Support to Immunization Activities in Africa

VISION



Strengthening immunization systems in Africa to achieve a higher level of sustainable routine immunization coverage, within the current context of polio eradication and disease control initiatives.

BACKGROUND

In 1974, before the start of Universal Child Immunization (UCI) efforts, immunization coverage in Africa was estimated to be less than 5%.  By 1990, after a major global campaign by all countries to increase immunization coverage, supported jointly by UNICEF, WHO, donors, and NGOs around the globe (including strong support from USAID), immunization coverage was raised to 80% of children worldwide.  However, regional disparities within this figure were evident.  Even in 1990, immunization coverage rates in Africa were significantly lower than the global average with countries in Eastern and Southern Africa reaching coverage rates of 60% on average and Western Africa reaching average levels of 50%.  While these levels represented significant progress, it was hoped that after 1990, national governments would be able to build on their UCI accomplishments.  However, only 18 countries, representing 31% of the regional population, have in fact made advances in immunization coverage since 1990.  This group includes such countries as Mozambique, Rwanda, and Cote d’Ivoire. From 1990 to 1994, 23 of the 46 sub-Saharan countries, accounting for 67% of the  region’s population, reported a declining trend in immunization coverage ranging from 1 to 34 percentage points for measles vaccine. 

Although this trend has recently been reversed and increasing coverage is again being recorded, this issue remains of serious concern on many levels.  First, immunization is one of the most simple and cost effective health interventions available.  The inability to make greater and more sustainable strides in delivering vaccines such as measles to children in Africa has implications for the ability to make sustainable progress with other health interventions.  Second, as we enter the next millennium, advances in scientific research are making newer vaccines available, which can significantly contribute to reducing child mortality and morbidity.  Without strong immunization programs, African children will again be unable to gain access to these advances, despite the fact that for many of these diseases Africa shoulders a majority of the global disease burden (along with Asia).  Third, within the context of the Convention on the Rights of the Child, UNICEF and WHO are committed to supporting countries to ensure that certain basic  services are available to the world’s most vulnerable children.  

In the wake of the acceleration of the polio eradication initiative, the regional EPI program has encountered a tremendous upswing, both in terms of interest, support for the program and external funding to the region.   Essential areas that have been supported to improve the declining coverage include better support to improve communications strategies and skills, to increase demand, training to enhance technical capacities, and ensuring availability of adequate vaccines, logistics and supplies.  All of these are not only supporting polio but are contributing to the strengthening of infrastructure and thus, has helped in reversing the decline in EPI coverage.  But recently, coverage rates have started to slip again.  Obviously more needs to be done to take advantage of the potential created by the interests and increased support to immunization services through the polio eradication initiative.

The areas that need to be strengthened are:

· advocacy at all levels including provision of a feedback mechanism to all stakeholders

· sustainable partnerships with communities; 

· training needs assessment and training plans for immunization focal points at each level; 

· increased technical capacity in planning, logistics management at all levels to ensure adequate access to services; and

· Quality of service delivery especially in ensuring that every child immunized receives at the appropriate age, the correct dose of a potent vaccine, safely with a sterile needle and syringe for each injection, and effective communication of key messages to child caretakers. 

Among the 46 countries in the African region, there are, however, vast differences in political stability, economic status, health infrastructure, disease epidemiology, and availability of resources.  No single strategy of capacity strengthening is appropriate to all countries.  Keeping this in mind, the objective of this grant element is to take a critical look at immunization programs in several countries to examine what hurdles exist to making sustainable improvements in immunization programs in some of the most challenged countries and which strategies, inputs, and human resources are required to assist national governments in operationalizing these strategies.  This grant will look initially at four countries, with extensive oversight by WHO and UNICEF regional offices in Africa, to learn more about how better progress can be made for sustained immunization services for all children that will also serve as a basis for expanding to new and underutilized cost-effective vaccines, and how these strategies can be integrated and implemented alongside polio eradication, measles control and neo-natal tetanus elimination programs, all of which are also important to the overall goals of the countries.

OBJECTIVES

Long term objective:

The long-term objective of the joint WHO and UNICEF support to countries is to reduce the mortality and morbidity of vaccine preventable diseases in target populations of the Africa region through:

· Improving program management for efficient routine and supplemental immunization services, and integrated disease surveillance,

· Ensuring the availability and safe delivery of adequate and   effective vaccines,

· Increasing demand for immunization services by caretakers and communities, and

· Ensuring continued political commitment to basic preventive health services including immunization.

