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This document is accompanied by an electronic copy on diskette for your convenience. Please return a copy of the diskette with the original, signed hard-copy of the document to

GAVI Secretariat; c/o UNICEF; Palais des Nations; 1211 Geneva 10; Switzerland.

Enquiries please to: Dr Tore Godal, tgodal@unicef.org or representatives of a GAVI partner agency.  All documents and attachments must be submitted in English or French.

1. Executive Summary

Synopsis of the proposal including the specific requests for support from one or both sub-accounts - immunization services and/or new and underused vaccines. The figures essential for the calculation of award amounts should be presented here, including: baseline data, current DTP3 coverage and targets for increased coverage, requested number of doses of vaccine(s) and their presentations (drawn from the tables in this form). Summarise also the nature of ICC participation in developing this proposal.
Afghanistan has been facing a “complex emergency” situation since 1979. This has resulted in destruction and complete breakdown of the infrastructure in every sector including health. 

In 1994, WHO, UNICEF, NGOs and the MOPH setup a joint committee to coordinate a series of five multi-antigen mass immunization campaigns and to redesign the program strategy for EPI. In 1995 a regional system of EPI management was put in place, and in 1997, a four-year plan of action was established as part of Polio Eradication Initiative (PEI). A sentinel system of AFP surveillance was also started in 1997.

From 1997 to April 2001 a total of 14 rounds of national immunization days (NIDs) have since been conducted, mainly focusing on delivering supplementary OPV to children under five years of age. Since 1994, Vitamin A supplementation has also been provided during 6 rounds of NIDs. In addition several Sub NIDs have also been carried out in border and high-risk areas in collaboration with Pakistan and Iran.

A national EPI Refresher Training Program has been developed and implemented, surveillance of measles and neonatal tetanus has been incorporated in the AFP surveillance system, and improvement of administrative data collection tools has been initiated. New service-delivery strategies have been investigated through pilot projects of urban acceleration activities, expanded fixed centre services and new schedules of outreach and mobile services.  Recently, experts have been consulted to assist in drafting an EPI policy document and field manual, relevant and appropriate to the situation in Afghanistan.

The current immunization Schedule for Children is the following:

Contact

Age


Vaccine

1st

Birth


BCG

2nd.

6 weeks

DPT1, OPV1

3rd

10 weeks

DPT2, OPV2

4th

14 weeks

DPT3, OPV3

5th

Nine months

Measles 

Several EPI/PEI reviews were carried out during recent years, with support from WHO and UNICEF. In order to overcome the identified weaknesses, the Afghan MOPH with members of the National Technical Coordination Committee (NTCC), developed a five-year EPI plan (2001-2005). The plan is oriented to increase access to services for underserved populations, raise vaccination coverage for children < 1 year, strengthen surveillance, and maintenance of logistic support and the cold chain. These objectives will be achieved through a set of activities related to infrastructure strengthening, management strengthening, quality assurance, technical development and social mobilization.

The government of Afghanistan with all NTCC members, agreed to seek support from GAVI in order to strength its EPI activities and achieve the objectives defined in the 5-year plan. This application was developed by a group of volunteer members of NTCC, and discussed and finalized during a meeting devoted to this issue. For the time being and considering the low DPT3 coverage (less than 50%), the government of Afghanistan being eligible for support from the Global Alliance for Vaccines and Immunization (GAVI) and the Global Funds for Children’s Vaccines (The Fund), requests the Alliance and its partners to contribute financial and technical assistance required to increase immunization of children. Specifically, the government does hereby apply to receive support from the Fund: IMMUNIZATION SERVICES SUB-ACCOUNT.

This application is based on the following coverage rates:

 Immunization coverage and disease burden trends as per annual reporting to WHO/UNICEF

Trends of immunization coverage  

by 12 months of age


Vaccine preventable disease burden



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


1999
2000
1999
Age group
2000
Age group

1999
2000
1999
2000

BCG
48
48
NA

NA

Tuberculosis
3491
7107
15000


DTP
DTP1
42
44
NA

NA

Diphtheria
297
84




DTP3
30**
32**




Pertussis
NA
896




[  (  DTP1 - DTP3 )   /   DTP1 ]   x  100
28.6
27.3










OPV3
32
34




Polio
150
120



Measles
36
37




Measles
3 609
5788
1000 *


TT2+ 

Pregnant Women
18
16




NN Tetanus
88
95



Hib 
NC
NC




Hib
NA
NA



Yellow Fever
NC
NC




Yellow fever
NA
NA



HepB  
NC
NC




hepB seroprevalence (if available)
NA
NA



* 1000 deaths only during one outbreak in winter 99

**These figures are calculated using as denominator the population under 1 year (4% of the total population), the corresponding figure using surviving infants, as denominator is 30.7% for the year 2000.

(1) The source of these reports is: ……Routine EPI Reporting System……………………….. 

These data are collected from the following surveys: 2000 MICS data are not yet available…

The Five year plan, has fixed the following coverage objectives that may be used by GAVI to calculate the amount of financial support Afghanistan may get from the fund

 Baseline and annual targets


Baseline


2000
2001
2002
2003
2004
2005

Total population
22 488 223
23 027 941
23 580 611
24 146 546
24 726 063
25 319 489

Crude Birth rate per 1000
48
48
48
48
48
48

Total Births
1 079 435
1 105 341
1 131 869
1 159 034
1 186 851
1 215 335

Infant mortality rate
165
165
160
158
155
150

# of infants’ deaths
178 107
182 381
181 099
183 127
183 962
182 300

Surviving infants
901 328
922 960
950 770 
975 907
1 002 889
1 033 035

Drop out rate [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100
27.3
27.3
25
20
20
15

Children vaccinated with DTP3  * 
276 406
323 036
380 308
439 158
501 444
568 169

In order to guarantee the proper use of GAVI funds, and to ensure transparency, it is proposed that a subcommittee including MoPH, UNICEF and WHO Afghanistan monitor implementation. The yearly operational plan would be jointly developed and implemented under the auspices of NTCC in close coordination with the MoPH.

· Administration Mechanisms: 

WHO Afghanistan will be responsible of managing the line of funding and providing to GAVI the required reports. WHO's country support office has a well-trained staff that can assure this job. Moreover WHO has field staff for EPI in all the regions and provinces.

. 

· Transparency: 
All operations related to the management of monetary and physical goods under WHO responsibility will be submitted to revision and audit at different levels, both internally and externally. Special audits can be done at the request of the donors.

