJS ‘AOUSIONJO [EJUSTIOIOUL JT} SJBN[BAS PUR IOJIUOA

\/
Swea} 9[Iqow 5 mzoumwﬁowmﬁ
M | pue goeanno uo peoed siseydws feroads gy Apuiof suonusassiur juowsdury | POYEISUL - oY OUAS
- . : o) QzIwXeJN ] £39jeng
" sued Sururex; pajexdajur suerd osoyy jo 1red se Juswd[dwI puB AJRNULIO qd
sued [enutre pue Ie9&-)[NUI UT SUOIJUSAISIUL JuIOf opnjou]
M 4] p 1! F SUOI Lulol opn]
"AI[IQISEa) PUE SPIdU [200] 0} SUONULAIAUL JO saFexord pererSejur o[re] | UOHRISNUI IO SUOLUSAIIUL
M sjeudoidde dojaaop
A suonuaAzaiul Jurof enusiod 159)-proy pue dojoad(] | pue ssossy (€] vaIw 013918118
suorendod
)M | 21918110 J[e yoeal 0} SEAIR SINOJSUI JO S[GISSIOORUT UL SIOIOM UI[BaY 9JBAT}OIN
"PSIO)UIOW PUB P}oNpuod A[qeljal ‘paznuiord
M | ‘peoInosar st s:oNIOM sy osoy) 0} uorsiazddns oanroddng ey} oInsug JUSWIIFRURTA] 90IM0SI
uewny saoidwy:z] £3sreng
" $90mosar uewmy pauren pue pred A[sjenbspe quarorjyns apraoid pue 10J uef]
S SP33U 90INOSAI UBWINY JO AIOJUSAUT UB SBI]
ordoad fre 103
1JoUSq WNWIIXEW Y} SOMSUS Jel) ABM B UL SIOIAISS UONRZIUNWUWI Uonisod
K b&sﬁo&o Ue Se Juotdo[oAsp SWRISAS Y3[eay Ul paures souaadxa ayy asny Juowdo[aAsp Swa)sAs
sourwrerdoxd | qieoy jo 1xsju0d S uNpIM
M | pue sarorjod opim-10303s adeys 0} SHOJe SANOS[[0O UI Aeanoe oredronre] | sourwrergord UOTRZIUNUITL

SOIIIAT}OR UONBZIUNUILIL JO QINJIE] PUE SS300NS
Y} 10J $10J0B) A3 JUSWINOOP 0) “Blep oEB-onm% Jo sisAjeue rendax 1npuo)

uoylduang ‘11 £391eng




8¢

0T0Z-900Z Ueld TedX-BMIA [dH 2AaTsusyaiduio) eroSiN

$o10US3IoWS Xo[dw0d 03 asuodsar ur
POYSI[qeISe SWR)SAS SULIOJUOW PUB SOUR[[IOAINS POJRISOIUL UT S(TJA Spn[ou]

SOIOUB 1AW
xojdwoo £q pojooye suonemdod UI SIOIAISS UOHEBZIUNWIWI USI[GRISI-OY

sontanoe pue suejd sssupaiedoid Aousiows ul SI0IAISS UOHEZIUNWIW 91e10d100U]

S91oULZIoWS
Xo[dwod JO juowissasse wonenyis pider ur sonssi paje[o-UOHBZIUNWIWI SpPN]OU]

SOIOUSZIOWD URLIBIIURUNY
x9[dwos ur uoneZIUNUIWI 0}
$S9008 9pIAOI] 6] A3oreng

syjeop pue
SYHIq JO UONENSIZAl PAsealou] J0j SUlBOOADE UI SOILIOWINE [IAID YIM S1RIOGR[[O))

SUWISISAS
SouB[jIoAms pue Juuojuow 95eI0A0d JO ooueuniopsad pue Ajjenb oy JONUOIN

UOIUSAISUL PUI| PUB SSUIOIBA
Jo o8e10400 Junioyuowr 1oy (aremyos tondwos “F-a) S]o0} Jo139q jo juswdojors(y

ooueULIOIad JO SIOJROIPUT JOLISIP MAIARY AlIe[ngay

}orqpas) pue utiopuow ‘Fururen rengar ysnoiy; juswoSeurw eep oaolduw]

S[OAJ] [[e 18 ©jRp JO o8uryoxa
pue  ‘osn  ‘uorrelardioyur
‘sisATeue quowadeuew
o) uoypSuong :81 ASe1eng

seanpasoud joxnuod Ayifenb pue sjueSear quswdmbe ‘Sururer oY) 2INSSy

Syomiou AlojeIoqe] Sursixe oy puedxy

syIomiou
A101RI0QR] JO UONEBAID oY
y3nony Aoedes Kiojeroqe|
uay)duang (L1 A391eng

SUOHUSAIONUT )[SY PXUI] IOYI0 PUB SIUIOOBA JO SULIONUOW 98BI9A00 dA0IduI]

SAdA 10} 9JUB[[IOAINS PIsEq-ISed 9ANOJYYS Spremo) sseidoid o1 sopio
ui (Soue[IoAInS sa[seat pue o1jod se yons) Swio)sAs aoue[[IoAIns Funsixs ayj puedxyy

QOUB[[ISAIMS POSBQ-9SBD
pue 93810400 JO JuLIONUOW
woyiduang 9]  4Sejeng

sagexul] [euonIppe a10[dxo pue A310uAs Joyumny Iof 9JBO0OAPY

SPosU PoAISdISd-AJUNWWIOD 0} SATUSYIE WIBWY

§1505 JOUJ0 pue [euoneIado JIA0O O} PAPIAU SSOINOSIL Y} [00]

Ed Ed Ed Ed Bkl e ki ke e i e ki ki e i i

Suonouny uolen[eAd pue Furioyuow ‘Furoueury Jurof ysiqels

" JAINP W papnpur Aoy

AdUSIOIJO PUE UOLBUIPIOOS SIBI[IO] JRY) SINJONIS JUSWATLUB & deaID

SANIALJIE AN

SUOTJUSAISIUL pjeISoIuI JO
S)joueq urmeisns G| A395eng

SAI39)20)S SATO




6¢

0T02-900Z Ueld *edX-BMIAl [dH 2AIsudtprdwo) ereSiN

dXIAD U1 papnppuI AAnoy

sanIAOR A93]

