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ANNEX  A.  ZIMBABWE IPV INTRODUCTION PLAN
EXECUTIVE SUMMARY
The Polio Eradication and End Game Strategic Plan 2013-2018 was drawn up in response to the May 2012 World Health Assembly declaring polio eradication to be a programmatic emergency for global public health. This Strategic Plan has four main objectives, 1) poliovirus detection and interruption 2) strengthening of routine immunisation systems and OPV withdrawal 3) containment and certification and 4) legacy planning.  Objective 2 of the four major objectives of the plan, which is also in line with the WHO Scientific Advisory Group of Experts (SAGE), calls on countries to strengthen routine immunisation, introduce at least one dose of Inactivated Polio Vaccine (IPV) into routine immunisation schedules and withdraw OPV in a phased manner, starting with type 2-containing OPV as a risk mitigation measure before the complete withdrawal of OPV.

Given the above background, Zimbabwe has decided to join other countries in the polio endgame strategy in order to realise this global goal, hence the submission of this application for support to GAVI to introduce IPV in the country. This introduction plan is aligned with the comprehensive Multi-Year Plan 2012-2016.

The overall goal of the Zimbabwe Expanded Programme on Immunisation (ZEPI) is to provide quality and equitable immunization services to all communities by improving access and utilization in all districts and health facilities, in order to reduce morbidity and mortality due to vaccine preventable diseases. The country has maintained a polio free status since 1989 with good routine immunisation and surveillance systems.

One dose of IPV will be integrated into the 14-week visit of Zimbabwe’s current routine immunisation schedule. Preparatory activities for the introduction of IPV started in 2013 following the End Game Orientation meeting for NPEC, NCC and NTF Chairpersons held in June 2013 in Johannesburg, South Africa. Activities included health workers sensitisation during quarterly EPI review meetings and NITAG orientation in December 2013. The timeline for IPV introduction planning began in July 2014 with the development of the IPV introduction plan and application for GAVI support for submission in September 2014. Parallel to this process, stakeholders were briefed; the ICC and NITAG convened meetings to endorse the proposal.  
Advocacy, social mobilisation and program communication started in the third quarter of 2014. The EPI Policy documents and data collection tools will be revised during the fourth quarter of 2014. Adaption, development, printing and distribution of information education and communication (IEC) materials will be done in the first quarter of 2015. District level micro-planning will commence as soon as funds are received, hopefully by February 2015. Pre-implementation, implementation and post implementation supportive supervision will be conducted at all levels from May 2015 onward. The country expects the first consignment of IPV by April 2015. Training of health workers and orientation of stakeholders are aimed to be completed at all levels two weeks prior to the introduction of the vaccine (planned for June 2015). Post Marketing Surveillance will be conducted in collaboration with MCAZ from the onset of IPV introduction. Monthly data collection and analysis will be implemented as per the country’s routine data management system. Financial and progress reports to GAVI will be submitted by September 2015.

The estimated local cost for introduction of IPV is USD633 550 and this will be funded from the GAVI Introduction Grant (367,000), the Health Transition Fund (137,700), WHO(65.400), MCHIP(24,000) and the Government of Zimbabwe(39,450).   The GAVI Introduction Grant, Government funding and HTF have been secured while the rest are probable funding sources. Therefore, there is a need to sensitise the ICC to mobilise additional funds. The delivery of the vaccine will be integrated into the routine immunisation delivery systems
Zimbabwe has adequate experience and capacity in introducing new vaccines as demonstrated by successful introductions of DTP-HepB-Hib in 2008, PCV13 in 2012 and Rotavirus in 2014. Zimbabwe has a very good network of immunisation partners both at national and sub-national levels. 

The country conducted a Cold Chain Assessment in 2010 and capacity gaps at all levels have since been addressed. Zimbabwe’s current cold chain capacity is adequate to accommodate both its current vaccines as well as proposed new vaccine introductions, including IPV, HPV and MR.

All service delivery facilities in Zimbabwe are manned by qualified health workers who provide immunisation services. In-service trainings on Effective Vaccine Management were conducted in 2012 and 2013, and at least two health workers per facility were trained. IPV introduction will be preceded by health workers training on all aspects of IPV introduction and the vaccine will be integrated into the current vaccine and supply distribution system. 