Specific objectives of this grant element:

a) To contribute to strengthening national immunization systems:

· support countries to achieve and sustain targeted level of immunization coverage for existing, underutilized and new vaccines (identify and implement solutions to overcome barriers)

· ensure that each immunization contact meets defined standards of performance for efficacy and safety

· strengthen regional and country level capacities to build effective partnership with all stakeholders (MOH, UNICEF, WHO and other partners including the private sector) for sustained and effective immunization service delivery

· develop national capacity to collect and use information for progress measurement on the coverage and disease reduction targets

b) To contribute to increased demand:

· strengthen capacity to develop and implement communication strategies

· foster relationship building among national stakeholders such as MOH, private sector, community organizations

c) To document lessons learned, which could benefit other countries:

· improve follow-up at regional and country level on EPI reviews and plans

· explore reasons why past recommendations have not yielded concrete improvements in coverage rates (i.e. were proposed solutions implemented? If not, why? If yes, why did they fail to bring about expected outcome?), and

· investigate common problems and inhibiting factors across countries and common problems, which affect the implementation across other health issues (human resources for instance).

TARGET COUNTRIES

Selection of target countries:


Within the African context, countries can be divided into several typologies:

1.
By levels and trends in EPI coverage

2.
By the strength of the health system and the manner in which EPI is delivered

3
By the level of health system functioning (civil unrest and related problems)
PRIVATE 


Coverage rates > 70% and stable for DPT 3/OPV3
Stagnant coverage rates between 50% and 70% for DPT3/OPV3
Poor coverage rates and/or declining coverage 

Strong health system with EPI integrated at health center level
Benin, Botswana, Kenya, Malawi, Mozambique, South Africa, Swaziland, Zimbabwe
Eritrea, Lesotho, Madagascar
Uganda, Ethiopia, Mali, Ghana

Poor or paralyzed health system (due to chronic civil unrest, political instability, socio-economic problems, etc).


DR Congo, Angola, Somalia, southern Sudan


UNICEF and WHO/AFRO will provide technical support to all countries within the region, as needed. However, within this grant, the two organizations will concentrate attention and grant funding on strengthening routine immunization systems in four countries complying with the following criteria for country selection:

Stagnant or declining coverage

a) Chance for success as defined by national commitment to improving routine EPI performance (Ministry of Health commitment)

b) UNICEF and WHO local strengths to support the grant at country level

c) Interest on the part of the USAID mission and USAID HQ

d) Range of country characteristics (some large and medium size countries, range of health system performance and health reform structures), and   

e) Total amount of funding available (limited the number of countries that could be selected for support under this particular grant).


Based on the above criteria, Ethiopia, Uganda, Ghana, and Mali were selected as first phase project countries.  These countries fall within the first band on the chart.  If additional grant funding is made available, UNICEF and WHO have already identified funding shortfalls in other countries based on reviews conducted earlier in the year (Chad and Niger) to be included in the first phase plans.

Background on Target Countries:

Ethiopia


Because of the size of the country and the great distances, Ethiopia relies heavily on rural outreach as a major component of vaccination, with periodic motorcycle circuits based from rural health facilities.  With declining funds for fuel and spare parts, rural outreach has become less productive, with resulting declines in coverage.  Government estimates for 1997-98 was as follows:

ROUTINE IMMUNIZATION COVERAGE, ETHIOPIA, 1997-1998

YEAR


1997

1998

BCG


90%

74%

DPT3


63%

58%

Measles

52%

46%

TT2 in

NA

14%

Women

These data, which show a clear pattern of decline for the third year in a row, point to the need for both specific actions targeted at improving outreach performance, but also specific actions targeted at tetanus, for which there were 374 reported cases in 1998.  Despite the existence of a national plan for NNT elimination, only 1.6 million of over 13 million women targeted for tetanus vaccination received two doses of TT in 1998.

Uganda


Uganda EPI benefits from strong primary health care infrastructures and two decades of political stability in most of the country.  Nonetheless, coverage has declined over the last two years, as the following table shows.

ROUTINE IMMUNIZATION COVERAGE, UGANDA, 1997-1998

YEAR


1997

1998

BCG


84%

68%

DPT3


58%

46%

Measles

60%

48%

Declines have occurred mainly for the following reasons:

a) Declining funding for outreach vaccinations

b) Reallocation of resources to other health programs as government decentralization proceeds at the district level

c) Localized security problems, especially in northern Uganda

d) Cutbacks in central staffing at UNEPI headquarters

e) Cutbacks in training and retraining of EPI field staff

Mali

Only 30% of Mali’s population live within 5 kilometer and 40% lives less than 15 km from one health center.  Over 60% of Mali’s population need to be served by outreach immunization services.

