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October 2005  
The Government of

	LIBERIA



Proposal for support submitted to the

Global Alliance for Vaccines and Immunization (GAVI)

and The Vaccine Fund

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 Julian Lob-Levyt, jloblevyt@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 GAVI and The Vaccine Fund. The figures essential for the calculation of award amounts should be presented here, including: baseline data, current DTP3 coverage and targets for increased coverage, strategies for reaching all children, requested number of doses of vaccine(s) and their presentations (drawn from the tables in this form). Summarise also the nature of ICC participation in developing this proposal.
The purpose of the document is to submit the Ministry of Health and Social Welfare (MoH & SW), Government of Liberia’s request to the GAVI and Vaccine Funds for support for Immunizations Services, New and Underused Vaccines and for Injection Safety equipment support within the renewed GAVI and Vaccine Funds commitment and Global Immunization Vision and Strategy (GIVS) for 2006-2010. The request specifically includes the strengthening and improvement of Immunization Services, introduction of Hepatitis B (Hep B) and Haemophilus Influenza Type B (Hib) vaccines in 2007, Yellow Fever Vaccine as GAVI support will end in 2008 for Liberia, and bundled safe injection equipments for the administration of all injectable vaccines. 

Liberia lies on the Western coast of Africa, bounded on the West by Sierra Leone, the East by Cote d'Ivoire, the North by Guinea and on the South by the Atlantic Ocean. Liberia occupies an area of 43,000 square miles. Administratively, Liberia is sub-divided into 5 Regions, 15 counties and 88 districts. 
In April 2005, the Ministry of Planning and Economic Affairs has officially informed the MoH & SW to use population figure of 3,285,000 for the year 2005 and derive the EPI target populations from the given population figure. In line with this the estimated number of under one year children for 2005 stands at 131,400, under 5 years 558,450, under 15 years 1,497,961, Pregnant women 164,250 and Women of child bearing age 689,850. 

Liberia remains among the countries with the highest infant and under-five mortality rates of 160 and 235 per 1,000 live births respectively (UNICEF 1999).  In addition to the prevailing endemic diseases like malaria and diarrhoea, vaccine preventable diseases are among the main causes of childhood morbidity and mortality.

Based on limited data, Yellow Fever is endemic and outbreaks occur from time to time. Sporadic out-breaks of measles, whooping cough, yellow fever and Meningitis have occurred in parts of the country where routine EPI activities have been non-existent because of the civil war in recent years. There is a risk of yellow fever and meningitis outbreaks from within Liberia and considering the recurrent influx of returnees coming from endemic regions due to instabilities in the sub-region. Hepatitis B (HBV) viral infection and its sequel are very common in Sub-Saharan Africa. Liver diseases associated with chronic infection by hepatitis B virus, including hepatocellular carcinoma are believed to be responsible for many deaths in Liberia. Although the carrier rate for hepatitis B surface antigen and for hepatitis C antibody in Liberia has not been determined, the carrier rate for hepatitis B surface antigen in Sub-Saharan Africa is 5-20%, which is among the highest in the world and is assumed that Liberia falls within the range. In Liberia, children under five are the most affected by meningitis during meningitis outbreaks from the limited information available in the country. However, due to the civil war and devastation of the health system, and thus weak surveillance and laboratory network, there is no information on meningitis and the prevalence of meningitis caused by Haemophilus influenza type B before 2004. But in 2004, 67 cases were reported of which 37 were laboratory investigated, four were found positive for N. meningitis and one for Heamophilus influenza type B. In 2005, 83 cases were reported and no positive results were reported. Hep B/ Hib vaccination is not yet introduced within the EPI program, and Hepatitis B vaccination has not yet been offered to health care workers.
The immunization coverage among under-one year of age as measured by DPT3 has decreased from 62 percent in 2001 to 31 percent in 2004.  The reason for the decline is mainly due to insecurity resulting from the civil war mainly from 2002 to 2004 and consequently limited access of the population in many areas of the country to primary health care services.  Because of the reactivation process and improved access to underserved communities through outreach immunization activities, the administrative coverage in 2005 as of the 1st of September 2005 stands at 62% for DPT3. This increase in coverage is despite of an increase in the denominator in 2005 (131,400 <1 year children) as compared to the coverage achieved in the whole year 2004 (118,000 <1 year children), which was 31% for DPT3. This means that as of September 2005 the conditions required for GAVI awards as well as for the introduction of new vaccines have been met and Liberia is expecting independent audit in early 2006 for performance of 2005


Trends of immunization coverage by antigen 1997-2005, Liberia

	ANTIGEN
	1997
	1998
	1999
	2000
	2001
	2002
	2003
	2004
	2005**

	
	
	
	
	
	
	
	
	survey*
	Adm
	

	BCG
	15%
	28%
	42.6%
	36%
	77%
	69%
	48%
	69%
	60%
	58%

	DPT3
	6%
	19%
	23.1%
	39%
	62%
	53%
	39%
	27%
	31%
	62%

	OPV3
	6%
	19%
	24.8%
	42%
	61%
	52%
	34%
	52%
	33%
	53%

	Measles
	15%
	31%
	34.9%
	38%
	78%
	58%
	55%
	41%
	42%
	69%

	TT2+
	7%
	14%
	11.5%
	8.6%
	-
	46%
	15%
	21%
	29%
	70%

	YF
	-
	-
	-
	-
	35%
	19%
	6%
	34%
	13%
	67%

	Vit-A<1yr
	-
	-
	-
	-
	30%
	41%
	29%
	
	56%
	57%


* June 2005 EPI cluster sample survey: 12-23 months Card + History 

** Cumulative administrative data as of 1st September 2005

Baseline projections of EPI target population and expected targets for all antigens for 2006-2010:

	Year
	Estimated <1Target population
	BCG (%)
	DPT3 (%)
	Penta

(%)
	OPV3

(%)
	YF (%)
	Measles

(%)
	Estimated target for TT2+
	TT2+

(%)

	2006
	135,312
	85
	75
	
	75
	85
	85
	165.794
	60

	2007
	139,402
	90
	
	82
	82
	87
	87
	170,768
	65

	2008
	143,584
	95
	
	86
	86
	90
	90
	175,891
	70

	2009
	147,892
	100
	
	91
	91
	93
	93
	181,168
	75

	2010
	152,328
	100
	
	92
	92
	95
	95
	186,603
	80


The EPI Comprehensive review conducted in 2005 entails: a) EPI Cold chain and logistics inventory; b) EPI Cluster survey: c) EPI Programme Management Review and Identification of System-wide Barriers to Immunization d) EPI Surveillance Review: e) EPI injection safety and waste disposal assessment. The comprehensive review permitted the Government of Liberia to identify gaps, and make clear recommendations and action points. Following the comprehensive EPI  review a National EPI Strategic Plan of Action 2006-2010 was developed that incorporates the recommendations and action points as derived from the review within the frame work of the renewed GAVI/Vaccine Fund commitment, FSP, RED Approach, GIVS, IFFI & MDG goals.   

The objective for 2006-2010, as contained in the National EPI strategic Plan of Action 2006-2010 , is to increase national DPT3 coverage from the projected 70% by end of 2005 to 90% and 80% in all districts as well as measles mortality reduction by 90% as compared to the 2000 level by the end of 2010.

In order to realize sustainable development of the EPI program and achieve it’s long- term objective, the National EPI strategic plan of action is formulated and will be implemented in an integrated human, financial and logistical plans and ensure that activities will not have to be scaled back due to shortage of human resources, funding or supplies.
The strategies for reaching all children through strengthening of immunization services,  including the introduction of HepB and Hib vaccines and sustaining the use of Yellow fever vaccines  includes:

· The revitalization of health services and expansion of services in the newly accessible areas. This entails the provision of EPI services in fixed health facilities after the rehabilitation of the health facilities.

· The redeployment and training of health staff on immunization practices to manage health facilities that were abandoned and closed as a result of the civil conflict. 

· Rehabilitation and strengthening of Regional, County and district cold stores with cold chain equipment, and provision of solar cold chain equipments in identified districts.  

· Motivate and support health staff by providing operational support and regular, sustained out-reaches EPI services for communities that are underserved.

· Build capacity in programme management and provide mid-level management training of senior national and County EPI staff.

· Strengthen supportive supervision, data driven monitoring for to direct planning and managerial actions, review EPI effectively and provide feedback at all levels.

· Strengthen link between community and service and reduce the high dropout rate by the introduction of competition and rewards system among health workers and community members for their contribution towards the attainment of the fully immunized child. 

· Strengthen planning and management of human, financial and material resources aimed at reaching every district in sustainable manner within the frame work of Financial Sustainability Plan.

· Ensuring availability of bundled injection equipments for all antigens and safe injection and waste disposal practices through training of health workers and construction of WHO approved incinerators.

· Improve the distribution and monitoring of the utilisation of vaccines, injection equipment and other EPI supplies and equipments by health facilities.

· Smooth preparation for and introduction of Hep B and Hib vaccines and sustaining the use of yellow fever vaccine.
Summary of request for Immunization Services Strengthening, Pentavalent and Yellow Fever vaccine and injection safety equipment support:
Based on the above information, the national EPI strategic plan of action 2006-2010 and its projected targets are based on the actual achievements of the EPI programme as of 1 September 2005 and projection to the end of 2005. However, the calculations in this proposal for injection safety equipment support from GAVI have been divided into two parts. The first one is calculated based on base lines and targets as in the GRF and GAVI progress reports for 2004, which was submitted to all concerned in April and may 2005 respectively, and the second one is based on the same base line but actual achievements of the programme in 2005.  This is only done in order to avoid confusions and to follow regulations of GRF and GAVI reporting and at the same time to indicate that the targets starting from 2006 have been changed based on actual achievement of the programme in 2005. As the improvement and achievement of the immunization programme in 2005 is sustained in rehabilitated health facilities and expected to be offered in all to be rehabilitated health facilities in 2005 and 2006, it is agreed that the programme should base its targets on the actual achievements in 2005 rather than that of GRF and GAVI reporting of 2004. The Government is therefore requesting to GAVI all support to reflect the targets and projections based on the achievements in 2005 as the strategic plan of action is based on it.  

