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FORWARD

The government of Papua New Guinea is committedhpwove the health of all Papua
New Guineans, through the development of a heghtem that is responsive, effective,
affordable, and accessible to the majority of peopl

A well functioning Expanded Programme on Immunzati(EPI) is an important
component of child health services, and governneérRapua New Guinea budgetary
allocation towards financing majority of the tradital and new vaccines from domestic
resources demonstrates its commitment to the blegdth.

Much of the success of EPI in Papua New Guinea lmanattributed to the past
comprehensive multi-year plan 2006-2010 and tcChiéd Health Plan 2009-2020.

Most of the vaccine preventable diseases - diplathpertusis, and measles - have been
effectively controlled. The country has been pdtee since 2000. Efforts for Measles

elimination were strengthened with setting up ofecand lab-based surveillance for

measles with periodic high quality SIAs. HepatBivaccine and Haemophilus influenza

b vaccine were successfully integrated in routiRé \Eith GAVI support.

However, there are more milestones and goals tadhéeved in the next five years
(2011-2015). Some of these goals include measiesnation by 2012, hepatitis B
control by 2012, and evaluation of the scope ofoshiction of other new vaccines
(rubella, pneumococcal and rotavirus), and estaiégt of an effective nationwide
AEFI system. The training of staff needs to bergjtkened and systematized at all levels
to improve their skills and capacity for bettensee delivery and program management.
This plan document outlines programmatic strategied activities to be carried out
towards achievement of these goals and also towaaitstaining the quality of services.

The strategies and activities in this plan completoair overall National Health Plan and
Medium Term Development Framework. The estimatedl toost of EPI program in
Papua New Guinea will vary from USD $33.7 million2011 to USD $42.7 million in
2015. Majority of these costs will be funded by 8owment budget.

| would also like to acknowledge the tremendoustrdoution of development partners;
WHO, UNICEF, AusAID, NZAID and JICA that they haweade towards the expanded
program on immunization in Papua New Guinea.

I would like to express my special thanks to NadidaP| Unit of National Department of
Health and WHO, UNICEF and JICA for their key roles developing this
comprehensive multi-year plan (2011-2015) for Naidmmunization Programme.

DR CLEMENT MALAU
Secretary for Health
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AD syringes
AEFI
BCG
CBAW
c-VDPV
DPT
DPT-3
EPI
GAVI
GoPNG
HEP B-3
HPV
ICC

JE

JICA
LTDS
MCV1
MCV2
MTDP
NHP
NIS
NSP
OoPV
OPV-3
PNG
SIA
SNID
UNICEF
WHO

ACRONYMS

Auto-Disabled Syringes
Adverse Events Following Immunization
Bacille-Calmette Guerin Vaccine
Women of Child-Bearing Age Group
Circulating-Vaccine derived polio virus
Diphtheria-Pertusis-Tetanus vaccine
DPT vaccine Third dose
Expanded Program on Immunization
Global Alliance for Vaccines and Immunization
Government of Papua New Guinea

Hepatitis B Vaccine Third Dose

Human papillomavirus
Interagency Coordination Committee
Japanese Encephalitis
Japan International Cooperation Agency
Long Term Development Strategy

Measles Containing Vaccine First Dose
Measles Containing Vaccine Second dose
Medium Term Development Plans
National Health Plan
National Immunization Schedule
National Strategic Plan
Oral Polio Vaccine
Oral Polio Vaccine Third Dose
Papua New Guinea
Supplementary Immunization Activity
Sub-National Immunization Days
United Nations Children Fund

World Health Organization
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1. INTRODUCTION

This document contains the 5-year comprehensivefplathe Expanded Programme on
Immunization in Papua New Guinea. This plan devatom response to an extensive
situation analysis, is oriented to improve EPI gervdelivery, improve advocacy and
communication for immunization, maintain vaccing@ly, quality and logistics at all
service delivery level, strengthen surveillancevatcine preventable diseases and its
indicators and further improve programme manageraiall levels.

2. CONTEXT

1.1 Demographic profile

o '

EQUATOR

i, b S Hurmtin Admirally
Wirsiie Islands

=4 | Whabar:
e,

Py b

I Manus grtes @"6‘
B bR drbuts

Hn..;‘t":#‘;p,g%:‘? g
um;«mw.‘%\h . )
S
ARK SEA o)

EBLIATOR
Oal\"' EES s

PAPUA NEW GUINEA

[CTA T

Lngels

n —
SOUTH
PACIFIC
==  OCEAN
‘E}mr i
s Namadens g

NORTHERN

s | e arkar

‘i, @;@ﬁ

Archipelago

......

WESTERN

NEW
BRITAIN SOLOMON SEA

- &

™ EASTERN
NEW BRITAIN | =

Green . SOLOMON

SN)

AUSTRAL LA
Badui i

(- e

CENTRE .

oy
o
.8
s
Gu¥ 3’ &
a.:.n—.; dw:.-.-%,...'é.:&. “;:‘
4 tbfg 5 = CORAL
Cerpentaria ra Yar :\ 5
Peninsulai- T 1

Fraam,
s Mol %msm
SR Sl

fedux s~

MILNE BAY

Figure 1: Map of Papua New Guinea

Papua New Guinea has an estimated population ahdré.5 million, 40% under the age
of 15. It has more than 800 languages, over 1@8@as and many ethnic groups, sub-
ethnicities, clans and sub-clans spread acro29ifgovinces. Each language group have
a distinct culture, and there are large sociocaltulifferences between and within
provinces. The official languages are Englishgiicand Motu.
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Access to widely scattered rural communities (8G%he country’s population is living
in rural areas) is often difficult, slow and expees Only 3% of the roads are paved and
many villages can only be reached on foot. Mastdl between provinces is by air. The
capital, Port Moresby, is not linked by road witie rest of the country.

Papua New Guinea has made some progress in seegbgment over the last 30 years.
For example, literacy rates have risen from 32%&06. However, only half of all
women aged 15 years and above and two-thirds ofiei aged 15 years and older have
ever attended school, and enrolment rates varyfisigntly across provinces. Women
have a very high fertility rate of 4.4 births peowan. Life expectancy has risen from 49
to 54 years and, in 2000, the crude death ratel®@#&sper 1000 population. Papua New
Guinea’s Human Development Index has risen fromt@.@.5. However, progress has
slowed in recent years.

1.2 Recent history, economic situation and admirggion

Papua New Guinea is divided administratively intwrf regions: Southern Coastal
(Papuan) Region, Northern Coastal (MoMaSe = Mordbagang and Sepik provinces)

Region, Highlands Region, and New Guinea Islandgd®e The governance system is a
parliamentary democracy based on the Westminstaiemo As a member of the

Commonwealth, the head of the Independent StatPapua New Guinea is Queen
Elizabeth 1l of the United Kingdom of Great Britaand Northern Ireland, represented by
the Governor-General, who is elected by the NatiBadiament for a five-year term.

The current single-chamber Parliament has 109 membemprising one representative
from each of the nineteen provinces and the Natidbapital District and one
representative from each of the 89 open constitaencEvery five years, the political
leaders are elected at the two tiers of governmmttonal and local. Presently, there is
only one woman representative in the national &adint. There is a decentralized
system of government. At the subnational levedrehare three levels of administration:
provincial, district and local (including severalnemunes, with their villages).

During the 1990s, economic performance was mixétpagh the economy benefited
greatly from major mining and petroleum projecté/hile there was the potential for
economic and social development, the period wagelgrcharacterized by negative
economic growth and macroeconomic instability. @Asesult, the economy grew very
little in real terms, with growth in the non-minirsgctor more sluggish than that in the
mining sector. The reasons for the economic stagnavere complex. External
contributing factors included the worldwide economdepression, the negative
development in commodity prices, and unfavourabdeld conditions, among others,
while internal factors included a series of inagpiate policy regimes and fiscal failures,
the catastrophic civil war in Bougainville from 1®& 1999, and a series of devastating
man-made regional disasters.

7
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In recent years, the economic parameters have sl@owrore stable situation and a
slightly more positive trend. However, this hastecaused by the rising prices of
mining products in the international markets ratitban by improved internal
performance.

Because of the economic situation, as well as idespread evidence of deterioration in
public services, especially in rural areas, it sidely held view that living standards for
a significant number of Papua New Guineans havéndecsince 1990. Furthermore, in
spite of the increasing cost of living, salariesénahanged very little over a long period,
contributing to a static or possibly worsening poyeituation, particularly in the urban

sector. In 2003, Papua New Guinea developed a teremiuction strategy that is

intended to give an added focus to poverty in thgonal Medium-Term Development

Strategy (MTDS).

The National Strategic Plan (NSP) 2010-2050 of Gowent of Papua New Guinea
(GoPNG) promises to provide the next forty yeaiorisand framework for long range
planning. A Long Term Development Strategy (LTD81@-2030 is being developed to
link the principles and focus areas of the NSP amide policy direction and sectoral
interventions with clear objectives, quantitativergets and baseline indicators. To
achieve the intended long term goal, the LTDS psepdive broad strategies which will
be detailed in four Medium Term Development PIai$DP) over the next twenty years.

PNG is a signatory to the Millennium Developmentclaeation of the UN General
Assembly which sets objectives for global developnwer the period 2000-2015.

The National Health Administration Act (1997) edisies the National Health Plan
(NHP) as a national policy. It applies to the entountry including Provincial and

Local-Level Governments. The Act provides for thdmto be approved by the National
Executive Council after considering recommendatignthe National Health Board. A

National Health Plan for 2011-2020 is currently endevelopment and will layout the
broad goals, strategies and interventions contawvitdn the NSP and the LTDS for the
health sector. The goal of the new NHP will be eBtgsthened Primary Health Care to all
and Service Delivery to the rural majority and urlp@or'.

The Provincial Health Authority (PHA) reform is amtiative led by the NDOH Health
Sector Reform Unit to combine provincial health @gement in a distinct entity,
empowering provincial managers to improve serviekvdry. Within the PHA reform,
the development of a Single Financing Frameworlprawincial level aims to offer
provincial health authorities holistic and prediotea management of financing sources
and mechanisms.

8

COMPREHENSIVE MULTI-YEAR PLAN FOR NATIONAL IMMUNIZATION PROGRAMM E 2011-2015



1.3 Health situation and trend

Health services in Papua New Guinea are providedhbyGovernment and church
medical services and are primarily financed by fufoinds. The poor road infrastructure
and rugged terrain pose formidable challengesdcetfective delivery of health services
nationwide. In recent years, rural health servit@ge deteriorated significantly because
of the closing down of many rural health facilitiekhe present status of rural health
service is compounded by shortage of medical dsctaurses and community health
workers in most rural areas. The persistent antwserlaw-and-order problem with

marked regional differences affects access to Inéadilities and staff supervision.