· Accounting Standards: 

WHO has an accounting system that provides clear information on the expenditure and investment of the resources. 

2. Signatures of the Government 

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

Signature:
…………………………………………...

Title: Minister of Public Health.

Date:
…………………………………………...

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

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

Agency/Organisation
Name/Title
Date              Signature


 






























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

Name: … Dr.Agha Gul Dost, 

Title/Address: … PHC Director.
Tel. No.: ………………………………..

Fax No.: ………………………………..

E-mail: …………… ………………                         ………………………………. 

Alternative address: 

Name:  Dr.Naveed Sadozai…
Title/Address: Medical Officer, WHO Afghanistan

Tel. No.:  0092-051-2211224   ………………………………..

Fax No.: …00 92 051 2280830……………………….. 

            

E-mail: …sadozaiN@whoafg.org

3. Immunization-related fact sheet

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



Population
22,488,224  (2000)
GNP per capita
250 $US (1999)  (2)

Surviving Infants* 
901,320 (1)


Infant mortality rate 
165/ 1000 (1999)

Percentage of GNP allocated to Health
3%(1990) (3)
Percentage of Government expenditure for Health Care
          3 $ (19990)   (4) 

(1) CBR=48/1000 (WHO estimation for 2000) IMR= 165/1000 (WHO estimation for 2000)

(2) The state of the world children, UNICEF 2001

(3) National health expenditure as % of GNP (WHO, EMRO, 1999)

(4) National expenditure for health per capita, (WHO, EMRO, 1999)

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

Table 2: Immunization coverage and disease burden trends as per annual reporting to WHO/UNICEF

Trends of immunization coverage  

by 12 months of age


Vaccine preventable disease burden



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


1999
2000
1999
Age group
2000
Age group

1999
2000
1999
2000

BCG
48
48
NA

NA

Tuberculosis
3491
7107
15000


DTP
DTP1
42
44
NA

NA

Diphtheria
297
84




DTP3
30**
32**




Pertussis
NA
896




[  (  DTP1 - DTP3 )   /   DTP1 ]   x  100
28.6
27.3










OPV3
32
34




Polio
150
113



Measles
36
37




Measles
3 609
5788
1000 *


TT2+ 

Pregnant Women
18
16




NN Tetanus
88
95



Hib 
NC
NC




Hib
NA
NA



Yellow Fever
NC
NC




Yellow fever
NA
NA



HepB  
NC
NC




hepB seroprevalence (if available)
NA
NA



* 1000 deaths only during one outbreak in winter 99

**These figures are calculated using as denominator the population under 1 year (4% of the total population)

(2) The source of these reports is : ……Routine EPI Reporting System……………………….. 

(3) These data are collected from the following surveys: 2000 MICS data are not yet available… 
Summary of health system development status:

A national primary health care strategy based on community level workers was designed, its implementation has been however limited because of the war in 1978. The old system based on urban, curative approach has continued till the 1990’s. The responsibility of health policy, strategy and programmes were shared among a variety of power centres (MOPH, UNICEF, WHO, NGOs, military commanders,). In the absence of a functioning state health system, this has meant that these external agencies have in effect assumed an important responsibility for the health system in Afghanistan.

In 1994, a national health policy called ‘Minimum Primary Health Care Framework for Afghanistan’ was jointly drawn up by a council composed of UN agencies (WHO, UNICEF), MOPH, NGOs and donors. The key actors in the health sector agreed to work towards a decentralized integrated system.  According to this framework, the pyramid of the health system is based on the provision of primary health care at the community level, with a centralized supervision system and a community based reporting system. The focus was on the rehabilitation of the health infrastructure at the community level. Work groups were initiated to revise training, essential drug lists and disease surveillance systems. In 1994-1995, Regional Health Management teams (RHMT) were introduced, in order to assist the local authorities in their efforts to coordinate health activities. While currently most of these teams are not functioning and progress on health systems development was considerably delayed due to civil was in 1999 and 1998. The Minimum Primary Health Care Framework continued to form a basis for the coordination of partners’ activities in the health sector.

In 2000, the Core Group on Health, a health sector working group comprised of representatives from stakeholders in the “assistance community” defined the following strategic objectives for the health sector, as mentioned in the Consolidated Appeal:      

1. Increase access to basic health services from current levels and promote equitable access across geographic, ethnic, religious, and gender boundaries

a) Map existing facilities and their catchments areas and develop outreach mechanisms to improve coverage of health services, including EPI and MCH, with existing resources by the end of 2001.

b) Invest in increased infrastructure, logistics and human resources with a goal of providing health services to areas un-reachable with existing resources, improving coverage of EPI and MCH by 10% per year. Training of female health workers will be given priority.

c) Support and improve countrywide reach of global health initiatives such as polio eradication.

2. Improvement of quality of existing health services and integrate primary health care                components: reproductive health, child health and immunization, nutrition, safe water, sanitation, health education, treatment for common diseases and injuries including essential drugs, care and rehabilitation of disabled people, and mental health.

a) Develop standard supervisory systems to improve quality of health services.

b) Implement a standard health information system 

c) Standardize existing guidelines on the rational use of drugs and monitor implementation.

d)  Promote community involvement and integration of a primary health care system through community-based health committees.

3. Improve preparedness and capacity for response to health emergencies.

a) Strengthen regional laboratories for surveillance and early warning for diseases.

b) Pre-position of essential supplies to respond to disease outbreaks.

c) Collaborate with the thematic group on the alleviation of human suffering and other active emergency task forces.

d) Collaborate with the thematic group on human rights and the group to address gender related issues. 

e) Establish a health emergency cell at central, regional and provincial level

4. Strengthen capacity and competency of health workers at all levels including management.

a) Build the technical and managerial capacity of at least 50 persons (central, regional, and provincial health managers) as facilitators for health technical issues and for emergency health response. 

b) Provide refresher training to existing health workers, male and female, at least every two years.

Since 1995, EPI and other health services for the currently estimated 23 million people of Afghanistan have been coordinated through eight regional seats – Central, North, South, East, West, Northeast and Southeast.  The Northeast Region is currently divided by an active front line so there is seat on each side.  Otherwise, the Regions are administrative units of three to six provinces, each region having two to three million people while the Central Region has an estimated population of five and a half million.  The 30 provinces are further divided administratively into a total of 330 districts.  EPI service delivery strategy is a combination of fixed and outreach services with a general goal of establishing at least one fixed centre in each district.

