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

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

Enquiries please to: Dr Tore Godal, tgodal@unicef.ch or representatives of a GAVI partner agency. 

All documents and attachments must be submitted in English or French.

1. Signatures of the Government 

The Government of The Republic of Malawi commits itself to develop the national immunization services on a sustainable basis in accordance with the multi-year plan presented with this document, and to annually review districts performance on immunization through a transparent monitoring system. The Government hereby requests the Alliance and its partners to contribute to the unmet needs for financing, material and technical assistance required in accordance with the plan.

Signature:
…………………………………………...

Title:
…………………………………………...

Date:
…………………………………………...

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

We, the undersigned members of the Inter-Agency Coordinating Committee endorse this proposal on the basis of the supporting documentation which is attached :

Agency/Organization
Name/Title
Signature

















































Signed this day of : _____________/2000 

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

Name : ……………………………
Title/Address : ……………………………….

Tel.No. : ………………………….   

            ………………………………..

Fax No. :………………………….. 

            ………………………………..

E-mail :……………………………                         ………………………………. 
2. Immunization-related fact sheet

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

Population
9,838,486
GNP per capita
$US 170

Infants 0-11 months
393,539
Infant mortality rate 
134 / 1000

Percentage of GDP allocated to Health
3.3%
Percentage of Government expenditure for Health Care
9.0%

Health system development status

Please find attached background documentation on:

· Overall government health policies and strategies 
Document number……1……..

· Structure of the government health services at central, provincial and peripheral levels and how it relates to immunization services (with an organizational chart)

Document number……2……..

· Status of the ongoing or planned health reforms (e.g. decentralization, integration of functions, changes in financing) as it impacts on immunization services


Document number……3……..

· Government policies and practices on private sector participation, as it relates to immunization


Document number……4……..

Immunization coverage trends

As per annual reporting to UNICEF/WHO
Vaccine preventable disease burden

As per annual reporting to UNICEF/WHO

Vaccine
Reported
Survey
Disease
Reported cases
Estimated cases/deaths


1998
1999
1998
1999

1998
1999
1998
1999

BCG
100
87
-
86
Diphtheria
0
0
0
0

DTP3
96
85
-
88
Pertussis
0
0
0
0

OPV3
93
77
-
87
Polio
0
0
0
0

Measles
90
82
-
85
Measles
3591
152
0
0

TT2+ 

Pregnant Women
81
63
-
-
NN Tetanus
11
9
0
0

Hib
-
-
-
-
Hib
-
-
-
-

Yellow Fever
-
-
-
-
Yellow fever
-
-
-
-

HepB
-
-
-
-
HepB seroprevalence (if available)
-
-
-
-

3. Profile of the Inter Agency Coordinating Committee (ICC) 

(Various agencies and partners supporting immunization services in the country are coordinated and organized through an inter-agency coordinating mechanism which is referred to in this document as ICC)

· Name of the ICC:
MALAWI INTER-AGENCY COORDINATING COMMITTEE
· Date of constitution of the current ICC: 29TH APRIL 1998
· Organizational structure (e.g., sub-committee, stand alone): STAND ALONE
· Frequency of meetings: QUARTERLY AND AS NEED ARISES
· Composition :

Function


Title / Organization
Name

Chair


Controller of Preventive Health Services in The Ministry of Health and Population
DR H. SOMANJE

Secretary


National EPI Manager – Ministry of Health and population
MRS A.D. KATSULUKUTA

Members
· WHO

· UNICEF

· DFID

· ROTARY

· JICA

· USAID

………….
DR N. TEKLEMICHAEL / DR P. MKANDA

DR M. CISSE / MR A. MUNYIMBILI

MS JENNY ALLAN

MR  G. TSAKA

MR N. KUJITA / MR KACHALE

Ms J. E. LA  Rosa /MR.NYIRONGO

 

· Major functions and responsibilities :

· ENDORSEMENT OF EPI PLANS OF ACTION

· COORDINATING DONOR SUPPORT

· ENSURING THAT INTERNATIONAL AND GOVERNMENT POLICIES ARE DESSIMINATED ACCORDINGLY

· The following diagram shows the ICC functional relationships with other institutions in health sector :


                   NGOs                                                                       MOH & P
                                              ICC

                 CHAM                                                       COLLABORATING PARTNERS

Find attached the following documents :

· Terms of reference of the ICC


Document number……5…….

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


Document number……6…….

4. Immunization services assessment

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

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

Title of the assessment
Main participating agencies
Dates

NATIONAL EPI COMPREHENSIVE REVIEW REPORT
UNICEF, WHO, MOH&P
JULY 1999

· The following are the three major problems identified in the assessments :

· DECREASING TRENDS IN POLIO, DPT, AND TTV COVERAGES

· TRANSPORT PROBLEMS (VEHICLE MAINTENANCE)

· INADEQUATE SUPERVISION AT ALL LEVELS

· The following are the three major recommendations in the assessments :

· SUSTAINING HIGH ROUTINE IMMUNIZATION COVERAGES, IDENTIFYING HIGH RISK AREAS AND CONDUCTING CATCH-UP CAMPAIGNS

· TIMELY MAINTENANCE OF VEHICLES BY DISTRICTS

· REGULAR SUPERVISION

· Find attached a complete copy (with an executive summary) of :

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


Document  number…7..


· a list of the recommendations of the assessment report with remarks on the status of their implementation i.e. included in workplan, implemented, not implemented, in progress….   


Document  number…8..

· The following components or areas of immunization services are yet to be reviewed (or studied). They will be assessed on the following dates.

Title of the assessment
Year
USD

                           N/A



5. Multi-Year Immunization Plan

Based upon the recommendations of the assessment of immunization services, the Government has developed (or updated) the multi-year immunization plan or adjusted the health sector plan.

· Please find attached a complete copy (with executive summary) of  the Multi-Year Immunization Plan or of the relevant pages of the health sector plan. 


Document number…9….

· The EPI Unit plans to produce a 5 year Plan of Action later in the year.

· As per 1999 annual report to UNICEF/WHO

1999

Children vaccinated with DTP3 
325,822

Used doses of DTP
329,104

· Estimated annual targets


2000
2001
2002
2003
2004
2005

Children planned to be vaccinated with DTP3
404500
412500
420000
428000
436500
444500

Doses of DTP planned to be used
505600
516000
525500
535000
546000
556000


Figure rounded up to thousands

6. New and under-used vaccines

Find below a summary of those aspects of the plan, mentioned in section five,  that refer to introduction of new and under-used vaccines.

· Assessment of burden of relevant diseases (if available):

Disease
Title of the assessment
Date
Results

HEPATITIS B
HbsAG PREVALENCE AMONG PREGNANT WOMEN IN MALAWI
1998
6.2%

HEPATITIS B
HIV-1, HbsAG, AND SYPHYLLIS AMONG BLOOD DONORS AT Q.E. CENTRAL HOSPITAL IN MALAWI
1999
9.0%

· (If monovalent vaccine is requested) Hereunder is the rationale for the choice of monovalent vaccine :

WOULD PREFER PENTA-VALENT DPT-HepB-Hib VACCINE



· Planning for DPT-HepB-Hib vaccination:


2001
2002
2003
2004
2005

Target group
416,500
424,500
432,500
440,500
449,000

Preferred vial size(s) 
10
10
10
10
10

Reserve Stock 
25%
-
-
-
-

Estimated wastage rate
30%
30%
30%
30%
30%

Total vaccine doses required
2,231,250
1,823,600
1,853,600
1,887,900
1,924,300

% of vaccines requested from the Fund
100%
100%
100%
100%
100%

AD syringes (target group x 3 plus 10% wastage)
1,388,400
1,415,000
1,441,700
1,468,400
1,496,700

· Planning to switch to disposable injection technology for the other vaccines

In a recent survey, it was found that 53% of the health facilities were using sterilisable syringes and needles, 16% were using disposable syringes, and 31% were using auto-disable syringes (mostly left over from previous measles catch -up campaign. Since it will be practically unfeasible to sustain two different injection technologies, Ministry of Health and Population, recognizes the need to change to giving measles vaccine with auto-disable syringes and BCG vaccine with disposable syringes (because no auto-disable syringe is yet available in BCG size).  Incineration boxes will also be required for the effective disposal of all used sharps.


2001
2002
2003
2004
2005

Target group
416,500
424,500
432,500
440,500
449,000

AD syringes for Measles( Target group x 1 plus 10% wastage
458,150
466,950
475,750
484,550
493,900

Disposable Syringes for BCG (Target group x 1 plus 10% wastage)
458,150
466,950
475,750
484,550
493,900

Incineration boxes (one 5-litre box per 100 used syringes) for ALL vaccines
23,100
23,500
24,000
24,500
25,000

· Find attached the plan of action for vaccinations with new or under-used vaccine)
Document number…10…

7. Unmet needs requiring additional resources

· Tables of expenditure for 2000 and resource needs (other than new vaccines) detailing the sources of funds for each line item and for each year are attached in Annex 1.
Document number .11….

· Find  a list of financial sustainability strategies and of current/projected financing mechanisms for immunization including agreements made with other agencies at the end of this application form(i.e.: Vaccine Independence Initiative). The relevant documents are attached.

· We summarize hereunder the support to immunization generated from the poverty reduction strategies (including the use of funds freed by debt relief), of which relevant pages are attached.
Document number……

Discussions are underway regarding Debt relief. When the Government of Malawi will benefit from Funds freed by Debt Relief, the Ministry of Health will in turn benefit from  the debt Relief. Through the Ministry of Health and Population budgetary allocation, the EPI activities will consequently benefit from this debt relief.


