INTRODUCTION PLAN FOR THE INACTIVATED POLIO VACCINE (IPV)
Executive summary
The decision to introduce the IPV vaccine in Haiti was made during the ICC meeting. The ICC is chaired by the Minister of Health, or in his absence by the Director General of Health, with the EPI Directorate as the secretariat. It includes the MoH National Directorates for Epidemiology (DELR) and Programme Evaluation (UEP), United Nations agencies (PAHO/WHO, UNICEF, UNFPA, UNOPS, World Bank), cooperation agencies (CDC Atlanta and the Brazilian, Canadian and Cuban cooperations), Haitian civil society associations (Haitian Platform for Immunisation Strengthening (PHAREV), Haitian Study Group on Kaposi Sarcoma and Opportunistic Infections (GHIESKO), Haitian Paediatric Society (SHP), Haitian Oncology Society (SHONC), Haitian Community Health Institute (INHSC) and the National Experts Commission for the elimination of measles and rubella). 

The decision was based on the SAGE recommendations concerning the 2013-2018 final polio eradication phase stipulating that (i) all countries introduce at least one dose of IPV in their routine immunisation schedule before the end of 2015; (ii) all priority countries develop an IPV introduction plan before June 2014; and (iii) all countries exclusively using the OPV vaccine develop an IPV introduction plan before the end of 2014.
This IPV introduction will help keep Haiti free of wild poliovirus, reduce the risks of reintroducing type 2 polio associated with withdrawing OPV2 and contribute to polio eradication by strengthening immunity against serotypes 1 and 3 while reducing the risks of oral vaccine-associated paralytic polio (VAPP) and vaccine-derived polio virus (VDPV).

Due to political problems in Haiti the ICC was not able to meet to approve and implement the IPV introduction plan, including the activity schedule and budget. On an exceptional basis, this plan was approved by the Minister of Health, the Director of CDC Haiti and representatives of UNICEF and WHO. This plan incorporates the main lessons learned during the introductions of the pentavalent vaccine (DTP-HepB-Hib) in October 2012 and the rotavirus vaccine in April 2014.  
The vaccine selected is the IPV, a trivalent vaccine effective against the three serotypes of polio, in a 5-dose liquid form. It will be administered simultaneously with Penta1 (DTP-HepB-Hib) to children under 6 weeks of age. 
The immunisation schedule chosen is (i) OPV, (+BCG) at birth; (ii) IPV (+ DTP-HepB-Hib1 and Rota1) at 6 weeks; (iii) OPV1 (+ DTP-HepB-Hib2 and Rota2) at 10 weeks; (iv) OPV2 (+ DTP-HepB-Hib3) at 14 weeks; and (v) OPV3 (+ MR) at 9 months. OPV3 is considered a booster at 9 months.
The net positive storage capacity at the central level for current vaccines in routine EPI is 32,500 litres and net negative capacity is 5,000 litres. The positive storage volume requirement in 2015 for the twice-yearly reception of EPI vaccines with all new planned vaccines (pneumo) including IPV is 61,482 litres. This leaves a gap of 22,008 litres. In its current presentation the rota vaccine occupies 32,277 litres.
We have two options for addressing this situation and introducing the IPV:
1. Replace the current presentation of the Rotarix vaccine packaged in applicators (syringes) with a unit volume of 85.3 cm3/dose (from GlaxoSmithKline) with the Rotarix vaccine packaged in plastic tubes with a unit volume of 17.1 cm3/dose (same manufacturer). This would reduce the 2015 storage requirements for the rota vaccine from 32,277 litres to 5,018 litres and the overall positive volume requirements from 61,482 litres to 20,575 litres. As a result, current positive storage capacity would be sufficient at the central level, in districts and in health facilities.