Supervision and management of EPI service delivery is provided by five Regional EPI Management Teams (REMT) and 23 Provincial EPI Management Teams (PEMT), each consisting of a mid-level EPI Manager, EPI Supervisor, and Cold Chain Manager.  The REMT has an additional Assistant Manager, Supervisor and Cold Chain Technician as well as support staff.  An important stabilizing factor in Afghanistan EPI services has been the incentives provided by UNICEF to the REMT / PEMT staff and through them to the other EPI health workers
Supporting documents:  (only copies of relevant pages are attached)
· Overall government health policies and strategies : 

Minimum Primary Health Care Framework, Afghanistan, 1994.


Document number 1

· Structure of the government health services and how it relates to immunization services (with an organisational chart)
Organisational chart of MOPH and EPI, Afghanistan, 1998.
            Document number 2

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

Health services delivery in Afghanistan, present and future perspectives,

Afghanistan, 2000.


            Document number 3

· Government policies and practices on private sector participation, as it relates to immunization services (Not available)


  Document number…………..

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

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

· Date of constitution of the current ICC  …August 1994
· Organisational structure (e.g., sub-committee, stand alone) …

CDAP:            Comprehensive Disabled Afghan Program

CHA:              Coordination of Humanitarian Assistance

MO of V&V:  Ministry of Vice and Virtue

VOA:              Voice of America

BBC:               British Broadcasting Corporation 

· Frequency of meetings: monthly

· Composition:

Function
Title / Organization
Name

Chair


Director of PHC, MOPH
Dr. Agha Gul Dost

Secretary


Rotate Secretariat among members


Members
· Technical Officer, WHO

· Project Officer Survival, UNICEF

· Chief Technical Advisor, SCA

· Medical Officer, IbnSina

· NAC

· CHA

………….
Dr.Rana Graber

Dr.Baba Danbappa 

Dr. Rohullah Shaban

Dr.Ahmad Jan

Based on agenda and issues to be covered by the NTCC, representatives from other relevant ministries and NGOs are invited to join the NTCC meetings, and participate in health related activities implementation according to their own capacity and level.

· Functional relationships of the ICC with other institutions in health sector: 
Strong functional relationship is established (either for routine or Polio eradication initiatives) between the NTCC and different partners such as Ministry of Education, Ministry of Social Affairs, World Food Programme and NGOs. Special relationship is also established between ICC and some academic institutions for training and research purpose (i.e. Agha Khan University).  

· Major functions and responsibilities of the NTCC:

The NTCC is very active in the field of immunization activities either routine or campaigns. In fact, the NTCC was initially set up in 1994 to guide the restructuring of EPI in the difficult conditions of Afghanistan. After a series of immunizations campaigns, the NTCC adopted a new EPI program strategy with the development of a regional EPI management system. 

In 1994, the following major functions and responsibilities of the NTCC were defined and agreed on:

1. To develop, revise and update the EPI operational strategy.

2. To assist the regional EPI teams in planning for EPI activities implementation

3. To review the EPI program achievements, constraints and recommend possible solutions to overcome the problems.

4. To coordinate among agencies.

5. To review program implementation performance and feedback to regions.

6. To mobilize resources for response to emergency situations eg. Control of outbreak of epidemics.

7. To contribute in implementation of NIDs for polio eradication.

8. To train regional EPI team and vaccinators on EPI planning, management and social mobilization.

Later on, the NTCC expanded its functions to include the entire health sector and many sub-committees were set up. The new major responsibilities were discussed and defined as follow:

· To provide technical support to the ministry of public health, local health authorities and other agencies working in the health sector.

· To assist in developing of health policies and strategies and guide the regions accordingly.

· To serve as a health information exchange source/centre among members of the forum.

· To act as decision making body on technical issues pertaining to health sector at national level.

· To discuss ways and mechanisms for resolving health problems in a coordinated manner.

· To coordinate efforts/health responses in the event of emergencies situations.

· To ensure regular linkages with the RHCC and provide technical support and communicate the decisions and recommendations.

· To promote and advocate the achievement of “health for all” strategy in Afghanistan. Promote also equity and fair distribution of resources to all regions and those in need.

· Three major strategies to enhance ICC’s role and functions in the next 12 months:

1.  Enlarge NTCC membership to include representatives from different ministries: this will allow the NTCC to get more support from all relevant national authorities. 

2. Strengthen provincial coordination in order to be more effective in the field, taking into consideration the local specificities.

3. Provide a permanent secretariat in the MOPH or with one partner, in order to assure a better circulation of the information, to organize the NTCC archives, to coordinate between the multiple NGOs available and to reinforce the provincial committees.

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

1. Provincial level of performance, as measured by a standardised checklist assessment tool. (To design and to validate)

2. Adherence to the immunization schedule, as measured by the drop out rate (DPT1​​/ DPT3)

3. Safety injection practice, as measured by the standardized WHO questionnaire

Attached are the supporting documents:

· ICC’s work plan of next 12 months

Minutes of NTCC meeting relevant to work plan


        Document number 4

· Terms of reference of the ICC

Minutes of NTCC meeting relevant to TOR


        Document number 5

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


        Document number 6

5. Immunization services assessment

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

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

Title of the assessment
Main participating agencies
Dates

 National MICS
UNICEF
 1997

Cold Chain Assessment
UNICEF
1998

EPI external review

(Including 30 Cluster Survey)
WHO, UNICEF, ACF
 1998

Rapid NIDs Review (including 30 Cluster 

Survey)
WHO, Agha Khan University 


1999

EPI Review and PEI Rapid Assessment 
WHO


2000



Assessment of EPI strategy and plans
WHO
2000

National MICS (analysis in process)
UNICEF
2000

· The three major strengths identified in the assessments:

1. An acceptable cold chain capacity and maintenance.

2. Availability and use all over the country of AD syringes and safety boxes 

3. Effective structure and good management capacity at the regional and provincial levels 

· The three major problems identified in the assessments:

1. Weak supervision, especially in the rural areas

2. Insufficient on job training

3. Delayed and incomplete reports and lack of feedback
· The three major recommendations in the assessments:

1. Establish national EPI policy, and develop strategic 5-year plan

2. Improve supervising by focusing on EPI operational management and cold chain training for mid level EPI managers

3. Increase vaccination coverage by focusing on increasing outreach activities in areas that cannot be reached by fixed centres, integration of EPI within PHC services, and expansion of number of fixed immunization centres.