The Medicines Control Authority of Zimbabwe (MCAZ), the national regulatory authority, (NRA) will play a very pivotal role in both post marketing and adverse events following immunisation (AEFI) surveillance in conjunction with IPV introduction. 
The main perceived challenge is related to the identified funding gaps in training of health workers, social mobilisation and support supervision. These gaps will be addressed through integrating services and resource mobilisation activities through the ICC. The other challenges include convincing both health workers and care givers to accepting giving multiple injections at the same time and reaching the hard to reach communities. Therefore there will be a need for intensive advocacy, programme communication and training of health workers in inter-personal communication (IPC) skills. 
1. JUSTIFICATION FOR INTRODUCTION OF IPV AND NATIONAL DECISION-MAKING PROCESS
In May 2012 the World Health Assembly declared the completion of polio virus eradication to be a programmatic emergency for global public health and called for a comprehensive polio endgame strategy. In response, the Polio Eradication and Endgame Strategic Plan 2013-2018 was developed. The plan outlines a comprehensive approach for completing eradication including the elimination of all polio diseases (both wild and vaccine related).

As one of its four major objectives, the plan calls on countries to strengthen routine immunisation, introduce at least one dose of Inactivated Polio Vaccine (IPV) into routine immunisation schedules and withdraw OPV in a phased manner, starting with type 2-containing OPV. 

Introducing IPV is a key element of the endgame plan and readiness to manage the risk associated with type 2-containing OPV cessation. In view of the above, Zimbabwe has agreed to join other countries in the polio endgame strategy hence the submission of application for support to GAVI.
· The Ministry of Health’s Top Management Team, Medicines Control Authority of Zimbabwe (MCAZ), National Immunisation Technical Advisory Group (NITAG), Inter-Agency Coordinating Committee (ICC), National Polio Expert Committee (NPEC), National Certification Committee (NCC), and National Taskforce on Laboratory Containment of polio infectious materials (NTF) have participated in discussions and final decision on the IPV introduction and have endorsed its introduction.

· The Ministry of Health’s Top Management Team will sensitise the Ministry of Finance.
· Orientation meetings on IPV introduction have been conducted with health workers at all levels during EPI reviews , as well as with partners and CSOs 
· The country has adequate experience with, and capacity for, introducing new vaccines as demonstrated by successful introductions of DTP-HepB-Hib in 2008, PCV13 in 2012 and Rotavirus in 2014. Local partners are very supportive of the immunisation program, and the Medicines Control Authority of Zimbabwe (NRA), plays a pivotal role in post-marketing surveillance. 
2. OVERVIEW OF IPV
2.1 Vaccine Preference
Table 1:  IPV vaccine preferences and estimated date of introduction

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

	One dose

	June 2015

	10 dose

	5 dose



2.2 Country Licensure Status 
The Medicine Control Authority of Zimbabwe (MCAZ) is a functional NRA that conducts in-house evaluation and registration of all medicines including vaccines. It is WHO certified.

MCAZ requires registration for all medicines including vaccines used in the EPI programmes. There is an expedited process for prequalified medicines (ARV, TB and Malaria) and it can be extrapolated to prequalified vaccines, provided the WHO vaccines office agrees to share the prequalification evaluation report with MCAZ with the written consent of the applicant. This WHO Collaborative Procedure takes 90 days. 

In the face of emergencies MCAZ can invoke section 75 the Medicines and Allied Substances Control Act Chapter [15:03] that allows importation of unregistered medicines, provided the Authority is satisfied that the emergency is a real emergency (as opposed to poor planning), and availability of the unregistered medicine is in the public interest