2. Increase positive storage capacity at all levels by purchasing and installing new equipment, at an estimated cost of US$ 2,125,000 at the central and district levels, not including health facilities; 

· At the central level, the storage deficit will be addressed through the purchase of 4 positive cold rooms, 40 m3 each, including 3 cold rooms in 2015 and 1 in 2016. The investment cost at the central level is estimated to be US$ 350,000.
· At district warehouses we would need to purchase and install 142 TCW3000SDD solar refrigerators at an estimated cost of US$ 1,775,000.  
Given these figures, this introduction plan is based on the first option.
The IPV vaccine will be purchased through the PAHO Revolving Fund. The country will receive its first delivery at the end of May 2015. The IPV vaccines will be received and stored at the central level at PROMESS, before being sent on to district warehouses and then health facilities. 
IPV will be introduced during the first week of July 2015 simultaneously throughout the country. The first delivery of IPV vaccines and consumables to district warehouses will occur beginning in June 2015, and deliveries to facilities will begin in June 2015 using rental vehicles. The Ministry of Health will coordinate and monitor the introduction plan, with technical support from technical partners in the ICC.
Prior to the introduction the population will be mobilised through communication promoting the introduction of the IPV, to encourage full and complete immunisation, especially of children not reached with a first dose of vaccination.
The technical skills of staff in microplanning and resource management, supportive supervision and monitoring for action at all levels (central, district, health facilities and community) will be improved through cascade training. 
Waste created by the IPV introduction will be integrated into the country's existing system for waste collection, storage and incineration. Surveillance of ESAVI and AFP will be strengthened.
[bookmark: OLE_LINK1]The cost of the operational activities for IPV introduction comes to US$265,013, US$53,600 of which will come from existing HSS/GAVI funding in the country and US$211,413 of which will be requested from GAVI. 
The main challenges and risks are summarized in the table below along with strategies to reduce them.


	Area 
	Main risks and challenges
	Risk-reduction strategies


	Funding
	Funding for the IPV introduction, vaccines and operational costs depends heavily on outside resources. 
	Submit the IPV introduction plan with all required documentation to GAVI before the deadline 


	Cold chain
	Current net positive storage capacity for vaccines, including the IPV, will be sufficient if and only if the current rota vaccine presentation, with a unit volume of 85.3 cm3, is replaced by the one with a unit volume of 17.1 cm3.
	The EPI Directorate (DPEV) should take all possible measures to order the rota vaccine with the 17.1 cm3 unit volume.


	Programme
	In addition to the IPV introduction, an external evaluation of the EPI including an immunisation coverage survey is scheduled in 2015, followed by the development of the 2016-2020 cMYP, organisation of the follow-up measles/rubella campaign, the cholera vaccination campaign, elimination of MNT and introduction of the pneumo vaccine.
	The EPI Directorate, with partner support, must develop an EPI operations plan that incorporates all of the activities planned in 2015 with an activity schedule, and must see that this schedule is followed to avoid any overlap.

	
	Immunisation is integrated into 700 out of approximately 900 health facilities. The 200 facilities that do not include immunisation lack the human resources and refrigerators to do so. 
	Outreach strategies, from health facilities identified during microplanning, will be used to vaccinate children in the health zones around these 200 facilities.




1. Justification of the IPV introduction and the national decision-making process   
The decision to introduce the IPV vaccine in Haiti was made during the ICC meeting. The ICC is chaired by the Minister of Health, or in his absence by the Director General of Health, with the EPI Directorate as the secretariat. It includes the MoH National Directorates for Epidemiology (DELR) and Programme Evaluation (UEP), United Nations agencies (PAHO/WHO, UNICEF, UNFPA, UNOPS, World Bank), cooperation agencies (CDC Atlanta and the Brazilian, Canadian and Cuban cooperations), Haitian civil society associations (Haitian Platform for Immunisation Strengthening (PHAREV), Haitian Study Group on Kaposi Sarcoma and Opportunistic Infections (GHIESKO), Haitian Paediatric Society (SHP), Haitian Oncology Society (SHONC), Haitian Community Health Institute (INHSC) and the National Experts Commission for the elimination of measles and rubella). 
The decision was based on the SAGE recommendations concerning the 2013-2018 final polio eradication phase stipulating that (i) all countries introduce at least one dose of IPV in their routine immunisation schedule before the end of 2015; and (ii) all priority countries develop an IPV introduction plan before June 2014. Thus, the IPV introduction will help keep Haiti free of wild poliovirus, reduce the risks of (i) reintroducing type 2 polio associated with withdrawing OPV2; (ii) cases of oral vaccine-associated paralytic polio (VAPP) and vaccine-derived polio virus (VDPV); and (iii) facilitate polio eradication by strengthening immunity against serotypes 1 and 3.
Due to political problems in Haiti the ICC was not able to meet to approve and implement the IPV introduction plan, including the activity schedule and budget. On an exceptional basis, this plan was approved by the Minister of Health, the Director of CDC Haiti and representatives of UNICEF and PAHO/WHO. This plan incorporates the main lessons learned during the introductions of the pentavalent vaccine (DTP-HepB-Hib) in October 2012 and the rotavirus vaccine in April 2014.  
1.1	Polio incidence 
The Americas region has been certified as free of wild poliovirus (WPV) since 1994. The last confirmed case of WPV in Haiti was in 1989. Haiti experienced an epidemic of VDPV, OPV type 1, in 2000 and 2001.
1.2	Purpose
Help keep Haiti free of WPV and/or VDPV and/or VAPP.
1.3	Specific objectives
1. Introduce the IPV vaccine in July 2015 in all districts simultaneously.
2. Bring immunisation coverage to at least 90% in the country and in all communes by December 2016.
1.4	Expected results
1. IPV is integrated into the routine EPI immunisation schedule in Haiti by June 2016.
2. Immunisation coverage (IC) is at least 90% in all districts by December 2016.
 