Following the 1998 comprehensive review, to decide on the appropriate steps for putting the review’s recommendations into action, a workshop was organized with all partners.

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

· The most recent assessment report on the status of     immunization services

· EPI review and PEI rapid assessment, 2000

       Document number 7 

· Cold chain assessment, Afghanistan, 1998. 

       Document number 8 

· Afghanistan MICS, 1997, (Relevant pages)

Document number 9

· EPI review in 6 regions in Afghanistan, 1998,

       Document number 10 (Relevant pages)

· EPI coverage situation in Afghanistan, 1999

       Document number 11 (relevant pages)


Document number 7-11



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

Report of the workshop on the implementation of EPI review recommendations, 1999
Document number 12

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

Title of the assessment
Month/Year

KAP study
2002

Safety injections Assessment
2003

6. Multi-Year Immunization Plan

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

       Afghanistan EPI 5 year plan, 2001-2005
Document number 13

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


AGE
Visit
Traditional antigens
New vaccines 

     Birth
1
BCG







  6 weeks
2

OPV1
DTP1





10 weeks
3

OPV2
DTP2





14 weeks
4

OPV3
DTP3





  9 months
5



Measles
























· Table 4.1: Baseline and annual targets


Baseline


2000
2001
2002
2003
2004
2005

Total population
22 488 223
23 027 941
23 580 611
24 146 546
24 726 063
25 319 489

Crude Birth rate per 1000
48
48
48
48
48
48

Total Births
1 079 435
1 105 341
1 131 869
1 159 034
1 186 851
1 215 335

Infant mortality rate
165
165
160
158
155
150

# of infants’ deaths
178 107
182 381
181 099
183 127
183 962
182 300

Surviving infants
901 328
922 960
950 770 
975 907
1 002 889
1 033 035

Drop out rate [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100
27.3
27.3
25
20
20
15

Children vaccinated with DTP3  * 
276 406
323 036
380 308
439 158
501 444
568 169

Children vaccinated with*: 

(insert new vaccine other than yellow fever)







Children vaccinated with*: 

(insert new vaccine other than yellow fever)







Children vaccinated with Measles **









Children vaccinated with yellow fever **









· Summary of major action points and timeframe for improving immunization coverage:
Status: From the surveillance data available, measles, neonatal tetanus, Pertussis and diphtheria are all important EPI target diseases contributing to early childhood morbidity and mortality in Afghanistan while tuberculosis contracted by susceptible children contributes significantly to premature mortality among the most productive age groups. Last winter, over 1000 children died in measles outbreaks while, totally in 1999, 310 cases of neonatal tetanus, 84 cases of diphtheria and 896 cases of Pertussis were reported. In 1999, routine immunization coverage, based on cluster surveys among children aged 12-23 months in six “best-served” provinces, ranged from 

30% to 90% immunized with BCG, 

30% to 83% immunized with measles.

28% to 78% immunized with TT2.

Clearly, staff education, experience and motivation are key to explaining the observed differences between the provinces.  At the same time, the level of security, community support, geographic terrain, and population density are also factors that contributed to the present situation of EPI in Afghanistan.

The national coverage rate for DPT3 according to the routine reporting system was 30 % in 1999. Differences between routinely reported and survey estimates of immunization coverage have also been observed. In some provinces the survey coverage figures are lower than the administrative reporting while in other provinces the coverage according to the survey is higher than by administrative reporting.  The population estimates in Afghanistan have been updated annually with a standard growth rate of 2.4% from the district-wise estimates based on a 1978 demographic survey. 

The drop out rates continues to be high. The 1999 survey showed 15-25% dropout rate According to the survey, 45% of the parents interviewed indicated that their children were not fully immunized because the service was not available or the post was too far away.  “Not informed” and “Not important” were reasons given by 25% of the parents.

Strategies, issues and action steps:

1.1 Ensure sustainable and sufficient funding for the EPI program

Issues: The government of Afghanistan is not able for the time being to have an important financial contribution to EPI and specifically for vaccine purchase. For some years the program will rely on partners to run its basic activities. Funding of these activities is however variable over time, and may change from one year to the other, it is however important to guarantee a basic minimum support.


Actions steps:

· Assure a wide distribution of the five-year plan to all potential donors

· Improve the EPI efficiency by identifying the compressible costs and discussing with partners 

· Define the minimum requirement needs for EPI, and negotiate with regular donors

· Organize a workshop with all partners to discuss financial sustainability of EPI

1.2 Increase access to immunizations services
Issues: In 2000, it is estimated that only 45% of the total population has access to immunization services. There is however a wide variation between regions and provinces, rural areas are not well served. Accessibility to fixed clinic immunization services is very low. A key element to raise coverage will be to improve access. All health facilities in Afghanistan, including Basic Health Centres, Hospitals, MCH Clinics, Maternity hospitals and Polyclinics must have vaccination rooms, managed and supervised by the head of the facilities.  The immunization team in these facilities (to be composed of male and female health workers) are also required to plan and implement outreach visits to deliver vaccination services around their well-defined catchment areas in accordance to the national guidelines. Vaccination should be performed every day the health facility is open while year-round itinerary and frequency of outreach activities will be determined in close collaboration with communities concerned and other stakeholders in the locality. 

Actions steps:

· Conduct a study to assess accessibility levels and barriers to accessibility

· Promote integration of EPI activities in PHC facilities 

· Develop a plan to provide immunization services in underserved populations and to ensure that vaccination is delivered regularly in all fixed centers

· Open additional EPI fixed immunization centers in order to reduce the dependence on outreach sessions and mobile teams.

· Ensure the necessary equipment for new fixed centers

· Develop a plan for training EPI staff in new services

· Ensure sustainable outreach services (S.O.S) for remote, hard to access areas that cannot be covered by fixed centres. This pertains to areas without any health facility and human resources, but is very important to cover with vaccination to ensure that there are no gaps in the district, which may cause an outbreak. 

1.3 Reduce missed opportunities to immunization


Issues: Currently, the Afghanistan EPI is facing a high dropout rate due partially to a lack of integrated activities and a bad communication between EPI staff and other health personnel. All health workers in all facilities (including doctors and nurses in curative section) should screen children and women for vaccination status and refer them to vaccination room if they are eligible.