Zimbabwe has been using the registered live trivalent oral polio Sabin 1,2,3. Two products are under review: 
i) Diphtheria, Tetanus, HBV, H influenza, Pertussis & IPV (combination vaccine) and

ii) Bivalent Polio (oral) vaccine. 
Currently there is no application for licensing of IPV monovalent which the country intends to introduce in 2015. However, once the application is made, MCAZ indicates that it takes about six months to complete the licensure process. This means the initial shipments of IPV may use Section 75 of the Medicines and Allied Substances only if, by the time of importation, the vaccine is not yet registered.
Zimbabwe has established a system for lot release. The process requires that the vaccine shipment comes with a lot release certificate from a competent authority in the country of manufacture, and summary lot protocols (SLP) from the manufacturers. This is in addition to the normal import/export requirement that all consignments be accompanied by a commercial invoice and packing list. The usual pre-notification alert is also required. Zimbabwe has import/export control and EPI should notify inspectors when ordering and when clearing the vaccines so that import permits are issued and verification inspection are conducted expeditiously.
Table 2: Target population and vaccine supply

	Year
	Children to receive IPV

	Number of surviving infants

	2015
	250 200 (7 months population)
	481 601

	2016
	475 636
	487 417

	2017
	483 227
	493089

	2018
	488 991
	498971


NB: In Table 2.3, the number of children predicted to receive IPV is different from the number of surviving infants because the former represents expected coverage targets expressed in absolute numbers.
Procurement of the vaccine will be done through UNICEF as is the case with other vaccines being used in the country.
3. INTRODUCTION AND IMPLEMENTATION CONSIDERATIONS 
3.1 Policy Development

The EPI Policy will be updated to include IPV by March 2015. The new vaccine, to be given at 14 weeks, will fit well into the current vaccination schedule of 6, 10 and 14 weeks. Introduction of IPV means that a child will receive 3 injections at 14 weeks meaning that two injections will be given on one thigh which might cause concerns among care givers. Therefore there is a need for strong advocacy with policy makers to allocate adequate resources for social mobilization and communication 

Currently DTP-HepB-Hib is given in the right thigh and PCV13 in the left thigh. IPV will be given in the left thigh together with PCV13 but with spacing of about 2cm apart.
The country is planning to introduce the IPV together with measles second dose (MSD) combined with rubella (MR). The MR will initially be introduced in a campaign targeting children aged 9months to 14 years and thereafter integrated into routine immunisation as a second dose schedule. The campaign will include all other antigens that are due and overdue including Vitamin A supplementation and growth monitoring whereas IPV will be a part of routine immunisation.
3.2 National Coordination Mechanism to ensure the successful introduction
The timeline for IPV introduction planning began in July 2014 with the development of the IPV introduction plan and application for GAVI support for submission in September 2014. Parallel to this process, stakeholders were briefed; the ICC and NITAG convened meetings to endorse the proposal.  Advocacy, social mobilisation and program communication will begin starting in the third quarter of 2014. The EPI Policy documents and data collection tools will be revised during the fourth quarter of 2014. Adaption, development, printing and distribution of IEC materials will be done in the first quarter of 2015. District level micro-planning will commence as soon as funds are received, hopefully by February 2015. Pre-implementation, implementation and post implementation supportive supervision will be conducted at all levels from April 2015 onward. The country expects the first consignment of IPV by April 2015. Training of health workers and orientation of stake holders are aimed to be completed at all levels two weeks prior to the introduction of the vaccine (planned for June 2015). Post Marketing Surveillance will be conducted in collaboration with MCAZ from the onset of IPV introduction. Monthly data collection and analysis will be implemented as per the country’s routine data management system. Financial and progress reports to GAVI will be submitted by September 2015.
The EPI Manager is the overall coordinator of IPV introduction with support from EPI partners while all health workers providing EPI services will implement the introduction of the vaccine. The Medicines Control Authority of Zimbabwe will oversee product licensing and Post Marketing Surveillance. The ICC manages the implementation process and provides support for the Expanded Programme on Immunization whilst the NITAG provides technical support.
3.3 Affordability and Financial Sustainability
The estimated local cost for introduction of IPV is USD633 550. The following table summarises sources of funds for the budget.
Table 3: Funding Sources 
	FUNDING SOURCES
	AMOUNT