1) The financial support requested for the Immunization Services Strengthening will be used for the unmet gaps in the strategic plan of action 2006-2010 to: strengthen the EPI infra-structure; expand immunization services in rehabilitated health facilities; improve access to underserved communities; improve supportive supervision, data driven monitoring and building capacity of staff and ensure regular immunizations pre-in services training; strengthen the EPI link with the communities, manage all material, human and financial components of the programme and regular programme review; sustain and improve immunization operations at all levels in order to attain an sustain high coverage figures etc.
2) Introduction of new vaccine (pentavalent vaccine) is expected to start in January 2007. The number of children under one year targeted to be vaccinated with the first dose of the 2 dose pentavalent vaccine in 2007 is 125, 462, and with three doses of the pentavalent vaccine is 114,310 which is 90% and 82% coverage respectively from 139,402 surviving infants. The number of doses requested for the first calendar year is 522236 two dose pentavalent vaccine. In addition the other requirements for the same year are 533,725 AD syringes, 289841, reconstitution syringes and 9142 safety boxes. 
Requested estimated vaccine requirement for Pentavalent vaccine 2007-2011 
	
	2007
	2008
	2009
	2010
	2011

	Number of children to be vaccinated
	125462
	136405
	147892
	152328
	156898

	Total vaccine doses requested
	522236
	446044
	479170
	484403
	494229

	Number of AD syringes 
	533725
	454229
	492480
	507252
	522470

	Reconstitution syringes 
	289841
	247555
	265939
	268844
	274297

	Total of safety boxes  
	9142
	7790
	8418
	8615
	8844


Yellow Fever vaccine was introduced in Liberia in 2001 and Liberia enjoyed GAVI support since its introduction. After clarification to GAVI on the status of YF vaccine in 2004 in Liberia, recently GAVI approved Yellow Fever vaccine and injection equipment support to Liberia for use in 2006. The approved doses is 115,500 (ten dose vial), 103800 AD syringe, 12900 Reconstitution syringes and 1300 safety boxes and is expected to arrive in Liberia in December 2005. As is explained, the yellow fever coverage as of 1st September 2005 is 67% and the projected target based on 2005 achievements for 2006 is 85% of surviving infants, which is 115015 children under one year. This means the approved YF vaccine and injection safety equipment for 2006 plus the anticipated balance of YF vaccine in Liberia by the end of 2005, will be adequate to meet the needs of 230030 doses of YF vaccine required for 2006.  However, starting from 2007 there will be a need for increased supply of YF vaccine for Liberia in line with the strategic plan of action. As the YF support for Liberia is ending in 2008, Liberia is therefore requesting GAVI the provision of YF vaccine as calculated in the table below from 2007 to 2010 (see below).  
Requested estimated vaccine requirement for Yellow Fever vaccine 2006-2010 
	
	2006
	2007
	2008
	2009
	2010

	Number of children to be vaccinated   
	115015
	121280
	129226
	137540
	144712

	Total vaccine doses requested
	230030
	194048
	206762
	220064
	231539

	Number of AD syringes 
	178733
	134621
	143441
	152669
	160630

	Reconstitution syringes 
	12767
	10770
	11475
	12214
	12850

	Total of safety boxes 
	2126
	1614
	1720
	1830
	1926


3.
The injection safety equipment support requested from GAVI for 2006-2008 for all injectable vaccines is as follows. However, as Liberia is requesting support for introduction of the Pentavalent vaccine in 2007-2011, the request for injection support is to cover for 2006-2011. The same applies for Yellow Fever vaccine injection safety equipment support from 2007-2010 i.e. 2007-2008 (end of YF support to Liberia) and 2009-2010 as Yellow Fever vaccine and injection safety equipments were classically supplied by GAVI.
Requested estimated supply for safety of vaccination with BCG vaccine 
	
	2006
	2007
	2008
	2009
	2010

	Number of children to be vaccinated
	140925
	153691
	167096
	181168
	188603

	Number of AD syringes 
	234640
	170597
	185477
	201096
	207129

	Reconstitution syringes  
	19553
	17060
	18548
	20110
	20713

	Total of safety boxes 
	2822
	2083
	2265
	2455
	2529


Requested estimated supply for safety of vaccination with DPT and Pentavalent vaccine 
	
	2006
	2007
	2008
	2009
	2010
	2011

	Number of children expected to be vaccinated
	115015
	125462
	136405
	147892
	152328
	156898

	Number of AD syringes 
	473118
	533725
	454229
	492480
	507252
	522470

	Reconstitution syringes 
	0
	289841
	247555
	265939
	268844
	274297

	Total of safety boxes  
	5252
	9142
	7790
	8418
	8615
	8844


Requested estimated supply for safety of vaccination with Measles vaccine 
	
	2006
	2007
	2008
	2009
	2010

	Number of children to be vaccinated 2  
	115015
	121280
	129226
	137540
	144712

	Number of AD syringes 
	178733
	134621
	143441
	152669
	160630

	Reconstitution syringes
	25533
	21539
	22951
	24427
	25701

	Total of safety boxes 
	2267
	1733
	1847
	1966
	2068


Requested estimated supply for safety of vaccination with TT vaccine 
	
	2006
	2007
	2008
	2009
	2010

	Number of  pregnant women to be vaccinated
	109966
	121977
	134610
	157135
	171369

	Number of AD syringes 
	341774
	270789
	298834
	348840
	380439

	Reconstitution syringes  
	0
	0
	0
	0
	0

	Total of safety boxes 
	3794
	3006
	3317
	3872
	4223


Requested estimated supply for safety of vaccination with Yellow Fever vaccine 
	
	2006
	2007
	2008
	2009
	2010

	Number of children to be vaccinated   
	115015
	121280
	129226
	137540
	144712

	Number of AD syringes 
	178733
	134621
	143441
	152669
	160630

	Reconstitution syringes 
	12767
	10770
	11475
	12214
	12850

	Total of safety boxes 
	2126
	1614
	1720
	1830
	1926


However, the Government of Liberia have secured a three years supply of injection equipments for all injectable vaccines through UNICEF (letter of commitment from UNICEF is attached) with the exception of Yellow Fever vaccine as it was classically supplied through GAVI in the past years. In view of this the Government is requesting for funds to be used for injection related activities as per the GAVI guidelines and the Liberian injection safety plan of action. The needs are specifically for strengthening the capacity of health workers at all levels to deliver safe injections, to increase awareness of injection safety and create demand for safe injections and to ensure the safe disposal of contaminated needles and syringes (see attached the immunization injection safety policy and plan of action 2006-2010).   

Apart from DPT3 coverage, drop-out rates, supply of vaccines and injection safety equipments and disease surveillance of Haemophilus influenza type B have been selected by the ICC to monitor the implementation of GAVI support. 

National Co-ordination of EPI was strengthened compared to 2004 through series of Technical Coordination Committee (TCC) and Inter-Agency Co-ordination Committee (ICC) meetings, with main focus on partner collaboration and coordination for smooth implementation of all EPI components as a means to consolidate the technical platform for sustainable EPI Program development at all levels.   
The members of Technical Committee developed the proposal, and submitted the draft to the members of the ICC who made inputs before finalization.  The ICC approved the final document. 

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

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

Signature:
…………………………………………...

Title: Minister of Health and Social Welfare
Date:
October 2005…………………………………………...

The GAVI Secretariat is unable to return submitted documents and attachments to individual countries.  Unless otherwise specified, documents may be shared with the GAVI partners and collaborators.
We, the undersigned members of the Inter-Agency Co-ordinating Committee endorse this proposal on the basis of the supporting documentation which is attached. Signatures for endorsement of this proposal do not imply any financial (or legal) commitment on the part of the partner agency or individual:
	Agency/Organisation
	Name/Title
	Date              Signature

	Ministry of Health and Social Welfare (MOH & SW)
	Dr. Peter Coleman – Minister of Health and Social Welfare 
	

	World Health Organization (WHO)
	Dr. Eugene Nyarko – WHO Country Representative
	

	United Nations Children’s Fund (UNICEF)
	Ms. Angela Kearney – UNICEF Country  Representative
	

	Rotary International (RI)
	Mr. David Vinton  – Head of RI Liberia, Coordinator
	

	Safe the Children’s Fund ,UK (SCF –UK)
	Dr. Ribka Amsalu  – NGO’s Coordinator
	

	National Drug Store (NDS) 
	Mr. Tom Gurley – General manager
	

	United States Agency for International Development (USAID) 
	Dr. Wilbur Thomas, USAID Director
	


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

Name: 
Dr. Mohammed Sankoh
Title: National EPI Programme Manager, MoH & SW

Tel.:+ 231 6 528882
E-mail: mohammed-sankoh@yahoo.com
Alternative Address 

Name:
Dr. Fussum Daniel

Title: WHO EPI Medical Officer/Team Leader

Tel.: +231 - 6541980 

E-mail: fussumd.wholr@undp.org
Alternative Address: 

Name: Dr. Boubacar Dieng 

Title: UNICEF EPI Project Officer

Tel.: +231 – 6 - 528740
E-mail: bdieng@unicef.org
3. Immunization-related fact sheet

	Table 3. 1: Basic facts for the year 2005 (most recent; specify dates of data provided)

	Population
	3, 285,000
	GNP per capita
	$US 242.00

	Surviving Infants* 
	131,400


	Infant mortality rate 
	160/1000

	Percentage of GDP allocated to Health
	3.0% 
	Percentage of Government expenditure for Health Care
	5%


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

	Table 3.2: Trends of immunization coverage and disease burden by 12 months of age (as per last two annual WHO/UNICEF Joint Reporting Form on Vaccine Preventable Diseases)

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

	Vaccine
	Reported
	Survey**
	Disease
	Number of reported cases

	
	2004
	2005*
	2005
	Age group
	
	2004
	2005*

	BCG
	69
	58
	69.3
	12-23
	Tuberculosis
	NI
	NI

	DTP


	1
	48
	88
	65.2
	12-23
	0
	NI
	NI

	
	3
	31
	62
	27.3
	12-23
	0
	NI
	NI

	OPV3
	33
	53
	51.7
	12-23
	Polio
	32 (AFP)
	31 (AFP)

	Measles
	42
	69
	25.2
	12-23
	Measles
	21 (4)
	8

	TT2+  (Pregnant women)
	29
	70
	41.9
	
	NN Tetanus
	1
	6

	Hib3
	N/A
	N/A
	N/A
	N/A
	Hib
	NI
	NI

	Yellow Fever
	13
	67
	18.1
	12-23
	Yellow fever
	89 (4)
	 26

	HepB3
	N/A
	N/A
	N/A
	
	hepB sero-prevalence  (if available)
	NI
	NI

	Vit A supplementation


	Mothers                               ( < 6 weeks after delivery )
	19
	24
	N/A
	
	
	
	

	
	Infants              ( > 6 months)
	56
	57
	N/A
	
	
	
	


* 2005 reported coverage and reported cases as of 1 September 2005.