8. Preferred channel of funds 

        (Only for countries seeking support from the immunization services sub-account) 

· From the immunization services sub-account, funds will be transferred to the country through the following channel or system (tick only one) :

Directly to the Government

Through a partner agency
X
Through an independent third party


· In the following box we describe how the mechanism will operate and how it will address transparency, standards of accounting, long-term sustainability and empowerment of the government.

GFCV (  UNICEF ( ICC  (  GOVERNMENT

*The above diagram will ensure:

 -Sustenability and advocacy at high levels in the government

 -Interaction and accountability between Government and various partners



9. Country concerns

The following are the ICC’s concerns and recommendations while submitting this proposal :

· NEED FOR A SURVEY TO QUANTIFY THE MAGNITUDE OF HEPATITIS B AND HAEMOPHILUS INFLUENZA TYPE B IN MALAWI DESPITE FINDINGS OF SUBMITTED STUDIES LIMITED TO FEW HOSPITALS



 ANNEX 1

Statement of financing and of unmet needs for immunization (USD ,000) 

Table 1: Expenditure 1999

Ref.

#
Category / Line item
Central Govern-ment
Donor1 

WHO
Donor 2

UNICEF (including DFID contribution)
Total Expenditure in 1999



1.
Vaccines, AD syringes…







1.1
· Vaccines
216.3

1,177.4
1,393.7



1.2
· AD Syringes


60.0
60.0

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





2.1
.       Fridges


87.9
87.9

2.2
· Cold Boxes


28.2
28.2

2.3
· Transport
278.9

111.4
390.3








3.
Other item immunization specific







3.1
· Disease  surveillance 

142.0

142.0

3.2
· Monitoring and evaluation


12.7
12.7

4.0
Other costs





4.1
.       Salaries
667.7


667.7

4.2
.       Stationery
166.8


166.8

4.3
.       Megaphones


118.4
118.4

Total expenditure in 1999


1,573.7
142.0
1,596.2
3,311.7

Table 2

Budget for 1999

                                                    Contributions committed by partners

Ref.

#
Category / Line item
Central Govern-ment
Donor 11

WHO
Donor 2

UNICEF (including DFID contribution)
Total projected needs
Unmet needs

1.
Vaccines, AD syringes…








1.1
· Vaccines
218.3

1,177.4
1,393.7
0

1.2
· AD syringes


60.0
60.0
0

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






2.1
· Central vaccine store



13.9
13.9

2.2
· Regional vaccine stores



13.5
13.5

2.3
· Districts vaccine stores



34.4
34.4

2.4
· Refrigerators and freezers



277.8
277.8

2.5
· Cold boxes and carries


28.2
5.3


2.6
· Transport and spare parts
278.9

111.4
437.3
47.0

2.7
· Tools



36.3
36.3

2.8
· Central EPI unit



9.2
9.2

2.9
· Training



82.8
82.8

2.10
· Solar powered equipment



135.4
135.4

3.
Other item immunization specific








3.1
.       Disease surveillance

142.0




3.1
· Megaphones


118.4
113.4


4.0
Other costs






4.1
.    Salaries
887.7


887.7


4.2
.    stationery
188.9


188.9


Total commitment 


1,573.7
142.0
1,598.2
3,648.6
652.3

Table 3

Budget for 2000

Contribution committed by partners

Ref.

#
Category / Line item
Central Govern-ment
Donor 1
WHO
Donor 2

UNICEF
Donor 3

DFID
  Donor 4

  JICA
Total projected needs
Unmet needs

1.
Vaccines, AD syringes…










1.1
· Vaccines



490.7

490.7
0

1.2
· Re-usable syringes


647.9
201.8

849.7
0

1.3
· AD syringes





2,935.9
2,935.9

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






-

2.1
· Equipment


50.0
115.9

349.7
183.8

2.2
· Transport
278.9




300.0
21.1

2.3
· Rehabilitation of Cold Chain




3,075.3
3,729.4
654.1



3.
Other item immunization specific










3.1
· Trainings in cold chain, and EPI refresher courses





127.8
127.8

3.2
· Social mobilization

50.8



75.8
25.0

3.3
· Disease surveillance

127.2



210.0
82.8

3.4
· Monitoring and evaluation


20.0


121.8
101.8

4.0
· Other costs








4.1
· Salaries
667.7







4.2
· Stationery
166.8







Total commitment 


1,113.4
178.0
717.9
808.4
3,075.3
8,890.8
4,132.3

ANNEX 2

Summary of documentation
 requested

Background information on Health System Development status

a) Overall government health policies and strategies 
Document number …1

b) Structure of the government health services at central, provincial and peripheral levels and how it relates to immunization services (with an organizational chart)

Document number …2

c) Ongoing or planned health reforms (e.g. decentralization, integration of functions, changes in financing) as it impacts on immunization services


  Document number…3

d) Government policies on private sector participation, as it relates to Immunization.
Document number…4

Profile of the Inter Agency Coordinating Committee (ICC)

e) Terms of reference of the ICC 


Document number…5

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

Document number…6

Immunization Services Assessment

g) Most recent, national assessment report on the status of immunization services
Document number…7

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


Document number…8

Multi-Year Immunization Plan

i) Complete copy (with executive summary) of the Multi-Year Immunization Plan or of the relevant pages of the health sector plan.
Document number…9

j) Action plan 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)

Document number…10

Unmet needs requiring additional resources

k) Tables of expenditure for 1999 and resource needs (Annex 1)

 
Document number…11

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

m) The priority given to immunization in the poverty reduction strategies for the use of funds freed by debt relief (for countries targeted in the HIPC initiative)
Document number……

DOCUMENT NUMBER : 2

1.1. FIGURE 1:
CURRENT ORGANISATIONAL STRUCTURE OF MOHP
2. MINISTRY OF HEALTH AND POPULATION
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KEY:
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…………………………………..





                                                    Ministry of Health and Population



Clinical and
Preventive Health
Nursing services
Health Technical
Health Planning
Finance &

Pop. Services
Services



Support Services
Services

Admin. Services





                National EPI Programme Manager





       National EPI Logistics
                National EPI

National EPI


       Officer


Stores Officer

Data Officer












               Regional EPI Officer












                  Regional Cold Chain










                   Technician









                  District MCH/EPI







                        Coordinator









                District Cold Chain







                 Technician


DOCUMENT NUMBER  3

1.0      THE FUTURE ORGANIZATION AND ADMINISTRATION

The new Government Policy on National Decentralization outlined in Act No. 42 of December, 1998 is aimed at devolving administrative authority to the district level. Government agencies at district and local levels will become one administrative unit, through the process of institutional integration, manpower absorption, and the composite budgeting and provision of funds.

District Assemblies will assume decision-making responsibility at district level. Composition of these assemblies will include many persons.  Including 5 to cater for the interests of special groups:  Each Assembly will have the power to establish committees and sub-committees.

Assemblies will have two major sources of funding, namely: locally generated funds and central government transfers.  All line Ministries will retain responsibility over policy formulation, policy enforcement, inspectorate, establishment of standards, training,  curriculum development and international representation.  Functions to be transferred to the District Assembly that affect the health sector will include:

1. Hiring and firing of medical, professional and auxilliary health staff members

2. Establishment, maintenance and management of services for the collection, removal and treatment of solid and liquid waste and public health inspection.

3. Supply of clean water

4. Management of all hospitals. Other than hospitals providing referral and medical training.

5. Management of all  health centres,  Dispensaries,  Maternity units,  child welfare services and other community health services.

6. Provision and management of maternal and child welfare services

7. Control of communicable diseases, including HIV/AIDS, leprosy, tuberculosis, vectors and spread of public health disease in the local government area.

8. Provision of ambulance services

Implications of Act 42 for MOHP Organizational Structure and Functions

The act transfers all managerial authority over health service delivery at district level from MOHP to local assemblies.  This transfer will be implemented in a phased manner.  In phase 1 local government will assume responsibility for planning, budgeting, financial management and accountability for all district level health services except those of district hospital which will still fall under the MOHP.  The District Assemblies (DAs) will inherit all personnel working in service areas to be taken.  The Assemblies will have full responsibility for payroll, hiring, disciplining and firing of personnel.  Central hospitals while awaiting autonomy will remain under MOHP.

During Phase II, towards the end of year 2000, all district services will be transferred to District Assemblies. MOHP will only maintain oversight and advisory links with district health service structures, either directly through District Assemblies for standards and regulation issues, or through the Ministry of Local Government on policy and advisory issues .

In effect, the MOHP’s role will completely change from that of service delivery to a more normative and policy oriented role with main functions for policy formulation and enforcement, standards formulation and regulation, and international representation.

IMPACT OF HEALTH SECTOR REFORM ON IMMUNIZATION SERVICES

The National EPI Programme will remain largely a ‘vertical’ entity, in view of its highly technical nature, although the districts will be wholly responsible for the delivery of immunization services.  Districts will maximize the impact of available resources through the formulation of effective plans of  action, and the efficient management of service delivery, in accordance with experience in other countries undergoing health reform.  

The central level will retain full responsibility for formulation of EPI policies and assisting the districts on the execution of these policies.  Central level will procure vaccines, injection equipment, cold chain equipment and supplies, and vehicles, will conduct epidemiological analysis of impact on vaccine-preventable disease, will monitor and evaluate programme performance, and train and supervise district staff.

Proposed MOHP Organisational Structure
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Obviously, the decentralization process is complicated and there are challenges in integrating the health sector’s policies on sector reforms with the devolved district health delivery structures.  Flexibility as the process moves forward will be essential.