	GAVI VIG
	367 000

	Government
	 39 450

	HTF
	137 700

	MCHIP
	 24 000

	WHO
	 65 400

	TOTAL
	633 500


The GAVI Introduction Grant, Government funding and HTF have been secured while the rest are probable funding sources. The country used the GAVI provided template to calculate the budget for local costs using major cost drivers and previous experience. The country will mobilise additional funds through the ICC and partners. The Government of Zimbabwe assumes that there will be no co-financing of IPV until eradication. 
A larger proportion of non-vaccine operational costs will be funded through GAVI Vaccine Introduction Grant while the remainder of the activities will be funded through the different funding sources as illustrated above. The unsecured funds, USD89 400, will be mobilised through the ICC. All non-vaccine operational cost categories are as identified in Annex D.
 Zimbabwe has experienced a deteriorating economic and social environment since 2000. This resulted in the country failing to procure vaccines and supplies on its own. UNICEF started procuring vaccines for the country in 2004, over and above GAVI funding of new vaccines beginning in 2008. To date, country immunisation continues to be funded by the Health Transition Fund and GAVI. The additional non-vaccine operational costs of IPV will be negligible (USD89 400) considering that the country is already managing eight other antigens, and will be managed through the existing funding mechanisms. Zimbabwe will not be co-financing IPV.
3.4 Overview of Cold Chain Capacity at district, regional and central levels
  The country conducted a Cold Chain Assessment in 2010 where capacity gaps were noted, and this culminated in the development of a five year cold chain equipment replacement plan. All the equipment as projected in the replacement plan has since obtained and most of it has been installed at all levels. The Central Vaccine Store now has a total of ten new cold rooms with a net carrying capacity of 123 333 litres against a requirement of 23 183 litres per three months supply period including IPV. In addition, all eleven provincial vaccine stores now boast of a cold room each with a net capacity of 10 000 litres against a net three month period requirement of 500 litres on average. Therefore Zimbabwe’s cold chain capacity is now adequate to accommodate current and proposed future vaccines including IPV, HPV and MR.
The Government of Zimbabwe has established a system for the maintenance of cold chain equipment at all levels. Maintenance of cold chain equipment at central level is contracted out while at provincial and district levels there are designated technicians. About 40% of health facilities in Zimbabwe use LP gas and 60% use electricity as source of power for vaccine refrigerators. The country has sufficient funding for the source of power through the Health Transition Fund and GOZ. The country has started to introduce solar powered refrigerators through a Public Private Partnership (Energize the Chain) agreement with Econet Wireless, a local cellphone network service provider which procured 100 solar direct drive refrigerators. UNICEF has also procured 107 solar powered refrigerators while ELMA is procuring 100 units. GAVI HSS will procure 104 solar refrigerators. 
3.5 Waste Management and Injection Safety 
The country adopted the Auto Disable Syringe in 2006 and has been using this equipment for all vaccinations to date. All vaccines are procured with adequate supply of AD syringes and safety boxes. The existing injection safety and waste management system is adequate to accommodate IPV introduction. The policy of waste disposal is either incineration or burn and bury. For incineration, health facilities transport waste to a central incineration point, usually at district level while some facilities have their own incinerators. Facilities which do not have incinerators use pits for burning and burying at their respective sites. In Zimbabwe, all provincial and district hospitals including some service delivery centres do have incinerators. 