The major health problems have remained largel\hanged in the past ten to fifteen
years. The leading health problems continue todmemunicable diseases, with malaria,
tuberculosis, diarrhoeal diseases, and acute atgpir disease as major causes of
morbidity and mortality. PNG has a generalized Hpidemic, driven predominantly by
heterosexual transmission.

The epidemiological profile of PNG with its heavurden of communicable diseases
indicates that huge improvement in health outcoomesd be achieved with simple and
effective interventions using a primary health cagproach. While some hospital
services (e.g., for maternal complications) areemissl, most health problems can be
addressed through effective delivery of primaryecarmich is linked to appropriate

referral services. The current poor health statusu@l populations points to a weak
primary health care system with a lack of essesgavices that reach rural communities
for even basic needs, such as immunization andd&difeery. This can to a large extent
be attributed to a flawed decentralization policlyene the provinces and districts have
been given the responsibility for running of rutaalth services without ensuring
commensurate financial resources and manageriacitgp The increased size and
mobility of populations, the growth of larger, denspopulations in peri-urban

communities, and the relative weakening of heaéthvises combine to increase the
incidence of communicable diseases. Additionatlyronic life-style-related diseases
such as diabetes, heart disease, and cancer amnibggto emerge as prominent
problems in urban areas.

1.3.1 Communicable and noncommunicable diseasakhhesk factors and transition

Communicable diseases remain the major causes dfidity and mortality in all age
groups. However, significant progress has beerenradome areas. In 2000, the country
was declared poliomyelitis-free. In addition, thational leprosy elimination target of
less than one case per 10,000 population was réache

Malaria is the leading cause of all outpatienttsisind the third leading cause of hospital
admissions and deaths. The disease is now enderaicery province, including those

! Country Health Information Profiles, 2009, WPROH®
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that were once malaria-free. An average of 1.5qiilBon suspected cases of malaria are
seen at health care facilities annually, and malaortality rates for 2007 were estimated
to be 8.4 per 100,000. Together, malaria and poeianaccount for one-third of all
recorded deaths.

According to WHO estimates (WHO Report 2009 Globaberculosis Control) in 2007,
Papua New Guinea has an estimated tuberculosislpree rate of 430/100,000, a TB
death rate of 60/100,000 per year, and a total 9002 cases for all types of TB.
However, it is very likely that these are underastes because the prevalence and
incidence rates are based on case notificatiorts,cases are generally underreported.
According to the same WHO report, it is estimateat the incidence rate for new smear-
positive cases was 108/100,000 per year in 200ius TB remains a major public health
problem, particularly in view of the current HIV idpmic. The directly observed
treatment, short-course (DOTS) programme is gréguatpanding and is currently
operational in eight provinces. Reasons for tbevst-than-planned expansion of DOTS
include a number of system constraints common herotlisease control programmes:
central-level staffing; weak infrastructure and poip services; and delays in access to
funds, limited training, supervision and other leleael support.

Papua New Guinea was declared to have a generdikddIDS epidemic in 2003. A
consensus workshop, held in February 2006, estihthte there were 23,000 to 91,000
HIV-positive individuals in the sexually active pdption of 15-49 years. HIV
prevalence among women attending antenatal clisib®@tween 0.6% and 3.7% (2005)
and AIDS-related death is the leading cause ofhd@atadult inpatients at the Port
Moresby General Hospital. The main mode of HI\hsmission is heterosexual. The
incidence of other sexually transmitted infectidi®sIl) is also rising, with the high
incidence of sexual assaults on women contributrgeir risk of contracting an STI.

Filariasis is endemic, although the size of thebfmm is unknown. Mass drug
administration through the Elimination of Lymphafiilariasis (ELF) programme is
ongoing.

The incidence of noncommunicable diseases is risingating the double burden as
observed in most developing countries. Cases ddctarelated and alcohol-related
illness appear to be increasing, while data fromt Rwresby General Hospital suggest
that diabetes and hypertension are also on thedser The three leading cancers in
Papua New Guinea - oral, hepatic and cervical eHargely preventable causes (beetle
chewing and tobacco smoking).

Another ongoing health concern is related to igsicaused by road traffic accidents and
all forms of violence (domestic, criminal and tijba

10
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1.3.2 Outbreaks of communicable diseases

Papua New Guinea still remains susceptible to eats of vaccine-preventable diseases
due to suboptimal immunization coverage. Efforesaso required to strengthen the EPI
disease surveillance systems. Of 1083 suspectadl@secases reported in 2009, only 82
were adequately investigated and tested for laboraonfirmation. While none of these
investigated cases were confirmed as measlesiubestatus of measles virus circulation
in the country is unclear.

Diarrhoeal diseases remain common. Intestinattidas diseases, including diarrhoeal
diseases and typhoid, are major causes of morbiditth an estimated combined
incidence of 434/100,000 year. Contaminated fawdlveater are the major contributing
factors. Only 40% of the population have an actesmproved drinking water source,
and poor hygiene conditions results in unsafe foaddling practices.

Malaria outbreaks in different parts of the courdrg yearly events. Papua New Guinea
still seems to be free of the A(H5N1) avian inflaarvirus.

1.3.3 Leading causes of mortality and morbidity

Communicable diseases, including pneumonia, malateerculosis, diarrhoeal diseases,
meningitis and, increasingly, HIV/AIDS, remain theading cause of morbidity and
account for around 50% of mortality. Informatiomthe true impact of HIV on mortality
and morbidity in Papua New Guinea is lacking, blD3crelated death has been reported
in adult in-patients at the Port Moresby Generadpital.

Perinatal conditions account for over 10% of afloreled deaths and maternal mortality
estimates are high and have increased in past,yiedisating a decrease in access to
guality health services.

The noncommunicable diseases epidemic in Papua®iemea is firmly established and
increasing, but remains largely unrecognized inorga data. Tobacco-related and
alcohol-related ilinesses, diabetes and hypertansie on the increase, as are the three
leading cancers (oral, hepatic and cervical), aleitly breast and lung cancers.

1.3.4 Maternal, child and infant diseases

Maternal and child morbidity and mortality are notproving in Papua New Guinea.
Maternal mortality estimates vary widely, but ak digh. The 2006 DHS established a
maternal mortality ratio of 733 per 100 000 liveths. The causes of maternal mortality
include postpartum haemorrhage, puerperal sepdis,partum haemorrhage, eclampsia
and anaemia. Almost 53% of pregnant women areddareby trained health personnel
and about 52% of births are in health facilitiedbout 24.3% of women are using
modern family planning methods (2006).
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Perinatal conditions account for over 10% of alloreled deaths. The infant mortality
rate is estimated at 56.7 per 1000 live births @GfHmpared with 82 in 1991 and 72
from the 1981 National Census. Overall, 30% ofldtbih are considered to be
moderately to severely malnourished and 31% ofdolil aged 0-5 is stunted, while
wasting is comparatively low. Again, there are kedrregional variations.

Child health problems are being addressed throenginaved immunization and the joint

United Nations Children’s Fund (UNICEF)/WHO childrsival strategy, with a focus on
the integrated management of childhood illness (IMPproach.
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1.4 Health system
1.4.1 Ministry of Health's mission, vision and aijees?

The overall mission of the National Department afakh is to promote the physical,
social, mental and spiritual well-being of peophetieir communities, and to promote
and encourage the maintenance of community hetltin acceptable level by planning
and delivering preventive and curative medical atinér health services.

The vision of the Department is a nation of heaitidjviduals, families and communities
where self-reliance prepares all for healthy livinga healthy island environment, with
the ultimate goal of improving the health of allpBa New Guineans through the
development of a health system that is respongiffective, affordable, acceptable and
accessible to the majority of people.

The goal of the new National Health Plan of PapeavNsuinea will be ‘Strengthened
Primary Health Care to All and Service Deliverythe rural majority and urban poor'.

The Government is focusing its efforts on improvatgld health and reducing malaria,
tuberculosis and HIV/AIDS through specific prograssn To be a nation of healthy
individuals, families and communities, and in tharis of the National Goals and
Directive Principles as enshrined in the Nationan§&itution, Papua New Guineans
strive for a future in which:

» fewer infants and children die before they have dnatlance to experience life;

 fewer mothers die in childbirth from preventableseas;

« all Papua New Guineans have access to basic leza#ttand good nutrition;

» fewer Papua New Guineans die from preventable esatable diseases including
malaria, pneumonia, tuberculosis, diarrhoea and AIN'S;

* women and men live healthier, longer, productivediand age with dignity;

* villages have safe drinking water and a clean emvrent; and

« individuals make informed choices as regards hdmdtiaviour.

1.4.2 Organization of health system and deliveryises

Health services in Papua New Guinea are providedapily by the Government and
church medical services (both of which are finangaudharily from public sector funds);
enterprise-based services (e.g. the mines); a smatlern private sector; and traditional
healers (undocumented number). Within the puldictas, management responsibility
for hospitals and rural health services within pmoes is divided. The National
Department of Health manages the provincial holspitarhile provincial and local
governments are responsible for all other servibealth centres and sub-centres, rural
hospitals and aid posts), known collectively asdfinealth services’.

2 Country Health Information Profiles, 2009, WPROH®
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The National Health Conference 2001 supported pgsal to create a unified provincial
health system. The proposal envisaged a singldrmial health authority responsible
for both hospital and rural health services, hedned Provincial Director of Health who
would report to both the national and provincialgaments. Thus far this system has
only been implemented in four provinces.

Strategies to ease managerial difficulties inclumleendment of selected public finance
and management procedures; quarantining (earmarkih¢pealth funds in provincial
grants; delegation of powers over district heattffSrom the Provincial Administrator
to the Provincial Health Adviser; and alignment tofasury warrants to provincial
budgets. Stronger monitoring mechanisms are beéévgloped. A review of functions
has recommended that provincial health budgetsidhoake provision for each rural
health facility individually, which may have impéitions for the current budget structure
if all resources going to facilities from severaffetent programme heads are to be
captured comprehensively. This too still needsaactually put in place.

1.4.3 Health policy, planning and regulatory franoei

The National Health Plan 2001-2010 and the MediwemT Expenditure Framework
2005-2007, with its 2007-2009 update, identify soexplicit priorities. These include
maternal and child health, immunization, malariatoad, TB DOTS, HIV/AIDS, and
water and sanitation programmes. Development ohth National Health Plan 2011-
2020 has started in Papua New Guinea.