Action Steps:

· Conduct a study to analyse missed opportunies

· Organize a meeting to discuss the situation, identify ways to overcome it and design general guidelines 

· Conduct training at the service delivery level 

· Provide health facilities with appropriate charts showing immunization days and outreach sites/day:
1.4 Reinforce social mobilization for routine immunization 


Issues: Social mobilization was quite effective for campaigns, but little was done for routine immunization. The country should build on this effective experience. A national strategy and plan on communication and social mobilization is an integral part of EPI. Each region will be required to prepare its own annual work plan for social mobilization activities with active participation of local communities. Some regions have already submitted such plans.  

Action Steps:

· Use polio eradication activities to promote routine immunization

· Conduct training of provincil and regional EPI managers on social mobilization techniques

· Integrate social mobilization activities in all level EPI plans 

· Develop social mobilization plans utilizing recommandations from studies of population behavior and the most suitable channels to use for social mobilization (schools, mosque…)

· Production of appropriate posters and other material for the mass media and for interpersonal communication 

1.5 Strengthen the involvement of EPI managers in routine immunization activities


Issues: The EPI managers are not always aware of the objectives to be achieved and the different strategies adopted regarding routine immunization. This is a key element to guarantee their involvement and commitment 


Action steps:

· Disseminate on a wide basis the five-year plan

· Development of a training plan and materials for the introduction of a new 5 year plan.

· Organize regular meetings with EPI managers to assess progress in implementing activities and achieving objectives.

1.6 Improve EPI routine reporting system 

Issues: Data collected through the routine reporting system are not always reliable; this will jeopardize any progress determination. It is therefore urgent to build a valid reliable reporting system.


Action Steps:

· Conduct a study to assess the current reporting sytem 

· Revise forms to incoporate new indicators  (wastage rate…)

· Reinforce training on reportng modalities

· Conduct more frequent focused supervisory visits

· Ensure a regular feed back and actions at all levels, after receiving routine reports


1.7 Limiting the number of defaulters

Issues: Many parents are not aware of the importance of full immunization; they may also ignore the schedule for immunization. Health education on these critical issues to reduce drop out should be given at all vaccination sites. Health workers do not put enough effort for tracking the defaulters in some regions.


Action Steps: 

· Provide training to EPI staff on health education techniques

· Request supervisors to check registers, and question on defaulters identification and follow up

· Organize a meeting with regional EPI staff to identify the most appropriate ways to track defaulters

· Revise routine reports to include in formations on drop out and on actions undertaken to track defaulters
1.8 Involving the private sector in EPI activities

Issues: The private health sector has increased in size since the start of the war in 1979. In the absence of a government regulatory mechanism, and due to the inability of the public health sector to pay salary of its personnel, the majority of the health workers have opened private clinics or laboratories. Fees for health services and consultations are high. The private sector should be considered for delivering health care.



Action steps: 

· Organize a workshop with the private sector to investigate its sensitivity and degree of possible participation

· Define the practical modalities of implementation

· Identify volunteers and begin on an experimental basis

Estimate of annual DTP3  rates


2000
2001
2002
2003
2004
2005

Coverage rate
30.7
35
40
45
50
55

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

Status: Wastage rate is calculated annually only at the national level and has been found to be around 45 % for DTP vaccine. It was possible to get some figures from the Eastern Afghan Region assumed to be a well performer one:



Vaccine

regional wastage rate
%
range (districts)   



BCG


28




28 



DPT


20




20-22



OPV


20




20-22



Measles

29




29



TT







19


Strategies, action plans:

· Implementation of the open vial policy:

·  Beginning with the urban areas to cover gradually all the country

·  Implemented only in fixed centres

·  Supported by reinforced supervision (open vial policy practices will be  

                         added to the supervisory checklist)

-      New and refresher training will emphasize on the open vial policy

· Improvement of the cold chain equipment:

            -     Assessment of the cold chain in the fixed centres

            -     Replacement of the old cold chain equipment  
    


· Diffusion of messages and posters to increase awareness of vaccine wastage among EPI staff 

· Negotiate in order to be supplied with fewer doses-vials of EPI vaccines

· Monitoring of wastage rate at all levels (this indicator will be added to the reporting forms)

Table 4.2 : Estimate of annual DTP wastage rates


1999
2000
2001
2002
2003
2004
2005

DTP wastage rate 

45
40
35
30
25
25
25

· Summary of the safe immunization plan 
Status: In Afghanistan, AD syringes and safety boxes are used for all EPI activities all over the country. All health services were provided with safety boxes for collecting and disposal of the used

 injection equipment.  This policy has been introduced since 1995, and UNICEF provides these materials with vaccines. However the proper use of AD syringes and the procedures for syringe disposal are still not sufficient as noted in the 1998 EPI review and the 2000 Polio eradication initiative rapid assessment. Recapping before and after injection, syringes around the health centre, misuse of the safety box were observed in some areas of the northern and southern region. Immunization safety is addressed in training sessions and in EPI manuals. These manuals are given to all EPI workers.  A system for detecting and investigating adverse events following immunization and reporting them to the national level has not yet been designed. 

Strategies and Action Steps


Strategy 1: continue to provide an adequate supply of AD syringes, safety boxes and all other appropriate supplies to ensure safety of injections, at each vaccination site.


Action steps:

· Coordinate within the NTCC to avoid any shortage in supply

· Reinforce the stock management capacity of EPI managers 

Strategy2:  establish an injection safety policy according to international standards


Action steps:

· Involve the NTCC to design the strategy

Strategy 3: reinforce the application of safety injection procedures

Action steps:
· Conduct a study to assess knowledge, attitude and practices of the EPI workers as well as the availability of the various materials for safety injections.

· Revise and adapt the training material to incorporate appropriate guidelines on injection safety

· Revise supervision checklist to incorporate safe injections procedures 

· Assure a wide distribution of the “injection policy document
Strategy 4: Provide training to all EPI workers on injection safety procedures to acquire appropriate skills using the AD syringe and their proper disposal


Action steps:

· Medical and nursing schools will be advised to incorporate safe injection procedures

· All newly appointed EPI workers will have a specific training using an appropriate material and aimed to acquire specific skills.

· Ensure on job training on safety injection procedures.