Delivery and Management of Health Services in a Decentralized District Health System

Delivery of health care services will be through a district-based health care delivery system that shall have a two-tier management system, namely the Community Health Office and District Hospital Office.  The Community Health Office will be responsible for all primary health care services outside the hospital while the District Hospital Office shall be responsible for the secondary health care services provided in the district hospital

The Community Health Officer heading the Community Services Office and the District Medical Officer heading the District hospital services will both report to the DHO who will have responsibility for all management of all health services in the district.  Since issues of drug procurement, distribution and supply management have posed major problems for the MOHP, and yet are essential for the smooth functioning of the system the DHO will continue to purchase drugs on behalf of the DAs, following existing government procedures and regulations.  This will continue until such time as drug purchasing and other clinical and implementation issues are clearly outlined in a joint  Memorandum of Understanding (MOU) between MOHP and District Assemblies.

Coordination in a Decentralized Health System

Decentralization of the health sector poses many challenges for effective co-ordination.  With the delegation of many health functions to the districts, there is potential for more efficient use of available human and material resources.  However, this will  require close collaboration between all partners in planning and prioritization to meet validated needs. Commitment will be required from all health service providers and managers at district level irrespective of facility ownership.  Duplication of health services and training efforts will need to be avoided.

One of the most important issues requiring close collaboration under decentralization will be the funding of staff salaries and facility improvements.  Guidelines will be formulated by MOHP to prevent the abuse of resources and the deteriorating in quality of service.  Issues to be covered in the guidelines will include:

· Representation of service providers in district health management forum

· Guaranteeing equity in EHP services including formula for allocation of resources to districts for health activities to be approved by parliament.

· Including of all health facilities in the national maintenance programme

· Integrating of training plans.

· Harmonization of policies and resources to meet financial arrangements for patient referrals between MOHP and CHAM facilities.

Proper implementation of such guidelines will assist District Assemblies in the development and maintenance of an efficient health system, and will as an essential element of the health sector’s preparation for adoption of a Sector-Wide Approach.

Decentralization of Financial Management

The Medium-Term Expenditure Framework

The precursor to decentralization of financial management is the Treasury policy on the Medium-Term Expenditure Framework (MTEF).  The MTEF is a cost-based budgeting approach that emphasizes prioritization and costing of inputs for priority activities.  It is based on the principle that funds are allocated where activities take place.  As such it entails decentralization of budgeting and financial management systems.

Financial Management Decentralization

The decentralization of financial management to districts will be conducted in light of the dissolution of the regional health offices and the introduction of District Assemblies.  After decentralization, District Assemblies will be the financial decision-making bodies at District level.  In tertiary hospitals, financial management will be the responsibility of the hospital Boards.

Funding for Health Services

District Assemblies as indicated in the Local Government Act, will be responsible for  funding of district hospital services and peripheral health unit services.  Another source of funding for district services will be donors, who will be asked to channel their funding through central government under a Sector-Wide Approach to Programme support.  For tertiary hospitals, tripartite funding arrangements will be made between hospital boards.  MOHP and Ministry of Finance (MOF) In addition, district and tertiary hospitals will supplement their resources through user fee schemes.

Monitoring of Financial Management

Monitoring of financial allocations and utilization will be done at two levels:  the District Assembly or Hospital Board level and by central MOHP Monitoring at MOHP level will focus on ensuring equity and efficiency in the allocation and utilization of available resources as part of its policy role.  Periodic expenditure and allocation reports will be submitted from districts and central hospitals to MOHP and District Assemblies, as required by financial regulations and MOHP guidelines.

HOSPITAL AUTONOMY

Of the four central hospitals, the Ministry of Health and Population will give management autonomy in 1999 – 2004 to two : Lilongwe and Queen Elizabeth Central Hospitals, Zomba and Mzuzu referral hospitals will be considered in the second phase.

This will involve establishment of a legal framework, followed by the institution of Hospital management Boards to facilitate the process of making Queen Elizabeth and Lilongwe Hospitals fully autonomous.

DOCUMENT NUMBER   4

CURRENT SERVICES AND PROGRAMMES

The Ministry of Health and Population:

Nomenclature:

The Ministry of Health and Population offers a wide variety of services to the public.  Expansion of the range of services has been so great during the last decade, that nomenclature of services has growth with imprecision.  The Ministry of Health and  Population services tends to be categorized as curative and preventive.  These services include all those that generally comprise comprehensive health care systems: emergency care, obstetric care, reproductive health etc.

Health Services:

The services of the Ministry of Health and Population are currently provided at five levels within the context of PHC.

· Community

· Health centres and rural hospitals

· District hospitals

· Central hospitals

· Special hospitals

Services at the community level include outreach activities conducted through mobile clinic held either in public places or at manned or unmanned health posts.  Services at the community level stress activities and interventions associated with under fives care provided through one vehicle for many of the programmes.  The outreach activities include health education, discussion regarding environmental sanitation, information about treatment of diarrhoeal diseases etc.  Children’s weights and immunization records are recorded on “Road to Health Charts” which are retained by mothers and monitored at the clinics.  In addition, modest curative care is offered, but these services are limited by the fact that few of the workers at the community level have clinical training.  Children in need of curative treatment are generally referred to a fixed facility.

Health centres and rural hospitals offer similar services, except that rural hospitals were originally established with limited inpatient capacity which has been maintained.  Health centres include dispensaries, maternities, and units combining the two.  They generally offer curative services, prenatal care, post-natal care, infant care, and all the services offered by outreach clinics.  Many health centres conduct nutrition clinics attended by children who have been identified as underweight at under five clinics.  Nutrition clinics offer nutrition education, food preparation demonstrations, and free food supplements.

District Hospitals are the referral centres for health centres, and  also serve the local populations.  They offer out-patient and in-patient services, including maternity, paediatric, adult female, adult male, and often isolation facilities for communicable disease patients.  They also provide all the necessary support services, both medical (e.g. laboratory) and non-medical (e.g. laundry).  In additional preventive services offered at health centres and through outreach activities are also offered at district hospitals.

Central hospitals act as the district hospitals for that own district.  They are distinguished from district hospitals in that they provide specialist referral care for their respective regions.  They also act as training hospitals for the attached training institutions.

Special hospital offers very specific services, including mental health services, and  inpatient care for leprosy and tuberculosis cases.

Health Programmes:

The Ministry of Health and Population has often recognised the need to strengthen an initiated special programmes to develop, organize, and oversee the effort to change or improve health care.  Some programmes are on-going, others are intended to last only until the changes are fully institutionalized and integrated into the regular health service delivery system.  Still other efforts or activities by the Ministry of Health and Population are programme-like, but are not officially designated as programmes.  Currently there are a number of special programmes in effect, including the following:

· Expanded Programme on Immunization (EPI)

· Reproductive Health

· Control of Diarrhoeal Diseases (CDD)

· Nutrition

· Tuberculosis control

· Integrated Management of Childhood Illness (IMCI)

· Malaria control

The Reproductive Health Programme is regarded as essential to the strengthening of the maternal and child health services of the Ministry of Health and Population.  Family planning services are very recent, but will undoubtedly become even more important in future.  Currently they are available at all the district hospitals and the two central hospitals are now under way to extend services and to expand range of services available.

The EPI programme was initiated in 1976 as a pilot programme with emphasis on the strengthening of cold chain.  In 1978, the years of age began.  The programme currently offers measles, DPT, Polio and BCG vaccines to children under 5 years and Tetanus Toxoid vaccine to women of child bearing age.  Good coverage rates have been achieved among target groups.  The programmes current emphasis is on sustaining these rates.

Inter-and Intra-sectoral Coordination:

The overall goal of the health sector as set in the third National Health Plan was and still remains, namely to raise the health status of every Malawian.  However, the contribution of health services to improve health status is relatively modest.  Important determinants of improved health status are inter-sectral initiatives aimed at improving higher income, promoting education, better nutrition, safe water and sanitation, and safe housing.  As such the EHP is designed to take into consideration all inter-sectoral initiatives which have an impact on health status of the Malawi population.

A number of government and non-governmental organisations have initiated and promoted  many programmes that positively impact on health.  Some of these activities include community mobilization by the Ministry of Community Development, School health by MOH&P and Ministry of Education, water provision by the Ministry of Water Development, and promotion of food security programmes by the Ministry of Agriculture.

It is therefore recognized that several EHP elements are beyond the scope of any single sector, and will require inter-sectoral collaboration at a number of levels.  In particular, the provision of safe water supply and sanitation, improved nutrition, and behaviour modification will all depend on the collaborative efforts of several agencies.  Within an EHP, the role of each agency, the expected impact of the activities, and requirement for integration will be defined and implemented.

The Christian Hospital Association of Malawi (CHAM)

CHAM operates 20 hospitals, 39 health centres and 85 other health units, making a considerable contribution to the health sector in Malawi.  CHAM hospitals account for just over one-third of all admissions and in-patient.  CHAM rural hospitals provide about half of all admissions and in-patients but these facilities see less than 14% of total out patients first attendances.  CHAM which is heavily weighed towards in-patient care although this is changing rapidly in view of the support being given to Primary Health Care has significantly fewer health centres than the Ministry of Health and Population.

The range of specific services offered by CHAM is similar to that of the Ministry of  Health and Population, full curative services are offered at most CHAM facilities, and in recent years there have been successful efforts to establish some preventive services, usually MCH services, and mostly facility based.  Most preventive services are free of charge.  Sick children presented at under-five clinics are either treated or referred to the nearest appropriate health facility.  In addition to the environmental and maternal health services.  Reproductive Health advice and assistance is available.