1.4.4 Health care financing

Overall health spending is falling despite recegv high share of government funds.
Total health expenditure as a share of GDP rosalidyefrom 3.2% to 4.4% between
1997 and 2001. In 2007, however, it decreased blagkn to 3.2% and total health
expenditure per capita fell to US$ 31.3 (from URBLES dollars in 1997). Over 80% of
recurrent provincial health budgets were allocdtedalaries in 2006. Increased income
from the mining sector in the same year providedafoadditional US$ 60 million for the
health sector, which allowed the undertaking ofglamvaited renovation work in
hospitals and the addressing of human resourcesssuch as staff housing.

Papua New Guinea receives significant levels dtiaif development assistance (ODA),
estimated to have amounted to US$ 203 million,.8%/of GNP, in 2001. Over recent
years, ODA for health has fluctuated, but has bemeund 24% (2004) of total health
spending.

A major new source of funds for health was openednu2005 with the signing for a
US$ 30 million grant from the Global Fund to FightDS, Tuberculosis and Malaria
(Global Fund) for the country’s HIV/AIDS programmeln 2004, the Global Fund
committed US$ 20 million for malaria over five ysarA further proposal of US$ 21
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million for TB was accepted in 2006 and, in 2008naaria proposal of over US$ 152.2
million.

Papua New Guinea does not have any form of prive#dth insurance, although there is
an initiative to have mandatory staff health insgrintroduced in the formal sector. In
principle, health services are free. In most progs, however, a fee is charged for
outpatient visits. It is not clear in how muchstlaicts as a deterrent to people accessing
health services.

1.4.5 Human resources for health

The nurse-to-population ratio is estimated at 112population. An additional 600
nurses, 600 community health workers and 100 midsvare estimated to be needed to
fill vacant posts, but current production ratesiasafficient to fill the gaps. The doctor-
to-population ratio is estimated at 1:19,399 popaorta the majority of doctors being in
Port Moresby.

Churches are important providers of care, espgdialiural areas, where they provide up
to 80% of health services. They share many of tteblems of public facilities, but
appear to perform better in a number of areas.

Papua New Guinea trains most of its health worldand the churches run five of the
seven nursing schools and all of the communitytheabrker training schools.
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2. EPI IN PAPUA NEW GUINEA: HISTORY AND SITUATION ANALYSIS
2.1 History of EPI in Papua New Guinea

EPI was launched in PNG in 1977. Initially, thegnam targeted 6 vaccine preventable
diseases-- tuberculosis, polio, diphtheria, peituasd tetanus. Measles vaccine was
introduced in 1982 (infants 9 months of age) an®2l@nfants 6 months of age).
Hepatitis B vaccine was introduced in 1989. DTP-Hepaccine was introduced in the
country in 2008, while Haemophilus influenzae typéHib) vaccinewas introduced as
part of DTP-Hep B- Hib vaccine in 2009.

Supplemental immunization for polio eradication wdmne since 1996 and Measles
supplementary immunization is being carried outeif003-2005. The population group
targeted under EPI include under 1 population, gclkatrants and leaving (age 6-13
years), and pregnant womexdditional age groups are targeted in Measles cagnpa

Administratively, EPI is under the Family Healthitim the Health Improvement Branch
of the National Department of Health. Provinciald€€Ghain Logistics Officers (PCCLO)
is responsible for the management of vaccinesatimeial level with support from the
Provincial Family Health Coordinator. At the distrilevel, EPI is managed by the
District Manager through the health facility SisterCharge.

Immunization services are offered as part of pub&alth services through a network of
Maternal and Child Health (MCH) clinics, outreadmsces and through immunization
sessions organized at health facilities. Monitoramgd Evaluation of EPI is done by
regular supervision and evaluation of data on feplocoverage and disease incidence
through the National Health Information System. Ed#florting systems are organized as
part of National Health information systems in limgh health sector reforms.

2.2 National Policies and Plans providing mandaties EPI in Papua New Guinea

The National Health Plan 2001-2010 address pridr@glth concerns and cost effective
interventions. Given the scarcity of available tgses and the priority health concerns of
the country, the NHP have identified control, ehation and eradication of vaccine
preventable diseases as one of the priority. ReUBRI| activity is being considered in

NHP as a cost-effective comprehensive approachwiiatesult in real and sustained

improvements in health services for children.

The PNG Child Health Plan and Strategic ImplemémtaPlan 2009-2020, details the
child health component of the overall National HedPlan and sets out activities and
programs that will result in the MDG goals beindiiaeed. This Plan emphasizes the
strong expanded program of immunization (EPI) tizet been developed over years.
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The Multi-year plan on EPI 2006-2010 provided aadetl plan of activities at National,
provincial and health facilities and was budgeteddcure funds for the activities both at
national and provincial level.

The National Policy and Technical Guidelines fod B&st revised on 2004, provides the
basis for all technical aspects of EPI in Papua N&awinea. This serves as an index
document for EPlI managers at all levels towardsurmg a quality immunization
services in the country. Recognizing the recenhgha in the field of immunization and
with the introduction of new vaccines in the coyrteyond 2007, the need for reveing
the present EPI Policy and Guidelines has beeredgaad the process of revising and
dissemination of EPI policy and working Manual Hasen already initiated by the
National EPI unit.

2.3 Delivery of immunization services and vaccimatischedule in Papua New Guinea

Immunization services in Papua New Guinea are edfffers part of public health services
through a network of 800 Maternal and Child HedMCH) clinics, and approximately
30% of the children are reached through outreachicgs. The rest of the target
population is covered through immunization sessionganized at health facilities.
Approximately 63% of health facilities are govermtiewned and the remaining by non-
governmental organizations, religious organizatiamd private practitioners.

The EPI through the following vaccination schedudePapua New Guinea strives to
complete vaccination of childrdsefore their first birth day to protect all infaragainst
eight vaccine preventable diseases.

Table 1 National Routine Immunization Schedule in Papua Kkwnea

Immunization to be given at:

Vaccine

BCG

HepatitisB

Oral Polio
(Sabin)

DTP-HepB-
Hib

M eadles

Tetanus
Toxoid

Vitamin A
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Table 2. Immunization Schedule for pregnant women in Papea Suinea

Dose When to give
First contact with health service or any time dgrihe 1st
TT-1& TT-2
pregnancy— 2 doses (at least 4 weeks apart)
TT-3 At first contact during 2nd pregnancy or after ibifat least
6 months after TT 2)
At first contact during 3rd pregnancy or after Ibifat least
TT-4
1 year after TT 3)
TT-5 At first contact during 4th pregnancy or after bi¢at least
1 year after TT 4)

2.4 Recent progress and issues on priority areas
2.4.1. Routine immunization programme

Overall immunization coverage in Papua New Guinaa been fairly constant or has
shown very little improvement over past 3 yearse dhtreach sessions conducted by the
Health Centres did not show any major improvemest tast few years. Reaching to the
children of Papua New Guinea through outreach aadilenservices holds an essential
element towards achieving good immunization coverag

Between 2008 and 2009, the programme started tabiteation of the cold chain in the
provinces and health facilities resulting in an iomp@ment of cold chain functionality in
Health Centres from 44% in 2006 to 84% in 2008. pregramme also completed the
setting up of two new cold rooms at the Nationataifiae Store.

Table 3. Situational analysis of routine EPI by major systemmponents in Papua New
Guinea, 2006-2008

DTP-HepB-Hib 3 national coverage 75 60 60
% Districts with DTPHepB-Hib3 coverage >80% NIL 21| 12

# Pertussis cases reported 256 413 373
% AEFIs reported which are investigated - 0 100
% Provinces providing annual update of cold ch ain, 100 100
inventory

% Health centres with functional cold chain equiptrfer
the routine immunization services

% Health facilities reporting vaccine or injectioraterial 0 0 3
stock-outs

(Total # Outreaches conducted) / (Total # Outresche 5
planned) (%)

44 56 84

8 54 58

% Outreach Clinics /1000 children under 5 years 26 22 23
# Districts provided with at least one supportive
supervision in a year by either NDOH or Provingial 39 31 28

Health Offices
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The Routine Immunization Programme in Papua Newn&uiis supported by an
established surveillance system for Measles/RubBiiéio, Meningitis-Encephalitis and
Rotavirus. The country also has an inbuilt neonttanus reporting system through the
national health information system. The sensitigfythe existing surveillance systems
needs to be reviewed and gaps identified for couemeasures.

The Routine Immunization programme has prioritizbd districts and provinces for
enhanced support based upon the DTP-3 coveragesillance and SIA performance
indicators. It has been emphasized that theseifigendistricts/provinces will be visited
by the National/Provincial staffs for support andoato support these districts with
outreach activities and sessions at difficult tacteareas. Supportive supervision by the
National and Provincial Health Officers holds a kégwards improvement of
immunization services in the provinces and distff@alth centres. The supervisory visits
to districts over the years have however decreased.

2.4.2. Measles elimination

Measles and its complication is one of the mostortgmt causes of mortality from
vaccine preventable diseases. The coverage of Be&&lccine in Papua New Guinea
has been around 50% over last few years. Estimatonpidity and mortality of measles
in Papua New Guinea is challenging as most of timeedlance data are derived from
patients admitted to health care facilities anchdbreflect disease burden at community
level. Although measles is the most commonly reggbrvaccine-preventable disease
through National health Information system, tharstill underreporting.

The GoPNG is committed towards the Measles ElinonaGoal of 2012. The plan
towards measles elimination includes strengtherohgroutine infant immunization
coverage; provide second opportunity through supetgary immunization activities,
strengthening of measles surveillance with accesantaccredited laboratory, ensuring
appropriate case management and Vitamin A ad meaistr.

Table 4. Situational analysis of Measles Elimination aciestin Papua New Guinea,
2006-2008

MCV1 (MCV at 9 month) national coverage 55 47| 54
% Districts with MCV1 coverage >90% NA 5.6 13.5
MCYV SIAs national coverage NA NA 84
% Districts with MCV SIAs coverage >95% NA NA 42
% Provinces reporting at least one suspected neeate i 11

/ 100 000 population per year

# Suspected measles cases reported in NHIS 827 733005
% Measles cases with adequate serum samples edllect 48
and tested for detection of measles IgM

Note: NA = Not Available / Applicable
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Considering the geographical diversity and existimgglth infrastructure in PNG,
improving the coverage of measles vaccine throughtime immunization and also
having a high quality SIAs remains a challenge Rapua New Guinea, which is
compounded by the existing surveillance systenmieasles.

2.4.3. Accelerated hepatitis B control
The Hepatitis B vaccine was introduced in the NaloEPI schedule of Papua New

Guinea in 1989. Under the NIS, Hepatitis B vacégadministered to all infants at birth
followed by three doses by one year of age astaop&TP-Hep B-Hib vaccine.