Strategy 5: Ensure adequate disposal of injection materials at each facility


Action steps

· Develop simple guidelines for appropriate waste disposal (containers, fenced-in area)

· Make on a gradual basis all necessary supplies available at every provider location to safely and properly dispose of vaccination materials

· Ensure all materials are properly destroyed after disposal through regular supervisory visits

Strategy 6: Implement a system for detecting and investigating adverse events following immunization 

Action steps:

· Design and test the system in collaboration with NTCC

· Nominate an expert committee

· Edit a pamphlet covering the subject

· Assure proper training of EPI staff

· Revise supervision checklist 

· Constraints and planning for Polio Eradication Initiative (PEI) 

As part of global initiative for Polio Eradication, efforts for Polio eradication in Afghanistan begun in 1994.  The PEI is coordinated by the National Technical Coordination Committee, which is chaired by the Ministry of Public Health (MOPH). 

The global recommended strategy for PEI is focusing on NIDs, improved routine EPI, AFP surveillance and mopping up operation in certain geographical areas.

The system for AFP surveillance was launched in 1997, and presently there are 253 sentinel sites established in Afghanistan. Out of these sites, 222 report also measles and neonatal tetanus.  Each province has at least one sentinel site. 

a) Achievements:

· To interrupt the transmission of wild poliovirus, eighteen rounds of National immunization days were conducted from November 1994 to March 2001 in Afghanistan, and in each round two drops of Oral Polio Vaccine administered to less than five year children.  A total number of 4.8 millions children were reached and covered during the last round of NIDs in the year 2000. 

· District micro planning was introduced to ensure the most effective and realistic planning at the grass roots level. 

· Involvement of all partner agencies, including NGOs, UN agencies and authorities.

· Training and involvement of 34,000 volunteers, 3300 social workers, 2500 supervisors, 400 district coordinators and 400 external monitors. 
· The Polio Eradication Initiative has provided a model and tools for the routine EPI in micro-planning, social mobilization, supervision by checklists, advocacy, and disease surveillance.  

b) Constraints affecting PEI:

· Geographical and weather conditions of some of the districts (especially in north and central part of Afghanistan) made it difficult for the volunteers and team to cover the target children.

· Internally displaced people and nomadic population are difficult to reach

· Communication with many provinces is difficult and that affects on the over all detection of new cases of AFP, planning, implementation as well as monitoring of NIDs.

· Low routine coverage has probably been largely responsible for the persistence, to date, of sustained transmission. 

· Low level of awareness due to low level of education and lack of access to sources of information,

c) Plan of action:

During years 2001 and 2005, the primary focus will be on:

· Intensifying NIDs and mop-up immunization to interrupt virus transmission in the country. NIDs will be implemented in all the 330 districts of Afghanistan.  Five round of NIDs will be implemented during the year 2001.  In each round, one dose of polio vaccine (two drops) will be orally administered to all children less than five years of age irrespective of their OPV vaccination history. 

·  Ensure high quality of supplementary immunization activities through house-to-house immunization, multi sector support, better planning, close monitoring, supervision and logistics.

· Efforts will continue to improve AFP surveillance to achieve certification standards. Therefore by end of year 2001 Afghanistan will move from clinical certification to virological case classification of all AFP cases for the purpose of ensuring high quality AFP surveillance through global certification.

· Strengthening EPI routine and ensuring maximum utilization of infrastructure and available resources.

· Validation and verification of district micro-plan at provincial, regional and country level each year (2001-2005

· Establishment of 133 AFP additional sentinel sites, and training of focal points, program managers and supervisors.

7. Strategic directions to mobilise additional resources for immunization

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

· Increase the government contribution to the EPI by involving more staff in EPI activities, adding more fixed centres, increase mass-media air time

· Increasing donors’ contribution, it is expected that the 2001 humanitarian assistance appeal will increase funds availability.

· Bilateral negotiations with some countries will allow MOPH to get additional resources that will revive the health infrastructure and specially increase its contribution to EPI 

· The MOPH policy is to integrate primary health care services which will enable the immunization program to share some materiel resources with other health units;

· Strengthening community participation (land donation, volunteers, ……) will provide additional resources for EPI

· The Afghani authorities will involve other line ministries to support EPI activities by making available their own resources
· Tables of expenditure for 1999 and resource needs detailing the sources of funds are attached in Annex 1.
Document number  14.

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

Title
Partners


Afghanistan, 2001 Appeal
UN, NGOs
Document number  15

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

 The following strategies to reduce recurrent cost will be explored:

· Incorporate Multiple Vaccines instead of monovalent vaccines, whenever possible. This strategy when applicable will reduce the costs of the vaccination services at all levels of the operation 

· Daily and monthly control of vaccines at the local level 

· Explore community support to EPI (providing vehicles during NIDs, rehabilitation of EPI centres, support of outreach teams)

· Better organisation of outreach sessions based on minimum number of contacts per session

· Better coordination with, NGOs, district administration, local council (shoura) and other line ministries, for more effective and efficient supply

· Strengthen management capacity for a better resource utilization

· Greater utilization of human resources (activities integration) leading to enhanced program outputs, without increasing the cost for additional human resource.

· A performance based incentives system ensuring greater program outputs and minimizing wastage of resources

· Implementation of vaccine wastage reduction plans (see above section for detailed action steps)

· Summary of support to immunization generated from the poverty reduction strategies (including the use of funds freed by debt relief), of which relevant pages are attached :  Not available
Document number…

8. Summary of requests to GAVI/GFCV

With reference to all points presented above, the Government of  Islamic Emirate of Afghanistan 

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

· considering that its DTP3 coverage for 2000 was 30,7 %  corresponding to 276,406  number of children vaccinated with DTP3.

hereby requests the Alliance and its partners to contribute financial and technical assistance required to increase immunization of children.

Specifically, the Government does hereby apply to receive support from the Fund:


· IMMUNIZATION SERVICES SUB-ACCOUNT (tick only one)  
To fund the immunization services in year 2001 according to the number of additional children that are targeted to be immunized with DTP3 as presented in table 4.1, namely

…323 036……………  ( number of children ). 

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

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


A Partner agency (specify name) 

: WHO, Afghanistan

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

It is proposed that a subcommittee including MOPH, UNICEF and WHO Afghanistan to monitor implementation. The yearly operational plan would be jointly developed and implemented under the auspices of NTCC, in close coordination with the MoPH.

Following are the administrative guidelines:

· Administration Mechanisms: 
WHO Afghanistan will be responsible of managing the line of funding and providing to GAVI the required reports. WHO's country support office has a well-trained staff that can assure this job. Moreover, WHO has field staff for EPI in all the regions and provinces. 
· Transparency: 
All operations related to the management of monetary and physical goods under WHO responsibility will be submitted to revision and audit at different levels, both internally and externally. Special audits can be done at the request of the donors.