1.5	Expected impact
1. The risk of either wild type or vaccine-derived type 2 poliovirus re-emerging or being re-introduce is significantly reduced.
2. The interruption of type 2 poliovirus transmission in the event of an outbreak is facilitated.
3. Immunity against poliovirus types 1 and 3 in children who have previously received OPV is enhanced.
4. Routine EPI is strengthened.

2. General description of the IPV     
IPV is a trivalent vaccine that is effective against the 3 serotypes of poliovirus. It will be introduced during the first week of July 2015 per the schedule in Annex C.
2.1. Vaccine preference   
Table 1: Comparison of volumes required by vaccine presentations
	Designation
	IC %
	Wastage rate
	No. of doses (6 months in 2015)
	Unit volume (cm3/dose)
	Total volume (litres)

	IPV 5 doses/vial
	90%
	25%
	231,700
	5,20
	1,205

	IPV 1 dose/vial
	90%
	5%
	183,000
	15,70
	2,873



Of the IPV vaccines offered by the PAHO-WHO Revolving Fund in the Americas region, the net volume required for the 5-dose vial presentation of the IPV vaccine will occupy 1,205 litres, which is less than the 1-dose vial presentation.
With reference to the volume by vaccine type given above, the following table shows the preference for IPV vaccine presentation in Haiti.
Table 2: Preferred IPV presentations
	Preferred IPV presentation 
	Month and year of first vaccination  
	Preferred second presentation 
	Preferred third presentation 

	[Sanofi 5-dose vials]
	[July 2015]
	[Sanofi 1-dose vials]
	[Sanofi 10-dose vials] not offered 



2.2 National Approval      
The IPV vaccine will be supplied through the PAHO/WHO Revolving Fund. The Government of Haiti does not require national approval when the vaccine is supplied in this manner.        
2.3 Target population and vaccine availability   
The target population is children under one year of age. The IPV dose will be given beginning at 6 weeks.
Table 3: Vaccine and supply requirements
	Year
	2015
	2016
	2017
	2018

	Target population
	154 458
	316 639
	324 555
	332 669

	Immunisation Coverage Objectives
	90%
	90%
	95%
	95%

	Wastage Rate
	25%
	25%
	25%
	25%

	Number of doses
	231,700
	428,700
	418,900
	424,000

	Number of ADS
	231,700
	428,700
	418,900
	424,000



3. Considerations related to the introduction and use of the vaccine    
3.1 Definition of policies  
In the meeting held at PAHO Washington in July 2014, the TAG recommended that countries in the Americas Region introduce only one dose of the IPV as follows: 
· Give the IPV with the 1st dose of DTP followed by 3 doses of OPV (the 3rd OPV dose is considered to be a booster)
This recommendation allows countries in the Region to maintain WPV eradication and reduce the risks of VAPP and VDPV.
To comply with this recommendation Haiti has updated its immunisation schedule:
· At birth: BCG and OPV
· 6 weeks: IPV, Penta1 and Rota1
· 10 weeks: OPV1, Penta2 and Rota2
· 14 weeks: OPV2, Penta3
· 9 months: OPV3 (as a booster) and Measles/Rubella (MR)
Vaccine presentation and administration
The 5-dose liquid presentation currently prequalified by the WHO is preferred in Haiti. 
IPV will be administered preferably by IM or SC injection at a dose of 0.5 mL on the outside thigh. Once opened, 5 doses vials of IPV vaccine must be discarded at the end of the immunisation session and/or within 6 hours of being opened. IPV should not be mixed with other vaccines in the same vial or syringe. When given at the same visit, IPV and other injectable vaccines should be administered at different injection sites at least 2.5 cm apart. 
Therefore, the EPI Directorate will develop guidelines on the new immunisation schedule, administration technique, route of administration, storage temperature and open vials policy for IPV vaccines; these will be distributed to all levels. 
3.2  National coordination mechanism to ensure successful introduction   
IPV introduction activities will be implemented according to the activity schedule given in Annex C.  