Table 5. Situational analysis of Accelerated Hepatitis B tooinin Papua New Guinea,
2006-2008

Timely HepB-birth (<24 hours) national coverage 37 29 27
HepB-birth dose 24 hours national coverage 75 80 82
% Districts with Timely HepB-birth (<24 hours) coage i 54 53
>80%

HepB3 national coverage 70 59 56
% Districts with HepB3 coverage >80% 42 20 12

Administering birth dose of Hepatitis B to newboiingolves a close linkage between
presence of skilled attendants at delivery andgmes of competent person to provide
immunization. With about 52% of births happeninghigalth facilities nationally, with
wide regional and provincial difference, deliverytonely Hep B birth dose remains a
challenge in Papua New Guinea, which is constamtiratt 27% over past few years.
However, emphasis has been laid to all hospitatheéncountry conducting deliveries to
administer birth dose of Hepatitis B to all newlmwmithin 24 hours of birth.

2.4.4. Maintaining polio-free status

In 2000, the country was declared poliomyeliti®fréA sensitive AFP surveillance
system along with high OPV-3 coverage remains #eklbone towards maintaining the
polio-free status in the country.

The OPV -3 coverage in the country over past fearydas been fairly constant around
60-65%, with wide regional and provincial variatioBonsidering only 20% of the
districts recorded an OPV-3 coverage of more tt@# 8 2008, this poses a high risk of
any impending outbreak following importation fromdemic countries in the light of the
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increased industrialization and movement of pefqoe different parts of world to Port
Moresby and other industrial belt of Papua New @&ain

The AFP surveillance system has been inconsistentpast few years, with surveillance
indicator of adequate sample collection rate destmgao 17% in 2008 from 72% in 2007.

Table 6. Situational analysis of Polio Free status in Pdgea Guinea, 2006-2008

OPV3 national coverage 75 61 65
% Districts with OPV3 coverage >80% NIL 22 20
Non-polio AFP rate 15 1.01 0.46
% AFP cases with adequate stool samples within éks/e 53 72 17
after reporting

Involvement of Paediatricians and provincial diseesntrol officers will be an important
step in improvement of the existing AFP surveillargystem in the country. Quarterly
feedback to the provinces by the National SurveiéaTeam will be key to assessment of
the performance of the provinces.

2.4.5. Maternal and neonatal tetanus elimination

More than 46% of women in Papua New Guinea deltdrome (DHS-2006) and with

only 19% of districts having a TT + coverage of emmtdran 80% and 60% DTP-3 national
coverage, warrants a national policy being framedatds Maternal and Neonatal
Tetanus elimination in the country.

Table 7 Situational analysis of Maternal and Neonatal tesaglimination in Papua New
Guinea 2006-2008

DTP3 national coverage 75 60 60
% Districts with TT 2+ coverage >80% 18 19 19
# Districts with NT / 1000 live births > 1 NA NA 15
% School-aged children receiving TT through thetireu i ) o8
school health programme

The current emphasis on improving the routine DT&®erage and having a
comprehensive strategy to reach women can be atteéssough a deliberate phased
approach based on high-risk selection criteria Wdllp to identify areas of poor
performance and offer protection to the women &tenable locations.
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2.4.6. Introduce the vaccination against Strepteosc pneumoniae and human
papillomavirus to the routine EPI schedule and silfance of new Vaccine preventable
diseases when available

Papua New Guinea has made significant contributond improvement towards
providing newer vaccines to all children of the wtvy. The country introduced
Haemophilus influenzae b (Hib) into the national E€hedule in 2008. The country has
established Meningitis-Encephalitis Surveillance assess the impact of the vaccine
introduction and also to plan for the introductafrpneumococcal vaccine in the country.
The country has also established rotavirus suareit at Institute of Medical Research,
Goroka.

Table 8 Performance of New Vaccine preventable diseasee8lamce in Papua New
Guinea, 2006-2008

# Pneumococcal meningitis cases identified in |the i 19
Paediatric Sentinel Surveillance System
Data
# Cervical cancers Not 281 410
Collated
# Rotavirus confirmed cases - -

The National EPI unit is working in close collabiwa with the Obstetrics and
Gynaecological Society and Maternal Health depamtno¢ the National Department of
Health towards assessment of cervical cancer sagamnd piloting of HPV vaccine in
identified province.

2.4.7. Integration of EPI delivery with other hdalhterventions

Delivery of EPI services to community at large pd@s an imminent ground to deliver
other health interventions. The approach of the KBBRIuring the Measles SIA 2008
integrating the routine EPI services and Vitamiri8tribution has been a way forward
for the country to maximize resource utilizatiomotlgh one point entry with similar
interventions for the community.

The integration of other interventions as MalaNairitional interventions and maternal
care along with EPI will require a more collaboratiperformance from all concerned
departments within the National department of Heattd thereby improve the quality of
services delivered by personnel at community level.

In order to succeed in integration of other serviaith EPI service delivery will require
adequate planning for delivery of services andasuisty of the service deliveries from
effective consultation with all major players ational/provincial/district level.
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2.4.8. Supplemental immunization activities

Considering the EPI coverage in the country ovest i@w years and to accelerate the
country's progress towards the eradication andiamir&tion of vaccine preventable
diseases, the country has conducted Measles SBAcadch up followed by follow up
campaigns during last few years.

These supplementary activities in PNG have showmfse towards access to unreached
population of routine EPI.

2.4.9. Vitamin A

Vitamin A supplementation has been introduced as qgfathe National EPI schedule to
be given at 6 months and 12 months of age. Vitafnimas also planned for distribution
during the measles catch-up campaigns.

2.4.10. Maintain the performance of the nationabsies/rubella laboratory under WHO
accreditation standard and strengthening laboratoapacity for new vaccines

The Measles Laboratory system for strengtheningedsles Case Based surveillance as
an essential parameter towards Measles eliminatioRNG has been operational at
Central Public Health Laboratory, Port Moresby.

Eight provincial hospitals has been identified he tentinel sites for the Meningitis
Encephalitis Surveillance in the country while thstitute of Medical Research, Goroka
has been identified as the sentinel site for tihevious surveillance.

The performance of the sentinel sites and the &bor has been improving over years
on various laboratory performance indicators. Witlore number of staffs to be

positioned following the restructuring planned i©12, it is anticipated that the

manpower resource structure in CPHL and with tleipces will lead to improvement

of laboratory performance of Measles/Rubella asd &dwards other new vaccines.

The Central Public Health Laboratory, which is tleéerence laboratory for all public
health surveillance laboratory activities in theuctny, has been planned to act as a
reference laboratory for the quality assurance h&f eight provincial hospitals and
laboratory testing for Meningitis — Encephalitis foonfirmation of test and also sub-
typing of bacterial meningitis organisms and forasive bacterial disease using real-time
PCR.
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3. COMPREHENSIVE MULTI-YEAR PLAN OF NATIONAL IMMUNEATION
PROGRAMME IN PAPUA NEW GUINEA 2011-2015 (cMYP 202D15)

3-1. Achieve high quality immunization services th&ach every child and mother

The Government of Papua New Guinea is committettéch every child and mother
with quality immunization services over the nextefiyears to reduce mortality and
morbidity arising from vaccine preventable diseadeds widely acknowledged that
reaching with quality immunization services to edirners of the country will lead to
betterment in health of the general populationmether and child in particular.

GoPNG will also focus on quality aspects of AEFImagement, improved supportive
supervision by National and Provincial staffs, eage in outreach services and better
vaccine and logistic management at all levels tdwattainment of the objectcive.

Indicators and Targets

* DTP-HepB-Hib 3 national coverage90 %

* % Districts with DTP-HepB-Hib3 coverage >80%20%

» # Pertussis cases reported00

* % AEFIs reported which are investigaté80%

* % Provinces providing annual update of cold chauentory:100%

* 9% Health centres with functional cold chain equiptm&00%

* % Health facilities reporting vaccine or injectioraterial stock-out<

* (Total # Outreaches conducted) / (Total # Outreagh@nned) %>80%

* 9% Health facilities which conducted outreachesast 4 times in a yea¥80%

» # Districts provided with at least one supportivgervision in a year by either
NDOH or Provincial Health Officef9

Annual Milestones for reaching cMYP Targets arevginohn ANNEX 2-1.

Strategies

The following strategies enlisted will be carriedt ean 2011-2015 to achieve the above
cMYP Target for each Indicator. Key Activities fonplementation of each Strategy are
outlined with their implementation timeline ANNEX 2-1.

» Strengthen technical assistance to poorly perfagrdistricts and urban areas

» Enhance implementation of supportive supervisiomdtyonal and provincial staffs

» Implement key components of National CommunicaStnategy for Routine EPI

» Develop a national routine AEFI management system

* Procurement and equitable distribution of WHO pueddied vaccines and injection
safety materials

» Maintain and ensure operational system of coldrckguipment
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» Strengthen EPI programme management capacity @nagtprovincial and district
levels

» Secure financial and operational resources for imeutEPlI and monitor
implementation by all functional levels

* Promote immunization safety

3-2. Make progress towards elimination of measles

The Government of PNG is committed towards theomgi goal of elimination of
measles by 2012 and in this regard emphasis oedsitrg the routine MCV coverage
and conducting high quality Measles SIAs in 2010 2612 will be a priority. Based on
the country situation on Measles coverage and mea&sise scenario, an additional SIA
in 2014 will be considered.

In an effort to eliminate measles by 2012, empHhaassbeen also laid on surveillance and
supported by quality laboratory support to subs#athe progress made.

Indicators and Targets

* MCV1 (MCV at 9 month) national coverage90%

* % Districts with MCV2 coverage >90%95%

* MCV SIAs national coverages95%

* % Districts with MCV SIAs coverage >95%80%

» National Non- Measles suspected case reporting>&té¢ 100,000

* % Provinces reporting at least one suspected nseaake / 100,000 population per
year:>80%

* % Measles cases with adequate investigation* wdimours of report-80%

* % Adequate serum samples (from suspected meadses)oaith laboratory results
within 7 days of receipt: 80%

* Adequate investigation means: collection of cdata including 1) Date of rash onset,

2) Date of notification, 3) Date of investigatiof) Date of specimen collection, 5)

vaccination status, 6) Date of last vaccinatiorD&)e of birth or age, 8) Sex, 9) District

of residence or infection, 10) Travel history ardtliional case finding and contact

tracing should be conducted to identify any possdgidemiologically-linked cases.

Annual Milestones for reaching cMYP Targets arevginon ANNEX 2-2.