Other Service Providers

Local Government, agencies other than CHAM, and private practitioners, also provide significant health care service to the public.  Services provided by Local  Government authorities are in the form of health centres and focus on maternity services.  Other agencies such as the Police, Army, estates, etc.  also provide a varying range of curative services to selected sub-populations.  In the case of private companies and estates, these are usually simple clinics staffed by auxiliary workers.  Private practitioners offer almost exclusively curative services.  Traditional practitioners also provide a variable range of mainly curative services, though  TBAs often provide some preventive services.

DOCUMENT NUMBER  5
ESTABLISHMENT OF AN INTER-AGENCY COORDINATING COMMITTEE

1. BACKGROUND

As a follow up to the polio eradication national immunization days and the increasing occurrence of measles epidemics, it was considered essential to focus efforts in the control of measles.  The Ministry of Health and Population decided that measles national immunization days should take place in due time, it became known that substantial amount of funds was available from donors for such an initiative.  It also became clear that the funds have a limited life span meaning that these have to be spent within a short period of time.  Because of the unique situation that exists as result of such limitations and constraints, it became all the more important that a task force and an inter-agency coordinating committee be established.

In one of the previous meetings between donors and Ministry of Health and Population, it was recommended that the task force that dealt with the polio NID, again be entrusted with the similar task for the measles immunization campaign and that an inter-agency coordinating committee (ICC) be established.  The inter-agency shall be a permanent committee and it shall assist in decision making for the overall functioning of the Expanded Programme on Immunization (EPI).

1.1 Membership of the ICC

For the time being, it is suggested that the following be members of the ICC although the list  may be increased in the future:

WHO, UNICEF, DFID, ROTARY, JICA, USAID, NORAD, Ministry of Health and Population.

1.1.1Terms of Reference:

The following are the terms of reference of the ICC.

A. Coordination:

The inter-agency Coordinating Committee will:

· Coordinate the support for EPI from various partners to ensure efficient and effective functioning of the EPI programme.

· Support and participate in the implementation, monitoring and evaluation of short, medium and long term EPI plan.

· Analyze and advise on the plan of action of national EPI programme relating to specific NIDs and routine EPI Services.

· Invite other partners to support the programme by participating in the ICC.

B. Fund Raising:

· To assist in raising funds for the running of the EPI programme.

C. Mode of Operation for ICC:

· Regular ICC meetings, quarterly; but during  campaigns the ICC shall meet monthly

· Ad-hoc meetings whenever necessary

· Participate in NID National Task Force (NTF) meetings if required.
-



DOCUMENT NUMBER 6

MINUTES FOR THE FIRST INTERAGENCY COORDINATING COMMITTEE (ICC) MEETING HELD IN THE MINISTRY OF HEALTH AND POPULATION LIBRARY ON 29TH APRIL, 1998 AT 9.00 A.M.

PRESENT:

Dr. W. Chalamira Nkhoma

:Controller of Preventive Health – MOH&P

Dr. N. Teklemichael


:Resident Representative – WHO

Dr. Cisse Mohammed

:Head of Health Programmes – UNICEF

Ms. J. Allan



:Health and Population Field Manager-DFID

Mr. T. Seki



:Assistant Resident Representative – JICA

Mr. M. Nyirongo


:CHAPS Team Leader – USAID

Mr. C.I. Daudi


:EPI Programme Manager – MOH&P

Dr. M. Chaponda


:Disease Surveillance Officer – WHO

Mrs.  A. Katsulukuta


:Deputy EPI Manager – MOH&P

MINUTE 1/98:
INTRODUCTORY REMARKS:

The Controller of Preventive Health Services, Dr. W.C. Nkhoma welcomed all the members present and he apologized for the inconvenience caused as regards the venue of the meeting.  Therefore instead of the meeting taking place in the conference room it was held in the Library of the Ministry of Health and Population.  Thereafter self introductions were done.

MINUTE 2/98:  UPDATE ON FINANCIAL STATUS FOR THE MEASLES   CAMPAIGN

A summary sheet was presented by Ministry of Health and Population showing the various pledges and the shortfall for the measles campaign.  Ministry of Health and Population went on to explain that the budget had been revisited and then the total cost for the measles campaign had reduced to $4,313,907.00 from $6,159,459.00 giving a shortfall of $1,603,000.00 as opposed to the previous shortfall of $3,781,712.00.  The following were the areas revisited, showing previous and current costing.

Budget Category
Pervious Cost (US$)
Current Cost (US$)
Amount Reduced (US$)

1
Planning and Training
764,840.00
388,030.00
376,810.00

(49%)

2
Personnel
1,397,667.00
816,667.00
581,000.00 (42%)

3
Monitoring and Evaluation
897,124
9,382.00
887,742.00 (99%)


Total
3,059,631
1,214,079
1,845,552.00 (60%)

Ministry of Health went on to explain that, with DFIDs approval they would want to use money allocated for debriefing of local leaders ($210,000.00) for planning and training.  Ministry of Health and Population also announced that it had received pledges from Chinese Embassy amounting to $30,000.00, reducing the shortfall to $1,573,000.00.

DFID commented to say that it was as if these budgetary figures were changing all the time.  If Ministry of Health and Population had come up with these figures originally there was no doubt DFID would have been able to meet most of these shortfalls, like that of Deep Freezers, monitoring and evaluation.  DFID did not think it appropriate for Ministry of Health and Population to start fiddling around with what has already been agreed upon and is already in their memorandum of understanding with UNICEF but the DFID Field Manager in Malawi will discuss with her Regional Office in Zimbabwe to see what they think.

The DFID Field Officer also requested for a complete breakdown of budget categories of planning, training and social mobilization to be handed over to her before the end of that same day for discussion in Zimbabwe at their Regional Office.  DFID is funding a huge part of the campaign; totaling US$2,322,763.00.  These funds will be channeled through UNICEF.

UNICEF made it clear to say that not all funds pledged by DFID will be given to government at once.  The funds will be released in portions, and a new portion will be released only after the last advance has been liquidated.

WHO wanted to find out from Ministry of Health and Population is they could consider adding polio vaccination along the boarder areas during the measles campaign.  

This request came about because WHO had funds already marked for polio campaign and not measles campaign.  Ministry of Health and Population replied by indicating that adding polio to the measles campaign would definitely have a lot of logistical problems.

WHO promised to write a letter to its headquarters to see if he could get funding for the measles campaign.

The CHAPS Leader – USAID disclosed that already USAID had channeled its money to WHO/AFRO for polio NIDs but unfortunately the funds cannot be released since Malawi is not conducting polio NIDs.

UNICEF also had funds set aside for polio NIDs but these too cannot be released for measles campaign unless an approval is given.  Therefore a suggestion was given that may be government could write to UNICEF requesting for the said funds in view of the measles campaign.  UNICEF meanwhile has pledged $200,000.00 in which $100,000 will go to planning and training and the other $100,000 to be used for social mobilization.  UNICEF is expected to meet the cost of incorporating Vitamin A in the measles campaign.

MINUTE 3/98:  FINALIZATION OF TERMS OF REFERENCE:

The terms of reference for the interagency coordinating committee (ICC) were photocopied and distributed amongst the participants after discussing at length, the members agreed that:

· There is need to incorporate other members like:  DANIDA, NORAD and KFW

· The ICC should be a permanent committee and not just for the measles campaign. The terms of reference were revisited and modified accordingly as appended below:

1. MEMBERSHIP

WHO

UNICEF

DFID

JICA

USAID

CIDA

NORAD

DANIDA

UNFPA

EU

KFW

2. TERMS OF REFERNCE (TOR)

The following are the revised and modified TOR of the ICC

Coordination:

The Inter-agency Coordinating Committee (ICC) will

· Coordinate the support for the EPI Programme from various partners to ensure efficient and effective functioning of the EPI Programme

· Support and participate in the implementation, monitoring and evaluation of short, mid and long-term EPI plans

· Analyse and advise on the plans of action of national EPI Programme relating to National Immunization Days (NIDs).

· Invite other partners to support the programme by participating in the ICC.

Fund Raising

· To assist in raising funds for running the EPI Programme.

Mode of Operation for the ICC

· Quarterly ICC Meetings

· Adhoc meetings whenever necessary

· Participate in NIDs National Task Force Meetings if required.

MINUTE 4/98:  FUNDING FOR INITIAL PREPARATORY ACTIVITIES:

WHO will be giving MK300,000.00 to government to enable it to carry out the initial activities i.e. the first National Task Force Meeting and the initial regional briefing meetings.  The Ministry of Health and Population is very grateful.

MINUTE 5/98:  ANY OTHER BUSINESS:

Members expressed concern that in future could they should be contacted in good time for such meetings, to give them enough time to plan properly.

Date of next meeting will be arranged by Ministry of Health and Population.

Chairperson


:
Dr. W.Chalamira Nkhoma

The Day’s Secretary

:
Mrs. A.D. Katsulukuta
MINUTES OF THE INTERAGENCY COORDINATING COMMITTEE 

MEETING HELTH AT HEALTH HEADQUARTERS-LIBRARY ROOM 

ON FRIDAY 14TH JANUARY, 2000
Present
Dr H. Somanje

:CPHS (Chairperson)

Dr N. Tecklemichael
:WHO Representative

Ms Jenny Allan

:DFID

Dr P. Mkanda

EPI/WHO Disease Surveillance Officer

Mr A.W.C. Munyimbili
:UNICEF

Mr Kachale


:JICA

Mrs A.D. Katsulukuta
:National EPI Manager

Mr M.J.M. Valle

:EPI Logistics Officer 

Minute 1/2000
Welcome Remarks
The Controller of Preventive Health Services Dr H. Somanje chaired the meeting. After self introductions, the Chairperson welcomed all members present and hoped that the discussions would be fruitful as regards to EPI plan of Action for the year 2000.