The ICC, with support from its 3 subcommittees (technical, logistics and communication), will coordinate, monitor and supervise implementation of the activities defined in the IPV introduction plan schedule, including other EPI activities. The technical, logistics and communication subcommittees are chaired by the Director of the EPI.

To provide such coordination and monitoring, the ICC will meet once per quarter or in an extraordinary session if circumstances require it. The ICC subcommittees will meet once per month from September to December 2014, once every 2 weeks from January to March 2015, and then once per week from April to September 2015. 

Supervision from the central level (ICC subcommittee members) to the districts will take place once per quarter, and from the districts to health facilities once per month. These supervisory visits will be incorporated into other EPI activities. To facilitate the district-to-health facility supervision visits, the EPI Director has provided EPI teams from 10 districts with a "national professional" staff.

The main observations made during these supervisory missions will be presented during subcommittee meetings and, if necessary, ICC meetings.

3.3 Affordability and financial sustainability   
3.3.1. Summary of requirements, vaccine and supply costs, 2015-2018
Table 4: Summary of requirements, vaccine and supply costs, 2015-2018

	Years
	2015
	2016
	2017
	2018

	No. of doses/ADS
	231,700
	428,700
	418,900
	424,000

	No. of safety boxes
	2,317
	4,287
	4,189
	4,240

	Vaccine cost in US$
	572,299
	1,058,889
	1,034,683
	1,047,280

	ADS cost in US$
	10,181
	18,837
	18,406
	18,631

	Safety box cost in US$
	1,922
	3,556
	3,474
	3,517

	Total cost in US$
	584,402
	1,081,282
	1,056,564
	1,069,427








3.3.2. Summary of operational costs (details provided in Annex D)
Table No. 5: Summary of Operational Costs
	 
Cost Category
	 
TOTAL COST (US$)
	Existing GAVI HSS funding
	VIG for requested vaccine

	
	
	Amount (US$)
	Amount requested (US$)

	
	
	
	

	Planning and guidelines
	1,000
	 
	1,000

	Microplanning
	53,600
	53,600
	0

	Data management
	5,000
	 
	5,000

	Vaccine management
	16,325
	 
	16,325

	Training for health staff and CHWs
	93,489
	 
	93,489

	Supervision
	26,600
	 
	26,600

	Upgrading cold chain
	2,500
	 
	2,500

	Improving waste management and injection safety
	4,000
	 
	4,000

	Planning and implementing social mobilisation, communication and advocacy activities
	28,100
	 
	28,100

	ESAVI surveillance (IPV and other vaccines)
	34,400
	 
	34,400

	Total
	265,013
	53,600
	211,413


The total operating costs of US$ 211,413.40 will be covered by GAVI.
The microplanning cost of US$ 53,600 comes from existing GAVI HSS funding.
3.3.3. General trends in immunisation funding in the country

The EPI Directorate has so far depended heavily on external aid. However, the following positive points should be noted: 
· The Government is aware that immunisation is one of the most effective public health interventions. In its 2014-2015 budget (being prepared) the Ministry of Public Health and Population is planning to: "improve immunisation coverage and intensify the battle against endemic diseases and epidemics." 
· The actual availability of all actors to provide sustainable funding for the national immunisation programme, including funding for traditional vaccines in the short and medium term as well as covering the cofinancing of new vaccines introduced with GAVI support. [sic] 
So in 2015 for example, in light of current availability through the operating budget and the Public Investment Programme (PIP), the State budget can cover the purchase of two traditional vaccines: Oral Polio Vaccine (OPV) at a cost of US$ 231,300 and BCG at approximately US$ 82,175, for a total of US$ 313,475. 
The gap for traditional vaccine purchases (US$ 399,914) and cofinancing for new vaccines (US$ 508,084) will be covered by partners.