Strategies

The following strategies enlisted will be carriedt an 2011-2015 to achieve the above
cMYP Target for each Indicator. Key Activities fonplementation of each Strategy are
outlined with their implementation timeline ANNEX 2-2.
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» Strengthen provision of technical support by NDQ#dl #rovincial Health Office to
the priority district in developing and implememgiits annual micro plan for measles
elimination activities

» Strengthen supportive supervision with on-sitenirej by NDOH and Provincial
Health Office to the priority district

» Conduct high-quality MCV SIlAs (ensuring all distscto achieve >95% coverage)
every two year

* Use "PNG National Health Week" as opportunity fareisgthening advocacy on
National Measles Elimination

» Strengthen district's capacity in reporting andestigation of all suspected measles
cases with collection of serum specimens

» Strengthen PHO's capacity in provision of technszgdport to the district manager in
detecting, investigating and reporting suspectedsfies cases

» Improve the diagnostic capacity of Central Publeakh Laboratory

» Enhance coordination capacity of NDOH and the Praal Health Office towards
national measles elimination activities

* Enhance coordination between surveillance unitatiomal department of health and
central public health laboratory for measles sulevate activities

» Strengthen focused support to districts with weakacity in implementation of
measles elimination activities

Based on the results of the measles surveillanctemletection of rubella, the country
will decide on evidence-based results on the intctidn of rubella vaccine in the
national EPI schedule. Also the child health adwigechnical group in PNG will decide
on the timings of introduction of rubella vaccinetiw technical assistance from
WHO/UNICEF.

3-3. Make progress towards control of hepatitis B

Low institutional deliveries in the country posestallenge for delivery of Hepatitis B

birth dose to the newborns. Over the past few yedHepatitis B doses are been
increasingly administered to children beyond 24 rhoafter birth. With the more

emphasis on improvement of rural health servicddational Health plan, it is envisaged
that the timely Hep B birth dose delivery will iease in the country in the next five
years.

The EPI programme in the country is also lookingverd towards community based
delivery of Hepatitis B vaccine along with comprebiee postnatal care as a plot
initiative. The progress made in the pilot provimeecommunity based delivery of HepB
Birth Dose will be expanded, based on evidence bemdts and economic feasibility of
using uniject to other poor performing provinces.

Indicators and Targets
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» Timely HepB-birth (<24 hours) national coverag80%

» HepB-birth 24 hours national coverage90%

* % Districts with Timely HepB-birth (<24 hours) coege >80%>90

» HepB3 national coverage (DTP-HepB-Hib 3 nationalerage) >90%

e % Districts with HepB3 coverage >80% ( % Distriatsth DTP-HepB-Hib 3
coverage >80%)»90%

Annual Milestones for reaching cMYP Targets arevginohn ANNEX 2-3.

Strategies

The following strategies enlisted will be carriedt an 2011-2015 to achieve the above
cMYP Target for each Indicator. Key Activities fonplementation of each Strategy are
outlined with their implementation timeline ANNEX 2-3.

» Strengthen provision of technical support by NDQ#dl #rovincial Health Office to
the priority district in developing and implemergints annual micro plan for
accelerated hepatitis B control

» Strengthen supportive supervision with on-sitenirej by NDOH and Provincial
Health Office to the priority district

» Promote timely administration of HepB within 24 ho$ birth

* Use "PNG National Health Week" as opportunity fareisgthening advocacy on
accelerated hepatitis B control with immunization

* Promote community and parents awareness on thertamee of " institutional or
supervised delivery”

» Plan and conduct hepatitis B surface antigen sencey

» Enhance coordination capacity of NDOH and the Praal Health Office in national
hepatitis B control programme

» Strengthen focused support to poor performingidistin implementation of hepatitis
B vaccination

Hepatitis B vaccination of all health workers iretbountry either during the pre-service
training, entry into the service or thereafter Isoaeing planned in Papua New Guinea.
The hepatitis B vaccination of health care worland adoption of universal precaution
will be made a part of national EPI policy and tachl guidelines.

3-4. Maintain PNG'’s Polio-free status
In view of maintaining Polio Free status in the wmivy, the national EPI programme is
concerned on OPV coverage of all beneficiaries iias been declining over past few

years. Another concern for the country is the siityi of the existing AFP surveillance
system.
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Over the next few years, the EPI programme willfon improving the OPV coverage
either through routine EPI or by identifying pocgrforming districts using a revised
criteria matrix though identified mini-SIAs or igjugation with other SIAs as Measles.
Indicators and Targets

OPV 3 national coverage80%

% Districts with OPV3 coverage >80%90%

Non-polio AFP rate (/100 000 children under 15 gezrage) >1

% AFP cases with adequate stool samples withina}4 df onset>80%
% AFP cases repoted within 14 days of ons@&0%

OPV in SIAs national coverage: 80%

% Districts with OPV in SIAs coverage >90%: > 90%

Annual Milestones for reaching cMYP Targets arevginohn ANNEX 2-4.

Strategies

The following strategies enlisted will be carriedt an 2011-2015 to achieve the above
cMYP Target for each Indicator. Key Activities fonplementation of each Strategy are
outlined with their implementation timeline ANNEX 2-4.

Strengthen provision of technical support by NDQtdl #rovincial Health Office to
the priority district

Strengthen supportive supervision with on-siteniraj by NDOH and Provincial
Health Office to the priority districts

Incorporate OPV into MCV SIAs which will be condacie every two year

Identify high risk districts based on coverage,veilance and other associated
criteria for targeted OPV mini-SlAs; includes regyutlata review and risk assessment
exercise.

Strengthen and sustain awareness on the importdraio vaccination among the
health staff and community people

Strengthen District's capacity in reporting andestigation of all AFP cases
Strengthen PHO's capacity in provision of technszgdport to the district manager in
reporting all AFP cases with adequate stool samples

Strengthen coordination and communication betweatoNal disease surveillance
unit and WHO accredited regional laboratory

Enhance coordination capacity of NDOH, Provinciagalih Office and district in
sustaining polio-free in PNG

Strengthen focused support to districts with weakacity in implementation of
activities for sustaining polio free status in PNG

Organize regular NCC and expert panel meetings

In view of the recent increased industrial acteéstiand increase travel movement in and
out of Papua New Guinea; with low OPV coverage antine EPI, the country will
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prepare and implement an importation response plla@.importation response plan will
be updated and adapted to the local settings otdl@try in consultation with child
health advisory committee.

3-5. Achieve elimination of maternal and neonatatanus

Acknowledging the present scenario of antenatak Garvices in the country and with
very low institutional delivery, the EPI programnaéong with the Maternal Health
programme officers will develop a National Planaaftion for Maternal and Tetanus
elimination in PNG. This will also involve technlcsupport form WHO and UNICEF

during the process. The districts with poor indicatwill be prioritized for focal SIAs

towards maternal and neonatal tetanus elimination.

Indicators and Targets

» DTP3 national coverage (DTP-HepB-Hib 3 nationalerage)>90%

* 9% Districts with TT 2+ coverage >80%90%

o # Districts with NT / 1000 live births £:0

# High-risk districts conducting SIAs with T23in 2014 andiO in 2015

% School-aged children receiving TT through thetirmuschool health programme:
>80 (Denominator school enrolled children)

Annual Milestones for reaching cMYP Targets arevginohn ANNEX 2-5.

Strateqgies

The following strategies will be carried out in 262015 to achieve the above cMYP
Target for each Indicator. Key Activities for imptentation of each Strategy are outlined
with their implementation timeline IANNEX 2-5.

* Development of a National Plan of Action for MNTEERPNG

» Development of risk assessment profile and prooéssientification of high-risk
districts

» Strengthen focused support to districts with weakacity in implementation of
MNTE

» Strengthen provision of technical support by NDQ#dl #rovincial Health Office to
the priority district in developing and implemergithe MNTE activities

» Strengthen supportive supervision with on-sitenirej by NDOH and Provincial
Health Office to the priority district for monitorg and accelerating implementation
of MNTE

* Conduct TT campaign in high-risk districts

* Increase routine TT 2+ coverage for pregnant woamghschool children

* Use "PNG National Health Week" as opportunity fareisgthening advocacy on
MNTE in PNG
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* Need to strengthen the national system for NT silemee and monitoring
» Enhance coordination capacity of NDOH and the Praei Health Office in MNTE
activities

3-6. Introduce the vaccination against Streptocoscupneumoniae and human
papillomavirus to the routine EPI schedule and swillance of new Vaccine
preventable diseases when available

The disease burden of pneumococcal disease in P&uaGuinea is widely researched
and documented. EPI unit of National DepartmentHafalth endorses the concern
expressed by the Paediatric Society of PNG andarelsers in introduction of
pneumococcal vaccine in the country by 2013.

Research on Human Papilloma Virus has been cordluctethe country by the
Gynecological Society of PNG. Introduction of HP\aceine will be considered
following assessment of the planned pilot initiativ

In order to substantiate the progress made towthedmtroduction of the new vaccine in
the country and also to measure the progress nedldeiiing introduction of Hib vaccine,
it is been envisaged to strengthen the existingidgtis Encephalitis Surveillance in the
country.

Indicators and Targets

» # suspected meningitis cases identified in the iRa@dSentinel Surveillance System

* Pneumococcal vaccine national coverage after itsodaction in the routine
immunization services:80

» Formal process (e.g. consultation meeting) for aygdr of possible introduction of
HPV vaccineTo be started in 2013

» # Rotavirus confirmed cases identified in RotaviBesitinel Surveillance System

» # severe diarrhoea cases tested for rotavirusisola

 # provinces participating in AES surveillance

» # Acute Encephalitis cases evaluated in Acute Hradéjs syndrome Surveillance

Annual Milestones for reaching cMYP Targets arevainohn ANNEX 2-6.

Strategies

The following strategies will be carried out in 262015 to achieve the above cMYP
Target for each Indicator. Key Activities for imptentation of each Strategy are outlined
with their implementation timeline IANNEX 2-6.