Since 1996 immunization coverage for children under one year of age has declined (this decline has been documented by a nation wide coverage survey in 1998).  The 1998 program reviews has stated that of sites visited: 100% of health facilities visited were providing immunization services but 18% had stopped immunizing during the last 6 months; however, only 66% were conducting outreach immunization activities.  In those conducting outreach services 58% had interrupted such services during the last 6 months.  The outreach strategy is partner dependent as locally available funds are insufficient.  33% of health facilities visited faced interruption of immunization services due to vaccine stock ruptures and supplies to ensure safe injections were only sufficient in 42% of facilities.  However, during NIDs, a majority of children did receive OPV doses and the KAP survey proved that most mothers were fully aware of children immunization requirements.     

Immunization coverage (routine reporting in 1996 and from coverage surveys in 1998)

Vaccines


1996

1998

BCG 



79%

81%

DPT3



79%

45%

Measles


53%

33%

VAT2+


NA

47% 

These data show a clear decline in immunization coverage and

the need to improve outreach immunization performance.
Ghana

Immunization coverage in Ghana remained around 50% for DPT3 and measles since 1992.  However a positive increase in coverage (60% for DPT3 and 57% for measles) has been noted in 1997.  Reasons for this coverage increase are not clear and may simply reflect better reporting of performance by district and health facilities.  The ongoing health sector reform and decentralization processes do not allow identification of specific barriers to better coverage.  The health infrastructure coverage in Ghana is one of the best in West Africa as illustrated by the 85% ANC coverage with at least one antenatal care visit.  Specific reasons for stalling coverage needs to be assessed by district and specific innovative solutions tailored to problem identified. 

Vaccines

1996

1997       

BCG 


65%

72%

DPT3


51%

60%

Measles

53%

57% 

VAT2+

37%

45%

Pregnant women

IMPLEMENTATION STRATEGIES

Components of the Grant:

a) Grant Planning:  

WHO/AFRO and UNICEF Regional Offices will work with each target country to review past EPI reviews with the purpose of developing joint MOH-WHO-UNICEF implementation plans for strengthening immunization systems.  It is hoped that this planning activity will result in a Memorandum of Understanding endorsed by the MOH, UNICEF, WHO, USAID and other partners in the ICC by the end of September 1999 specifying:

· strategies

· activities

· time line

· milestones and measurements

· roles and responsibilities

· budgetary requirements and funding shortfalls

A joint WHO-UNICEF team with USAID representation will visit each country during the planning period, or, in countries that were recently visited, coordination will occur in other forums.  To date, all countries have been contacted and have begun the planning process


The end of September, country strategies and joint UNICEF and WHO will make allocations.

b)
Grant Monitoring
At country level a six-month review of progress by district will be conducted by the MOH, UNICEF, WHO, the USAID mission and ICC partners using indicators and targets developed at country level.  

At regional level, a six-monthly review progress within the MOU will be regularly done. A more extensive review at the end of year two, looking towards progress toward the two main objectives of the grant: increases in coverage by district and documentation of lessons learned

c)
Regional Level Activities

To support the grant, several activities will occur at the regional level:

· Update the generic policy and training modules to better fit the current environment (WHO to take the lead, completing a 5 year strategic EPI plan for Africa (integrating all key immunization initiatives),

· Organize meetings of countries confronting similar operational difficulties(south-south exchange),

· Provide technical assistance to countries as required

· Take the lead to document lessons learned, and

· Develop global plan on cold chain replacement to be shared with donors.


GRANT MILESTONES

The required timeframe for implementing full project activities is 5 years, from 1999 through September 30,2003.  Detailed activities pertaining to each of these subsequent years will be discussed and adopted for each country in concert with their EPI Program Management team. However, the following milestones will have to be respected:

At the end of year one:

· MOUs in place and activities underway,

· Budget expenditure according to plan, and

· Supplies and equipment provided in accordance with the plan

At the end of year two:

· Measurable increases in coverage,

· Credible mechanisms for monitoring changes in coverage,

· No stockouts of vaccines and supplies at central or regional levels, and

· Measurable progress toward safety of all immunization injections.

WHO/AFRO Budget:

The detailed budget for 1999-2000 activities is given in the attached table. 

Precise figures can be obtained only after discussions with countries and adoption of definite courses of action in concert with them.  It is estimated though that at least 75% of total budget requirements will be devoted to country level activities.

Table 1:
WHO/AFRO budget request for 1999-2000 funding for Regional and Country level


Support to EPI

PRIVATE 

Line Item
Budget


(US$)



Regional & inter-country level activities:

Activities to be defined during first three months but may include program management, advocacy and social mobilization, operational research, strengthening human resources, logistics and supplies 
522,000
















Country level activities
540,000

TOTAL ( exclusive of overhead)
1,062,000