3.4  Overview of the capacity of the cold chain at the district level and at the regional and national levels
At the central level, net positive storage capacity is 32,500 litres and net negative storage capacity is 5,000 litres. With the introduction of the IPV and pneumo vaccines in 2015 the positive storage capacity required to receive EPI vaccines twice per year will be 61,482 litres, leaving a gap of 22,008 litres that must be addressed with the IPV introduction. Thus capacity is insufficient to store all vaccines at the central level with the IPV and pneumo introductions. 
Note that the volume occupied by the current presentation of the Rotarix vaccine, packaged in applicators (syringes) is 32,277 litres, which represents approximately 41% of total vaccine volume.  
We have two options for addressing this situation and introducing the IPV:
1. Replace the current presentatioandn of the Rotarix vaccine packaged in applicators (syringes) having a unit volume of 85.3 cm3/dose (from GlaxoSmithKline) with the Rotarix vaccine packaged in plastic tubes and a unit volume of 17.1 cm3/dose (same manufacturer). This would reduce the 2015 storage requirements for the rota vaccine from 32,277 litres to 5,018 litres and the overall positive volume requirements from 61,482 litres to 20,575 litres. As a result, current positive storage capacity would be sufficient at the central level, in the districts and in health facilities.

2. Increase positive storage capacity at all levels by purchasing and installing new equipment, at an estimated cost of US$ 2,125,000 at the central and district levels, not including health facilities; 

· At the central level, the storage deficit will be addressed through the purchase of 4 positive cold rooms, 40 m3 each, including 3 cold rooms in 2015 and 1 in 2016. The investment cost at the central level is estimated to be US$ 350,000.
· At district warehouses we would need to purchase and install 142 TCW3000SDD solar refrigerators at an estimated cost of US$ 1,775,000.  
Given these figures, this introduction plan is based on the first option.
For the introduction of the new IPV vaccine, the country has chosen the first option, which consists of replacing the current presentation of the Rotarix vaccine that is packaged in applicators (syringes) and takes up a lot of space with the Rotarix packaged in plastic tubes and takes up less space. The MSPP has started this replacement process.
In the country's ten districts, positive storage capacity will be sufficient if and only if the rota vaccine presentation is changed, as discussed above. If it is kept in its current presentation (packed in applicators with a unit volume of 85.3 cm3/dose) the additional capacity will be 142 TCW3000SDD refrigerators at an estimated investment of US$ 1,775,000.
There are sufficient quantities of coolers and vaccine carriers for all vaccines, including the IPV. 
IPV will be integrated into the existing distribution system, conducted by cold chain technicians using funding from partners, especially UNICEF. Vaccines are distributed from the central level to the districts quarterly using trucks and cold boxes. Facilities are supplied monthly from district warehouses. Note that the EPI received a donation of 3 trucks in 2014 from the Brazilian Cooperation for the purposes of transporting vaccines from the central level to the districts.
Most of the cold chain equipment in Haiti uses propane gas as the main energy source. Partners purchase and distribute this propane. The Brazilian Cooperation is covering the purchase of all propane for 2014-2015 through private operators. It is important to note that, with support from partners (CDC, UNICEF, PAHO/WHO, etc.) the country is working hard to gradually replace gas-powered refrigerators with solar-powered refrigerators. Therefore costs associated with propane purchases will be reduced considerably over the next several years.
Three (3) generators with automatic starters were installed in the central warehouse to alleviate issues with electrical outages. 
The installation of receivers for remote temperature monitoring of central cold rooms will enable us to properly monitor equipment function.
3.5  Waste management and injection safety    
[bookmark: _GoBack]IPV waste will be directly incorporated into the existing waste management system. This system is organized into a network of incinerators previously defined in the framework of the national injection safety policy. Health facilities that have incinerators destroy their waste directly. Those that do not have incinerators collect, store and transport their waste to sites with incinerators for destruction.
3.6 Health worker training and supervision   
3.6.1. Training
In all the following were trained during the Pentavalent and Rotavirus introduction: the entire EPI Directorate staff (1 Director, 1 Assistant Director, 1 manager of training/supervision/monitoring/evaluation, 1 data manager, 7 logistics staff, 1 social mobilizer), along with at least 3 EPI staff (1 coordinator, 2 logistics staff) in each of the 10 districts and at least 1 immunisation manager in 700 health facilities, including at least 420 CHWs responsible for outreach strategies.