» Strengthen provision of technical support by NDQ#dl #rovincial Health Office to
the priority district in developing and implemergints annual micro plan and
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providing Supportive Supervision for Haemophilufiuanzae b (Hib) (as a part of
DTP-HepB-HiB vaccine)

» Develop a national system of vaccination, includstendard and policy, introduction
plan, performance and monitoring for Streptocoqmusumoniae

» Develop a national system of vaccination for hurpapillomavirus (HPV)

» Develop a national system of vaccination for otkaccine preventable diseases
(supported by disease burden and characteristiestifiéd through proposed
surveillance system)

* Use "PNG National Health Week" as opportunity foesgthening advocacy on Hib
in PNG

» Use "World Pneumonia Day" and other important ocecess(National Health Week)
as an opportunity for strengthening advocacy otupmscoccal vaccination in PNG

* Use "World Cancer Day" and other important occasimiated to women issues as
an opportunity for strengthening advocacy of HP\oaation in PNG

» Strengthen capacity of major provincial hospitalscbnduct bacterial meningitis
Surveillance and laboratory testing

» Strengthen the existing Bacterial Meningitis Sulaace system

» Strengthen the capacity of O&G professionals todoeh cervical cancer screening
(In collaboration with MCH Programme Officers)

» Procure and distribute sufficient Hib Vaccine gma of DTP-HepB-Hib vaccine

» Procure and distribute sufficient pneumococcal weestarting in 2013

» Procure and distribute sufficient HPV vaccine aH&V is decided to be introduced

* Maintain cold chain equipment and ensure operaltiesgstem for DTP-HepB-Hib
vaccine

» Maintain cold chain capacity for Pneumococcal vae@nd HPV vaccine

» Enhance coordination capacity of NDOH and the Praal Health Office in new and
underutilized vaccines (Hib, Pneumococcal and H&tiyities

At present the rotavirus surveillance in the copmrconducted in Institute of Medical
Research, Goroka. In order to a get a better utadetimg of circulating rotavirus strain
in the country for possible introduction of rotaigrvaccine in the country and looking
into the diverse nature of patient load in Port &y general hospital, it has been
decided to include Port Moresby General Hospitab@as of the rotavirus surveillance
centre with support from Central Public Health Ladiory.

In order to have basic understanding of the Japaenssephalitis load in the country, it
has been planned to identify provincial hospitasda on the locations and possible case
load through acute encephalitis syndrome surveidan

3-7. Integrate EPI delivery with other health inteentions
Expanded programme of Immunization in the countty been considered as an effective

programme for delivery of the other health intemiems as a composite package towards
maternal and child health services. It has beerelywidecognized in the country that
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availability and delivery of interlinked services immunization and maternal and child
health services will have a wide impact towards$dvetent of both the programmes.

The EPI programme will coordinate with concerneghattment of Maternal Health,
Malaria and with other key stakeholders towardsettgyment of minimum pacake of
services to maximize the output from each of themonents of the deliveries.

Indicators and Targets

» National guidelines for minimum package of integtaservices

# Health facilities with "Outreach PatroB0O

# Schools visited during EPI's out reach activif@sschool student health check-up
# Mosquito bed nets delivered by EPI system / isSI

» # Pregnant mother checked during SIAs with TT2+

# Children checked and reported on their genemtiiheondition

Annual Milestones for reaching cMYP Targets arevginohn ANNEX 2-7.

Strategies

The following strategies will be carried out in 202015 to achieve the above cMYP
Target for each Indicator. Key Activities for imptentation of each Strategy are outlined
with their implementation timeline IANNEX 2-7.

» Strengthen provision of technical support in deplg and implementing national
plan for integration of other health interventiavish EPI

* Use concerned department meetings and importarasmets to strengthen the
advocacy of integrated services and importancePoft&the community

* Enhance coordination between different stakeholdedsNDOH

3-8. Conduct supplemental immunization activitieveey 2 years to intensify the
routine immunization

Supplementary immunization activities provide arpapunity to reach out to a wider
population base and also to improve the populatomunity. Keeping in view the
measles elimination goal of 2012, two such SIAd wd conducted in the country in
2012 and 2014. Mini SIAs of OPV will also be pladnm the next five years after
situational analysis of the coverage of OPV. TT2¢tal SIAs will be planned in the
country as highlighted in MNTE activities.

SlIAs involving other antigen will be prioritized ithe country with analysis of the
existing scenario of the country.

Indicators and Targets
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Total # children vaccinated in SIAs
Total # children receiving Vit. A in SIAs
 # Districts participating in SIAS39

 # Districts with SIAs coverage >95%80

Annual Milestones for reaching cMYP Targets arevginohn ANNEX 2-8.

Strategies

The following strategies will be carried out in 262015 to achieve the above cMYP
Target for each Indicator. Key Activities for imptentation of each Strategy are outlined
with their implementation timeline IANNEX 2-8.

» Conduct high-quality MCV SIlAs (ensuring all distscto achieve >95% coverage)
every two year

» Conduct high-quality OPV mini-SIAs

» Conduct high-quality focal TT SIAs

* Use "PNG National Health Week" as opportunity fareisgthening advocacy on
National Measles Elimination

» Procure and distribute sufficient measles vacciekinjection safety material

» Strengthen focused support to districts with weakacity in implementation of
measles SIAs

3-9. Ensure all children receive at least 2 doséwitamin A at 6 and 12 months

Vitamin A supplementation has been a part of naliammunization schedule with an
emphasis that every infant receive 2 doses of wtainbefore 12 months of age. The
delivery of first dose of vitamin A is operationalinade feasible with administration of
first dose of measles at 6 months of age. It han anned to update the vitamin A
component into the integrated communication styatéd=Pl.

Indicators and Targets

« 9% Children receiving Vit. A- Second Dose before tfdirthday:>80
Annual Milestone for reaching cMYP Target is shawAANNEX 2-9.

Strategies

The following strategies will be carried out in 202015 to achieve the above cMYP
Target for each Indicator. Key Activities for imptentation of each Strategy are outlined
with their implementation timeline IANNEX 2-9.
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» Strengthen provision of technical support by NDQ#dl #rovincial Health Office to
all districts in developing and implementing itsnaal micro plan for vitamin A
supplementation

» Delivery of Vitamin A and De-worming during SIAs

* Integrate Vitamin A into the EPlI communication stgy and implement key
components of National Communication strategy

* Procure and distribute sufficient vitamin A

» Strengthen EPI programme management capacity @nagtprovincial and district
levels

» Secure financial resources and monitor implemesriati

3-10. Extend routine vaccine services to the comntyihealth (aid) post level

It has been widely recognized that the basic sesvas immunization be available at the
community health post so that services can beedfér all beneficiaries at their village
as envisaged in the National health plan.

Provision of immunization services is being consdeas one of the effective way of
strengthening the service delivery at this levdle EPI programme will be strengthened
at the community health post level with functiorwald chain equipments wherever
feasible.

Indicators and Targets

» # Community health posts with functional cold chegquipment70

Annual Milestone for reaching cMYP Target is shawANNEX 2-10.

Strategies
The following strategies enlisted will be carriedt an 2011-2015 to achieve the above

cMYP Target for each Indicator. Key Activities fonplementation of each Strategy are
outlined with their implementation timeline ANNEX 2-10.

Strengthen technical assistance to community headtst for extending routine
vaccine services

Strengthen EPI programme management capacity aihpral and district levels

» Secure resources and monitor implementation

* Promote immunization safety

3-11. Maintain the performance of the national mdas/rubella laboratory under
WHO accreditation standard and strengthening labdoay capacity for new vaccines

Laboratory services have been recognized as amtedseomponent of EPI and the
Central Public Health Laboratory, a laboratory grined as a public health laboratory in
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the country, coordinates with national EPI unit &ogs improvement of quality of
laboratory services in EPI surveillance. With neacaines being introduced in EPI, it
would be really essential that the laboratory smwiare also emphasized for better
understanding of the impact of the new vaccinesghiction and also to support the
possible introduction of under-utilized vaccineghe country.

Indicators and Targets

» Test results are reported by the laboratory on leedgM samples within 7 days of
receipt:>80%

» Serological tests are performed on at least 50is@es annually for Measles and
Rubella:>50

» Accuracy of measles and rubella IgM detectie®0%

* Internal quality control (QC) procedures for IgMsags implemented

* Proficiency test score:98%

» Completeness and timeliness of monthly laboratatg deporting> 80%

* Results from virus detection and genotyping (iffpened) are completed within 2
months of receipt of specimen AND data reported/t¢éO monthly:> 80%

» Score from the annual on-site review of laborataperating procedures and
practices>80%

» Serological tests are performed on at least 10@iseas annually for Rotavirus:
>100

* More than 100 samples are tested for rotavirugantdetection by ELISA

» Testing results shared in a timely manner in stahftamat and intervat-80%

* % Stool specimen collected for Rotavirus testinthini2 days of hospital admission:
>90

Annual Milestones for reaching cMYP Targets arevginohn ANNEX 2-11.

Strategies

The strategies for implementation of activitiesntaintain and improve the performance
of the National Measles/Rubella laboratory andngftieening laboratory capacity for new
vaccines will be implemented in cognizance with thleoratory plan. The support of
Surveillance unit of EPI along with Laboratory mgliof PNG (Being drafted) will be
incorporated within the EPI system to address thetegjies and activities towards the
laboratory activities of EPI.
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4. COSTING AND FINANCING OF COMPREHENSIVE MULTI-YEAR PLAN
OF NATIONAL IMMUNIZATION PROGRAMME IN PAPUA NEW GUINEA
2011-2015 (cM Y P 2011-2015)

The costing includes the cost for vaccines, injectlievices and supplies, cold chain and
transportation equipment and operational costs.cbséing is carried out with the annual
routine vaccination coverage goals for 2011-200&b(e 9), which were set based on the

actual coverage and their trends in 2008-2009.

Table 9 Target Coverage by Antigen for the routine immutictaprogramme in Papua
New Guinea, 2011-2015

Estimated # Births 222 486] 228.493| 234,662] 240,998 247,505
Estimated # Surviving Children 209.804] 215469 221,287 227.261] 233,397
(COZ;’erage goal | gno4 85% 90% 90% 90%
BCG
# 10 be 177,989 194,219 211,196 216,898 222,755
vaccinated
Coverage goal | g0, 88% 90% 92% 92%
(%)
OPV1 # to be
, 176,236/ 189,613| 199.158 209,080 214,726
vaccinated
Coverage goal | g, 84% 88% 90% 90%
(%)
OPV3 # to be
, 167,843 180,994| 194,732 204,535 210,058
vaccinated
g/(z;/erage goal | 6o 70% 80% 90% 90%
HepB-birth @1) |/ o
. 133.492| 159,945/ 187,730, 216,898 222,755
vaccinated
Coverage goal 0 0 o o N
HepB-birth (<24 | (04) 40% 50% 60% 70% 80%
hours) #to be 88,094| 114.246| 140,797| 168,699 198,004
vaccinated
(COZ;’ erage goal | g0, 86% 88% 90% 92%
DTPHepBHIb 1 | o
 ocinated 176,236| 185,303| 194,732 204,535 214,726
g/‘z;’ erage goal | 40, 75% 80% 85% 90%
DTPHepBHIb 3 |72
, 146,863 161,602| 177,029 193,172 210,058
vaccinated
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Coverage goal

(%) 65% 75% 80% 85% 90%

MV at 9 month #f[)o be
. 136,373| 161,602| 177,029| 193,172 210,058

vaccinated

Coverage goal 0 0 0 0 o
TT2+ Pregnant (%) 45% 55% 65% 75% 80%
women # to be

vaccinated 110,131| 138,238| 167,784| 198,823 217,805
VitaminAate | coveragegoal | gaq, 65% 70% 75% 80%
month (%)

#to be provided 125,883 140,055 154,901 170,446/ 186,718

Major plans and assumptions for costing include:

* Using the current vaccines and vaccination schetillitee end of 2012

* Introduction of Pneumococcal vaccine into the NaldEPI schedule in 2013

» Set annual routine vaccination coverage goals 12015 based on the actual
coverage and their trends in 2008-2009

» Conduct measles SIAs (6 Months - 2 years 11 momth&)12 and 2014

* Used estimated # births for BCG, HepB-birth, TT/fa pregnant women and
estimated # "surviving children" for OPV, MV, DTPpteHib, TT/Td for school
entry (x 0.9 = school entry rate), and pneumococaetine

» For Pregnant women, 10% was added to the estirdabaths

* Replace cold chain equipments in a planned andepghasnner

» Provide one 4 WD vehicle and motorboats to eadbripyiprovinces and districts

Detailed excel worksheets accompany this descripioprovide the assumptions and
basis of different calculations.