‘ssouparedard
$35B3SIp oy10ads 0) Jueas[ar | orwepide [eqo[3 Ul soUORA
M | suerd uonuossid pue ssouparederd omuopids  orroads-£nunos doaaa( | apnyoug b7 A39reng
s1ouped JO AI[IqeIUN0ode
BPUISE )[EAY [BUOHEU UO YSTY SUTEWAI UONRZIUNUITT 1LY} amsuy pue snfiqisuodsax
: S T : ‘sajo1 oy 9Z1U30031
M pue oulpq ¢z A39reng
UONRUTWSSSIP UOTJBULIOUT
UOREZIUNUIWL JO SIFAUS] ) U0 uoneuojur A[owm pue Aijenb aonpoiy | pue UOIRIIUNIITIOD
M saoxdury '7¢  £391enQ
SJuauIsA03 [euoneu o} oddns 1ouop sreudoidde
)M | pue srenbepe amsuo 03 sHOT 2y ySnoryy Suroueury UOHRZIUNUWIW] JBUIPIOO,)
SisaIayuI
PuE $3ssaUISNq [e20] Yyim wonoerojul y3noxyp sownerdord uoneZIUNUIWI SwISAS ToneZunuITy
[\ | PUE SOJIAIS UI[ESY 0} UONNGLIUOD [0AS] JOLUSIP PUB [E00] ofemoouy | [FUOHEU  JO wmmowwgm
3[Ry S1[qnd Ut SSUIdORA JO anjeA dY) JO FUIpUB)SIopUN paaoiduur Jo s1seq oy SlqPUIEISnS mﬁm omwz opPe
JM | U0 “sourooea 1oy suonedofe 198png [euoreu pauresns pue PISLaIOUT JTWUIO)) sy e IS
S[0YM © Se Y3[edY JO ASIUTW JUf} pue J[3s)1 ouress01d Uonezunur
MW umum yoq Suuuerd [eroueury o] Koedeo [euonjeU  USYIFUALG
SIoMmjoByNUB Ayirenb pamsse jo soumoea
OUIOOBA  pUE  SIOUOP  ‘SSIOUSTE  [EUONBUIOII  UGOMIS]  UOHBIOQE][O9 o[qepioyge jo Afddns eqo[3
9SO[0 U3NOIY} SOUIIORA MOU PUB JUNSIXS 0] Sunseoa1oj uue)-Suo] omsuy | o[qeryar amsuy :07 £3o1eng

s918018.)8 SATD




014

0102-900T Ue]d TedX-BMA [d4 darsusyaiduio)) eradiN

: ,,crcN .

600z |

1002

9002

JuawuIanob Jo sial |le o} sjewuoy Buipodas pazipiepuels ainquisiq ‘gz
uoneziunwiw Joy
SioA9] 4H B Pem ‘YO ‘slels Je seuliepinb pozipiepuess 3|\ [euoieu jdope / Jdepy /z
seuljopinb pazipiepuels IR Jo uonquisip apjdwo) "9z
suopejndod st Ybiy ul suoisses UoReZIUNWI I0) ueid oy ejep 3 9N oSN 'Sz
S8JIAISS 8|iIqow R Yoealno Ioj Ueld 2
3jeJ Jno-doup sonpai 0} sisynejep Jo Bupoes) JONpu0d sidjiom 4H ainsug ‘¢z
Jeak Asana sawn z subledwes | | jonpuoo seale yoeal 0} piey uj ‘zz
uopeziuniwll suinod Jo sueldodiw Yo7 ul | | epnpu| ‘Lz
‘uoeziunwiwi
dupgnos pue sQd| ‘subledweo ssjsesw  yum Sjou-paq jo uonnquisia "oz
ABsjess uonejuswua|dwl sjenjens g lojuop 6}
[EAIAINS Iy Joj ABajess uowioo jusweidw| ‘g|
ABsjens uowwios e ued g sjans] JH/PIEM B VO SlelS Je UoieIogeyjoo sjeniu) /|
SN.LI 404 yuswipledap eueew ypum Buiuued juiop gy
JOjUOW pUE 5SOp S8|SESW U0 YJIM SJUBLUI 0} \ UIUEBYA PPY ‘Gl
SUOISSSs play Jou JO suoseal pue pjay pue pauue|d suoissas JOJUO ¥}
S[@A9) |e Je sysIA Alosiniedng aaioddng g
SJH [[E ul suoissas uoieziunwuil Ajyeam Jo Ajiep 1onpuo pue ueid ‘Zl
ue|d-oJolW ealy jJuswyole) Ajjioe yilesH 1onpuon L1
uoneziunwiwi auinol uo sdoysyiom Bujuueid-osoipy onpuod 01
opinb pjey MIY eInquisip pue Jd 6
opinb piay M3y dojeasg g
SI0jedlpul piem pue Y97 JO Bjep UOBZIUNWW! suljaseq ysiigeisg -,
SYIS Sajseaw Ul UlWeyiA apnpuj g
9002 pus Ag uiayinos sajess jje ul (SIAGL> - wg) subtedewes dn-yojes ssjsesww ogq g
'subledwes Jayjo Jo se|seaw 0} AJOPPY b
SUYUOW UOISSIWISUBL MO] AJO WIM SOIN 8SNoY-0}-8SN0Y JO SPUNOI Z JoNpuc) g
SAdI 8y Ul SN | ‘ejozepuagie ‘deos 'y uiweyp spnpu) 'z
SOIEIS (MH) st ybiy ui sesk A1ons sown g o} ¥ sqgd) JPNPUOH L

_ Kiaaijep 2o1meg |

sanIAnoe Koy

surPwn £31A1dY 0T siqe




It

0T0Z-900C Ue[d TedX-HMA IdH datsusyaiduwo) erraSiN

sbeq |0oyds ‘$}00q asioIexa B8 suoREZIUNWILI
Buneysew 1o} sjpuueyd Alsaep oAeAouu} Josuods 0} Jojoes ajeaud ebeinoouy