· Accounting Standards: 
WHO has an accounting system that provides clear information on the expenditure and investment of the resources. 

9.  Additional comments and recommendations from the ICC 

ANNEX 1
Statement of financing and of unmet needs for immunization (USD 2,150,000) 

(over 5 year period)
Table 1

Expenditure in 2000 from different sources



Ref.

#
Category / Line item
Central Gov’t1
UNICEF
WHO3
SCA3 
Ibn Sina3



Total Expenditure in 2000

1.
Vaccines, AD syringes…










1.1
· Vaccine
0
684,157
0
0
0



684,157

1.2
· Syringe
0
21,270
0
0
0



21,270

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










2.1
· Cold chain equipment
0
253,956
0
0
0



253,956

2.2
· Vehicles
0
57,201
0
0
1,080



58,281

3.
Other item immunization specific










3.1
· Travel and daily allowance
0
817,024
10,000
4,700
1,792



833,516

3.2
· Planning/training
0
102,146
16,000
16,680
1,100



135,926

3.3
· Vehicle/cold chain maintenance2
0
0
0
0
0



0



3.4
· Fuel/oil/rental
2,500
73,944
0
0
0



76,444

3.5
· Stationery/Printing/

· Communications
500
50,000
6,000
1,220
0



57,720



3.6
· Miscellaneous/ Studies
0
7,374
10,000
0
0



17,374

4.
Salaries and allowances
24,000
320,000
36,000
0
18,580



398,580

5.
Polio eradication/ AFP surveill.
0
3,900,600
1,473,400
0
0



5,374,000

Total expenditure in 2000


27,000
6,287,672
1,551,400
22,600
22,552



7,911,224

1Actual expenditure by the government was not available.  Estimates are based on a very minimal salary to all public health workers (vaccinators and EPI supervisors) and some vehicle maintenance, electricity generation fees for cold rooms, and stationery for EPI.

2Maintenance costs are included in the fuel cost.

3The partners have indicated their direct contribution to routine EPI.  However, all partners listed contribute indirectly to routine EPI through primary health care facilities, logistics (vehicles, stationery, communications) and staff (supervisors, support staff), which are not included here.  

Table 2

Budget for 2001                    (Fill in a similar table for subsequent years)  



Contributions committed by partners
Total projected needs  
Unmet needs

Ref.

#
Category / Line item
Gov’t
UNICEF
WHO
SCA
Ibn Sina



1.
Vaccines, AD syringes…








1.1
· Vaccines
0
760,000
0
0
0
760,000
0

1.2
· Syringes
0
25,000
0
0
0
25,000
0

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








2.1
· Cold chain
0
250,000
0
0
0
450,000
200,000

2.2
· Vehicles
0
60,000
0
0
1,100
61,100
0

3.
Other item immunization specific










3.1
· Travel and daily allowance
0
800,000
10,000
4,700
1,800
820,500
4,000

3.2
· Planning/training/
0
100,000
36,000
16,600
1,100
213,700
60,000

3.3
· Vehicle/cold chain maintenance2
0
0
0
0
0
0
0

3.4
· Fuel/Oil/rental/ facility
2,500
70,000
0
0
0
92,500
20,000

3.5
· Stationery/Printing/

· Communications
500
50,000
6,000
1,200
0
157,700
100,000

3.6
· Miscellaneous/ Studies
0
10,000
10,000
0
0
20,000
0

4
· Salary and allowances
24,000
300,000
36,000
0
18,600
398,600
20,000

5.
Polio eradication/ AFP surveill.
0
3,900,600
1,473,400
0
0
5,374,000
0

Total commitment 


27,000
6,325,600
1,571,400
22,500
22,600
8,373,100
404,000

Budget for 2002                   (Fill in a similar table for subsequent years)  



Contributions committed by partners
Total projected needs  
Unmet needs

Ref.

#
Category / Line item
Gov’t
UNICEF
WHO
SCA
Ibn Sina



1.
Vaccines, AD syringes…








1.1
· Vaccines
0
760,000
0
0
0
760,000
0

1.2
· Syringes
0
25,000
0
0
0
25,000
0

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








2.1
· Cold chain
0
250,000
0
0
0
450,000
200,000

2.2
· Vehicles
0
60,000
0
0
1,100
86,100
25,000

3.
Other item immunization specific










3.1
· Travel and daily allowance
0
800,000
10,000
4,700
1,800
870,500
54,000

3.2
· Planning/training
0
100,000
16,000
16,600
1,100
173,700
40,000

3.3
· Vehicle/cold chain maintenance
0
0
0
0
0
0
0

3.4
· Fuel/Oil/rental/facility
2,500
70,000
0
0
0
132,500
60,000

3.5
· Stationery/Printing/

· Communications
500
50,000
6,000
1,200
0
107,700
50,000

3.6
· Miscellaneous/studies
0
10,000
10,000
0
0
40,000
20,000

4
· Salary and allowances
24,000
300,000
36,000
0
18,600
398,600
20,000

5.
Polio eradication/ AFP surveill.
0
3,900,600
1,473,400
0
0
5,374,000
0

Total commitment 


27,000
6,325,600
1,551,400
22,500
22,600
8,418,100
469,000

1Actual expenditure by the government was not available.  Estimates are based on a very minimal salary to all public health workers (vaccinators and EPI supervisors) and some vehicle maintenance, electricity generation fees for cold rooms, and stationery for EPI.

2Maintenance costs are included in the fuel cost.



Budget for 2003                   (Fill in a similar table for subsequent years)  



Contributions committed by partners
Total projected needs  
Unmet needs

Ref.

#
Category / Line item
Gov’t
UNICEF
WHO
SCA
Ibn Sina



1.
Vaccines, AD syringes…








1.1
· Vaccines
0
760,000
0
0
0
760,000
0

1.2
· Syringes
0
25,000
0
0
0
25,000
0

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








2.1
· Cold chain
0
250,000
0
0
0
450,000
200,000

2.2
· Vehicles
0
60,000
0
0
1,100
86,100
25,000

3.
Other item immunization specific










3.1
· Travel and daily allowance
0
800,000
10,000
4,700
1,800
870,500
54,000

3.2
· Planning/training
0
100,000
16,000
16,600
1,100
153,700
20,000

3.3
· Vehicle/cold chain maintenance
0
0
0
0
0
0
0

3.4
· Fuel/Oil/rental
2,500
70,000
0
0
0
112,500
40,000

3.5
· Stationery/Printing/

· Communications
500
50,000
6,000
1,200
0
102,700
45,000

3.6
· Miscellaneous/studies
0
10,000
10,000
0
0
60,000
40,000

4
· Salary and allowances
24,000
300,000
36,000
0
18,600
398,600
20,000

5.
Polio eradication/ AFP surveill.
0
3,900,600
1,473,400
0
0
5,374,000
0

Total commitment 


27,000
6,325,600
1,551,400

22,600
8,393,100
444,000

1Actual expenditure by the government was not available.  Estimates are based on a very minimal salary to all public health workers (vaccinators and EPI supervisors) and some vehicle maintenance, electricity generation fees for cold rooms, and stationery for EPI.