Because human resources are inadequate, the EPI Directorate is planning to:
· Make additional staff, called "national professionals", available to each district by the end of September 2014; 
· Incorporate an additional 200 multipurpose CHWs, people who are identified and trained with HSS/GAVI financial support, on top of the 420 CHWs mentioned above.

The main steps in training include:
    a) 	Adapting training materials
Referring to lessons learned in previous introductions, the main materials are to be developed: 
· IPV introduction guide (including items on form, vaccine administration technique, cold chain, vaccine storage and management, ESAVI surveillance, surveillance grids, monitoring, communication, etc.) will be adapted for the Haitian context 
· FAQ-based video, with images and illustrations; this video will be translated into Creole
· Knowledge acquisition tests

All of this documentation must be produced by March 2015

   b) 	Actual training 
Training for national actors will take place in April, for district staff in May and for health facilities and CHWs in June.

The training sessions will take one day and will be conducted in cascade fashion:  Training at the central level, including recently hired national professionals, who will in turn train district level personnel; these will then conduct training at health facilities, which will in turn train CHWs. However, depending on the situation analysis, the central level may supervise some of the training in the districts or even health facilities.

3.6.2. Supervision

With the support of the ICC technical, logistics and communication subcommittees, the EPI Directorate will conduct at least one supervision in each district during the preparatory phase of the introduction between March and June 2015, another during the introduction itself between July and September 2015 and a post-introduction supervision between October and December 2015. The frequency of central supervision visits to districts may be changed depending on the specific analysis for each of the 10 districts.

With the support of the new staff made available to them by the EPI Directorate, the 10 districts will conduct at least one supervisory visit per month per health facility in each of the 3 vaccine introduction phases.

These supervisory visits will be incorporated into other EPI activities.

3.7 Risks and challenges      
	Area 
	Main risks and challenges
	Risk-reduction strategies


	Funding
	Funding for the IPV introduction, vaccines and operational costs depends heavily on outside resources. 
	Submit the IPV introduction plan with all required documentation to GAVI before the deadline 


	



Cold chain
	Current net positive storage capacity for vaccines, including the IPV, will be sufficient if and only if the current rota vaccine presentation, with a unit volume of 85.3 cm3, is replaced by the one with a unit volume of 17.1 cm3.
	The EPI Directorate (DPEV) should take all possible measures to order the rota vaccine with the 17.1 cm3 unit volume.


	Programme
	In addition to the IPV introduction, an external evaluation of the EPI including an immunisation coverage survey is scheduled in 2015, followed by the development of the 2016-2020 cMYP, organisation of the follow-up measles/rubella campaign, the cholera vaccination campaign, elimination of MNT and introduction of the pneumo vaccine.
	The EPI Directorate, with partner support, must develop an EPI operations plan that incorporates all of the activities planned in 2015 with an activity schedule, and must see that this schedule is followed to avoid any overlap.

	
	Immunisation is integrated into 700 out of approximately 900 health facilities. The 200 facilities that do not include immunisation lack the human resources and refrigerators to do so. 
	Outreach strategies, from health facilities identified during microplanning, will be used to vaccinate children in the health zones around these 200 facilities.



4. Situational analysis of the immunisation programme   
4.1. General country context   
Geographic and demographic situation 
The Republic of Haiti covers one-third of the western part of the island of Hispaniola, which it shares with the Dominican Republic. Its land area is 27,750 km2. 
The most recent General Population and Housing Census (GPHC) conducted by the Haitian Institute for Statistics and Informatics (IHSI) in 2003, showed a population of 8,938,655. The 2014 population is estimated to be 11,245,571 using a 2.76% growth rate. This population is quite young, with 12% under 5 years of age and more than 50% under 21. Male-female distribution shows 52% of the population is female and 48% is male.

The population density is 373 inhabitants per km2. Approximately 60% of the population live in rural areas. Two-thirds of this rural population live in mountainous and isolated areas. Because of this, and the dispersion of rural habitat, access to basic health services, including immunisation, is extremely difficult.