'¢8

S[oA8 [je je uoeziunwiwj Joj Aoeooape 18Bpnq ul A2100s [IAD BAJOAU} *|G

skanins aBeJon00 Ry 4o uogenolld Ajies pue spim ainsug ‘oG

uogeziunw ui isnij g Joj poddns sjowlold o} sjouuRYO UOKEIIUNWIWOD [BUORIPEL S(] "BY

sueid 03| dojersp 0} sy97 gy

uofezjunwiwil 8unou Joj dInino puewsp sjouwold o} azyisusg /4

uoneziunwwi ul uoiedionted ssnosip 0} SOON 2y} yum (s)Bunesw onpuos gy

papirold pue padojensp jebpng SUOIEOIUNWIWOYD "Gf

sJaxiom yleay Aq ,senbojeip Ayunwwioo, Joj sabessaw ayy dojeasq v
1SB29[9] puk }Seopeolq

J0 ss|npayds ‘sebesselu eipsw ssew Buipnjour ueid EipsW pajiejep dojpasqg ‘¢f
sIsuped ‘salousbe Jo $9]0J U0 SNSUBsSU0D Pjing ‘ue|d elpaw Jo syusuodwiod

Aoy dojensp 0} dnoig Buppopn  suopesiunwwon jo Bugesw susauo) ‘zp

SuolEIIUNWIWOD pue Aoe20APY

BIep [y Wojj soueuoped aAjelISIuIUPe [BNUUE ysigng

134
Jeak

€ S0} uoneziunwwi uj sewwelBoid Bujuies Jo uojenjens souewopiad Jonpuo) op
SN ENERINES

uoRezunWwy [snsl-prep poddns o} Buuiesy ybnoiyy sy B sajelg usyibusns ge
99 dSOF° M3Y ‘Buluren I Ba suogoun;

18y} wuopiad 0} sieyiom yjjeay dinbs o} sewwesboid Buiures; yuswajdwy pue dojerag '8¢

S4H B SYDTJ0 Juswssassy spasu bujutel} enuuy /¢

skanins abelonod uogeziunwiwy Aleak-omy Jonpuon “g¢

Juswssasse Jjas Ayjenb ejeq Auspenb onpuos “gg
buipodal

BlEp JO sseusje|dwod pue ssauljeul snoidwi o} UonezZiunwiw Joj IR Ul ISeAU| “p¢
SJH pue JUBWLIBAOB JO S|aAg)

IIe 0} %9eqpas) Joj spodas F| Jo siskjeue pue uogejjoo SewsalsAs  Jejnfal ainsug ‘gg
$)Ba1qINo Jo "ou ¥ sjes Jno-doip

‘abe1anoo ¢1d4@ [enuue :epnjour siojeoipul uogeziunwiwi jo spiodas Aueak ainsug ‘zg
Spodax uoiezijin auiddeA ‘S13S160] J0 douBUS)UIRW ‘Bjes

Jno-doup ‘abeienod ¢14q Ajyuow :spnjour SI0JedIpuUl [ JO spiodai Ajyjuow amnsug ‘|¢

SI9AS| 4H '8 YO ‘ejelg Je saulfepinb 3g)y pancidde jo uonejuatejdwi asiuadng "¢

R it ERitT , SI8AS] 4H B YO T'8JeS Je bulutes; ejqeus o} jsuuosiad g J0 Ayoedes usyibuens ‘gz

010z 6002 8002 2002 9002

sSapjiAljoe Aoy




(44

0T0Z-900Z UeLd TedX-BMIAl [d] dArsuayaiduro)) eroSiN

s1abeuew v 1o |43y uo Buuiel) -0g
143V jo uonejuaws|duwi
Jo uonenjers @ Buuojuow Joj wisiueydsw jeuoneu jdepejdope o} SY91 % salels 6/
OSIN ¥ ssjelg usamiaq
B 'SSlRlS Sy97 UaMlaq B ‘Sy9T B SpIep usemiaq auy Buikodes |43V usiiqels3 g/
|43V UO SISpjoyexe)s pue siayiom 4H ules| /)
dIN (€00Z) pasinal yym souepiodse uf Aajjod (43 Pugsixs Jdopy g,
SISAS] ajels pue Y9 e ‘siendwioo jlejsul pue aiemyos dojsrsq ‘g
SISAS] [[E 1B S}O0]s dutooeA spodal ose SN Ul weysAs Buipodsay i/
SAdA 40 sea.qno jje jo uonebiysaaul pue Buiodal ‘uonosye(y e/
SOUEjjIBAINS BSessIP Yiim pajesbajul |43y Joj aoue|jisAng Z/
salddns ‘Bujuies ‘poddns qe| ojod/sajseaw saulqwon "L/
LNIN PUB S9[sedW ‘d 4V JOj S]OLISIP [|B Ul 8OUB[[IBAINS 8ARDY "0/
: Be L SR ‘aoue|jloAINg
dnoub jebie] 0} seibejens eipaw jusialip JO yorali sy} sjenjeas 69
SISAS) JuaIayIp 1e 8oueUl4 Jo Alsiully upm sBuiespy ‘g
seniliqisuodsal pue $8|0J U0 SY9T pue Sejels yjim sBunesw Aoeoonpy /g
BIpow ssew Jano sabessew ajeujwassiq ‘g9
uoneziunwwi sugnod uo sabessew Aoy ur | NI epnjpuj 'gg
senBojelp sy} Wejs pue sejuod jo 3INpayos dojersg 9
senbojelp Ajunwwon 10y sabessal jo Sjusjuoo dojansqg g9
siexiom yyjeay jo Bujutes; uoyesiuNWWoD |euosiad-1aju| Zg
SINPayds JSedpPEOI] PUE JSEOSIS] BZIjBuUlH L9
SUOHE]S Olpe) 'WVLN Yim Jseopeouq Jo sbuiw pue ssjel elenobspN ‘09
oipel pue A | Joj se|bull pue sjods sy dojeasg 65
S}ISqaM [N UO Ejep JueAdjal Joyuow pue sjepdn ‘gg
SSIEIS LpIM UOREYNSUOD Ul pue UOReoNnp3 Jo ARSIy [E1epa- (im UoleI0gE][09 Ul BLaBIN
Ut SI00YOS Ul BINOLIND UOKEONPS ey Ol  UOJBZIUnWW] Uuo uoneusojus oiseq sjelbey /g
AlreinBay suoneziunwiwy uo sojbull sjeudosdde 1y -gg
uogeziunwiw
ur sisupied se (OpH) sepiLWoD Bipsly fenuspisaly 's19pe3) snoibijas B [euonipes sAAY] ‘GG
SISA3) [[e Je UOeZIUNWLIL Ul (SOARNOSXe EIpall § J0j93S BjeAld
's10jeonpa ‘sjeuoissejoud yeay) sdnoib Aoeoonpe Weay Jo juswanjonul sy} usybuang pg
3 e . . S : SI9As| pIeM B VO] Je sebiessaw |y sjeudoudde Jenyep pue dojaneg -gg
ooz 6002 8002 2002 900¢