** EPI Coverage survey for 12-23 months is crude immunization coverage - card and History . Survey conducted in June 2005.
N/A: Not Applicable

NI: No Information

	The best official estimate: Indicate the best official estimate of coverage among infants as reported in WHO/UNICEF Joint reporting form. Provide explanatory comments on why these are the best estimates: The best estimate is the routine administrative coverage submitted from lower health facilities in the Counties to the national level as it was closely monitored and the quality and parallel accurate reporting of data from the lower facilities to the national level was ascertained by DQA conducted in July 2005. Although, the survey had some limitations in the context of Liberia, it confirmed in general the administrative coverage as it was in 2004.


· Summary of health system development status relevant to immunization:

The Expanded Programme on Immunization of the Ministry of Health and Social Welfare is established in 1978 aimed at the reduction of the very high infant and under five mortality rates.  Since the inception of the programme the immunization coverage for fully immunized child was improving only slightly leading to restructuring of the programme to achieve 75% coverage during the Universal Child Immunization Programme. Since then the immunization programme had to face a serious set back because of recurrent civil war in the Country. In 2000 and 2001, an attempt was made to improve the immunization coverage and as a result coverage of 61% DPT3 was reached and Liberia received an award as best performing country in the African Region despite operational difficulties from the Task Force on Immunization for Africa (TFI). However, the gains could not be consolidated in the country and coverage dropped by 50% to 31% in 2004 from 62% in 2001 as a result of resumption of serious civil war in 2003 that lead to the total destruction of the health system in general.   

The civil crisis that raged in the country between 1989 and 1997 had a most devastating effect on the functioning and performance of the health sector. Public spending for health dropped from 10.2% in 1981 to 5.6% in 1990 and virtually zero in 1996. In 1997, the Government of Liberia spent a total of US$737,500 on health, which accounted for about 5.1% of public spending. The total health budget as a proportion of Gross Domestic Product (GDP) falls significantly below the 15% stipulated by the World Health Organization (WHO).

Before the war, 350 functioning health facilities make up Liberia's health care delivery system. Since the renewed fighting which made most if the counties inaccessible, Liberia has not been able to do assessment of the health facilities since April 2003. However, other sources (UN) and the data generated from the routine immunization administrative report indicates that 258 health facilities have been rehabilitated currently, of which 211 are providing immunization services.     

In April 2005, the Ministry of Planning and Economic Affairs has officially informed the MoH & SW to use population figure of 3,285,000 for the year 2005 and derive the EPI target populations from the given population figure. In line with this the estimated number of under one year children for 2005 stands at 131,400, under 5 years 558,450, under 15 years 1,497,961, Pregnant women 164,250 and Women of child bearing age 689,850. 

Liberia remains among the countries with the highest infant and under-five mortality rates of 160 and 235 per 1,000 live births respectively (UNICEF 1999).  In addition to the prevailing endemic diseases like malaria, acute respiratory infections, malnutrition and diarrhoea, vaccine preventable diseases such as measles, tuberculosis, tetanus, whooping cough, are among the main causes of childhood morbidity and mortality.

Due to the prevailing peace in the country after UN intervention, a plan of action was drawn within the framework of Result Focused Transitional Framework (RFTF) to rehabilitate all sectors. The EPI programme as an entry point to primary health care services initiated the reactivation process of its services at the end of 2004 in the rehabilitated health facilities. The reactivation of routine EPI entails training of EPI staff in all components of EPI practices, provision of cold chain equipments to counties, provision of operational funds to functional county health teams and health facilities providing EPI services, monitoring and reviewing of EPI activities. Presently 258 health facilities have been rehabilitated and 211 of them are providing immunization services, with the exception of one county, River Gee County. However, counties like Grand Kru and Sinoe and few others are only offering limited immunizations and are expected to fully operationalize the provision of immunization services in the near future. 

The immunization coverage among under-one year of age as measured by DPT3 has decreased from 61 percent in 2001 to 31 percent in 2004.  The reason for the decline is mainly due to insecurity resulting from the civil war mainly from 2002 to 2004 and consequently limited access of the population in many areas of the country to primary health care services.  During the years of war, there was also widespread destruction of health facilities, lack of health workers with accompany breakdown of the cold-chain required for EPI services. However, at the end of 2004, the Mohr & SW with its core partners WHO and UNICEF have initiated the reactivation of routine immunization services while agreed to conduct a comprehensive EPI Review and develop National EPI Strategic Plan of Action 2006-2010. As a result some new cold chain equipment and logistics were purchased and trainings for EPI officers at all levels were conducted and outreach activities were introduced and sustained to improve immunization access to underserved communities. Operational support was provided to immunization staff in all functional health facilities providing immunization services with the financial and technical support from UNICEF, WHO and financial support from GAVI. Consequently, the DPT3 administrative immunization coverage in 2005 has increased to 62% as of 1 September 2005. The coverage achieved in the whole year 2004 is 31%. The target expected for 2005 is 60% of the EPI target population. The planned increase of DPT3 from 31% in 2004 to 60% in 2005 was noted by GAVI as ambitious target for 2005 for Liberia. A DQA for 2004 was conducted in July 2005, and Liberia could only reach 0.78 verification factor and did not meet the targets for GAVI awards. At the same time the DQA ascertained the quality and accuracy of the data generated from the lower health facilities to the national level, with serious gaps in programme supervision and monitoring at all levels. However, as indicated above as of 1st of September 2005 the conditions required for GAVI awards as well as for the introduction of new vaccines have been met and Liberia expects independent audit in 2006 for performance of 2005.
The EPI Comprehensive review conducted in 2005 entails: a) EPI Cold chain and logistics inventory; b) EPI Cluster survey: c) EPI Programme Management Review and Identification of System-wide Barriers to Immunization d) EPI Surveillance Review: e) EPI injection safety and waste disposal assessment. The review permitted the Government of Liberia to identify gaps, and make clear recommendations and action points. Following the comprehensive EPI  review a National EPI Strategic Plan of Action 2006-2010 was developed that incorporates the recommendations and action points as derived from the review within the framework of the Renewed GAVI and Vaccine Fund commitment, FSP, RED Approach, GIVS, IFFI and MDG goals.   

The inertia for the development of the health sector to enhance immunization services at present is based on few key coordination and management mechanisms, which are aimed at  emergency health intervention and sustainable development of programmes of which the EPI forms the entry point. 

At the national level, the ICC was put in place in 1998 for co-ordinating activities related to Polio eradication, but has been expanded to deliberate on all EPI issues. The Minister of Health chairs the ICC with the EPI Manager as secretary. UN agencies, UNMIL, Rotary International, USAID, NGOs coordinator are members of the ICC.  Technical issues related to EPI are discussed during the Technical Co-ordination Committee (TCC) meetings called monthly by the EPI Manager and attended by MoH & SW, UNICEF, WHO, UNMIL and NGOs Coordinator. There is EPI Task Force (ETF) which meets every week and members are all national EPI staff and technical officers from implementing agencies and NGO’s. The main task of the EPI Task Force is to coordinate, supervise and provide technical support to EPI field activities and provides feedback to the TCC of the ICC. 

At national level, intra-sectoral collaboration is promoted through an ad hoc committee, the Technical Advisory Committee (TAC) and the Health Sector Coordinating Committee (HSCC). The TAG includes senior representatives of the MoH & SW, WHO, UNICEF, and other development partners. Representation on the HSCC includes all members of the TAC, the CHTs, and NGOs participating in the health sector. The TAG and the HSCC are chaired by the Minister of Health and Social Welfare and their main TOR is coordination and implementation of programme activities.

At the national level, under the Emergency Preparedness and Response Division, which broad Term of Reference is to prevent, mitigate, control and respond to public health related emergencies two committees have been established for Epidemic preparedness and Response: Country Emergency Management Committee which emphasizes a multi-sectoral approach in mobilizing resources and providing technical support during epidemics. The composition of this committee includes but not limited to MOH/SW, UN agencies, Private and Public sectors, INGOs, and Donors. And the Epidemic Response Committee, which responsibility includes: Monitoring the trend of priority diseases on the weekly basis (weekly Wednesdays epidemic meetings); Report significance change in the trends of priority diseases and employ appropriate interventions; Promptly investigate suspected outbreaks and others public health problems; Carry out disease control measures to contain the outbreak; Report on progress regularly (daily or weekly) on the type of outbreak and Evaluating the outbreak response. These committees are responsible for investigation and response outbreaks of EPI priority diseases. 

At County level the County Health Team is the current management structure and is headed by the County Health Officer. The co-ordination of activities at the health facility level is through the County Health Teams, headed by the County Health officer. The health officers at district level carry out routine immunisation activities in health facilities and communities under the supervision of the County health Officers. Resources (vaccines, injection equipment, gas for refrigerators, etc) are channelled through the County Health Teams who takes responsibility for distribution to all health facilities. The Supervision and monitoring of the programme is also co-ordinated by the County Health Teams, who are responsible for reporting of EPI activities to the EPI Division of the MoH & SW at national level.
	· Attached are the relevant section(s) of strategies for health system development
	Document number  1


4.  The Inter Agency Co-ordinating Committee (ICC) 

Various agencies and partners (including NGOs and Research Institutions) that are supporting immunization services are co-ordinated and organised through an inter-agency co-ordinating mechanism which is referred to in this document as ICC.