Waste management challenges exist at the health facility level where pits for burning and burying are often not deep enough and are not fenced off, thus exposing the public to related risks. Additionally, the facilities which transport waste for incineration have challenges in the transport and handling of the waste.  
The Ministry of Health and Child Care meets the costs of waste management at all levels. The central level incinerates all waste generated at that level. Transportation of all waste including safety boxes is integrated into the overall health system waste management hence there are no extra costs incurred in the transportation of safety boxes. 
3.6 Health Worker Training and Supervision
All service delivery facilities in Zimbabwe are manned by qualified health workers. Vaccinations are given by nurses trained in drug administration. The country conducted an Effective Vaccine Management Assessment in 2012 from which one of the recommendations was to train health workers on Effective Vaccine Management. In pursuit of this recommendation, at least two health workers per facility have been trained on Effective Vaccine Management at all levels. Prior to the introduction of IPV, health workers will be trained in all aspects of IPV, that is, rationale, vaccine management, data management, injection safety, supportive supervision, monitoring and evaluation, AEFIs, waste management among other areas. This will empower health workers to successfully manage the introduction process of IPV at all levels. IPV delivery will be integrated into the current vaccine and supply distribution  system. 
The pre introduction support visits for IPV aim to assess readiness and identify any gaps for corrective action. Any identified gaps will be addressed accordingly, for example onsite training will be conducted where there is a knowledge deficit.
Training/field guides and other IEC materials in the form of leaflets, pamphlets, FAQs, fact sheets and posters will be developed as per WHO technical guidance and in collaboration with UNICEF, GAVI and other national partners. Pre- and post-knowledge tests will also be developed. The training materials will be distributed to all levels for use during training and implementation. 
Training of health workers will start at national level targeting national and subnational trainers. Training will be cascaded to district level for training service delivery personnel. The training package will include, but not be limited to, operational areas of EPI such as vaccine management, advocacy and communication, and surveillance. There will also be post-training follow-ups at all levels of care, to ensure quality and adherence to guidelines.
  Pre- and post-introduction supportive visits will be conducted, with the pre-introduction visit focusing on preparedness and taking any corrective action with involvement of EPI partners. During implementation, supportive supervision will focus on providing technical assistance to address identified gaps and ensuring that vaccinations are being conducted as expected.  Post-introduction supervision will focus on monitoring programme performance, any AEFIs as well as client satisfaction. A Post Introduction Evaluation (PIE) will be conducted at least six months after the introduction of IPV in order to assess the introduction activity.
3.7 Risks and Challenges
Table 4: 
	Perceived risks and challenges
	Plans to address Challenges and Risks

	Funding for Planning and training meetings 
	Mobilize resources through ICC, utilise GAVI introduction grant.

	Inadequate resources for supportive supervision(transport, fuel , health worker allowances)
	Integrate programmes, stakeholder involvement,

	Inadequate capacity for data analysis and utilisation at lower  level
	Technical support from National level and partners to build capacity at lower level. The country will train data managers using GAVI HSS funds provided for the purpose to improve data management. A plan is in place for the training.

	Difficulties in convincing vaccine objectors
	Advocacy at all levels with all critical leaders intensifying mobilization and communication activities with involvement of all stake holders . 
Operational Research on vaccine hesitancy is scheduled for 3rd Quarter 2014.

	Reaching the hard to reach population 
	Mobilisation of transport and fuel for outreach, social mobilisation and communication

	Convince both health care workers and caregivers to accept 3 injections given at the same time
	Educating caregivers on the importance of IPV 


4. SITUATIONAL ANALYSIS OF THE IMMUNISATION PROGRAMME
4.1 General Context of the Country
The Zimbabwe Expanded Programme on Immunisation (ZEPI) was launched in 1981 under the auspices of the Primary Health Care (PHC) programme. The PHC programme sought to improve the accessibility of health services and quality of life and health of the general population. Over the years, the immunisation programme has benefited from government and political commitment at all levels. Working with its partners, the government embarked on the Universal Child Immunisation (UCI) programme and achieved coverage exceeding 90% for all six antigens in 1990. However the subsequent economic downturn resulted in coverage declining, but started picking up again in 2010 as depicted below:
Figure 1: EPI Coverage Trend 2005 - 2013
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The improvement in coverage was attributed to the following actions as outlined below:-

· Revitalization of outreach activities from the 4th quarter of 2010 with support from partners
· Training and implementation of the RED approach, EVM and DQS followed by supportive supervision at all levels
· Improvement of cold chain capacity following implementation of recommendations from the 2010 cold chain assessment
· Recruitment of more health workers at service delivery level
· Revision of the DHIS software to improve timeliness and completeness of data
The overall objective of the immunization programme is to provide quality immunization services by improving access to, and utilization of, immunization in all districts and health facilities, to reduce morbidity and mortality from vaccine preventable diseases.

The antigens currently offered in the immunisation programme include BCG, OPV, Measles, DTP, DTP-HepB-Hib, PCV13 and Rotavirus, the last three being supported by GAVI. The Zimbabwe Expanded Programme on Immunisation was fully funded by the Government up to 2002 when the country started facing economic challenges. UNICEF then started procuring all traditional vaccines for the country. 