Minute 2/2000
Matters Arising From Previous Minutes


The last meeting was held in 1998 and  members therefore felt issues discussed  then  were not valid to be raised.

Minute 3/2000
Presentation of the 2000 EPI Plan Of Action
The Programme Manager presented the 2000 EPI Plan of Action in three categories which totalled US$9,863,617.10   The cost for the three 
categories of activities was as follows:

a)  Routine Activities US$9,038,639.75

b) Disease Surveillance US$ 697,050.25

c) Social Mobilization US$ 127,916.60

The Department for International Development pledged US$590,825.00 for vaccine procurement in the year 2000. Due to large stocks of measles vaccine in the country, DFID offered to divert half of the allocation 
meant for measles vaccine (US$100,155.00) for other planned activities which had  shortfalls.  DFID promised to communicate in writing if this would be possible.

JICA promised to look into shortfalls for Auto destruct syringes/ 




needles and rehabilitation of cold chain.

It was learnt that of the three categories of activities, Disease surveillance 
and Routine activities had huge shortfalls which members advised that  various partners and donors  be approached to meet the shortfalls. On this note, WHO Representative promised to consult other partners such as Rotary International in order to reduce the shortfalls. It was also suggested that  NORAD ( Mr Jan Olson)  should be contacted if they could be interested to support some planned activities. 

The ICC members recommended that the planned activities be prioritized in the event of still having huge shortfalls.  They also recommended to reflect government contributions in the plan of action. It was further suggested that a Five Year Plan Of Action be produced and distributed to potential partners and donors.

Finally, members endorsed the Plan Of Action for the Year 2000.

Minute 4/2000
Closing Remarks
The chairperson thanked all members for their active participation and endorsement of the plan of action. He assured members that all the issues outstanding would be looked into. He also hoped that all the pledges made would come forthwith. The chairperson then informed members that the  Plan Of Action endorsed would be presented during Managers meeting in Madagascar. 

The next meeting was agreed to take place on 7th April, 2000 at 8.30am at the Ministry of Health Conference room.

Having no any other business to transact, the chairperson declared the meeting closed.

Compiled by : M.J.M. Valle (Secretary)

Signature_________________

Confirmed by: Dr H. Somanje (Chairperson) 
Signature_________________

MINUTES OF THE INTERAGENCY COORDINATING COMMITTEE (ICC)

MEETING HELTH AT HEALTH HEADQUARTERS-LIBRARY ROOM 

ON FRIDAY 7TH APRIL, 2000
Present
Dr H. Somanje

:CPHS (Chairperson)

Dr N. Tecklemichael
:WHO Representative

Miss Jenny Allan

:DFID Health and Population Sector Coordinator

Dr P. Mkanda

:EPI/WHO Disease Surveillance Officer

Mrs A.D. Katsulukuta
:National EPI Manager

Mr M.J.M. Valle

:EPI Logistics Officer 

Mr A.M. Tambuli

:EPI Data Officer

Minute 1/4/2000
Welcome Remarks
The Chairman first pointed out his personal appreciation for the collaboration that exists between the Ministry and partners which resulted into remarkable achievements in the EPI programme in the country.  He hoped such collaboration will continue in order to sustain the achievements. Later he recognized the presence of the WHO Representative to meetings of this nature despite his busy schedules.

Minute 2/4/2000
Matters Arising from Previous Minutes
2.1/4/2000
Diversion DFID Funds
Members were informed that DFID has accepted to divert

US$100,155.00 which was meant for measles vaccine as follows:

i)
US$51,598.00 for UNICEF administrative costs

ii)
US$48,557.00 for procurement of reusable syringes and needles

2.2/4/2000
Rehabilitation of Cold Chain
It was reported that JICA had taken up the rehabilitation of the cold chain and that the proposal was sent by treasury to Japanese Embassy in Lusaka. 

2.3/4/2000
Rotary International
Members were informed that Rotary International were approached with a 
view to supporting some budgeted activities in the POA but there was no response as yet. The WR however promised to contact them by Monday, 10th of April, 2000. It was further reported that the POA would be sent to Harare for extra budgetary support.

2.4/4/2000
NORAD

 Members suggested that Mr Jan Olson be contacted on the following Monday to find out if NORAD would be interested to support some EPI activities in the country.
Minute 3/4/2000
Brief report of the Madagascar meeting for EPI 





Programme Managers
The Programme Manager presented a brief report of the meeting that was held in Madagascar. Some of the issues raised were the population figures which would affect the immunization coverage as well as adequate logistical requirement. However it reported that Malawi was the first to present EPI Plan Of Action for 2000.

Minute 4/4/2000
Global Alliance for Vaccine and Immunization (GAVI)

It was reported that the GAVI proposal for Malawi was sent in February,2000. Members suggested that more details and clarifications for GAVI should be made available.  

It was also reported that auto-disable syringes for immunizations would be introduced in the country in phases. 


Minute 5/4/2000
Any Other Business

The Programme Manager reported about the results of the whooping cough specimens collected from 5 patients and  2 specimens were positive.

Minute6/4/2000
Closing Remarks

The Chairperson thanked all members for their presence to such meetings without which the ICC would not be effective. He lastly wished every member a safe journey.

The next meeting was agreed to take place on 14th July, 2000 at WHO conference room.

Confirmed by: Dr H. Somanje (Chairperson) 
Signature_________________

Compiled by : M.J.M. Valle (Secretary)

Signature________________

DOCUMENT NUMBER  8

MAJOR RECOMMENDATIONS

· The Central level should ensure that all health workers involved in EPI activities are knowledgeable on EPI policies

· All districts should ensure that they have enough stocks of fuel/gas.

· The newly constructed national vaccine store room should be completed as soon as possible in order to increase vaccine storage capacity.

· The survey also recommends that monitoring of vaccines at all levels should be intensified

· Vaccine stocks should be monitored monthly and distributed timely to avoid stocks running out.

· The districts should maintain vehicles in time

· The districts should identify risky areas and conduct periodic campaigns in those areas.

· The districts should ensure that all new-borns are vaccinated with BCG and Zero dose OPV before discharge.  Supplementation of Vitamin A to post-natal mothers should be done before discharge.

· All health workers involved in EPI should periodically be involved in in-service training.

· Health workers should be encouraged to adhere to recommended immunization schedules.

PROPOSED SCHEDULE OF PLANNED ACTIVITIES, YEAR 2000

(A) ROUTINE ACTIVITIES

NO
ACTIVITY
JAN
FEB
MAR
APR
MAY
JUN
JUL
AUG
SEP
OCT
NOV
DEC


Activities

Implemented
Activities

In Progress
Activities 

Not

Implemented

1
Vaccine requirement ordering
(





(





(



2
Needles and Syringes Ordering
(





(





(



3
Ordering of EPI  equipment
(





(





(



4
Five year Rehabilitation Activity
(((
(((
(((
(((
(((
(((
(((
(((
(((
(((
(((
(((

(


5
Refresher Course for MCH Coordinators


(









(



6
Refresher Course for Cold Chain Technician



(










(

7
Refresher Course for Health Workers in EPI


(

(

(

(

(
(


(

8
Quarterly Review Meeting


(


(


(


(


(

9
EPI Monitoring and Evaluation Courses


(
(
(


((





(


10
Central Level Supervision
(((
(((
(((
(((
(((
(((
(((
(((
(((
(((
(((
(((
((cont.)



11
Computer Trainings

((












(

PROPOSED SCHEDULE OF PLANNED ACTIVITIES, YEAR 2000

(B) DISEASE SURVEILLANCE
NO.
ACTIVITY
JAN
FEB
MAR
APR
MAY
JUN
JUL
AUG
SEP
OCT
NOV
DEC


Activities

Implemented


Activities
In 

Progress
Activities

Not 

Implemented



1
Development of Monitoring and disease surveillance Forms


(










(


2
Training of Health Workers in Measles and AFP Surveillance



(










(

3
In-service training for Health Workers in AFP Surveillance


(((
(((
(((
(((
(((
(((
(((
(((
(((



(

4
Quarterly Review Meeting with AFP Focal Points


(


(


(



((cont.)



5
Orientation of Health Surveillance Assistants on AFP




(







(



6
Briefing of TBA Trainers in NNT Surveillance







(((






(

7
Briefing of TBAs on NNT Surveillance








(((





(

8
Briefing of Traditional Healers on Disease Surveillance








(((
(((




(

9
Supervision and Case Investigation
(((
(((
(((
(((
(((
(((
(((
(((
(((
(((
(((

((cont.)



10
Stool Specimen Transportation
(((
(((
(((
(((
(((
(((
(((
(((
(((
(((
(((

((cont.)



PROPOSED SCHEDULE OF PLANNED ACTIVITIES, YEAR 2000

(C) SOCIAL MOBILIZATION

NO.
ACTIVITY


JAN
FEB
MAR
APR
MAY
JUN
JUL
AUG
SEP
OCT
NOV
DEC
Activities

Implemented
Activities

In

Progress
Activities

Not

Implemented

1
Review Meeting of EPI Messages



((









(


2
Quarterly Production of EPI Newsletter


(


(


(



((cont.)



3
Production of Social Mobilization Materials on EPI



(









(


4
Briefing Media Personnel on Disease Surveillance






(







(

5
EPI Radio Slots






(






(


6
Training of GMVs in Disease Surveillance








(((
(((




(

Document 10

MALAWI GAVI PROPOSAL

1.
BACKGROUND INFORMATION

The overall objective of the EPI programme in Malawi is to reduce infant morbidity and mortality rates.  The programme achieved Universal Child Immunization (UCD) of 80% coverage for all antigens in 1989 a year earlier than targeted.  This remarkable achievement has since been sustained.  As a result of high immunization coverages, the incidence of EPI priority diseases has markedly reduced.  The country has never reported any confirmed case of Polio since 1992.  Measles cases have drastically reduced from 31,000 to 80 cases by December 1999.  Before the introduction of Tetanus Toxoid Immunization Vaccination in 1983, Malawi had an incidence rate of 12 NNT cases per 1,000 live births.  A survey conducted in 1989 revealed a reduction of 6.5 cases per 1,000 live births.