4.1 Profile of the ICC

· Name of the ICC: Inter-agency Coordinating Committee (ICC) for strengthening of Immunization Services in Liberia
· Date of constitution of the current ICC: 1998
· Organisational structure (e.g., sub-committee, stand-alone): ICC with technical Coordination sub- committee (TCC) and Social Mobilization sub-committee (SMC)

· Frequency of meetings: Quarterly  unless extra-ordinary session is called by the TCC

· Composition:

	Function


	Title / Organization
	Name

	Chair


	Minister of Health & Social Welfare/ MOH & SW
	Dr. Peter Coleman

	Secretary


	The National EPI Manager/ MOH & SW
	Dr. Mohammed Sankoh

	Members
	· WHO Country Representative/WHO
· UNICEF Country representative/UNICEF
· USAID Director/ USAID
· Head of RI Liberia and Coordinator/ Rotary International

· UNMIL

· NGO Coordinator/ Safe the Children UK
· General Manager/National Drug Service

	Dr. Eugène Nyarko

Ms. Angela Kearney

Dr. Wibur Thomas
Mr. David Vinton
Mr. Rashida Abdulkarim

Dr. Ribka Amsalu

Mr. Tom Gurley




· Major functions and responsibilities of the ICC:
1. To foster solid partnership by coordinating all inputs and resources from inside and outside the country in order to maximize resources for good of the child.

2. To review EPI policy and strategy

3. To deliberate EPI technical, social mobilization and educational issues

4. To review and endorse EPI Strategic plan of action, work plans and budgets

5. To mobilize resources from within the country and externally for us by EPI programme. 

6. To enhance transparency and accountability by reviewing use of funds and other resources at regular intervals.

7. To strengthen management and authority of the national EPI programme

8. To support and encourage information sharing and feedback at all levels of implementation and among all partners within and outside the country.

· Three major strategies to enhance the ICC’s role and functions in the next 12 months:
1. 
To review the ICC Terms of reference (TOR) to broaden ICC agenda and include key stake holders in the ICC.
2.    To include ICC members in the mid year and annual review of the EPI programme.  

3.    To organize meetings of ICC members with key stakeholders for inclusion in the ICC and 

              mobilize resources for the EPI programme.  
Attached is the supporting document:

	· Terms of reference of the ICC
	        Document number 2.1


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

	Indicators

	DPT3 Coverage of surviving infants

	Drop-out rates

	Supply of vaccines and injection safety equipments at facility level

	Disease surveillance of Haemophilus Influenza type B 


Attached are the supporting documents :

	· ICC’s workplan for the next 12 months
	        Document number 2.2

	· 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 2.3


5. Immunization services assessment(s)

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

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

	 Title of the assessment
	Main participating agencies
	Dates

	Cold Chain and Logistics Inventory
	MOH & SW, UNICEF
	December 2004/January 2005

	EPI Sample Cluster Survey
	MOH & SW, University of Liberia, UNICEF, WHO
	June 2005

	EPI Programme Management Review and Identification of system-wide barrier to Immunization
	MOH & SW. WHO, UNICEF
	June 2005

	EPI Surveillance Review
	MOH & SW, WHO, UNICEF
	June 2005

	Injection Safety and waste disposal assessment
	MOH & SW, WHO, UNICEF
	September 2005

	Data Quality Audit (DQA)
	MOH & SW, Independent GAVI Auditors
	July/August 2005


· The three major strengths identified in the assessments:

1. 
The existence of high level political commitment and will to reactivate and rehabilitate health facilities, particularly child survival and development programmes.

2.   The reactivation of the routine immunization services delivery with improved capacity (all EPI national and district officers trained on EPI routine practices) and introduction of outreach activities, reactivation of surveillance activities and the conduct of successful polio SIAs. 
3.   The existence of Annual EPI Plan of Action, clear mechanisms for reporting of EPI data from health facilities to national level.   
· The three major problems identified in the assessments:

1.
Very low EPI coverage figures using the EPI Cluster survey for children 12-23 years olds which confirmed the very low coverage figures of 2004 as a result of: 

· Inadequate commitment by the transitional Government, resulting in lack of budget line for vaccines and operations of immunization services despite the priority given to the health sector by the Government and low motivation of staff (many immunization staff are not included in the Government payroll)

· Lack of cold chain and logistics systems which resulted in the use of the fast chain systems which resulted in unavailability of vaccines and supplies at health facility level and high wastage rates. All sources of information point to the non-availability of vaccines as the most widespread operational reason for low immunization coverage.  The overall shortfalls in vaccine supply are compounded by serious problems with the management and logistics systems, mainly due lack of proper stock keeping and a not clear cut policy on immunization target populations and immunization sessions.

· Lack of micro-planning for routine vaccine delivery at all levels

· Lack of tangible social mobilization activities, community involvement and participation on immunization issues. Where relative successes have been achieved in mobilizing communities during SIAs, successful social mobilizations are rare for routine immunization.  The failure of social mobilization is evidenced by the decline in the take-up of routine immunization services.

· Total lack of planned supervision, data driven monitoring and feedback of program implementation

6. Unsafe injection and waste disposal practices which pose serious health risk to the recipient, Provider/ health personnel and the community. The overall group safety level (recipient, provider and community) to the recipient is found to be 68%, whereas the overall specific safety level for the recipient, provider and the community  is found to be 82%, 72% and 50% respectively. This means that the recipient is exposed to 18% risk due to unsafe injection practices, the personnel/provider to 28% risk due to unsafe injection practices, and the community to 50%, risk due to unsafe waste disposal practices.

7. Lack of clear structure of the EPI program and integration of EPI within the PHC services especially at the national level, which makes it difficult to offer integrated essential health interventions and build sustainable capacity of officers.

· The three major recommendations in the assessments:

1. To reinforce the cold chain and logistic system throughout the country at all levels and enhance safe injection and waste disposal practices in line with global policy and capacity building of Health workers for managing immunization services and introduce the RED Approach to improve organization of immunization services to guarantee sustainable and equitable immunization for each child, and define integrated structure within the MOHSW to offer minimum package of essential intervention.
2. Financial Sustainability Plan (FSP) to address Government commitment. Introduction of new vaccines in 2007 and phased contribution to EPI vaccines and operational funds including payroll of EPI staff.

3. Conduct SIAs in identified high-risk areas for TT, nationwide polio and measles campaigns in line with global and regional plans. Ensure effective surveillance, response and assessment of disease burden of priority vaccine preventable diseases (polio, measles, NT, yellow fever, Hepatitis B, Child pneumonia/Meningitis)  

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

	· The most recent assessment reports on the status of immunization services
	Document  number 3.1-3.4

	· A list of the recommendations of the assessment reports with remarks on the status of their implementation i.e. included in work-plan, implemented, not implemented, in progress….   
	Document  number 4.1


· Components or areas of immunization services that are yet to be reviewed (or studied). None 
	Component or area
	Month/Year

	
	

	
	

	
	


6.  Multi-Year Immunization Plan

Based upon the recommendations of the assessment of immunization services, the Government has developed the multi-year immunization plan 2006-2010.

	· Attached is a complete copy (with an executive summary) of the comprehensive Multi-Year Immunization Plan 2006-2010. 
	Document number 5


	Table 6.1. Technical support required for implementation of the immunization plan (expert consultants, training curricula, managerial tools…)

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

	Training needs assessment
	2006
	WHO

	Cold chain, logistics and vaccine management  and training 
	2006-2010
	WHO and UNICEF

	Installation of solar fridges and maintenance
	2006-2010
	UNICEF

	Polio and measles SIAs
	2006/7
	WHO

	Cost effectiveness of EPI strategies
	2008
	WHO

	
	
	


	Table 6.2: Schedule of vaccinations with traditional and new vaccines, and with Vit A supplementation

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

	
	
	Entire country
	Only part of the country
	

	BCG
	Start at birth to < 1 year
	X
	
	

	OPV
	Start at birth to < 1 year
	X
	
	

	DPT
	Start at 6 months to < 1 year
	X
	
	

	Measles
	Start at 9 months to < 1 year
	X
	
	

	Yellow fever
	Start at 9 months to < 1 year
	X
	
	

	Vitamin A
	Start at 6 month to < 1 year
	X
	
	


NB: New vaccines yet to be introduced
· Summary of major action points and timeframe for improving immunization coverage:

Table  8 of the strategic plan: Activities and timeline of the 2006-2010 national EPI strategic plan, Liberia,  page 37 – 41 and table 10 work plan for 2006 page 46-50 summarizes the activities and time frame for improving immunization coverage:  

	Table 6.3: Baseline and annual targets

	Number of
	Baseline and targets

	
	Base-year and year of GAVI/VF application
	Year 1 of Pro-gramme implement-tation
	Year 2 of Programme implement-tation
	Year 3 of Pro-gramme implement-tation
	Year 4 of Pro-gramme implement-tation
	Year 5 of Pro-gramme implement-tation
	Year 6 of Pro-gramme implement-tation

	
	2005
	2006
	2007
	2008
	2009
	2010
	2011

	Births
	160,965
	165,794
	170,768
	175,891
	181,168
	186,603
	182,201

	Infants’ deaths
	29,565
	30,462
	31,366
	32,307
	33,276
	34,275
	35,303

	Surviving infants
	131;400
	135,312
	139,402
	143,584
	147,892
	152,328
	156,898

	Pregnant women
	164,250
	169,140
	174,253
	179,480
	184,865
	190,410
	196,123

	Infants vaccinated with BCG 
	128,772
	140,925
	153,691
	167,096
	181,168
	186,603
	192,201

	BCG coverage*
	80%
	85%
	90%
	95%
	100%
	100%
	100%

	Infants vaccinated with OPV3 
	78,884
	101,484
	114,310
	123,482
	134,582
	140,142
	144,346

	OPV3 coverage**
	60%
	75%
	82%
	86%
	91%
	92%
	92%

	Infants vaccinated with DTP3/Pentavalent*** 
	78,884
	101,484
	114,310
	123,482
	134,582
	140,142
	144,346

	DTP3/Pentavalent coverage ***
	60%
	75%
	82%
	86%
	91%
	92%
	92%

	Infants vaccinated with DTP1/Pentavalent***
	105,120
	115,015
	125,462
	136,405
	147,892
	152,328
	156,898

	Wastage
 rate in base-year and planned thereafter
	10
	10
	10
	10
	10
	10
	10

	Infants vaccinated with Yellow Fever 1st  dose **
	78884
	115,015
	121,280
	129,226
	137,540
	144,712
	152,191

	Yellow Fever Coverage**
	60%
	85%
	87%
	90%
	93%
	95%
	97%

	Wastage1 rate in base-year and planned thereafter 
	15.3
	15.3
	15.3
	15.3
	15.3
	15.3
	15.3