Zimbabwe conducted a population census in 2012. The 2014 country population, as projected from the 2012 poll, is 13,350,167.  The proportion of children under one is 3.1%, the proportion of surviving infants is 3%, and the proportion of children under 5 is 15%. Pregnant women constitute 4% of the total population. Growth rate is 1.1%. The country is divided into 11 provinces (8 rural and 3 cities) with 63 districts reporting on EPI. The organisation of the health system follows this pattern with the lowest health unit being the rural health centre.

4.2 Geographical, Economic, Policy, Cultural, Gender and Social Barriers to Immunization
Zimbabwe is a landlocked country in Southern Africa, bordered by five countries namely Mozambique to the east, South Africa to the south, Botswana to the south west, Namibia to the north west and Zambia to the north. It has a surface area of 390 757 square kilometres and is divided into 11 provinces and 63 districts. 

Zimbabwe has experienced a deteriorating economic and social environment since 2000. This resulted in a deep economic and social crisis characterised by a hyperinflationary environment, industrial capacity utilization of below 10% and an overall cumulative Gross Domestic Product (GDP) decline of 50% by 2008. 

In the social sector, health and education were also adversely affected, as evidenced by people succumbing to cholera and other epidemic diseases, as well as the growing number of school dropouts and low pass rates in primary and secondary levels.  Agricultural production was also severely affected, resulting in the country depending on imports to meet the demand for domestic consumption and industrial needs. Furthermore, these challenges led to significant skills flight and erosion of private and public financing, thereby negatively affecting quality service delivery and achievement of the United Nations (UN) Millennium Development Goals (MDGs). The cocktail of measures that were adopted by Government in 2009 resulted in some modicum of economic stabilisation, with Zimbabwe achieving a real GDP growth rate of 5.4% in 2009 and 11.4% in 2010, and reaching a peak of 11.9% in 2011. However, the recovery remained fragile as growth declined from 11.9% in 2011 to 10.6% in 2012 and 3.4% in 2013. 

Despite the economy having shown some degree of stabilization, with inflation modestly below 5%, it still experiences a myriad of challenges, which if not addressed, will reverse the marginal gains recorded so far. Fiscal space remains severely constrained due to poor performance of revenue inflows against the background of rising recurrent expenditures and a shrinking tax base. 
Nonetheless, the country has developed a multi-year plan (cMYP) running for the period 2012-2016, for immunisation as part of the broader National Health Strategic Plan (2008-2013). The cMYP is aligned to this strategic plan in terms of the National Health Sector goal and it reflects in detail the total resources requirements, secured funding and gaps. The government will work closely with partners to mobilise additional resources to cover the gaps.

Table 5: Trends in national vaccine coverage

	Trends of national vaccine coverage (percentage)

	Vaccine
	Vaccine Used
	Target population

(number by age and sex,

if available)
	Coverage reported (JRF)

	
	
	
	Most recent year 2013
	Previous year 2012

	BCG
	450337
	486620
	93%
	99 %

	OPV 3
	417,253
	433,335
	96%
	98 %

	DTP 1 / Penta 1
	440,052
	433,335
	102%
	117 %

	DTP 3 / Penta 3
	413,241
	433,335
	95%
	102 %

	HPV 1
	n/a
	n/a 
	n/a
	n/a

	HPV 3
	n/a
	n/a 
	n/a
	n/a

	Measles 1
	412,762
	433,335
	95%
	97 %

	Measles 2
	n/a
	n/a 
	n/a
	n/a

	PCV 1
	432,116
	433,335
	100%
	86 %

	PCV 3
	397,486
	433,335
	92%
	50 %

	Rota 1
	n/a
	n/a 
	n/a
	n/a

	Rota 2 or 3 
	n/a
	n/a 
	n/a
	n/a


The 2010 EPI Coverage Survey reports that DPT3 coverage among male and female recipients in the survey was 73% and 72% respectively showing a slight difference in favour of males,  however this difference is statistically not significant (p= 0.3359). Similar results for DPT3 coverage were found during the 2005-2006 Demographic Health Survey (DHS) with 62% for both sexes in the sample. 
4.3 Findings from recent programme reviews
The program has been performing very well since the post-hyper-inflation period to date as depicted by the coverage trend graph above.  The Ministry has qualified staff at all levels.