The success achieved has been possible through support in the form of funds, vehicles, motorcycles, bicycles, vaccines, syringes, needles, sterilizers, stoves and cold chain equipment from various partners and donors agencies.

Malawi successfully conducted her Polio NIDs in 1996 and 1997.  The country initiated AFP surveillance in 1996 to be able to detect, investigate and report suspected polio cases as a strategy for polio global eradication.  In 1998, there was measles NID which resulted in the attainment of coverage over 90%.  The idea of implementing NIDs came about to contain the Measles outbreaks which occurred across the country in 1997 and in all NIDs, Vitamin A supplementation was included as a way to accelerate the reduction of malnutrition through UNICEF supported programmes.   Measles outbreaks persisted in urban areas and the Ministry of Health and Population with financial support from UNICEF, carried out Measles immunization and Vitamin A supplementation mid 1999, Malawi conducted SNIDs in seven districts which border with neighbouring countries in order to prevent importation of wild polio virus.  Previously, there was no virological testing for measles case-based surveillance was strengthened through the introduction of laboratory component which is able to test by 1gM suspected measles cases.

As a means of moping up and aborting outbreak in densely populated areas, Measles immunization and Vitamin A supplementation SNIDs was successfully conducted in Urban Areas.  Towards the end of 1999, Malawi conducted SNIDs in seven districts which border with neighbouring countries in order to prevent importation of wild polio virus.

Social mobilization has been highly effective in the implementation of EPI activities over the years.  This strategy has enabled the community to be aware of the EPI activities and their importance.  The high routine and supplemental activities have been achieved as a result of high level of community awareness for EPI services.

The projected population for the year 2000 is as follows:

Total population


:
10,215,900

Under one year population

:
408,636

Under five population

:
1,722,401

Women of child bearing age
:
2,247,498

The annual growth rate was calculated at 1.9%

Under one population represents 4% of the total population while under five represents 16.86%.

2.
NATIONAL COORDINATION COMMITTEE ON GAVI

The meeting was held at the national EPI unit on 3rd February 2000 where a proposal for GAVI was discussed.  Present were members from Ministry of Health Population, UNICEF and World Health Organization

Below is the outline of the proposal.

3.
MALAWI’S ELIGIBILITY IN TERMS OF GAVI REQUIREMENTS

Malawi conducted a national comprehensive EPI assessment in July 1999.  The summarized national statistics and findings are as follows:


GAVI REQUIREMENTS
MALAWI’S CURRENT STATUS

GNP per capita
<US$1,000
US$170

Total population
<150 million
9.8 million

DPT coverage
>50%
88%

EPI ICC Committee
Functional
Functional (last meeting held on 31 May 2000)

A UNICEF sponsored study conducted in 1998 in blood transfusion units in Malawi revealed that over 10% of the blood from healthy donors tested positive for Hepatitis B (more than the WHO recommended 8% prevalence for introducing Hepatitis B vaccine in countries).  From clinical and laboratory data in selected hospitals Haemophilus influenza type B is the leading cause of meningitis in children below 3 years of age.  However, a study would be appropriate to quantify the burden of the problem in Malawi.

4. AIM

The aim of this proposal is:

· To extend the protection of Malawi’s infants to include 2 important new vaccines (Hepatitis B and Haemophilus influenza type B) in the routine immunization services;

· To avoid additional contacts with infants and additional injections by selecting a formulation of the new vaccines which fits seamlessly with existing practices;

· To improve EPI infrastructure for better delivery of services.

3. IMPLEMENTATION STRATEGIES

MoHP proposes to switch from the current use of DPT vaccine to the new liquid penta-valent DPT-HepB-Hib vaccine, maintaining the same infant immunization schedule of giving this vaccine at 6, 10 and 14 weeks of age, and maintaining the same 10-dose vial presentation, for the following 3 reasons:

· Since this strategy will imply no additional contacts with infants and no additional injections, experience in other countries demonstrates that the general public may be expected to readily accept this change;

· Since the same vaccine presentation will imply no change in vaccination practices, experience in other countries demonstrates that health workers may be expected to readily accept this change, and costs associated with additional staff training may be minimised;

· Since the same vaccine presentation will require little additional vaccine storage capacity, costs associated with additional cold chain equipment may be minimised.

One potential drawback to this choice is that the retention of the same 10-dose vial size will mean that, unless new strategies are introduced to reduce vaccine wastage, the same vaccine wastage rate currently associated with DPT vaccine, that is, 25-30%, according to 1999 vaccine supply data, must be applied to the new DPT-HepB-Hib penta-valent vaccine.  The main strategies available for reducing vaccine wastage are either to reduce vial size, which would have major implications for cold chain storage capacity, or to instruct health workers not to open a vial until 10 children are assembled to receive it, which would be highly undesirable.  In the latter case, such a strategy would be contrary to the current “supermarket approach” adopted by MoHP in the provision of immunization services.

A second potential drawback to this choice is that the DPT-HepB-Hib penta-valent vaccine is currently only offered by a single manufacturer, so that costs remain relatively high (that is, a little more than the 3 components, DPT, HepB and Hib vaccines might cost individually).  However, it is reliably believed that new manufacturers will become able to offer penta-valent vaccine, thus introducing competition which should drive down prices, in the next year or two.

MoHP is not required to license new vaccine products if they are supplied from WHO-UNICEF approved manufacturers.  Hence, no licensing procedure will be required for the introduction of the new penta-valent vaccine, so long as it is procured from an approved supplier.

6.  IMPLEMENTATION PLAN

MoHP is committed to strict adherence to the principles of injection safety in order to:

· Prevent risk of contamination to vaccine recipients, by using single-use syringes and needles;

· Prevent risk of contamination to vaccinators, by avoiding recapping or stripping of needles;

· Prevent risk of contamination of the environment, by ensuring effective disposal of used sharps, generally through incineration.

Hence, MoHP will combine the introduction of the new penta-valent vaccine with the nationwide and simultaneous adoption of auto-disable injection technology and effective sharps disposal.

In a recent survey, it was found that 53% of the health facilities were using sterilizable syringes and needles, 16% were using disposable syringes, and 31% were using auto-disable syringes (mostly left over from previous measles catch -up campaign.  Since it will be practically unfeasible to sustain two different injection technologies, Ministry of Health and Population, recognizes the need to change to giving measles vaccine with auto-disable syringes and BCG vaccine with disposable syringes (because no auto-disable syringe is yet available in BCG size).   

Incineration boxes will also be required for the effective disposal of all used sharps.

All health workers in Malawi have experience with auto-disable syringes from the measles catch-up campaign conducted in 1998, and their subsequent use, as noted above, in a third of health facilities.  Hence, MoHP believes that, through focussed health worker orientation and supervision, health workers should be able to make the switch to auto-disable injection technology with minimal disruption.  Sterilizable equipment and supplies still remaining in the districts will eventually be collected up and disposed of appropriately.

4.  ADDITIONAL RESOURCES

7.1

PENTA-VALENT VACCINE


2001
2002
2003
2004
2005

Target group
416,500
424,500
432,500
440,500
449,000

Preferred vial size(s) 
10
10
10
10
10

Reserve Stock 
25%
-
-
-
-

Estimated wastage rate
30%
30%
30%
30%
30%

Total vaccine doses required
2,231,250
1,823,600
1,853,600
1,887,900
1,924,300

% of vaccines requested from the Fund
100%
100%
100%
100%
100%

AD syringes (target group x 3 plus 10% wastage)
1,388,400
1,415,000
1,441,700
1,468,400
1,496,700

7.2
INJECTION TECHNOLOGY AND DISPOSAL OF SHARPS


2001
2002
2003
2004
2005

Target group
416,500
424,500
432,500
440,500
449,000

AD syringes for Measles( Target group x 1 plus 10% wastage
458,150
466,950
475,750
484,550
493,900

Disposable Syringes for BCG (Target group x 1 plus 10% wastage)
458,150
466,950
475,750
484,550
493,900

Incineration boxes (one 5-litre box per 100 used syringes) for ALL vaccines
23,100
23,500
24,000
24,500
25,000

7.3
COLD CHAIN EQUIPMENT

Item Description
Quantity
Unit Cost (US$)
Total Cost (US$)

Ice-lined Refrigerators
40
510
20,400

Chest Freezers
30
340
10,200

Solar powered fridges with lights (including installation costs)
20
6,570
131,400

Gas operated fridges
31
610
18,910

TOTAL
179,910

DOCUMENT 11

BUDGET SUMMARY FOR PROPOSED ACTIVITIES

A :ROUTINE ACTIVITIES (US$8,066,693.75)