saljiAnoe Aoy




1914

0102-900T Ue[d TedX-HINA [dH da1susyarduro)) L3N

8002 Aq SIOLISIP JO %0G 10} SiojesauUI fejsul pue Ang°gol

[esodsip ajes pue anbiuyde} uondalul uo [eusyew Buurel; doeaag 20l

9007 i siojessuroul ajduwies s "g01

@seqelep jeuoneu ul seBulAS gy pPue sauInoen JO SYO0)S [OA8] B)e)S PpuB 5y JOIUOW'SOL

Jeah yoea uieyd pjoo Jo %01 aoejdas o] Juswidinba aseyoind pue 108|125 v0 L

"Sjons| 4H
B ¥O1 Je Juswdinbs uleyo pjod sainses AeinBial 0} [9A8] Y97 Je sHuN souBUBIUIBW USIGRIST €0

suofeoyoads diN
M Ajiiojuod ul siens) 4H B 97 1e Juswdinba sonsiBoj % ureyo pjod wnwiuiw soeid ulng ‘Zo)

ueld Juswsoe|dal a)ew pue uleyd plod Jo AIoJUsAUI pINg Lo}

JUBISSasSE UlBYd P09 INo ALEBD 0L

aseqejep [euoijeu ul saBuLAS Qy pUB SSUIOOBA JO SYO0JS [9A8] B1BlS PUB YO JONUON ‘66

Spuny 10} adueuid Jo AlSiuly ypm AOBOOADE ‘S300)S JO Buliojuop ‘86

S[eAg] |je Je uoisod %00} pue podas Ajyjuow ay} ui asn qy jo Buipodal apnpu; /6

$01}S100f  POAIBO8I SBUIOOBA JO
POW.OJUI 8Q 0} aJe SIBRILULIOD JUSWAO[BABD PIEM PUE SBAJILILIOY Y}eay-gns piem ainsug ‘gg

Hodau uogezijyn 8y} Aq pasinba se ‘s 0} saujooen pejpunq Apejnbou anquIsIq ‘s

S|oA3| 4H O}
UMOP $8.0}$ Pj0D [eUOlEN WOy ||e O} PalNQUISIP SOUIOBA jle yum Bulpung QY 21nsug 6

sJopio Buioe|d Joj seutooeA [[e ioj uoisoap Bulpung juswaidw] ‘€6

SBUIOOBA e Ym sgy Jo Bulipung Alos|nwiod asiopus o} DO 40 Bunesyy 'z6

19bpnq ureyqo Buiep.o pue JsedI0) BURDEA AWl BIIBHID

cmNs_mv:Em [euoneu Bumojjos yoeosdde dn-wopoq Buisn ﬂwmomé auooen Aueak jno Aep “Le
: 'sonsiBoj pue fyirenb ‘Aiddns audseA

"90UBJ[I9AINS 83E8SIp
anosdwi o) *aous)sixe u d1aym pauayfiuass pue paysigelse 8q 0} SBLIOJRIOqE] PAUMO-SJEIS ‘06

uonoe 1o siseq Se SpuaJ} SOdA 9piA0id 0} Bep 80UE|IBAINS SSEASIP 3] ‘63

'SV B ssjels Jo mocmE‘_otma 8ouelioAINS asessip \A__m:c:m-_n ojeniead ‘g8

SYOT B SSJEJS LU0 B0UBJ|IBAINS SSBASIP LO YOBP33) 8pINOL]  */Q

poda 8oue|lBnns AYUOW VST Yim DOHD 8pinold ‘98

wes sjels Yim SONS Jo sbugesuu jansl-ejes Ajyuow Jonpuo) “¢g

SOUB(1BAINS BSEBSIP SAJI3YS o} SONSQ % SisiBojoiwapids ajels jo Aoedes usybuang g

$]00} BOUBJJIOAINS pazZIpJepUE)S BNQUISI] ‘€9

Buopuou jouysip Joj eseqejep [euoljeu i |43y epnju] zg

|43V uo spodai [enuue-iq ywagns pue asedaid ‘L8

0Lo0c

600¢

8002

2002

9002

SaljIAIoe Aoy




144

0102-900 Ueld TedX-HIMA IdH da1suayaiduio) eHasSiN

a|npayos

| @Y pue pajenjers aq o} swweiboid ayy jo spedse suysp :yosessas jeuonesddyGel

600¢ pue /00¢ Ui seiouabe [eussixe Aq sAanins ay} Juswaldw v

spuny ajeoojfe pue uiejqo ‘sAsains abeianod Jo anpayos dojersgeel

siebeuew y9T740) |43y uo Buluies]  -zgy

WTIN Joj Buiuies epeosen jonpuoo pue ueld  “LeL

sabuuAs Qv o fesodsip pue asn ‘anbiuyds} uoroslul
1081100 ‘s(d] ‘sYIS oljod ‘SOdA 4O 8oUB|IoAINS ‘UORBZIUNWWI SURNOJ JO sjuauodwod
8pnjoul 0} suoisses Buiuies} |le 'S|oAS| piem pue Yo7 JB SISNIOM U)eay ules]'0g)