There is a well functioning surveillance system and most of the EPI disease surveillance performance indicators are on track. The country has vast experience in introducing new vaccines dating back to 2008 when DTP-HepB-Hib was successfully introduced. The other vaccines introduced are PCV13 in 2012 and Rotavirus in 2014.  

The program has a strong advocacy and communication system that has managed to convince some of the vaccination objectors to accept vaccines. 
There is good collaboration between Ministry of Health and Child Care and immunisation partners. 
The country conducted an Effective Vaccine Management Assessment (EVMA) in 2012, a Post Introduction Evaluation (PIE) of PCV13 in February 2013 and a Data Quality Self-Assessment (DQS) in August 2013.  Improvement plans were developed for the assessments and implementation of recommendations are at various stages of completion. 
Table 6: Summary of recommendations and implementation status from recent programme reviews:

	Assessment
	Recommendations
	Implementation status

	EVMA 2012
	Cold chain equipment preventive maintenance plans at all levels
	Developed and awaiting endorsement by the Permanent Secretary

	
	Development of Standard Operating Procedures (SOPs) for vaccine management
	In place and awaiting endorsement by the Permanent Secretary

	
	Training of health workers on Effective Vaccine Management
	At least one nurse per facility has been trained

	

	Computerisation of vaccine management at sub-national level
	All provincial vaccine stores computerised whilst districts will be computerised by 4th quarter 2014

	DQS 2013
	Conducting regular routine supportive supervision
	Strengthened and ongoing at all levels 

	
	Monitoring accuracy, completeness and timeliness of reports
	DHIS tool facilitated improvement in monitoring timeliness of data reporting

	
	Storage policy and filing practices that allow easy retrieval of documents
	Training planned for Data Managers in 2015   

	
	Developing a standard feedback mechanism
	Standard feedback mechanisms are in place, e.g., weekly rapid notification system shared with all provinces and districts reflecting performance and gaps for action and quarterly EPI review meetings where all levels give feedback on performance and corrective action on identified gaps

	
	Conducting internal data quality verification exercises 
	Done during supportive supervision and review meetings

	
	Identifying areas of low access in order to come up with strategies to reach more children
	At least one nurse trained per facility in EVM and RED strategy and empowered to identify areas of low access 

	PIE 2014
	Development of new vaccine introduction implementation plans at all levels,


	The issue was discussed during planning and review meetings for national and sub national levels, plans were developed and were in place during Rota virus vaccine introduction

	
	Ensuring availability of adequate vaccines and supplies before introduction of new vaccine
	Lessons were learnt from the PCV13 introduction and adherence to the distribution plans of vaccines and supplies was witnessed during Rotavirus vaccine introduction.
EVM training was done Q1 2014 to address issues of vaccine supplies and distribution

	
	Making sure that revised data collection tools and IEC materials are availed well ahead of time before new vaccine introduction
	Plans have been put in place to ensure that IEC material and data collection tools are available in time for introduction of new vaccines

	
	Improving health worker knowledge on new vaccines to enable them to pass correct information to care givers
	At least one nurse trained per facility in EVM and introduction of new vaccines and empowered to pass correct information to care givers


Most recommendations have been addressed as reflected in the table above.  Health workers have been trained and supportive visits intensified. What remains is the incorporation of IPV into the current data collection tools by the National Health Information System (NHIS) 
The following points learnt from the recent PCV13 PIE will assist in the smooth introduction of IPV, which stated that:- 
· There should be plans in place for the introduction of the IPV and adherence to those plans
· Trainings should include all areas pertinent to new vaccine introduction

· Updated data collection tools, guidelines and IEC material should be available before introduction.