NO
ACTIVITIES
TOTAL COST (US$)
FUNDS COMMITED OR EXPECTED




Nat Gov
WHO
UNICEF
JICA
KFW
DFID
Rotary
Shortfall
Total

1
Vaccine Requirement
490,670.00





490670.00


490670

2
Syringes and Needles (Reusable)
849743.00


647916.00


201827.00


849743

3
Syringes and Needles (Autodestruct)
2,935,946.00







2935946.00
-

4
EPI Equipment
349,721.50


50000.00


115867.00

183854.50
165867

5
Rehabilitation of Cold Chain
3,729,427.00



3075300.00



654127.00
3729427

6
Refresher Courses for MCH Coordinators
33,845.50


25000.00




8845.50
25000

7
Refresher Courses for Cold Chain Technicians
38,284.00







38284.00
-

8
Refresher Courses for Health Workers
222,675.75


25000.00




197675.75
25000

9
Central Level EPI Review Meetings
13,464.00







13464.00
-

10
EPI Monitoring and Evaluation Courses
121,828.00


20000.00




101828.00
-

11
Central Level Supervision
77,600.00


20000.00




57600.00
20000

12
Computer Training
3,489.00


3489.00




-
3489

Total                           8866693.75


791405
3075300.00

808364.00

4191624.75
1952711

BUDGET SUMMARY FOR PROPOSED ACTIVITIES

B: DISEASE SURVEILLANCE  (US$697,050.25)

NO
ACTIVITIES
TOTAL COST (US$)
FUNDS COMMITED OR EXPECTED




Nat Gov
WHO
UNICEF
JICA
KFW
DFID
Rotary
Shortfall
Total

1
Development of Monitoring and Disease Surveillance Forms
21,858.20







21858.20


2
Training of Health Workers on Measles and AFP Surveillance
155,519.25

17336.20
20000.00




118183.00
3736.20

3
In-service Briefing session for Health Workers in AFP Surveillance
17,663.80

17663.80






17663.80

4
Quarterly Review Meeting with AFP Focal Points
111,608.00

5000.00





106608.00
5000.00

5
Orientation of HSAs
69,445.00







69,445.00


6
Disease Surveillance Briefings for TBAs Trainers
14,878.50







14,878.50


7
Briefing of TBAs on NNT Surveillance
126,742.00







126,742.00


8
Training of Traditional Healers on Disease Surveillance
68,391.00







68,391.00


9
Supervision and case Investigation
101,745.00

42000.00





59740.00
42000.00

10
Stool specimen Transportation


9,200.00

9,200.00





-
9200.00

Total                           697050.00

91200.00
20000.00




585850.75
111200.00

BUDGET SUMMARY FOR PROPOSED ACTIVITES

C: SOCIAL MOBILIZATION (US$127,916.60)

NO
ACTIVITIES
TOTAL COST (US$)
FUNDS COMMITED OR EXPECTED




Nat Gov
WHO
UNICEF
JICA
KFW
DFID
Rotary
Shortfall
Total

1
Review Meeting for EPI Messages
7,580.00

7,580.00






7580.00

2
Quarterly Production of EPI Newsletter
17,086.00

17,086.00






17086.00

3
Production of Social Mobilization Materials on EPI
12,944.60

12,944.60






12944.60

4
Briefing of Media Personnel on Disease Surveillance
4,436.00

4,436.00






4436.00

5
EPI Radio Slots on Disease Surveillance
33,800.00

8753.40





25046.00
8753.40

6
Training of Growth Monitoring Volunteers on Disease Surveillance
52,080.00







52,080.00
52080.00

Total                               127926.60

50800.00





77126.60
102880.00

BUDGET SUMMARY FOR GOVERNMENT SUPPORT TO EPI FOR 2000

ACTIVITY
COST(USD$)

Salaries for Health Workers involved in EPI activities
667,721.00

Purchase of part of EPI vaccines
204,651.00

Handling charges for donated EPI supplies and equipment
11,627.90

Stationery
166,796.80

Other costs: e.g. telephones bills, fuel, transport and equipment maintenance, consumables etc.
278,916.30

TOTAL
1,329,713.00

SUMMARY FOR ALL PLANNED ACTIVITIES FOR YEAR 2000

NO
CATEGORY OF ACTIVITY
TOTAL COST

1
Routine
US$8,066,693.75

2
Disease Surveillance
US$697,050.25

3
Social Mobilization
US$127,916.60

GRAND TOTAL
US$8,891,660.6

Ref. No.MED 4/51





23rd November 1995

The Representative

UNICEF

P.O. Box 30375

Lilongwe 3.

Dear Madam,

NATIONAL VACCINE SUPPLY STRATEGIC PLAN 1996 - 2000
I am pleased to submit the attached Vaccine Supply Strategic Plan for your further action.

This plan reflects the situation as presently known in terms of funding levels and sources of funds.  We are currently faced with severe financial constraints operating on a cash budget system.  This situation is expected to improve in the near future.

Meanwhile, the Ministry will push for funds to fulfil Government obligation in the Vaccine Independent Initiative and other EPI operational re-current costs.

Yours sincerely,

Dr. W.O.O. Sangala

For: SECRETARY FOR HEALTH AND POPULATION






MALAWI
NATIONAL VACCINE SUPPLY STRATEGIC PLAN
EXECUTIVE SUMMARY
The EPI is among this Ministry’s priority programmes.  Its success over the years has spearheaded a PHC infrastructure that enables other child survival initiatives to build upon.  Our early attainment of UCI in 1989 and sustenance of high coverage which currently exceeds 90% is an achievement resulting from significant external support for vaccine and equipment.

The programme has received enormous support channelled through UNICEF from mid 80's following major country wide campaigns on measles and polio.  While UNICEF support to accelerate and consolidate the programme has continued since then, other bilateral donors have supplemented those efforts from time to time, strengthening various aspects of the programme.

These include Rotary International for Polio vaccine and social mobilization, JICA for Measles and BCG vaccine, transport inform of vehicle/motor cycles.  Last year a tripartite agreement was reached between KFW, Government and UNICEF for support covering a period of three years.  The KFW agreement will go a long way to provide the essential programme inputs including vaccine, cold chain equipment and supplement transport needs for that period.  UNICEF will be involved in the procurement of all supplies envisaged in that agreement.

The Ministry has agreed to pay for a proportion of the vaccine bill starting with 5% increasing this annually to 15% in 4 years.  The declining economic situation has however prevented the Ministry for fulfilling this obligation.  The Ministry is actively seeking Treasury,s intervention to provide funds in order to fulfil this commitment beginning from 1996/97 financial year.

In the vaccine forecast for the years 1996-2000, the government,s contribution has been envisaged and dully indicated.  Continued vaccine support from external sources will be needed for the EPI for some time in future as the government,s economic situation gradually improves.

EPI SITUATION
The Immunization Service is fully integrated and delivered along with other MCH functions, e.g. ante-natal, growth monitoring, child spacing, U/5 clinics and general OPD services.  Larger units with adequate staff provide the service on daily basis.  There is a network of more than 600 static clinics operating more than 1600 outreach posts.  The programme is managed by central, regional and district supervisors who are responsible for ensuring that all aspects of the programme are functional and that objectives are being achieved.  Quarterly meetings are held at central and regional levels to review performance and ensure that the programme is on track and that the activities scheduled in the annual workplan are implemented.

The Social Mobilisation thrust which was initiated with a launch by the then Head of State in 1988 has been maintained and improved.  To sustain the campaign, briefings are conducted every year in the districts for civic and religious leaders, extension works, school teachers and other community groups on the importance of getting children fully immunised.  Local district drama groups have been supported to prepare and stage EPI related plays to large village communities.

These efforts have greatly contributed to enable the programme become a demand-driven one.  This situation has meant that the supplies must always be available especially vaccines and related equipment.   A break in vaccine supply as happened recently for DPT becomes obvious enough to cure a community outcry.  The successful community mobilisation efforts complemented by the capacity built at health facilities to respond to demand have achieved and sustained the high coverage since 1989.  These efforts are not without impact on EPI diseases reduction.  Confirmed cases of polio have drastically reduced from 86 cases in 1985 to zero since 1992.  Hospital reported neo-natal tetanus cases have declined from 391 in 1985 to only 14 in 1994 reported from only 6 districts only out of 24.  Reduction of Measles rates among under fives is also highly significant from 707/10,000 population in 1985 to only 12/10,000 in 1994.

Sustain of the EPI service depends on continuous availability of vaccine, cold chain equipment and other logistics, training for staff, Social mobilisation and sound management including supervision.  Without these there is likely to be a reversal to these remarkable achievements.

VACCINE REQUIREMENTS
Childhood antigens have been estimated based on 95% coverage of target population with an upward adjustment by 3.2% every year for population increase.  TTV estimates for child bearing age women has been based on 80% coverage with a constant estimate maintained throughout 1996-2000.

The number of sites and average sessions per site have been considered in determining requirements for routine immunisation.  Estimates on requirements for Measles and Polio outbreak control and containment have been made separately and may not be precise since it is difficult to accurately predict how many sites may be involved and how often.

The overall situation on vaccine supply appears to be satisfactory up to the year 1997 if all expedited commitments are met.  The Ministry intends to push for local contribution to in crease its role in vaccine purchase, throughout the period 1996-2000.  However, donor funding to cover the needs from 1998 have to be actively sought at this point in time.  It is this Ministry,s hope that these can be identified with the goodwill of all partners currently involved in the programme and others yet to join this noble task of reducing mortality among Malawian children.

This vaccine plan reflects the funding situation as known now and may change during the course of time when other funding opportunities arise.

FUNDING SOURCES FOR VACCINES
During the past three years supplementary funding which is crucial for EPI has been unpredictable.  UNICEF has actively assisted the government with soliciting of bilateral funding while maintaining a reasonable level of its own funds to bridge unfunded gaps.  Notable bilateral vaccine supply sources have been JICA for proportions of measles and BCG needs and Rotary for Polio vaccine needs.  Rotary funding pledge has been renewed for another 5 year period with a $722,000 grant for polio vaccine with declining phasing towards the last three years of the period.  JICA support ends in 1996.

Some funds were provided on a one time basis related to the drought emergency and that way certain needs were met albeit only temporarily.  These include UK, USA and Australia.