	Infants vaccinated with Measles 
	78884


	115,015
	121,280
	129,226
	137,540
	144,712
	152,191

	Measles coverage**
	60%
	85%
	87%
	90%
	93%
	95%
	97%

	Wastage rate in base year and planned there after
	15.3
	15.3
	15.3
	15.3
	15.3
	15.3
	15.3

	Pregnant women vaccinated with TT+ 
	98550
	99,500
	111,000
	123,200
	135,900
	149,300
	163,400

	TT+ coverage
	60%
	60%
	65%
	70%
	75%
	80%
	85%

	Vit A supplementation
	Mothers (< 6 weeks from delivery)
	98550

60%
	99,500

60%
	111,000

65%
	123,200

70%
	135,900

75%
	149,300

80%
	163,400

85%

	
	Infants (> 6 months)
	78884

60%
	115,015

85%
	121,280

87%
	129,226

90%
	137,540

93%
	144,712

95%
	152,191

97%

	  Number of infants vaccinated out  of total births   ** Number of children vaccinated out of total  surviving infants   ***  Indicate total number of children vaccinated with either DTP alone or combined


	
	Actual rates and targets

	
	 2006
	 2007
	 2008
	 2009
	 2010
	 2011

	Drop out rate                                    [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100
	12%
	9%
	9%
	9%
	8%
	8%


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

See table 4.
· Planning and constraints for the Polio Eradication Initiative:

There are two synchronized NIDs planned for November and December 2005 and two for February and April 2006. The main constraints are the extreme damaged transportation, communication infrastructures and networks, which requires strong support in the area of logistics and cold chain systems and the need for material, financial and technical support in order to achieve high quality NIDs. The operational cost to ensure quality NIDs in the context of Liberia is very high.  In order to ensure allocation of appropriate human, material and financial resources for the conduct of quality NIDs timely availability of operational funds is a pre-requisite. 
The AFP surveillance had to be reactivated at the end of 2004 after the civil war. Although improving, the AFP surveillance is still not sensitive enough to detect importation of Wild polio virus in key areas of the country. 
7.
Injection safety

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

i Ensure proper provision of adequate supplies (needles, syringes and safety boxes)
ii Ensure adoption of safe practices  in the use of injection safety devices through capacity building 
iii Ensure the proper management of Immunization Waste, including construction and proper use of incinerators.

iv Advocate and sensitise the communities to increase awareness on injection safety and create a demand for safe practices. 
v Institute monitoring procedures and supervision to ensure adequate supplies correct practices of injection at all levels and safe disposal of used injection materials both in routine and supplementary immunisation.
vi Ensure monitoring of Adverse Events Following Immunisation (AEFI).

vii Secure the required budget for injection safety including safe disposal and destruction of used equipment.
7.2  For countries submitting a proposal  for Injection Safety Support.  Summarise the most important findings of a recent assessment of Injection Safety and Waste Disposal. The relevant documents are attached
Unsafe injection and waste disposal practices with serious risk to the recipient, the provider and the community that could potentially be targeted by injection safety and waste disposal interventions were identified.  

The overall group safety level (recipient, provider and community) to the recipient is found to be 68%, whereas the overall specific safety level for the recipient, provider and the community  is found to be 82%, 72% and 50% respectively. This means that the recipient is exposed to 18% risk due to unsafe injection practices, the personnel/provider to 28% risk due to unsafe injection practices, and the community to 50%, risk due to unsafe waste disposal practices. 

	· Situation Analysis of Injection Safety and Waste Disposal or Report of the most recent Injection Safety and Waste Disposal Assessment
	Document number 6

	· Update of the implementation status of recommendations from recent injection safety assessment or injection safety components from a broader review.
	Document number 7

	· Policy on Injection Safety and Waste Disposal or a Draft Policy awaiting endorsement
	Document number 7

	· A copy of the Plan to achieve Safe Injections (including plans for transition to auto-destruct syringes) and Safe Management of Sharps Waste or of the relevant pages of the health plan.
	Document number 7


7.3
Injection safety equipment (For countries submitting a request for injection safety support). GAVI’s support is only for three years of routine immunization. 

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

EPI have reactivated its routine immunization activities as of January 2005 parallel with the recovery process of health facilities in the rehabilitated health facilities in Liberia. At the same time the EPI introduced sustained outreach activities for the underserved communities in March 2005. This boosted the EPI coverage in 2005 and as a result the EPI target, which is 60% for 2005 have already been reached by the end of August 2005. 70% coverage for DPT3 is projected to be reached by the end of 2005. 
This is why the forecasting is based on two baselines. The first forecasting is based on the WHO/UNICEF Joint Reporting Form as well as the GAVI Progress Report for 2004 as submitted in the first half of 2005. The second forecasting is based on the actual EPI achievement as of end of August 2005 and projections until the end of 2005 which make significant difference for some vaccines (DPT, Measles, Yellow fever); EPI strongly appeal to GAVI to consider for these vaccines the forecasting (in double line border) which is based on the actual 2005 achievements and projections for the following years to avoid stock out of injection materials. 
	Table 7.1: Estimated supply for safety of vaccination with   BCG vaccine 

( Use  one table for each vaccine BCG(1 dose), DTP(3 doses), TT(2 doses) 1, Measles(1 dose) and Yellow Fever(1 dose), and  number them from 7.1 to 7.5)

	
	
	Formula
	2006
	2007
	2008
	2009
	2010

	A
	Number of children to be vaccinated 2  
	#
	140925
	153691
	167096
	181168
	188603

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	100
	100
	100
	100
	100

	C
	Number of doses per child 
	#
	1
	1
	1
	1
	1

	D
	Number of doses 
	A x B/100 x C
	140925
	153691
	167096
	181168
	188603

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	2
	2
	2
	2
	2

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	281850
	307382
	334192
	362336
	373206

	G
	Vaccines buffer stock 5  
	F x 0.25
	70463
	0
	0
	0
	0

	H
	Number of doses per vial
	#
	20
	20
	20
	20
	20

	I
	Total vaccine doses 
	F + G
	352313
	307382
	334192
	362336
	373206

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	234640
	170597
	185477
	201096
	207129

	K
	Reconstitution syringes (+ 10% wastage) requested 6 
	I / H x 1.11
	19553
	17060
	18548
	20110
	20713

	L
	Total of safety boxes (+ 10% of extra need) requested
	(J + K) / 100 x 1.11
	2822
	2083
	2265
	2455
	2529

	1 GAVI/The Vaccine Fund supports the procurement of AD syringes to deliver two doses of TT to pregnant women. If the immunization policy of the country includes all Women in Child Bearing Age (WCBA), GAVI/The Vaccine Fund will contribute to a maximum of two doses for Pregnant Women (estimated as total births)
2 To insert the number of infants that will complete vaccinations with all scheduled doses of a specific vaccine. 

3 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.
4 A standard wastage factor of 2.0 for BCG and of 1.6 for DTP, Measles, TT, and YF vaccines is used for calculation of  INS support
5 The buffer stock for vaccines and AD syringes is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. Write zero under other years. In case of a phased introduction with the buffer stock spread over several years, the formula should read: [ F – number of doses (incl. wastage) received in previous year ] * 0.25.

6 It applies only for lyophilized vaccines; write zero for other vaccines.



The needs for DPT is estimated for only 2006; Liberia apply for introduction of Pentavalent from 2007

	Table 7.2: Estimated supply for safety of vaccination with   DPT.. vaccine 

( Use  one table for each vaccine BCG(1 dose), DTP(3 doses), TT(2 doses) 1, Measles(1 dose) and Yellow Fever(1 dose), and  number them from 7.1 to7.5)

	
	
	Formula
	2006
	2007
	2008
	2009
	2010

	A
	Number of children to be vaccinated 2  
	#
	87972
	
	
	
	

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	100
	
	
	
	

	C
	Number of doses per child 
	#
	3
	
	
	
	

	D
	Number of doses 
	A x B/100 x C
	263916
	
	
	
	

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	1,6
	
	
	
	

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	422266
	
	
	
	

	G
	Vaccines buffer stock 5  
	F x 0.25
	105566
	
	
	
	

	H
	Number of doses per vial
	#
	10
	
	
	
	

	I
	Total vaccine doses 
	F + G
	527832
	
	
	
	

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	410125
	
	
	
	

	K
	Reconstitution syringes (+ 10% wastage) requested 6 
	I / H x 1.11
	0
	
	
	
	

	L
	Total of safety boxes (+ 10% of extra need) requested
	(J + K) / 100 x 1.11
	4552
	
	
	
	

	
	Based on the actual 2005 achievements and projections for the following years

	A
	Number of children to be vaccinated 2  
	
	101484
	
	
	
	

	J
	Number of AD syringes (+ 10% wastage) requested
	
	473118
	
	
	
	

	K
	Reconstitution syringes (+ 10% wastage) requested 6
	
	0
	
	
	
	

	L
	Total of safety boxes (+ 10% of extra need) requested
	
	5252
	
	
	
	


	Table 7.3: Estimated supply for safety of vaccination with   Measles.. vaccine 

( Use  one table for each vaccine BCG(1 dose), DTP(3 doses), TT(2 doses) 1, Measles(1 dose) and Yellow Fever(1 dose), and  number them from 7.1 to7.5)

	
	
	Formula
	2006
	2007
	2008
	2009
	2010

	A
	Number of children to be vaccinated 2  
	#
	87972
	97581
	107688
	125708
	137095

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	100
	100
	100
	100
	100

	C
	Number of doses per child 
	#
	1
	1
	1
	1
	1

	D
	Number of doses 
	A x B/100 x C
	87972
	97581
	107688
	125708
	137095

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	1,6
	1,6
	1,6
	1,6
	1,6

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	140755
	156130
	172301
	201133
	219352

	G
	Vaccines buffer stock 5  
	F x 0.25
	35189
	0
	0
	0
	0

	H
	Number of doses per vial
	#
	10
	10
	10
	10
	10

	I
	Total vaccine doses 
	F + G
	175944
	156130
	172301
	201133
	219352

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	136708
	108315
	119534
	139536
	152175

	K
	Reconstitution syringes (+ 10% wastage) requested 6 
	I / H x 1.11
	19530
	17330
	19125
	22326
	24348

	L
	Total of safety boxes (+ 10% of extra need) requested
	(J + K) / 100 x 1.11
	1734
	1395
	1539
	1797
	1959

	
	Based on the actual 2005 achievements and projections for the following years

	A
	Number of children to be vaccinated 2  
	
	115015
	121280
	129226
	137540
	144712

	J
	Number of AD syringes (+ 10% wastage) requested
	
	178733
	134621
	143441
	152669
	160630

	L
	Reconstitution syringes (+ 10% wastage) requested 6
	
	25533
	21539
	22951
	24427
	25701

	K
	Total of safety boxes (+ 10% of extra need) requested
	
	2267
	1733
	1847
	1966
	2068

	1 GAVI/The Vaccine Fund supports the procurement of AD syringes to deliver two doses of TT to pregnant women. If the immunization policy of the country includes all Women in Child Bearing Age (WCBA), GAVI/The Vaccine Fund will contribute to a maximum of two doses for Pregnant Women (estimated as total births)
2 To insert the number of infants that will complete vaccinations with all scheduled doses of a specific vaccine. 