· At least two nurses per facility should be trained so that they assist each other in dissemination of information
4.4 Stock Management 
All vaccines used in the country are imported and procured through UNICEF Supply Division. Vaccine and supplies estimates are calculated annually at national level with input from technical partners, UNICEF and WHO. Purchase orders and deliveries to the country are made on a quarterly basis. Distribution down the ladder is by pull system, done quarterly at provincial and monthly at district levels. Stock management is currently computerised at central and provincial levels and manually at district and service delivery levels. Plans are in progress to computerize stock management at district level as computers are already in place for the purpose. There are no anticipated problems with IPV in terms of stock management.
Vaccine and supply distribution is by road at all levels. The central level delivers vaccines to provincial level on a quarterly basis. Districts collect vaccine and supplies from the provinces and deliver them to service delivery facilities on monthly basis. The current delivery capacity at central level is not adequate as noted in the September 2012 EVMA report, i.e., the delivery frequency would have to increase to accommodate the introduction of new vaccines including IPV. However GAVI has provided funding under the Health Systems Strengthening to procure a one by 10 ton truck for the central level and eight by five ton trucks for the provincial level among other vehicles. It is hoped the vehicles will be available before the introduction of IPV.
5. MONITORING AND EVALUATION
5.1 Updating of monitoring tools
Tally sheets (T6 forms) and summary sheets (T5 forms) will be updated, printed and distributed to all facilities before introduction of the IPV.  EPI will work together with National Health Information system in order to incorporate IPV into the computerised data collection system. Child Health Cards and EPI Registers will be modified to accommodate the new vaccine.
The current data capturing system already collects data by sex hence the IPV recording will follow suit.
5.2 Adverse Event Following Immunisation (AEFI) monitoring and reporting
Safety of vaccines is an essential part of the immunization programme. AEFI surveillance focuses on improving the quality of immunization programmes through activities that collect, detect, assess, monitor, prevent and manage AEFIs for the purposes of improving the quality of life of children. The country policy requires that each adverse event be investigated and reported and that a post mortem be conducted for every fatal case. All health workers who are involved in immunisation are trained in management of AEFIs with the involvement of MCAZ. AEFIs guidelines SOPs and investigation forms were revised in 2013 in line with WHO standards and are available at all levels. 

There are standing sub-committees to conduct investigations at all levels with the final causality assessment done by Pharmaco-Vigilance and Clinical Trials (PVCT) sub-committee of the MCAZ at national level. The reporting procedure is that all AEFI cases identified at service delivery level are investigated and all AEFI investigation reports from service delivery level are submitted to the central level through district and provincial offices. Serious events are to be reported to all levels within 24 hours using the fastest means of communication. An emergency kit should be available at all levels of care including outreach for management of AEFIs. All rumours are handled by appropriate authorities within the Ministry of Health and Child Care to ensure authenticity of information and to assure the general public so that the programme is not put to disrepute. 
Surveillance for AEFIs is integrated into the overall surveillance system in Zimbabwe and so will be the same with IPV.  Special emphasis will be put on recording and reporting of AEFIs.
6. ADVOCACY, COMMUNICATION, AND SOCIAL MOBILISATION
Advocacy and communication with political and opinion leaders, the media, and professional bodies at national, provincial and district levels will be a key aspect of IPV introduction. More specifically, it will be critical to explain to the major stakeholders in health including the academia, political and religious leaders that IPV introduction is a pivotal step in the Polio Endgame Strategy and has been formally recommended by SAGE for all OPV-only using countries. Among the benefits of IPV are the fact that it confers close to a 100% immune response and eliminates the risk of VAPP and VDPV.

The country will develop a communication strategy which will be cascaded to provincial, district level and community levels. Targeted key messages will be developed, produced and disseminated to political and opinion leaders, health workers and parents/caregivers. Multimedia mix approach will be used to introduce the IPV. This means the use of electronic media, print media, social media and interpersonal communication to achieve the desired impact in the population. Targeted IEC materials will be developed for political and opinion leaders, health workers and care givers taking into consideration the appropriate communication strategies.  

A national launch will be held in selected provinces or districts as per the decision of the Top Management Team of the Ministry of Health and Child Care. The launch will facilitate raising the profile of the new vaccine. A task force will be appointed to oversee and manage implementation of this activity.[image: image7.png]



� If there are differences between country and WHO-UNICEF coverage estimates, the Secretariat will refer to the latter when estimating targets.
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