During last year (1994) UNICEF assisted the government in negotiating an agreement with KFW for the first time in the history of Malawi EPI.  Among other EPI related items, KFW support is for a good part of the vaccine needs for the period 1995-1997.  This is amounting to 1.5 million Dutchmarks (U$1,079,137).  We thank UNICEF for their continued efforts in identifying potential collaborators for our child survival programmes including EPI.

We anxiously look forward to a new Malawi/UNICEF partnership which takes effect from 1997 for the period 1992-2001, currently under discussion.  Funding levels available from UNICEF for that period can not be precisely elaborated at present.  The attached funding plan takes that fact into account.

EPI Vaccine Requirements

The following tables summarise the estimated vaccine requirements

MALAWI

SUMMARY ESTIMATES OF

VACCINE REQUIREMENTS FOR 1996-2000

Vaccine Type

Total Amount

Amount to be supplied
Total Funds

Required(Doses)
by UNICEF (Doses)

Required (U$)
BCG



7,808,500

6,968,500


721,300

Measles(Routine)

3,904,250

3,404,250


824,104

Measles(Outbreaks)

1,794,880

1,794,800


394,134

DPT



10,650,946

10,312,900


970,989

OPV(Routine)


10,650,946

10,625,900


1,133,473

OPV(Outbreaks)

2,071,016

2,071,016


236,869

TTV



17,142,855

17,142,855


932,800

1999-2000
GRAND TOTAL FUNDS





5,213,669
MALAWI

SUMMARY ESTIMATES OF

VACCINE REQUIREMENTS FOR 1996

Vaccine Type

Total Amount

Amount to be supplied
Total Funds

Required(Doses)
by UNICEF (Doses)

Required (U$)
BCG



1,561,700

721,700


114,383

Measles(Routine)

780,850

280,850


133,474

Measles(Outbreaks)

336,725

336,700


61,111

DPT



1,998,150

1,660,000


158,760

OPV (Routine)


1,998,150

2,000,000


173,250

OPV (Outbreaks)

385,529

388,500


32,051

TTV



3428,571

3,428,600


153,001

1996 TOTAL FUNDS








826,030

EPI Vaccine Requirements

MALAWI

SUMMARY ESTIMATES OF

VACCINE REQUIREMENTS FOR 1997

Vaccine Type

Total Amount

Amount to be supplied
Total Funds

Required(Doses)
by UNICEF (Doses)

Required (U$)
BCG


1,561,700

1,561,700


130,773

Measles(Routine)
780,850

780,850


148,810

Measles(Outbreaks) 
347,500

347,500


63,378

DPT


2,062,091

2,565,000


208,940

OPV(Routine)

2,062,091

2,062,100


196,492

OPV(Outbreaks)
400,962

401,000


63,391

TTV


3,428,571

3,990,000


197,332

1997
GRAND TOTAL FUNDS





1,009,116

MALAWI

SUMMARY ESTIMATES OF

VACCINE REQUIREMENTS FOR 1998

Vaccine Type

Total Amount

Amount to be supplied
Total Funds

Required(Doses)
by UNICEF (Doses)

Required (U$)
BCG


1,561,700

1,561,760


143,850

Measles(Routine)
780,850

780,850


163,692

Measles(Outbreaks)
385,621

358,600


78,754

DPT


2,128,078

1,625,200


144,537

OPV (Routine)

2,128,078

2,128,100


233,059

OPV (Outbreaks)
413,793

413,800


41,308

TTV


3,428,571

2,867,100


154,813

1998 TOTAL FUNDS







950,013

EPI Vaccine Requirements

MALAWI

SUMMARY ESTIMATES OF

VACCINE REQUIREMENTS FOR 1999

Vaccine Type

Total Amount

Amount to be supplied
Total Funds

Required(Doses)
by UNICEF (Doses)

Required (U$)
BCG


1,561,700

1,561,700


158,235

Measles(Routine)
780,850

780,850


180,061

Measles(Outbreaks)
370,096

370,100


89,407

DPT


2,196,176

2,196,200


214,851

OPV(Routine)

2,196,176

219,620


253,217

OPV(Outbreaks0
427,034

427,000


46,888

TTV


3,428,571

3,428,600


203,645

1999
GRAND TOTAL FUNDS





1,146,304
MALAWI

SUMMARY ESTIMATES OF

VACCINE REQUIREMENTS FOR 2000
Vaccine Type

Total Amount

Amount to be supplied
Total Funds

Required(Doses)
by UNICEF (Doses)

Required (U$)
BCG


1,561,700

1,561,700


174,059

Measles(Routine)
780,850

780,850


198,067

Measles(Outbreaks)
381,939

381,900


101,484

DPT


2,266,454

2,266,500


243,901

OPV (Routine)

2,266,454

2,266,500


287,455

OPV (Outbreaks)
440,699

440,700


53,231

TTV


3,428,571

3,428,600


224,009

2000 TOTAL FUNDS







1,282,206

EPI Vaccine Requirements

NATIONAL VACCINE SUPPLY STRATEGIC PLAN 1996-2000
NAME OF VACCINE: DPT
YEAR
ESTIMATED REQUIREMENTS

TOTAL COST
FUNDING SOURCE ASSURED (US$



FUNDING




IN DOSES
IN VIALS
US$
UNICEF 
KFW
JICA
GOVT
UNKNOWN

1996
1,998,150
99,907
158,760

123,760
-
-
-

1997
2.062,091
103,104
203,940

208,940
-
-
-

1998
2,128,078
106,404
144,537
-
-
-
10,000
134,537

1999
2,196,176
109,809
214,851
-
-
-
10,000
204,851

2000
2,266,454
113,323
243,901
-
-
-
20,000
223,901

TOTALS
10,650,946
532,547
970,989
-
332,700
-
40,000
563,289

*
A carry over of 25,000 vials from 1995 anticipated to cover deficit

*
KFW funded vaccines to be supplied through UNICEF

EPI Vaccine Requirements

NATIONAL VACCINE SUPPLY STRATEGIC PLAN 1996-2000
NAME OF VACCINE: BCG

YEAR
ESTIMATED REQUIREMENTS
TOTAL COST
5. FUNDING SOURCE ASSURED (US$
FUNDING

UNKNOWN


IN DOSES
IN VIALS
US$
UNICEF 
KFW
JICA
GOVT


1996
1,561,700
78,085
114,383
9,873
*12,760
50,750
41,000
-

1997
1,561,700
78,085
130,773
-
*50,000
-
50,000
30,773

1998
1,561,700
78,085
143,850
-
-
-
4,000
139,850

1999
1,561,700
78,085
158,235
-
-
-
5,000
153,235

2000
1,561,700
78,085
174,059
-
-
-
10,000
164,059

TOTALS
7,808,500
390,425
721,300
9,873
62,760
50,750
110,000
487,917

*
KFW funded vaccine is to be supplied through UNICEF

EPI Vaccine Requirements

NATIONAL VACCINE SUPPLY STRATEGIC PLAN 1996-2000
NAME OF VACCINE: MEASLES

YEAR
ESTIMATED REQUIREMENTS
TOTAL COST
6. FUNDING SOURCE ASSURED (US$
FUNDING

UNKNOWN


IN DOSES
IN VIALS
US$
UNICEF 
KFW
JICA
GOVT


1996
1.117,575
111,757
194,585
55,710
*45,375
82,500
11,000
-

1997
1,123,350
112,835
218,188
-
*49,913
-
18,148
*9,086

1998
1,139,471
113,947
242,446
-
-
-
15,000
148,692

1999
1,150,950
115,095
269,468
-
-
-
30,000
239,468

2000
1,162,789
116,279
299,551
-
-
-
30,000
269,551

TOTALS
5,699,130
569,913
1,218,238
55,710
95,288
82,500
104,148
667,177

*
KFW funded vaccine is to be supplied through UNICEF

EPI Vaccine Requirements

NATIONAL VACCINE SUPPLY STRATEGIC PLAN 1996-2000
NAME OF VACCINE: POLIO

YEAR
ESTIMATED REQUIREMENTS
TOTAL COST
7. FUNDING SOURCE ASSURED (US$
FUNDING

UNKNOWN


IN DOSES
IN VIALS
US$
UNICEF 
KFW
JICA
GOVT


1996
2,386,679
119,334
209,301
195,301
-
-
10,000
-

1997
2,463,053
123,153
232,883
143,999
-
-
11,000
77,884

1998
2,541,871
127,093
264,367
58,100
-
-
47,000
159,267

1999
2,887,577
144,379
300,105
63,800
-
-
47,000
189,305

2000
2,707,200
135,360
331,686
-
-
-
30,000
310,686

TOTALS
12,721,962
649,319
1,334,342
461,200
-
-
145,000
737,142

*
Polio vaccine funded by Rotary is supplied through UNICEF
EPI Vaccine Requirements

NATIONAL VACCINE SUPPLY STRATEGIC PLAN 1996-2000
NAME OF VACCINE: TTV

YEAR
ESTIMATED REQUIREMENTS
TOTAL COST
11. FUNDING SOURCE ASSURED (US$
FUNDING

UNKNOWN


IN DOSES
IN VIALS
US$
UNICEF 
KFW
JICA
GOVT


1996
3,428,571
171,428
153,001
-
149,940
-
3,061
-

1997
3,428,571
171,428
197,332
-
197,332

-
-

-1998
3,428,571
171,428
154,813
-
-
-
-
154,813

1999
3,428,571
171,428
203,645
-
-
-
-
203,645

2000
3,428,571
171,428
224,009

-
-
-12,000
212,009

TOTALS
17,142,855
857,146
932,800
-
347,272
-
15,061
570,467



























































































� Please submit hard copy documents with an additional electronic copy wherever possible
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