3 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.
4 A standard wastage factor of 2.0 for BCG and of 1.6 for DTP, Measles, TT, and YF vaccines is used for calculation of  INS support
5 The buffer stock for vaccines and AD syringes is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. Write zero under other years. In case of a phased introduction with the buffer stock spread over several years, the formula should read: [ F – number of doses (incl. wastage) received in previous year ] * 0.25.

6 It applies only for lyophilized vaccines; write zero for other vaccines.


	Table 7.4: Estimated supply for safety of vaccination with   TT..   vaccine 

( Use  one table for each vaccine BCG(1 dose), DTP(3 doses), TT(2 doses) 1, Measles(1 dose) and Yellow Fever(1 dose), and  number them from 7.1 to7.5)

	
	Formula
	2006
	2007
	2008
	2009
	2010

	A
	Number of pregnant women  to be vaccinated 2  
	#
	109966
	121977
	134610
	157135
	171369

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	100
	100
	100
	100
	100

	C
	Number of doses per child 
	#
	2
	2
	2
	2
	2

	D
	Number of doses 
	A x B/100 x C
	219932
	243954
	269220
	314270
	342738

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	1,6
	1,6
	1,6
	1,6
	1,6

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	351891
	390326
	430752
	502832
	548381

	G
	Vaccines buffer stock 5  
	F x 0.25
	87973
	0
	0
	0
	0

	H
	Number of doses per vial
	#
	10
	10
	10
	10
	10

	I
	Total vaccine doses 
	F + G
	439864
	390326
	430752
	502832
	548381

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	341774
	270789
	298834
	348840
	380439

	K
	Reconstitution syringes (+ 10% wastage) requested 6 
	I / H x 1.11
	0
	0
	0
	0
	0

	L
	Total of safety boxes (+ 10% of extra need) requested
	(J + K) / 100 x 1.11
	3794
	3006
	3317
	3872
	4223

	1 GAVI/The Vaccine Fund supports the procurement of AD syringes to deliver two doses of TT to pregnant women. If the immunization policy of the country includes all Women in Child Bearing Age (WCBA), GAVI/The Vaccine Fund will contribute to a maximum of two doses for Pregnant Women (estimated as total births)
2 To insert the number of infants that will complete vaccinations with all scheduled doses of a specific vaccine. 

3 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.
4 A standard wastage factor of 2.0 for BCG and of 1.6 for DTP, Measles, TT, and YF vaccines is used for calculation of  INS support
5 The buffer stock for vaccines and AD syringes is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. Write zero under other years. In case of a phased introduction with the buffer stock spread over several years, the formula should read: [ F – number of doses (incl. wastage) received in previous year ] * 0.25.

6 It applies only for lyophilized vaccines; write zero for other vaccines.


	Table 7.5: Estimated supply for safety of vaccination with   Yellow Fever.. vaccine 

( Use  one table for each vaccine BCG(1 dose), DTP(3 doses), TT(2 doses) 1, Measles(1 dose) and Yellow Fever(1 dose), and  number them from 7.1 to7.5)

	
	
	Formula
	2006…
	2007…
	2008…
	2009…
	2010…

	A
	Number of children to be vaccinated 2  
	#
	87972
	97581
	107688
	125708
	137095

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	100
	100
	100
	100
	100

	C
	Number of doses per child 
	#
	1
	1
	1
	1
	1

	D
	Number of doses 
	A x B/100 x C
	87972
	97581
	107688
	125708
	137095

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	1,6
	1,6
	1,6
	1,6
	1,6

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	140755
	156130
	172301
	201133
	219352

	G
	Vaccines buffer stock 5  
	F x 0.25
	35189
	0
	0
	0
	0

	H
	Number of doses per vial
	#
	20
	20
	20
	20
	20

	I
	Total vaccine doses 
	F + G
	175944
	156130
	172301
	201133
	219352

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	136708
	108315
	119534
	139536
	152175

	K
	Reconstitution syringes (+ 10% wastage) requested 6 
	I / H x 1.11
	9765
	8665
	9563
	11163
	12174

	L
	Total of safety boxes (+ 10% of extra need) requested
	(J + K) / 100 x 1.11
	1626
	1298
	1433
	1673
	1824

	
	Based on the actual 2005 achievements and projections for the following years

	A
	Number of children to be vaccinated 2  
	
	115015
	121280
	129226
	137540
	144712

	J
	Number of AD syringes (+ 10% wastage) requested
	
	178733
	134621
	143441
	152669
	160630

	K
	Reconstitution syringes (+ 10% wastage) requested 6
	
	12767
	10770
	11475
	12214
	12850

	L
	Total of safety boxes (+ 10% of extra need) requested
	
	2126
	1614
	1720
	1830
	1926

	1 GAVI/The Vaccine Fund supports the procurement of AD syringes to deliver two doses of TT to pregnant women. If the immunization policy of the country includes all Women in Child Bearing Age (WCBA), GAVI/The Vaccine Fund will contribute to a maximum of two doses for Pregnant Women (estimated as total births)
2 To insert the number of infants that will complete vaccinations with all scheduled doses of a specific vaccine. 

3 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.
4 A standard wastage factor of 2.0 for BCG and of 1.6 for DTP, Measles, TT, and YF vaccines is used for calculation of  INS support
5 The buffer stock for vaccines and AD syringes is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. Write zero under other years. In case of a phased introduction with the buffer stock spread over several years, the formula should read: [ F – number of doses (incl. wastage) received in previous year ] * 0.25.

6 It applies only for lyophilized vaccines; write zero for other vaccines.


7.4 For countries requesting GAVI/The Vaccine Fund to provide funds in lieu of the supply calculated above.

List of activities of the injection safety plan funded by The Vaccine Fund and by other sources: 

Table 7.6.
	Expected Source of fund
	Injection Safety activity
	Month of start of fund utilization

	GAVI and Vaccine Fund
	1. Finalize and distribute EPI Manual that include guidelines for injection safety and safe disposal of contaminated equipment
	April 2006 (Q2) 

	GAVI and Vaccine Fund
	2. Adapt and finalize training modules for  injection safety 
	April 2006 (Q2)

	GAVI and Vaccine Fund
	3. Train different cadres of staff in health facilities (public health officers, nurses & doctors) for improved practice for injection safety 
	April 2006 (Q2)

	GAVI and Vaccine Fund
	4. Identify focal persons responsible for injection safety issues in each facility 
	January 2006 (Q1)

	GAVI and Vaccine Fund
	5. Review pre-service training curricula of 2 schools of Nursing and Public Health school
	April 2006 (Q2)

	GAVI and Vaccine Fund
	6. Provide forecast and shipping plan for procurement of projected annual needs for equipment (AD syringes, reconstitution syringes and safety boxes) 
	July 2006 (Q3)

	GAVI and Vaccine Fund
	7. Develop schedule for timely distribution of equipment to facilities 
	October  2006 (Q4)

	GAVI and Vaccine Fund
	8. Construct  35 incinerators in identified districts 
	April 2006 (Q2)

	GAVI and Vaccine Fund
	9. Train ….for the utilisation and maintenance of the incinerators
	April 2006 (Q2)

	GAVI and Vaccine Fund
	10. Conduct quarterly monitoring/ supervisory visits
	April 2006 (Q2)

	GAVI and Vaccine Fund
	11.Training of Focal points at divisional level for improved reporting of AEFI
	April 2006 (Q2)

	GAVI and Vaccine Fund
	12. Conduct monthly supervisory visits
	April 2006 (Q2)

	GAVI and Vaccine Fund
	13. Develop plan for advocacy and communication on injection safety and disposal 
	April 2006 (Q2)

	GAVI and Vaccine Fund
	14. Develop IEC materials on injection safety issues
	April 2006 (Q2)

	GAVI and Vaccine Fund
	15. Establish and sustain relevant committees for safe injection and waste disposal following the draft national policy doc.
	January 2006 (Q1)

	NB: See Immunization Injection Safety Policy and Plan of Action 2006-2010 for objectives and activities within 2006-2010. 


 (Use as many rows as necessary

8. New and under-used vaccines

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

Hepatitis B virus infection is very common and the carrier rate for hepatitis B antigen in Sub-Saharan Africa is 5-20% as estimated by WHO, which is the highest in the world and its is assumed that Liberia falls within the range.

In Liberia, children under five are the most affected by meningitis during meningitis outbreaks from the limited information available in the country. However, due to the civil war and devastation of the health system, and thus weak surveillance and laboratory network, there is no information on meningitis and the prevalence of meningitis caused by Haemophilus influenza type B before 2004. But in 2004, 67 cases were reported of which 37 were laboratory investigated and four were found positive for n. meningitis and one for heamophilus influenza type B. In 2005, 83 cases were reported and no positive results.   

Yellow fever is endemic and epidemics occur from time to time in Liberia.

Hepatitis B and Hib surveillance will be incorporated in the integrated surveillance system in 2007 with the introduction of the Pentavalent vaccine.