Buluies} 1o} SISPINOId SOIAISS UOHEZIUNWIW]
sugnoy Joj apinb oiseqg pue 8oioeld Ul uojeziunwiwy, 8sn pue depy 6zl

SIoxJom yjeey jo Juswssesse speau Buiulel]  'gz)

yuow A1ans suoisses uoleziunww sysia Aosinedns pauued Jeinbay  z1

slauped 0] pue S[eAs| Y]
pue ajejs 0} ejep sduBWLOUSd pue SOUB[IIGAINS UO YOBQPS9, SPIAOIY ‘ozl

els Aojeioqge; pue swwelBoid jo sBunssw mairsl JenBas ysiygeisg gzl

Buipury Jeinbai pue salojeloqe] yjm SNSUBSUOD USIGRIST 4z},

SOUBADE Ul JBPUSIED S| PUB SYIS USIiqeIsT €2

dAW SleulwassIp pue Juud zzL

001 Aq pssiopus ueid seak yinpy-Lz1

900z ul Umao_w>mb dAWD pue pamainal uejd o_mmwmbw ‘_m®>um.ONr

Juswoabeuew swweibolg

spodel uogen|eas [enuue-iq Jquins ‘g |

siseq Ajyjuow e uo uojjejuswadwul JOJUOW 0} SAJEIS g} |

Aoljod 40 uopejuswaldwl JONUOL - UoREUBLUBdUWI
jo uogeners @ Buuojuow Joj wsjueyosw feuojeu jdepepdope o) sy % SA.IS /11

Juswdinba uoosfui pasn Jo jesodsip ajes ainsug g} |

[esodsip 8)sem Jo swalsAs Jusisbeuew pue UO1}08}|00 YSI|aeIs3 gL

£00Z 40 pus £q sy 1ayy ul sebulks Qv Jo asn sy} ainsua o} SajEIS p) |

s90iniss |y 10 sabupAs (Qv) ejqesipone uo Aoijod Juswaidu; el

JusLuaBeuew sjsem uo siojeledo 4H uleiy Z} |

Juswafieuew sjsem uo Juawnaop Aoljod enquIsIp 9 Juud "} |

uswdinbs
uoposful Joj weyshs [esodsip ofes (20| plepues Jdope ujjesy uo founod ejeig ainsug gLy

diN (£00Z) pesinal yjm aouepiosde ui jusweBeuew ajsem uo Aoyjod Bugsixa 1dopy "0}

010z

6002

800¢

£00¢

900¢

sanjIAloe Aoy




Sy

0T02-900T Ueld TedX-HInIAl [d4 dalsudypiduwo)) eraSiN

'Sesiie paau ayj se SQON 3 J0joss 8jeAud pasiueBiQ (20| [euoRIppE SjiAUf 79|

0102-9002 dAIND 0} piebal
Ypm sapiqisuodsal @ s3jol Jisly) UO SI0jjioUN0) yileaH Alosinedng 1oy sdoyssiom asiueBiq) Lg)

siajjew y)eay pajejal @ SaljiAROR UOEZIUNLL
Uo seepiwuio) juswdojrsg piem Jouq Aueinbel sespiuwico-gng YiesH plep ainsug ggl

uogeziunww Jo diysieumo Auntwwod
Buinaiyoe spiemo) seeRILILIOD-GNS YllesH Piep B4} SAjoAUl ® usyibuans pinoys DOHD 65

SO9RILILID-GNS JO Uosladiieyd se yjjeaH Joj siofjiounog) Kiosinadng
9y} yim ‘foe00ADY B UONEZIIGON 143V ‘FPW ‘UoIsIAIedNS UO SSJiWW0D-qns ajeinbneu; gg|,

Juawnoop Aotjod panoidde sy ul payioeds sHO L B} Lim sl ul 9OHO esijeuonelado /Gt

193] Y91 e QOHO ajeinbeu) g

£00Z Ul HON Aq panoidde
% (pasiney) juawnoop Aoijod uogeziunww| eusbiN ul paumeuoo se DOHO 1dope 3 1depy ‘gg)

'SORIAIOB [BAININS PIIYD [[B J0J SSSJIWLL0D )] 8y} Hoddns/meinal Ajispienb aney o) el y51

QI [euoneu sy} o} spodal Ajispenb spinoid $79] slelS g5

sauyispin6 [euogeu psjdope sy Buisn s sjelg ssieuoyessdo 261

SO0 die1s Qm‘_zmzm:_ ‘16l

OO! SI_IS 8y} JO JusLIYSI|qRISS BU) Joj 2INjonLs D) feuoneu jdope g Jdepy ‘051

dnoug Bupyiom 99| ul uoejuasaidal [eselef-ginw g [eJajeyiq jo uonedionied sseaiou; gy,

'S9sue pasu ay; se sisupied Juswdojenap [esejellinuw ¥ [Jeje)iq [euoRippe AU “gpL

sieuped (e pue sanss|
Id3 8unnos spnjoui o} 9O oljod je uopedionied pue epusbe uspeoig Il

Slequisll 9O Bunjul) Yiomau UoedIINLILIOD 3 UoReLLIO}UI anoudwy gy

SI9ployeXe)s 0} %oeqpagy B spodel 9o seinbal ysiand ‘G

SI9AS] 4H '8 VO "elelS Je sauljapinb 3p panoidde jo uonejusweldw asinedng |

leah Aiene 9,01 Aq sjan9 e e uogeziunuwiwy Joj yoddns AlejeBpng asealou|' gy

‘Paily pue peynuaps sjsod JueoeA Zi|

$150d JuBDEA ||ij 0} SNSUSSUOD 8610} PUB YO pue sajels ypm Bunssw pioy Ly}

SI9A9| VO pue 3iess ‘lesspay je Buipusds pue j6pnq Jouopy "ol

1500 8y} pue sejoueoeA Bullly 104 syoUlsIp Ajoud suiwssie( ‘6L

saxoq Alases pue
sebunhs gy Buipnour Bunsos pue yoeanno 1oy abesn auoeA Mmainey ‘8C1L