Health System 
The Republic of Haiti is divided into 10 districts, 140 communes and 553 communal sections. The country's health system is divided into 10 health districts, including 140 communes combined into 58 Communal Health Units (UCS), which are the organisational basis for health decentralisation. The hybrid nature of the system, composed of public, private philanthropic, mixed and for-profit institutions, adds to the overly high dependence on funding from the international community and does not facilitate Ministry of Health coordination of the multiple stakeholders, as MoH management capacities are limited. The distribution of both health facilities and human resources across the country reflects social health inequalities. The country has 2.5 physicians, 1 nurse and 2.5 nurse assistants for every 10,000 inhabitants, i.e. 3.6 healthcare personnel per 10,000 people; this contrasts to the PAHO/WHO standard of 25/10,000. In addition, slightly more than 50% of the population live more than one hour's walk away from a health facility. Approximately 74% of women give birth at home (EMMUS IV).
Expanded Programme on Immunisation 
The mission of the EPI is to help reduce or even eliminate or eradicate morbidity, handicap and mortality from vaccine-preventable diseases.
EPI activities in Haiti are coordinated by the Directorate for the Expanded Programme on Immunisation (DPEV). Activities in each of the Health Districts are supervised and monitored by an EPI coordinator.

There is at least one staff person responsible for immunisation in approximately 700 of the 900 health facilities in the country.

EPI targets are children 0-11 months and pregnant women.
Immunisation schedule in Haiti 
a. For children of 0-11 months:
· At birth: BCG, OPV
· 6 weeks: Penta1, OPV1 and Rota1
· 10 weeks: Penta2, OPV2 and Rota2
· 14 weeks: Penta3, OPV3 
· 9 months: Measles/rubella

b. For Pregnant women 
A woman who is pregnant receives the DT vaccine at any time in the pregnancy, the second dose one month later, the third dose 6 months later and the 3 [sic] other two doses are given later one year apart, for a total of 5 doses.
In addition to routine immunisation activities, the EPI Directorate is responsible for organising catch-up activities and supplementary immunisation campaigns.
 
4.2 Geographic, economic, political, cultural, gender-specific and social obstacles to immunization.    
	Vaccines 
	Target population
(< 1 year: live births for BCG and surviving infants for the other vaccines)
	Coverage reported (JRF)
Compare with JRF

	
	2013
	2012
	2013 
	2012 

	BCG
	297.815
	292.952
	83%
	83%

	OPV 3
	289.006
	284.835
	90%
	60%

	*DTP1 / Penta1
	289.006
	284.835
	87%
	99%

	*DTP3 / Penta3
	289.006
	284.835
	83%
	81%

	Measles/Rubella 
	289.006
	284.835
	78%
	66%


* The pentavalent vaccine was introduced in October 2012.
The EPI database does not show data by sex. However, the EMMUS IV survey in 2006 and the EMMUS V survey in 2012 in Haiti did not reveal any significant differences between the sexes in the number of children vaccinated.
All of the KAP surveys conducted to date show that the Haitian people are in favour of immunisation. 
The main barriers to immunisation are:
· EPI's strong dependence on partner resources (procurement, storage, vaccine distribution (transport), cold chain fuel (gas)); 
· Insufficient personnel at the central level and in the districts to conduct the recommended frequency of supervisory visits, i.e. at least 1 per quarter by the central level of the districts and at least 1 by the districts of health facilities;
· Inadequate vaccine storage capacity at all levels, created by the current rota presentation;
· Non-integration of immunisation in 200 health facilities;
· Hard-to-reach populations in mountainous regions; 
· Insufficient qualified personnel for immunisation, personnel weakness in planning and monitoring performance indicators for action, constant movement of staff requiring re-training;
· Inadequate strategy for finding those lost-to-follow-up and not reached by immunisation; 
· Poor pro-immunisation communication. 