Global Goals: By 2002, 80% of all countries with adequate delivery systems will have introduced hepatitis B vaccine. By 2007, all countries

National Objective based on Global and Regional Goals: To introduce HepB by 2007

Milestones: 

2006: 100% districts have adequate delivery system and community demand in place
2007: 100% districts have introduced HepB vaccine 
2008: 100% districts improve disease surveillance
2009: 100% districts improve disease surveillance
2010: 100% districts improve disease surveillance

Global Goals: By 2005, 50% of the poorest countries with high disease burdens and adequate delivery systems will have introduced Hib vaccine

National Goals based on Global and Regional Goals: To introduce Hib by 2007

Milestones: 

2006: 100% districts have adequate delivery system and community demand in place
2007: 100% districts have introduced Hib vaccine 
2008: 100% districts improve disease surveillance
2009: 100% districts improve disease surveillance
2010: 100% districts improve disease surveillance

Global Goals: By end 2004, at least 80% countries already giving YF vaccine will have YF coverage same as Measles.

National Objective based on Global and Regional Goals: YF coverage equal to measles coverage by 2010

Milestones:

2006: 80% districts will have same coverage as measles
2007: 90% districts will have same coverage as measles
2008: 100% districts have same coverage as measles 
2009: 100% districts will have same coverage as measles
2010: 100% districts have same coverage as measles
· Assessment of burden of relevant diseases (if available): Not available: Information indicates of many studies conducted in Liberia to determine Hepatitis B prevalence, and good surveillance systems for meningitis in the past. However, information was looted during the civil war.
	Disease
	Title of the assessment
	Date
	Results

	 
	
	
	

	
	
	
	


· (For Europe and Asia countries requesting support for Hib Vaccines). WHO advise on Hib introduction is attached:
	· WHO advise on introduction of Hib in this country
	Document number N/A


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

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

 - Not introduced yet
· Summary of the action points that address possible implications for storage capacity, staff training, cold chain, measures to avoid freezing of vaccines, logistics, drop out rate, wastage rate etc… in the Plan for Introduction of New and Under-used Vaccines :
The strategic plan of action makes the following provisions to address the above mentioned possible implication:

The current cold chain and logistics system will be expanded by establishing seven cold chain storage, repair and maintenance workshops in strategic sites, introduction of solar and gas fridges in identified health facilities, procurement of vehicles for all 15 counties/districts and training of staff in cold chain, logistics and vaccine management at all levels. The plan also makes provisions to introduce the RED approach to address well organization and coordination of immunization systems (see strategic plan 2006-2010 – No. 5. Strategies planned by component (Objectives, strategies and activities). 
· First preference: required number of doses and presentations of requested new and under-used vaccines. (For each one of the requested first preference of  new and under-used vaccine, please use provided formulae) 
	Table 8.1: Estimated number of doses  of   PENTAVALENT  vaccine 

	
	
	Formula
	2006
	2007
	2008
	2009
	2010
	2011

	A
	Number of children to be vaccinated with the first dose 1  
	#
	
	125462
	136405
	147892
	152328
	156898

	B
	Percentage of vaccines requested from The Vaccine Fund 2
	%
	
	100
	100
	100
	100
	100

	C
	Number of doses per child 
	#
	
	3
	3
	3
	3
	3

	D
	Number of doses 
	A x B/100 x C
	
	376386
	409215
	443676
	456984
	470694

	E
	Estimated vaccine wastage factor
	See list in table (
	
	1,11
	1,09
	1,08
	1,06
	1,05

	F
	Number of doses ( incl. wastage)
	 D  x E
	
	417788
	446044
	479170
	484403
	494229

	G
	Vaccines buffer stock 3  
	F (-F of previous year) x 0.25
	
	104447
	0
	0
	0
	0

	H
	Number of doses per vial
	#
	
	2
	2
	2
	2
	2

	I
	Total vaccine doses requested
	F + G
	
	522236
	446044
	479170
	484403
	494229

	J
	Number of AD syringes (+ 10% wastage)
	(D + G) x 1.11
	
	533725
	454229
	492480
	507252
	522470

	K
	Reconstitution syringes (+ 10% wastage) 4
	I / H x 1.11
	
	289841
	247555
	265939
	268844
	274297

	L
	Total of safety boxes (+ 10% of extra need) 
	(J + K) / 100 x 1.11
	
	9142
	7790
	8418
	8615
	8844

	1 To insert the number of infants that will be vaccinated with the first dose only (as indicated in table 4). 

2 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.
3 The buffer stock for vaccines is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. 

4 It applies only for lyophilized vaccines;  write zero for other vaccines.


	· Table ( : Wastage rates and factors Countries are expected to plan for a maximum of 50% wastage rate for a lyophilized vaccine in 10 or 20-dose vial, 25% for a liquid vaccine in a10 or 20-dose vial, 10% for any vaccine (either liquid or lyophilized) in 1 or 2-dose vial, and to reduce it in the following years.

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

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


· Second preference: Required number of doses and presentations of requested new and under-used vaccines, if first preference is not available. (Please use provided formulae as per table 8.1) 

	Table 8.2: Estimated number of doses of  Yellow Fever vaccine 

	

	

	
	
	Formula
	2006…
	2007…
	2008…
	2009…
	2010…

	A
	Number of children to be vaccinated 2  
	#
	115015
	121280
	129226
	137540
	144712

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	100
	100
	100
	100
	100

	C
	Number of doses per child 
	#
	1
	1
	1
	1
	1

	D
	Number of doses 
	A x B/100 x C
	115015
	121280
	129226
	137540
	144712

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	1.6
	1.6
	1.6
	1.6
	1.6

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	184024
	194048
	206762
	220064
	231539

	G
	Vaccines buffer stock 5  
	F x 0.25
	46006
	0
	0
	0
	0

	H
	Number of doses per vial
	#
	20
	20
	20
	20
	20

	I
	Total vaccine doses 
	F + G
	230030
	194048
	206762
	220064
	231539

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	178733
	134621
	143441
	152669
	160630

	K
	Reconstitution syringes (+ 10% wastage) requested 6 
	I / H x 1.11
	12767
	10770
	11475
	12214
	12850

	L
	Total of safety boxes (+ 10% of extra need) requested
	(J + K) / 100 x 1.11
	2126
	1614
	1720
	1830
	1926

	
	Based on the actual 2005 achievements and projections for the following years

	A
	Number of children to be vaccinated 2  
	
	115015
	121280
	129226
	137540
	144712

	J
	Number of AD syringes (+ 10% wastage) requested
	
	178733
	134621
	143441
	152669
	160630

	K
	Reconstitution syringes (+ 10% wastage) requested 6
	
	12767
	10770
	11475
	12214
	12850

	L
	Total of safety boxes (+ 10% of extra need) requested
	
	2126
	1614
	1720
	1830
	1926

	1 GAVI/The Vaccine Fund supports the procurement of AD syringes to deliver two doses of TT to pregnant women. If the immunization policy of the country includes all Women in Child Bearing Age (WCBA), GAVI/The Vaccine Fund will contribute to a maximum of two doses for Pregnant Women (estimated as total births)
2 To insert the number of infants that will complete vaccinations with all scheduled doses of a specific vaccine. 

3 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.
4 A standard wastage factor of 2.0 for BCG and of 1.6 for DTP, Measles, TT, and YF vaccines is used for calculation of  INS support
5 The buffer stock for vaccines and AD syringes is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. Write zero under other years. In case of a phased introduction with the buffer stock spread over several years, the formula should read: [ F – number of doses (incl. wastage) received in previous year ] * 0.25.

6 It applies only for lyophilized vaccines; write zero for other vaccines.


· Second preference: Required number of doses and presentations of requested new and under-used vaccines, if first preference is not available. (Please use provided formulae as per table 8.2) 

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

· Conduct quarterly supportive supervision and on site training: 2006-2010

· Timely forecast, procurement and distribution of planned cold chain equipments and maintenance of cold chain equipment and logistics: 2006-2010
· Production and use of Behavioural Change documents: 2006
· Establish EPI logistics workshop in the 7 identified satellite sites of the cold chain: 2006

· Regular monitoring of stock management: 2006-2010

· Training of immunization staff in all components of immunization: 2006-2010

· Review vaccine and others related supplies usage for all strategies and costing: 2006

· Review total human resource needs and fill vacant EPI posts at all levels: 2006

	· Attached is the plan of action for introduction of vaccinations with new or under-used vaccines (if already contained within the national multi-year plan, indicate pages)
	Document number 5 page 18 and 25


9. Financial analysis and planning 
Assured long term financing is crucial for maintaining program improvements and sustaining the introduction of new vaccines.  Meeting the financial requirements of improved and expanded immunization programs has proven to be the biggest challenge that countries and their partners face.  The financial analysis of the estimated cost of immunization (including the introduction of a new vaccine) is summarised in three major areas for the next years (see the document attached hereby): 

1. Rigorous analyses of the current and projected future costs for the program for the next years; 

2. Projected financing from all sources for the same time period; 

3. Description of the highest priority actions that the government/ will take to fill any resource gaps.

NB: The strategic plan of action 2006-2010 incorporates financial sustainability plan with clear planned contribution of the Government of Liberia for the given period. 
· For countries that have already completed a Financial Sustainability Plan (FSP): 
	· The attached document is an update of the program costs, financing projections and the plan of action for addressing the financial gap (if already contained within the national, comprehensive  multi-year plan, indicate pages)
	Document number: N/A 


· For countries that have not completed a FSP:

	· The attached document summarises the results of most recent efforts to conduct the needed financial analyses and prepare a FSP. (if already contained within the national, comprehensive  multi-year plan, indicate pages)
	Document number 5 page 27 and 46-50


Please follow the latest version of the financial analysis tool which is available @ http://www.who.int/immunization_financing/tools/annexes/en/
10. Summary of requests to GAVI and the Vaccine Fund

With reference to all points presented above, the Government of  Liberia, considering that its DTP3 coverage for 2005 was 62% (as of 1st September 2005) corresponding to 81,956 number of children receiving 3 doses of DTP, requests the Alliance and its partners to contribute financial and technical assistance required to increase immunization of children.

Specifically, the Government hereby applies for the following types of support from GAVI and the Vaccine Fund:
· Support for Immunization Services               
      
 YES 
· Support for New and Under-used vaccines         

 YES
· Support for Injection Safety                                                YES        

10.1
SUPPORT FOR IMMUNIZATION SERVICES 

GAVI and the Vaccine Fund are requested to fund the strategies for strengthening immunization services in year 2006-2010 according to the number of additional children (as compared to the baseline) that are targeted to be immunized with DTP3 as presented in table 4, namely 101,484; 114,310; 123,482; 134,582 and 140,142 (number of children). Funds will also be requested for following years as estimated in table 4.