Jels jo Bulutesy - Ayoedens uswebeuew pue Buiuueld [eroueuy Buping g1

0102

suoisioep bunebpngq [euciiel o} UCKEWIOU Bunsoo jo i9jsuel; seqioe;
O} ssujsiuiw soueuy pue Buuueid ywm sassasoud uostel dojpasg  ‘gel

6002

800¢

200¢

9002

sanjiAoe Aoy




9 Cost, Budget and Financing for cMYP

The implementation of any plan is dependent on adequate funding. Some of the initial steps to a successful funding
of any programme lie in proper costing and cost analysis of the programme. The government at various levels
working through the health ministries bears most of the responsibilities for funding the EPI programme. However
many development partners collaborate effectively in the funding of various aspects of the EPI programme.

* Methodology for costing cMYP
The cMYP is a comprehensive strategic multi-year plan that seeks to include all immunization related interventions as

well as those other health interventions that can be integrated with immunization activities.
Costing of this cMYP followed essentially the immunization system components:

Immunization operations

o Service delivery Supportive components of immunization services
o Programme management.
o Sustainable financing

o Strengthening human and institutional resources

o Logistics

o Vaccine supply and quality

o Disease surveillance

o Advocacy and communications
The costing of these system components was done for inputs for each components; human resources salaries,
vaccines, cold chain equipments, computers, office supplies, buildings and building maintenance, etc and for activities
within each system components; training, fixed and outreach activities, active surveillance, etc.

Various methodologies were used to cost the cMYP depending on the inputs or activities:

= Ingredient Approach: This is based on unit cost and quantities of items to be costed for the year. Thus
items like personnel emoluments, vehicles cold chain equipments etc were costed using the ‘ingredient

approach’.
= Rule of Thumb: This costing method is used based on previous practice, for instance setting aside a

particular percentage of capital equipment for its maintenance.
= Past Spending: Here lump sum based on past expenditure for the same or similar activities for instance in
the area of using cost/child in calculation of campaign costs or in building structures using past costs of

similar structures.

5.1 Macroeconomic Information:
To appropriately situate the costing and financing of the cMYP in its proper financing framework, some basic

macroeconomic information about Nigeria is presented. See table. ...

INDICATORS 2005 2006 ] 2007 | 2008 | 2009 | 2010

$ $ $ $ $ $
GDP per capita 560 570 580 590 600 610
Total health expenditures
per capita (THE per capita) 3.2 4.2 5.2 5.2 6.2 6.2
(%) (%) (%) (%) (%) (%)
Government health
expenditures (GHE%THE) 21.6% | 31.0% | 35.0% | 40.0% | 45.0% | 50.0%
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5.2 Cost of Implementing Immunization Activities

Costing of various input and activities of the system components of the cMYP were done using the various
methodologies outlined above. These costs were then entered into the pre-designed cMYP excel based costing tool.
Below are some of the components included in the costs:

Personnel Costs (EPI/Shared Cost)

Cold Chain equipment maintenance and overhead

Vaccines and injection materials.

Operational cost of campaign

Programme management activities,

other recurrent costs and surveillance

Other equipment needs and capital costs

See table... for details of costs

Baseline Cost Profile (Routine Only)
Fﬁ%@é"ﬁwéPCost Profile (Routine Oniy)*

A%
0%%. | 8%

3%

Traditional Vaccines 0 New and underused vaccines |

’ Hl Injection supplies O Personnel {
B Transportation O Other routine recurrent costs |
1 Vehicles @ Cold chain equipment

| m Other capital equipment =

This chart shows the baseline cost profile for routine immunization using 2005 expenditure profile. The main cost
drivers for Rl in Nigeria are the cost of personnel and other recurrent costs. The personnel cost is high due to the
large population size of the country with a huge number of Health facilities.

Costs of Implementing Immunization activities during period of cMYP
Based on the costing of the various inputs and activities, a summary of the costs for each Immunization system
component can now be summarized as follows:

Vaccine Supply and Logistics 75,333,437.00 | 86,562,411.89 | 79,070,568.20 | 79,538,064.94 105,018,504.68 425,522,986.80
Service Delivery 268,401,032.00 | 284,821,308.81 | 327,574,631.94 | 339,956,761.07 276,296,346.62 | 1,497,050,080.44
Advocacy and Communication 3,478,162.00 3,547,724.89 3,618,679.38 3,691,052.97 3,764,874.03 18,100,493.28
Monitoring and Disease Surveillance 1,972,352.00 2,077,991.33 2,230,779.32 2,393,362.92 2,578,742.19 11,253,227.75
Programme Management 20,240,706.00|  20,541,479.84|  23,101,255.64| 19,666,524.97| 18,81

550,916.75 | 43559591456 | 445,245,
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The major cost driver for the period of the cMYP is mainly in the area of service delivery. As the country intensifies
moves to expand the provision of routine immunization services in the country this main cost driver of service delivery
will likely remain through the period of this multi-year plan.
Details of the main cost components for the future are shown below.