4.1 Vaccines

The total cost for the vaccines currently-usedhim toutine immunization programme in
Papua New Guinea (BCG, OPV, Measles, HepB, DPTHdpBid TT) as per the
current vaccination schedule is estimated to be 33B8,696 - 5,516,87@uring 2011-
2015 (Table 10). The government finances all thst ©f these vaccines except
DPTHepBHib. The government will continue to co-fice USD 0.68 per dose for
DPTHepBHib during the year 2011 - 2015.

The cost for Pneumococcal Vaccine is planned toédely introduced in the routine

immunization programme in Papua New Guinea from32@ith estimated cost of USD
1,974,982 - 2,777,428er year in 2013 through to 2015 (Table 10).
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Table 10. Projected Cost of Vaccines currently used in anglyéntroduced into the
routine immunization programme in Papua New Gui284,1-2015

BCG $305,918  $303,467 $302,494 $286,765 $273,471
OPV 1-3 $174,473 $187,716 $192,357 $201,941 $262,45
Measles $211,889  $239,132 $250,054 $266,792 $283,80
TT for Pregnant Women $32,305 $40,550 $49,217 34,6 $59,896
HepB-birth $57,401 $64,478 $75,679 $82,294 $84,516
DTPHepBHib 1-3 $2,374,773 $2,403,53%2,052,802 $1,903,029%$1,820,694

TT at School Entry & Leaving $11,936 $12,564 $18,21 $13,898 $14,605

2011 2012

Pneumococcal Vaccine

GRAND TOTAL $3,168,696 $3,251,445 $4,910,803 $5,175,754 $5,516,872

Table 11. Planned Financing for Vaccines currently used id aewly introduced into
the routine immunization programme in Papua Newn€au 2011-2015

Govt $1,343,189 $1,425,43651,489,934 $1,543,834 $1,587,978
GAVI $1,825,506 $1,826,009%$1,445,886 $1,265,561 $1,151,466
Total current (Govt + GAVI) $3,168,696 $3,251,445 $2,935,820 $2,809,396 $2,739,444
Govt $169,284  $202,831 $238,065
GAVI $1,805,698 $2,163,527 $2,539,363
Total new (Govt + GAVI) $1,974,982 $2,366,358 $2,777,428
Grand Total (Current + New) 2011 2012 2013 2014 2015
Govt $1,343,189 $1,425,43651,659,218 $1,746,665 $1,826,043
GAVI $1,825,506 $1,826,009%$3,251,585 $3,429,089 $3,690,829
Total $3,168,696 $3,251,445 $4,910,803 $5,175,754 $5,516,872

38

COMPREHENSIVE MULTI-YEAR PLAN FOR NATIONAL IMMUNIZATION PROGRAMM E 2011-2015



4.2 Injection equipment and supplies

Injection supplies for vaccinations are procurednagional medical store along with
other injection supplies needs for other injectiomduding curative care. Funding for
AD syringes and safety boxes in Papua New Guindiabeifully secured during this
five-year plan period.

Table 12. Projected Cost of Injection Equipment Supplies (Afringes and safety
boxes) currently used in and newly introduced ihi® routine immunization programme
in Papua New Guinea, 2011-2015

BCG $18,932 $20,429 $21,871  $22,163 $22,498
Measles $21,101 $25,121 $27,426  $29,880 $32,442
TT for Pregnant Women $16,416  $20,785  $25,227 $29,8 $32,660
HepB-birth $9,516 $11,506 $13,505  $15,603 $16,024
DTPHepBHib 1-3 $52,348 $55,042 $57,842  $60,754  HEB,
TT for School Entry $9,935 $10,550 $11,099 $11,670612,264
Subtotal $128,249 $143432 $156,970 $169,883 $179,670

2011 2012
Pneumococcal Vaccine $39,438  $47,253 $55,462
Subtotal $39,438  $47,253 $55,462
GRAND TOTAL $128,249 $143,432 $196,408 $217,137 $235,131

The planned costing has been done assuming thatAdhisyringes will be used in the
routine EPI and also during the proposed SIAs.

It is assumed that the present system of immumoizatiaste disposal using safety boxes
and then burying or burning of the waste will bbdwed in the planned year of 2011-15.
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Table 13. Planned Financing for Injection Equipment Supp(i&B syringes and safety
boxes) currently used in and newly introduced th routine immunization programme
in Papua New Guinea, 2011-2015

$109,129 $115,889
$60,754

Govt
GAVI

$75,901
$52,348

$88,391
$55,042

$99,128
$57,842

$63,781

Total current (Govt + GAVI)

$128,249 $143,432 $156,970 $169,883 $179,670

2011 2012
Govt $0 $0 $5,546
GAVI $39,438  $47,253  $49,916
Total new (Govt + GAVI) $39,438  $47,253  $55,462
Grand Total (Current + New) 2011 2012 2013 2014 2015
Govt $75,901  $88,391  $99,128 $109,129 $121,435
GAVI $52,348  $55,042 $97,280 $108,007 $113,697
Total $128,249 $143/432 $196,408 $217,137 $235,131

4.3 Cold Chain equipment and maintenance

The critical cold chain need during this plan peéris phased replacement of gas, solar
and electric refrigerators, electric freezers als® @old boxes and vaccine carrier over
the next five years in a planned manner after agsest of the needs of the individual

district/health facility.

Table 14. Projected Cost of Cold Chain Equipment and Maimerain Papua New

Guinea, 2011-2015

Cold room| Cold Estimated _

(including room. Unit Price $42,000 | $42,840 $43,69¢ $44,571 $45,462

generator, walk-in | Needs 1 0 1 0 0

freight & | type,

installation) A0nt Cost $42,000 $0 $43,697 $0 $0

Gas RCW Estimated

refrigerator 50EG or| Unit Price $2,954 $3,013 $3,073 $3,134 $3,197

(including FCW Needs 10 10 10 10 10

freight cost) | 20EG Cost $29,536 | $30,127 | $30,729| $31,344 | $31,971
RCW Estimated

Gas cvinders 50EG /| Unit Price $500 $510 $520 $531 $541

y FCW | Needs 250 250 250 250 250

20EG Cost $125,000( $127,500| $130,050 $132,651| $135,304
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Electric

Estimated

refrigerator g:ignmpres Unit Price $1,391 $1,419 $1,447 $1,476 $1,506
for Provincial Refri Needs 3 3 3 3 3
Vac Store Vestf%st
(including MK 304 Cost $4,173 | $4,256 | $4,342 | $4,428 | $4,517
freight cost)
Electric Compres| ESUMated o1 200 | 1326 $1.353 $1,380  $1,407
refrigerator sion Unit Price ' ' ' ' '
for Health Refrig Needs 10 10 10 10 10
Center "
(including \I\ﬁle}fg';ft Cost $13,000 | $13,260| $13,525| $13,796 | $14,072
freight cost)
Solar Solar | Estimated) o0 121 | gg4971| $8171 $8171  $8.171
refrigerator refrig- Unit Price ' ' ' T '
elrnger freezer, | Needs 10 10 10 10 10
(including S50
freight cost, litres
installation (Dullas Cost $81,705 | $81,705| $81,705| $81,705 | $81,705
cost) VCB5F)
. Compres| Estimated
fIEr(Iaeeth(r: sion. Unit Price $988 $1,008 $1,028 $1,0489 $1,069
(including Freezer.,| Needs 5 5 5 5 5
freight cost) \I\ﬁﬁfgflrgs’t Cost $4,940 | $5,039 | $5140 | $5242 | $5347
Cold Estimated
Box, Unit Price $260 $265 $271 $276 $281
Cold box| Cold Needs 0 0 100 100 0
(including Life >12
freight cost) 25_2;"3" Cost $0 $0 | $27.050| $27,591| $0
litres
Vaccine | Estimated
vaccine Carrier, | Unit Price $39 $40 $41 $41 $42
Carni Large, Needs 20 20 20 20 20
—arrier Cold
(m_cludlng Life >24
freight cost) hrs. =2 Cost $780 $796 $812 $828 $844
litres
Estimated) o7 $5.1 $5.2 $5.3 $5.4
Thermometer Unit Price
Needs 40 40 40 40 40
Cost $200 $204 $208 $212 $216
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Estimated

I(?r?cludin pack Ice packs Unit Price $0.65 $0.66 $0.68 $0.69 $0.70

freight Cg’st) 041 Needs 0 0 1,000 1,000 1,000
Cost $0 $0 $676 $690 $704
Estimated

Freeze Unit Price $5.0 $5.1 $5.2 $5.3 $5.4

indicator Needs 150 150 150 150 150
Cost $750 $765 $780 $796 $812
Estimated

Main  spare Unit Price i ) i i i

parts Needs - - - - -
Cost $10,000 | $11,000 | $12,100| $13,310 | $14,641

Running cost Estimated

of equipment Unit Price i i i i i

at  National Needs - - - - -

Level Cost $30,000 | $33,000 | $36,300| $39,930 | $43,923

Running cost Estimated

of equipment Unit Price $3,000 $3,060 $3,121 $3,184 $3,247

continuing Needs 400 440 484 532 586

from past plan Cost $1,200,000 $1,346,400| $1,510,661 $1,694,961 $1,901,747

Grand Total $1,542,084 | $1,654,052 | $1,897,775 | $2,047,485 | $2,235,802

Table 15. Planned Financing and Financial Gap of Cold Chapuifment and
Maintenance in Papua New Guinea, 2011-2015

National Government] $40,000 $44,000 $48,400 $53,250 $58,564

Provincial
Governments

$1,325,000

$1,473,90(

$1,640,71

1

$1,827,612

$2637,

WHO

UNICEF

AusAID

JICA

Grand Total

Total Gap

$1,365,000

-$177,084

$1,517,900

-$136,152

-$208,664

$1,689,111

$1,880,852

-$166,632

$2,095,615

-$140,188

4.4 Transportation

The transport equipment fleet is mainly plannete¢ancreased to improve the outreach
services by mobile team for the population livingrther away from the clinics.
42

COMPREHENSIVE MULTI-YEAR PLAN FOR NATIONAL IMMUNIZATION PROGRAMM E 2011-2015



Government is fully committed to paying the mairece and running cost of all the
vehicles and boats and included in the governmeag .