2Maintenance costs are included in the fuel cost.



Budget for 2004                  (Fill in a similar table for subsequent years)  



Contributions committed by partners
Total projected needs  
Unmet needs

Ref.

#
Category / Line item
Gov’t
UNICEF
WHO
SCA
Ibn Sina



1.
Vaccines, AD syringes…








1.1
· Vaccines
0
760,000
0
0
0
760,000
0

1.2
· Syringes
0
25,000
0
0
0
25,000
0

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








2.1
· Cold chain
0
250,000
0
0
0
450,000
200,000

2.2
· Vehicles
0
60,000
0
0
1,100
86,100
25,000

3.
Other item immunization specific










3.1
· Travel and daily allowance
0
800,000
10,000
4,700
1,800
870,500
54,000

3.2
· Planning/training
0
100,000
16,000
16,600
1,100
153,700
20,000

3.3
· Vehicle/cold chain maintenance
0
0
0
0
0
0
0

3.4
· Fuel/Oil/rental
2,500
70,000
0
0
0
112,500
40,000

3.5
· Stationery/Printing/

· Communications
500
50,000
6,000
1,200
0
107,700
50,000

3.6
· Miscellaneous/studies
0
10,000
10,000
0
0
50,000
30,000

4
· Salary and allowances
24,000
300,000
36,000
0
18,600
398,600
20,000

5.
Polio eradication/ AFP surveill.
0
3,900,600
1,473,400
0
0
5,374,000
0

Total commitment 


27,000
6,325,600
1,551,400

22,600
8,388,100
439,000

1Actual expenditure by the government was not available.  Estimates are based on a very minimal salary to all public health workers (vaccinators and EPI supervisors) and some vehicle maintenance, electricity generation fees for cold rooms, and stationery for EPI.

2Maintenance costs are included in the fuel cost.



Budget for 2005                  (Fill in a similar table for subsequent years)  



Contributions committed by partners
Total projected needs  
Unmet needs

Ref.

#
Category / Line item
Gov’t
UNICEF
WHO
SCA
Ibn Sina



1.
Vaccines, AD syringes…








1.1
· Vaccines
0
760,000
0
0
0
760,000
0

1.2
· Syringes
0
25,000
0
0
0
25,000
0

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








2.1
· Cold chain
0
250,000
0
0
0
450,000
200,000

2.2
· Vehicles
0
60,000
0
0
1,100
86,100
25,000

3.
Other item immunization specific










3.1
· Travel and daily allowance
0
800,000
10,000
4,700
1,800
870,500
54,000

3.2
· Planning/training
0
100,000
16,000
16,600
1,100
153,700
20,000

3.3
· Vehicle/cold chain maintenance
0
0
0
0
0
0
0

3.4
· Fuel/Oil/rental
2,500
70,000
0
0
0
112,500
40,000

3.5
· Stationery/Printing/

· Communications
500
50,000
6,000
1,200
0
92,700
35,000

3.6
· Miscellaneous/studies
0
10,000
10,000
0
0
20,000
0

4
· Salary and allowances
24,000
300,000
36,000
0
18,600
398,600
20,000

5.
Polio eradication/ AFP surveill.
0
3,900,600
1,473,400
0
0
5,374,000
0

Total commitment 


27,000
6,325,600
1,551,400

22,600
8,343,100
394,000

1Actual expenditure by the government was not available.  Estimates are based on a very minimal salary to all public health workers (vaccinators and EPI supervisors) and some vehicle maintenance, electricity generation fees for cold rooms, and stationery for EPI.

2Maintenance costs are included in the fuel cost.



ANNEX  2

Summary of documentation
 requested

Background information on Health System Development status

a) Overall government health policies and strategies:

Minimum Primary Health Care Framework, Afghanistan, 1994.


Document number   1

b) Structure of the government health services at central, provincial and peripheral levels and how it relates to immunization services (with an organisational chart)
        Organisational chart of MOPH and EPI, Afghanistan, 1998


Document number 2

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

Health services delivery in Afghanistan, present and future perspectives,

Afghanistan, 2000.


  Document number 3

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

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

e) ICC’s workplan of next 12 months

Minutes of NTCC meeting related to work-plan


Document number 4



f) Terms of reference of the ICC 

Minutes of NTCC meeting relevant to TOR


Document number 5

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


Document number 6

Immunization Services Assessment

h) Most recent, national assessment report on the status of immunization services

· EPI review and PEI rapid assessment, 2000

       Document number 7 

· Cold chain assessment, Afghanistan, 1998. 

       Document number 8 

· Afghanistan MICS, 1997, (Relevant pages)

Document number 9

· EPI review in 6 regions in Afghanistan, 1998,

       Document number 10 (Relevant pages)

· EPI coverage situation in Afghanistan, 1999

       Document number 11 (relevant pages)


Document number 7-11

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

Report of the workshop on the implementation of EPI reviw recommendations, 1999

Document number 12

Multi-Year Immunization Plan

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

Afghanistan EPI  5year plan, 2001-2005


Document number 13

k) Safe injections Plan 

       (Included in five year plan)


Document number 13

Unmet needs requiring additional resources

l) Tables of expenditure for 1999 and resource needs (Annex 1)
Document number 14

m) Agreement made with other agencies as sustainability strategy (i.e.: VII)
Document number 15

n) The priority given to immunization in the poverty reduction strategies for the use of funds freed by debt relief (for countries targeted in the HIPC initiative)
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� Children less than 12 months of age


� Children less than 12 months of age


� Formula to calculate DTP vaccine Wastage Rate (in percentage): [ ( A – B ) / A ] x 100.                                                               Whereby : A = The number of DTP doses distributed for use according to the supply  records; B =  the number of DTP vaccinations


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


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