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

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

The funds are transferred to the Ministry of Health and Social Welfare, UNICEF and WHO Joint account. The National EPI Programme submits estimates on budget items to the ICC through the TCC sub-committees. The agreed budget is submitted to the financial controller of the Ministry of Health and Social Welfare to prepare the check for signature by the core partners, MOH & SW with UNICEF or MOH & SW with WHO. Funds will be released to the EPI programme through the Financial Controller of the Ministry of Health & Social Welfare.  This ensures that the funds are monitored both by the ICC and the Ministry of health Financial Mechanisms. At its quarterly meetings, the ICC monitors progress on use of funds and reports and financial returns will be discussed at ICC meetings. The accounts will be audited both through the MOH & SW accounting system and any other external auditing systems as agreed by the ICC.

· Countries requesting immunization services support should submit the “Banking Details” form (Annex 2) with their proposal. 
Filled Banking Details form attached
10.2
SUPPORT FOR NEW AND UNDER-USED VACCINES 

GAVI and the Vaccine Fund are requested to fund the introduction of New and Under-used Vaccines by providing the following vaccines: (fill in only what is being requested from the Vaccine Fund in line with tables 8.1 and 8.2)
	Table 10.1: New and under-used vaccines requested from GAVI and the Vaccine Fund (fill in the annual amount of row “I” of table 8.1. Specify one add. row for each presentation of any vaccine as per table 8.2)

	Vaccine presentation


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

	Pentavalent vaccine
	2
	January 2007
	522236
	446044

	YF vaccine
	20
	January 2006 
	230030
	194048

	NB: Yellow Fever vaccine approved for Liberia for 2006 is 115,500 ten (10) dose vial.

	* Vaccines will also be requested for following years as described in tables 8.1 and 8.2


· Vaccines will be procured:
By UNICEF                                               

· (If vaccines are proposed to be procured by the Government) 
Process and procedures of the National Regulatory Authority to control the purchase and delivery of vaccines into the country, including weaknesses, constraints and planned measures to improve the control system: 

Vaccines will be procured by UNICEF
· (In case you are approved, you will be entitled to receive a lump-sum of US$ 100,000 to facilitate the introduction of new vaccines) Please submit the attached “Banking Form”( Annex 2) with the proposal, in case you have not yet already done so for other types of support from GAVI/The Vaccine Fund..


Filled Banking Form is attached  

10.3
SUPPORT FOR INJECTION SAFETY 

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



The equivalent amount of funds
	Table 10.2a*: Summary of total supplies for safety of vaccinations with BCG, DTP/PENTAVALENT, TT, MEASLES and YF, requested from GAVI and the Vaccine Fund for three years  (2006-2008) including Pentavalent needs from 2007 (fill in the total sums of rows “J, K and L” of tables 7.1,7.2, 7.3, 7.4 and 7.5). After 2008 only the support for injection materials for pentavalent (introduced in 2007) will be expected for 2009 to 2011 from GAVI

	
	ITEM
	2006.
	2007.
	2008.
	20..

	J
	Total AD syringes
	for BCG
	234, 640
	170,597
	185,477
	

	
	
	for other vaccines
	1,172,359
	1,073,755
	1,039,945
	

	 K
	Total  of reconstitution  syringes 
	57,853
	339,209
	300,528
	

	 L
	Total  of safety boxes
	16,260
	17,578
	16,938
	


* Summary of total supplies based on 2005 field achievement and projections 
	Table 10.2b*: Summary of total supplies for safety of vaccinations with BCG, DTP, TT, MEASLES and YF, requested from GAVI and the Vaccine Fund for three years (2006-2008) including Pentavalent needs from 2007 (fill in the total sums of rows “J, K and L” of tables 7.1, 7.2, 7.3, 7.4 and 7.5). After 2008 only the support for injection materials for pentavalent (introduced in 2007) will be expected for 2009 to 2011 from GAVI

	
	ITEM
	2006.
	2007.
	2008.
	20..

	J
	Total AD syringes
	for BCG
	234,640
	170,597
	185,477
	

	
	
	for other vaccines
	1,025,317
	1,021,144
	963,659
	

	 K
	Total  of reconstitution  syringes 
	48,848
	332,896
	283,531
	

	 L
	Total  of safety boxes
	14,528
	16,923
	15,903
	


* Summary of total supplies based on data in the Joint Reporting Form and GAVI Progress Report (May 2005)
NB: The Government of Liberia appeals to GAVI to consider table 10.2a 
· (In case you request funds equivalent to the above supplies at the prices obtained by UNICEF) Please submit the attached “Banking Form”(Annex 2) with the proposal, in case you have not yet already done so for other types of support from GAVI/The Vaccine Fund.
Filled Banking Form attached

11.  Additional comments and recommendations from the ICC 

· The Government of Liberia through the Ministry of Health and Social Welfare and its ICC highly appreciated the support given to the immunization programme for the Strengthening of Immunization Services, injection equipment support and introduction of new and underused vaccines. 
· UNICEF has committed itself for supply of injection equipments for all injectable vaccines for the coming three years. The MOH & SW and the ICC are therefore requesting GAVI and the Vaccine Fund to provide funds for injection equipment related activities as per the Immunization Injection Safety Policy and Plan of Action 2006-2010.  

· The introduction of Hep B and Hib Vaccines to the national EPI programme in line with Global Immunization Vision and Strategy and renewed GAVI and Vaccine Fund commitment is a very welcome development to sustainable development of child survival and development in Liberia. The Government of Liberia and the ICC recommends GAVI and the Vaccine Fund to facilitate the smooth introduction of the Pentavalent vaccine in January 2007.   
· The Government of Liberia through the Ministry of Health and Social Welfare commits its self to ensure the implementation of the National EPI strategic Plan of action 2006-2010, which plan incorporated financial sustainability of the EPI programme with clear planned contribution of the Government of Liberia. 
· The Ministry of Health and Social Welfare and the ICC partners, safe guards the mechanisms to ensure transparency and accountability in handling of funds from all sources. 
ANNEX  1 
Index of documents attached 

	Section of proposal
	Document Subject
	Document number

	3
	A copy of the relevant section(s) of strategies for health system development
	1

	4
	a) The terms of reference of the ICC
	2.1

	
	b) The ICC’s workplan for the next 12 months
	2.2

	
	c) The minutes of the three most recent ICC meetings or any meetings concerning the introduction of new or under-used vaccines or safety of injections
	2.3

	5
	a) Most recent, national assessment report(s) on the status of immunization services
	3.1-3.4

	
	b) Summary of the recommendations of the assessment report(s) with remarks on the status of implementation of each recommendation.
	4

	6
	A complete copy (with executive summary) of the comprehensive Multi-Year Immunization Plan or of the relevant pages of the health sector plan
	5

	7
	a) The Situation Analysis of Injection Safety and Waste Disposal or Report of the most recent Injection Safety and Waste Disposal Assessment
	6

	
	b) An update of the implementation status of recommendations from recent injection safety assessment or injection safety components from a broader review.
	7

	
	c) The Policy on Injection Safety and Waste Disposal or a Draft Policy awaiting endorsement
	7

	
	d) The plan to achieve Safe Injections (including plans for transition to auto-destruct syringes) and Safe Management of Sharps Waste or relevant pages of the health plan.
	7

	8
	a) WHO’s advise on introduction of Hib in this country (for European and Asian countries)
	N/A

	
	b) Plan of Action for the introduction of new or under-used vaccines into immunization services (if already contained within the national, multi-year plan, please indicate page and paragraphs)
	5  Pages 18 & 25 

	9
	Updated Financial Sustainability Plan (or a summary of the relevant financial analysis for preparation of the FSP)
	5 pages 27 & 
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ANNEX  2
	GLOBAL ALLIANCE FOR VACCINES AND IMMUNIZATION


	
	Banking  Form

	

	SECTION 1 (To be completed by payee)

	
	

	In accordance with the decision on financial support made by the Global Alliance for Vaccines and Immunization and the  Vaccine Fund  dated . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ,  

the Government of . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . , 

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



	Name of Institution:

(Account Holder)
	

	Address:
	

	
	

	
	

	City – Country:
	

	Telephone No.:
	
	Fax No.:
	

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

	For credit to:       Bank account’s title
	

	Bank account No.:
	

	At:                    Bank’s name
	

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

	By whom is the account audited?
	

	Signature of Government’s authorizing official:



	
Name:
	
	Seal:



	Title:
	
	

	Signature:
	
	

	Date:
	
	

	
	
	


	SECTION 2 (To be completed by the Bank) 

	

	FINANCIAL INSTITUTION
	CORRESPONDENT BANK 

(In the United States)

	Bank Name:
	
	

	Branch Name:
	
	

	Address:


	
	

	
	
	

	City – Country:
	
	

	
	
	

	Swift code:
	
	

	Sort code:
	
	

	ABA No.:
	
	

	Telephone No.:
	
	

	Fax No.:
	
	

	
	
	

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

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



	1  Name:

Title:
	
	Signature:                    
	

	
	
	Date:
	

	2  Name:

Title:
	
	Seal:

	
	
	

	
3  Name:

Title:
	
	

	
	
	

	4  Name:

Title:
	
	

	
	
	


COVERING LETTER

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

                                                           



Att. Dr Julian Lob-Levyt
                                                           



Executive Secretary

                                                           



C/o UNICEF

                                                           



Palais des Nations

                                                           



CH 1211 Geneva 10

                                                           



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

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


	
	Name
	
	
	Title

	Government’s authorizing official
	
	
	
	

	Bank’s authorizing official 
	
	
	
	

	

	                                    

	Signature of UNICEF Representative:



	Name
	Ms. Angela Kearney

	Signature
	

	Date
	

	
	


� The formula to calculate a vaccine wastage rate (in percentage): [ ( A – B ) / A ] x 100.   Whereby : A = The number of doses distributed for use according to the supply  records with correction for stock balance at the end of the supply period; B =  the number of  vaccinations with the same vaccine in the same period. For new vaccines check table (  after Table 7.1.
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