Expenditures;

Future Cost Projections

Routine Capital Cost

'2006 U5
RO ] i Uss 2 uss
Vaccines (routine vaccines only) $13,674,866 $17 595, 210 $17 198,474 | $17,010,433 | $16,530,279 | $17,648,025 | $85,982,421
Traditional vaccines $5,663,762 | $8,294,399 | $7,906,431 7,430,785 | $7,500,380 | $8,362579 39,494,575
New and underused vaccines 8,011,104 9,300,811 | $9,292,043 9,579,648 | $9,020,809 | $9,285445 46,487,846
injection supplies 1,794,984 | $3,856,740 | $4,284577 | $5522,288 | $5,985,208 | $6,298,798 25,947,610
Personnel $36,492,954 | $37,222,813 | $37,967,269 | $38,726,614 | $39,501,147 | $40,291,169 | $193,709,012
Salaries of full-time NIP health workers (immunization specific) $19,191,119 | $19,574,941 | $19,966,440 | $20,365,769 | $20,773,084 | $21,188,546 | $101,868,781
Per-diems for outreach vaccinators/mobile teams $10,296,541 | $10,502,472 | $10,712,522 | $10,926,772 | $11,145,307 | $11,368,214 | $54,655,287
Per-diems for supervision and monitoring $7,005,293 57,145,399 | $7,288,307 7,434,073 7,582,755 7,734,410 37,184,944
Transportation $5,855,590 | $6,339,313 | $6,674,682 7,043,492 7,444,941 7,633,574 35,136,003
Fixed site and vaccine delivery 4,461,987 4,684,448 | $4,705,722 4,834,400 | $4,966,342 4,826,913 23,917,825
Qutreach activities 1,393,603 1,754,865 | $1,968,960 | $2,209,092 2,478,599 2,806,661 11,218,178
Maintenance and overhead 4,670,499 | $5,657,653 | $6,268,662 | $6,929,761 7,652,854 7,038,844 | $33547,774
Cold chain maintenance and overheads 2,121,147 | $3,032,742 | $3,565,620 4,152,323 | $4,793,199 4,126,832 19,670,716
Maintenance of other capital equipment $4,380 $29,039 $55,253 $76.694 $104,896 $102,158 $368,040
Building overheads (electricity, water...) $2,544,972 | $2,595,871 2,647,789 52,700,745 2,754,760 2,809,855 | $13,509,019
Short-term fraining $513,911 1,697,874 1,629,831 1,662,428 1,695,676 1,729,590 $8,315,399
IEC/social mobilization $147,882 3,478,162 3,547,725 3,618,679 | $3,691,053 3,764,874 18,100,493
Disease surveillance $1,128,755 1,972,352 | $2,077,991 | $2,230,779 | $2,393,363 | $2,578,742 11,253,228
Programme management $1,016,932 | $14,788,834 | $15,084,611 | $15,386,303 | $15,694,028 | $16.007.910 | $76,961,688
Other routine recurrent costs $7,519 $7,823 $7,979 $8,139 $8,301 $39,911
Subtotal Recurrent Costs $65,303,892 $94,741,645 | $98,138,756 {$100,596,689]$102,999,827 | -$488,993,538

Carripaidns

Vehicles $1,308,000 $357,102 $320,235 $371,529 $378,959 $339,836 $1,767,662
Cold chain equipment $715,846 $3,471,624 | $1,895533 | $2,330,516 $1,169,111 $296,823 $9,163,607
Other capital equipment $0 $491,436 $512,657 $406,708 $533,368 $0 $1,944,170
Subtotal Capital Costs $2,023,846 | $4,320,162 | $2,728425 | $3,108,753 | $2,081,439 $636,659 875,438

$586,407,461

Polio $116,448,078]$111,811,726{ $116,445,741 | $114,544,790{ $119,313,473] $124,291,732
Vaccines $27,279,070 | $40,347,029 | $41,488,850 | $40,292,818 | $41,433,105 | $42,605,662 206,167,463
Other operational costs $89,169,008 | $71,464,697 | $74,956,891 74,251,971 77,880,368 | $81,686,070 | $380,239,998
Measles $44,804,813 | $58,736,972 $0 64,224,086 | $67,162,081 $0 190,123,139
Vaccines and supplies $17,749,161 | $9,214,296 $0 $9,743,206 $10,018,938 $0 $28,976,438
Other operational costs $27,055,652 | $49,5622,676 $0 $54,480,881 | $57,143,144 $0 $161,146,701
Yellow Fever $97,843,404 0 534,336,036 50 $0 71,187,837 | $105,523,873
Vaccines and supplies $56,066,710 0 17,471,944 0 $0 37,829,361 | $55,301,305
Other operational costs 341,776,694 0 16,864,092 $0 $0 33,358,476 | $50,222 568
MNT campaigns $22,619,547 0 45,322,008 | $47,374,072 | $49,619,273 $0 $142,315,444
Vaccines and supplies $1,731,200 0 $3,390,143 | $3,393,072 | $3,489,096 $0 $10,272,311
Other operational costs $20,888,347 $0 $41,931,955 | $43,981,001 | $46,130,177 0 $132,043,133
Other campaigns (Year 1 - Round 1) $0 30 30 0 $0 0 $0
Vaccines and supplies $0 $0 $0 0 $0 0 $0
Other operational costs $0 0 30 0 $0 $0 $0
Other campaigns (Year 1 - Round 2) $0 0 $0 0 $0 $0 30
Vaccines and supplies $0 0 30 $0 $0 $0 $0
Other operational costs $0 0 $0 $0 $0 $0 $0
Qutbreaks (CSM) $9,927,371 0 $0 $0 $0 $0 30
Vaccines and supplies $1,037,051 $0 $0 $0 $0 30 $0
Other operational costs $8,880,320 $0 $0 0 $0 $0 $0
Other campaigns $0 30 $0 0 $0 0 $0
Vaccines and supplies $0 $0 $0 0 $0 0 30
Other operational costs $0 $0 $0 0 $0 0 0
Campaign Costs $291,643,213} $170,548,698{ $196,103,875]$226,142,948] $236,

094,827 1$195,479,5691$1,024,369,917

Shared personnel costs $9 , $97,550,323 | $99,501,329 $1 , $103,521, 101,
Shared transportation costs $3,477, 095 $3, 546 637 | $3,617,570 3,689,921 $3,763, 719 $3,838,994 $18,456,841
Construction of new buildings $1,651,000 2,856,000 | $2,809,080 | $5,014,208 $1,217,736 $0 $11,897,024
Subtotal Optional $98,890,420 [$102,040,208]$103,976,972| $108,205,458] $106,472,811] $107,360,177 3528,955,626
/ $457,861,3711$369,425,688| $397,550,917.1$435,595 9151 $445,245,767| $4i 121 $2,054 204 519
$154,439,9121$186,487,765/$188,630,7131$196,177,420] $195,384,113] $196,675,825] $963,355,835
$11,778,246 | $12,389,226 | $12,816,329 | $13,275,547 | $13,766,827 | $14,320,838 | $66,568,767
$291,643,213]$170,548,698] $196,103,875] $226,142,948 5236 084,827 $195,479,569] $1,024,368,917
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5.3  Financing the cMYP

Financing of the immunization programme in this country is mainly by the Government of Nigeria at various levels.
This is logical as the major cost of immunization rests mainly on personnel and capital costs. However many
development partners are very strategic in funding most of the activities that move immunization in Nigeria.