4.3  Findings from recent programme evaluations  
An outside evaluation of the EPI including immunisation coverage is scheduled in the first quarter of 2015. Its conclusions will be incorporated into the 2016-2020 comprehensive multiyear plan for the EPI. The cMYP will integrate the goals and activities for introducing the IPV vaccine, replacing tOPV with bOPV between 2016 and 2018 and replacing bOPV with IPV beginning in 2018.
The Effective Vaccine Management (EVM) evaluation for Haiti's EPI was conducted in August 2013, as was an complete inventory of cold chain equipment. The EVM evaluation highlighted the strengths and weaknesses of the supply chain. The main weaknesses identified by the EVM included: (i) inadequate cold chain and dry storage capacity in central level, district and facility warehouses; (ii) lack of emergency plans in case of cold chain failure in all districts, communes and health facilities; (iii) lack of understanding by EPI agents of vaccine storage procedures, how to perform a shake test, how to read VVMs, and how to package cold packs for transport; (iv) lack of practices for the routine review of temperatures and vaccine wastage to make corrective decisions; (v) lack of maintenance plans for buildings and other EPI infrastructure at all levels;  and (vi) inadequate supportive supervision for agents at all levels in EPI logistics management.
To correct these weaknesses, an improvement plan was developed by the EPI with the support of the primary EPI partners in Haiti, including PAHO/WHO, UNICEF, CDC and the Tripartite Cooperation (Brazil, Cuba, Haiti).
As part of this improvement plan and the rota vaccine introduction into EPI, a new positive cold room measuring 20 m3 was installed at the central level and 78 large-capacity solar refrigerators (TCW3000SDD) were purchased and installed in district warehouses. The EPI is strongly committed to using solar power for the cold chain and is gradually replacing gas-powered refrigerators with solar ones to improve cold chain reliability. Since 2012, more than 200 new refrigerators have been installed in the country.
The cold chain capacity strengthening and reliability improvement process is well under way. We plan to purchase and install more than 500 solar refrigerators by 2017 using CDC and UNICEF funding.
The main lessons learned during the introductions of the pentavalent vaccine in October 2012 and the rotavirus vaccine in 2014, summarized below, will be applied to the IPV introduction:  
· Political commitment at the highest level and the need for partner coordination through the ICC and under the leadership of the MSPP;
· The need for proper introduction planning and adapting cold chain capacity, storage and transport for other supplies to meet the new needs;
· The need to allocate sufficient human resources and time for cascade training and revising data collection tools in all levels before the introduction;
· Creating awareness in the population through basic messaging through local communication channels;
· The need to send national staff involved in the planning and implementation of the new vaccine introduction in the country to share their experiences well before the introduction;
· The need to increase storage capacity for the new vaccine before it arrives and to choose a vaccine that requires less space (case of Rotarix packaged in applicators);
· The need to improve vaccine management by using computerized tools and training staff in their use (VSSM).

4.4 Stock management     
Vaccine stock management is computerized at the central level and in 5 of the 10 districts in the country through the use of the VSSM and SMT software, which was installed with support from PAHO/WHO. Workers were trained in how to use this software. 
Vaccine management-related data (doses received, doses used, doses administered, doses lost) are not reported on a routine basis.
To improve vaccine stock management we plan to install VSSM in all districts, train new health agents, retrain those who were trained in 2013 and organise supportive supervision. 
Vaccines are transported to the districts using trucks, and from districts to health facilities using pickup trucks or motorbikes. In theory health facilities are supposed to be resupplied every month, but given the difficult in mobilising logistics and financial resources this does not happen on a regular basis, so stock-outs are quite frequent.

5. Monitoring-Evaluation    
5.1 Updating of the monitoring instruments   
In September 2014 the EPI Directorate produced EPI management tools (immunisation cards, tally sheets, monthly EPI reports, vaccine stock sheets, management sheets, etc.) to last for one year, i.e. until August 2015. These tools do not include a place for gender or the IPV vaccine introduction. However, they do all have three areas labelled "other". During IPV introduction training we will recommend replacing one of the "other" categories with IPV vaccine-related data. Future EPI management tools will incorporate items for IPV and gender.

EPI performance indicators (immunisation coverage, drop-out rate, wastage rate, no. of children not immunised with Penta3, etc.) including the activity schedule will be checked during the quarterly monitoring meetings in the districts and the monthly meetings in health facilities.

5.2 ESAVI surveillance    
Surveillance of IPV vaccine-related ESAVI will be combined with other ESAVI surveillance.
Training for this will focus on:
· identifying and reporting ESAVI by health facilities;
· investigating ESAVI at the district and national levels;
· managing ESAVI at all levels;
· communicating ESAVI cases.

6. Advocacy, communication and social mobilisation    
A communication plan specifically for the IPV introduction will be developed.
It will include the following main strategies: 
· Advocacy to:
· Ministry of Health so that the launch ceremony occurs at the highest level; and
· political, religious and civil society leaders. 
· Raising awareness in the population:
· developing simple messages in Creole and for all communication materials including training videos;
· raising the awareness of local populations through face-to-face meetings, local, district and national radio and television, brochures, banners, etc. 
· Organizing the launch ceremony.
7. Funding
Financial reports and progress reports about implementation of the IPV introduction will be sent to GAVI in December 2015.
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