Figure on shows the baseline financing profile of immunization programme in 2005 as it involved the Government and

development partners.
Baseline Financing Profile (Routine Only)*
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Continued financing of the programme in 2006-2010 is still going to depend on the government at national and
national level for the reasons state. In the same vein the development partners have showed a lot of commitment in
continuing the funding assistance for the country’s immunization programmes. Table...

% of Total Needs

24%

Resource Requirements, Financing and Gaps™ | 2006 | 2007 — 2008 ] 2008 ] 20
Total Resource Requirements $267,385,480] $293,573,945| $327,390,457 | $338,772,956 ] $299,116,056 | $1,526,238,893
Total Resource Requirements (Routine only) $96,836,782 | $97,470,070 | $101,247,509| $102,678,128] $103,636,486| $501,868,976
per capita $0.7 $0.7 $0.7 $0.7 $0.7 $0.7
per DTP targeted child $30.6 $29.9 $25.9 $24.0 $23.4 $26.4
% Vaccines and supplies 22% 22% 22% 22% 23% 22%
Total Secured Financing $203,074,193$169,940,673| $165,471,305] $165,048,424 | $164,451,802| $867,986,397
Government $44,714,916 | $32,525,701 | $32,488,008 | $31,715,984 | $31,463,590 | $172,908,198
Sub-national Gov. $41,251,728 | $41,136,954 | $40,919,260 | $41,804,402 | $41,660,174 | $206,772,519
UNICEF $14,876,482 | $1,808,772 $1,808,772 $1,333,772 $1,333,772 $21,161,572
WHO $55,037,963 | $45,281,957 | $45,311,957 | $45,250,957 | $45,250,957 | $236,133,792
USAID $698,105 $698,105 $698,105 $698,105 $688,105 $3,490,525
World Bank $40,271,533 | $38,847,029 | $38,847,029 | $38,847,029 | $38,847,028 | $195,659,649
EU $1,207,360 $1,206,919 $1,206,919 $1,206,919 $1,006,919 $5,835,038
Rotary international
JICA $197,562 $197,562
CIDA $238,543 $238,543
Coca Cola Nigeria
Red Cross
CHAN
MSF
GAVI $1,580,000 $3,435,235 $4,191,255 $4,191,255 $4,191,255 $17,588,999
DFID $3,000,000 $5,000,000 $8,000,000
Funding Gap (with secured funds only) $64,311,287 [$123,633,272] $161,919,151| $173,724,532| $134,664,254| $658,252,496
42% 49% 51% 45% 43%
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FUNDING GAPS

As the fable... above shows there are still substantial gaps in the funding requirements for the immunization
programme.

Most of the funding gaps are identified mainly in the area of equipments like vehicles and cold chain equipment as
well as transportation which could be for vaccine movement, outreach activities, supervision and monitoring etc. In
addition there also exists funding gap on the personnel costs. The salaries of personnel is generally paid for by
government and most of financing is secured, however other personnel cost for payment of per-diem during outreach
and supervision are in many cases not secured as government at sub-national levels many times do not commit
enough resources to these areas.

Composition of the Funding Gap*

&1 Vaccines and injection equipment

O Personnel }l
0 Activities and other recurrent costs !
!

|

l ! ] Transport
!
l

i Logistics (Vehicles, cold chain and other equipment)

' I O Campaigns
2007

| !
2006

! ! i

60% 80% 100%

| w0 o007 008 W09 2010

Vaccines and injection equipment $2,142,287 $3,242,288 $3,705,209  $5,136,544 $14,226,327
Personnel $6,710,007 $8,462,965 $8,822,981 $9,190,198 $9,980,221 $43,166,373
Transport $1,648891  $1,942,986 $2,183,117 $2,452624  $2,900,686 $11,128,303
Activities and other recurrent costs $12,050,204  $12,407,506  $18,573,836  $19,819,005  $19,757,058 | $83,407,699
Logistics (Vehicles, cold chainand othereq  $2,506,206  $1,290,560 $1,670,888 $1,179,574 $127,082 $6,774,310
Campaigns $40,505,800  $97,386,068  $127,426,041  $137,377,921 996,762,663 | $499,549,483
Total Funding Gap* §64,311,287  $123633,212  §161,919151  $173,724532  $134,664,254 | $658,252,496

* Immunization speciic resource requirements, financing and gaps. Shared costs are not included.

BRIDGING THE FUNDING GAP IN FINANCING.

Most areas of the immunization service have substantial funding when we consider the secured funds that are
available (21-51%). However when the probable funding is included; GAVI funding for new and under-utilized vaccine
(YF) which has been approved and other Agencies that planned to commit resources but are yet to do so, the funding
gap reduces considerably. Having said that considerable gap still exists in many of the years particularly in the year
2010 when the sources of funding cannot be guaranteed.

Part of the cMYP include plans to institute and strengthen the ICC at sub-national levels, this will improve the
resource mobilization potential at the sub-national level and help secure more fund for future financing of the
Immunization programme.

In addition the Federal government commitment to Health, including immunization services is expected to also
increase.
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The immunization programme also has a lot of key development partners and these have continued to support the
government, thus working within the National ICC it is the intention to continue to plan and work with these partners to

bridge the gaps as the years go by.

6 Annexes
Maps
ICC Structure
ICC governance
Rl Data
SIA Data
OPV
Measles
IDSR Data
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