Table 16: Projected Cost of Transportation Equipment in Papesa Guinea, 2011-2015

Estimated

Toyota Unit Pri $40,000 | $40,800] $41,616 $42,448 $43,297
4WD vehicles | Land nit Price
cruiser Needs 2 2 2 2 2
Cost $80,000 | $81,600 | $83,232 | $84,897 | $86,595
Refrigerated Estimated
Cold  Chain Unit Price
Van pick-up Needs 1 1
and drop
vaccine Cesi
Estimated
Boat 23 Eoof Unit Price $7,000 $7,140 $7,283 $7,428 $7,577
Fiberglass Needs 5 5 5 5 5
Cost $35,000 | $35,700 | $36,414 | $37,142 | $37,885
Estimated L
Outboard :Zma Unit Price $15,000 | $15,300] $15,606 $15,918 $16,236
motor 40hp OBM Needs 5 5 5 5 5
Cost $75,000 | $76,500 | $78,030 | $79,591 | $81,182
Grand Total $190,000 | $193,800 | $197,676 | $201,630 | $205,662
Table 17: Planned Financing and Financial Gap of TransportaEquipment in Papua
New Guinea, 2011-2015
National Government $110,000 $112,20$114,444| $116,738 $119,068
Provincial Governments
WHO
UNICEF
AusAID
JICA
Grand Total $110,000 | $112,200 | $114,444 | $116,733 | $119,068
Total Gap -$80,000 | -$81,600 | -$83,232 | -$84,897 | -$86,595
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4.5 Personnel cost

The personnel costs are calculated based on totaber of staff at all the levels

(National, Provincial, District and Health Fac#is) and percent of time devoted by each
category of staff on immunization. The cost inésdegular wages and any benefits
paid. 100% of these costs will be financed throgghernment of PNG funds.

Table 18: Projected Personnel Cost (Staff Salary) in Papua Geinea, 2011-2015

National level $66,829 $70,171 $73,679 $77,363 AR,
Provincial level $845,559 $887,837 $932,228 $978,84 $1,027,782
District level $3,895,357 $4,090,125 $4,294,631 569,362 | $4,734,830
Health Facilities $21,328,092522,394,496 $23,514,221 $24,689,932 $25,924,429
Total $26,135,836 | $27,442,628 | $28,814,760 | $30,255,498 | $31,768,273

Table 19: Projected Personnel Cost (Outreach Activities + Kbwimg and Supervision)
in Papua New Guinea, 2011-2015

National level $25,649 $26,931 $28,278 $29,492 ®HHA,
Provincial level $19,580 $20,55p $21,587 $22,666 3,820
District level $9,939 $10,436 $10,958 $11,506 $82,0
Health Facilities $5,130 $5,384 $5,656 $5,938 6,23
Total $60,298 | $63,313 | $66,478 | $69,802 | $73,292

4.6 Vaccination Campaigns

Two SlAs for measles vaccine are planned for y@aP2and 2014. The total cost of the
two measles SlAs will range from USD 2,641,000042 to 2,790,000 in 2015.

Table 20: Projected Cost of Measles Vaccination Campaign @oacbwith OPV in
Papua New Guinea, 2011-2015

Measles and OPV vaccine $357,304 $376,858
Injection supplies $74,688 $78,776
Operational costs (@ $3 child targeted) $2,208,557 $2,329,425
Total $2,640,549 $2,785,059

Vitamin A procured through the regular yearly budgél be used during the proposed

campaign.
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Table 21: Planned Financing and Financial Gap of Measles iation Campaign
combined with OPV in Papua New Guinea, 2011-2015

$600,000
$1,200,000

National Government
Provincial Governments
WHO

UNICEF

AusAID

JICA

$600,000
$1,200,000

| Total

[ $1,800,000 |

[ $1,800,000 | |

Financial Gap in Measles Campaign

| Total Gap

-$840,549 -$985,059

4.7 Operational Cost for Implementation of NDOH @tiegies and Key Activities, 2011-

2015

Table 22: Projected Operational Cost for Implementation ofOHD Strategies and Key
Activities (Annex 2-1 through 2-11), 2011-2015

Service delivery $1,435,000%$1,244,000 $1,605,300 $1,685,530 $1,676,383
Advocacy &

Communications $67,600] $178,560 $11,616 $70,778 $94,055
Surveillance $321,500 $232,650f $171,215 $188,337| $303,170
Vaccine supply, quality

and logistics $92,000 $362,000, $1,087,000 $170,000 $92,000
Programme management $463,0000 $409,800] $397,180, $301,898 $484,088
Grand Total $2,379,100 | $2,427,010 | $3,272,311 | $2,416,542 | $2,649,696
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4.8 Summary cost and financing for Implementatioi @MYP 2011-2015

Table 23: Summary Projected Cost for Implementation of cMYRP-2015

Routine | mmunization Pr ol

ramme (including DTPHepBHib)

Vaccines $3,168,69f6 $3,251,445 $2,935,820 $2,809,396 $2,739,444

Injection Supplies $128,249 $143,432 $156,9700 $169,883 $179,670

Sub-total $3,296,945 $3,394,878 $3,092,791 $2,979,279 $2,919,113
M easles Vaccination Campaign

Vaccines $357,304 $376,858

Injection Supplies $74,688 $78,776

Operational Cost $2,208,557 $2,329,425

Sub-total $2,640,549 $2,785,059
I ntroduction of Pneumococcal Vaccine

Vaccines $1,974,982 $2,366,358 $2,777,428

Injection Supplies $39,438 $47,253 $55,462

Sub-total $2,014,420 $2,413,611 $2,832,890
Equipment

Cold Chain $1,542,084 $1,654,052 $1,897,775 $2,047,485 $2,235,802

Transportation $190,000 $193,800  $197,676/ $201,630, $205,662

Sub-total $1,732,084 $1,847,852 $2,095,451 $2,249,114 $2,441,465
Per sonnel Cost

Salary $26,135,836%$27,442,628 $28,814,76Q $30,255,498 $31,768,273

Eftrrg;iﬂ) (supervision & ¢ 98  $63,313  $66,478  $69,802|  $73,202

Sub-total $26,196,134 $27,505,941 $28,881,238 $30,325,300 $31,841,565
Operational Cost

Service delivery $1,435,000 $1,244,000 $1,605,300 $1,685,530 $1,676,383

Advocacy &

Communications $67,600 $178,560 $11,616 $70,778 $94,055

Surveillance $321,500 $232,6500 $171,215 $188,337| $303,170

Vaccine supply, quality

and logistics $92,000 $362,000, $1,087,000 $170,000 $92,000

Programme $463,000 $409,800 $397,180 $301,898  $484,088

management

Sub-total $2,379,100 $2,427,010 $3,272,311 $2,416,542 $2,649,696
Grand Total $33,604,263 | $37,816,229 | $39,356,211 | $43,168,905 | $42,684,729
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Table 24: Planned Financing and Financial Gap for Implemematf cMYP 2011-2015

Routine Vaccination Programme (including DT PHepBHib)

vaccines Government]  $1,343,189 $1,425,436 $1,489,934 $1,543,834 $1,587,978
GAVI $1,825,506 $1,826,009 $1,445,886 $1,265,561 $1,151,466
Injection | Government $75,901 $88,391 $99,128 $109,129 $115,889
Supplies | GAVI $52,348 $55,042 $57,842 $60,754 $63,781
Sub-total $3,296,945 | $3,394,878 | $3,092,791 | $2,979,279 | $2,919,113
Shortfall $0 $0 $0 $0 $0
M easles Vaccination Campaign
Vaccines | Government $600,000 $600,000
+ WHO
Injection | UNICEF
Supplies | AusAID
+ JICA
Operation
al Cost others
Sub-total $600,000 $600,000
Shortfall -$2,040,549 -$2,185,059
Introduction of Pneumococcal Vaccine
vaccines Government $169,284| $202,831 $238,065
GAVI $1,805,698 $2,163,527 $2,539,363
Injection | Government $0 $0 $5,546
Supplies | GAVI $39,438 $47,253 $49,916
Sub-total $2,014,420 | $2,413,611 | $2,832,890
Shortfall $0 $0 $0
Equipment
Government $40,000 $44,000 $48,400 $53,240 $58,564
WHO
Cold UNICEF
Chain AusAID
JICA
others
Sub-total $40,000 $44,000 $48,400 $53,240 $58,564
Shortfall -$1,502,084 | -$1,610,052 | -$1,849,375 | -$1,994,245 | -$2,177,238
Government
WHO
Transport | UNICEF
ation AusAID
JICA
others
Sub-total $0 $0 $0 $0 $0
Shortfall -$190,000 -$193,800 -$197,676 -$201,630 -$205,662
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Per sonnel Cost

Salary Governmen! $26,135,83627,442,628 $28,814,76Q $30,255,498 $31,768,273

Per diem
(supervisi
on &

outreach)
Sub-total $26,196,134 | $27,505,941 | $28,881,238 | $30,325,300 | $31,841,565
Shortfall $0 $0 $0 $0 $0

Government $60,298 $63,313 $66,478 $69,802 $73,292

Operational Cost

Service | Government| $1,400,000 $1,600,000 $1,800,000 $2,000,000 $2,200,000
delivery + | WHO
Advocacy | UNICEF
& AusAID
Communi | JICA
cations +
Surveillan
ce +
Vaccine
supply,
quality
and
logistics +
Program
me
managem
ent
Sub-total $1,400,000 | $1,600,000 | $1,800,000| $2,000,000 | $2,200,000
Shortfall -$979,100 -$827,010 | -$1,472,311 -$416,542 -$449,696

others

Grand Total $30,933,079 | $30,933,079 | $33,144,818 | $35,836,849 | $38,371,430

Total Shortfall -$2,671,184 | -$2,671,184 | -$4,671,411 | -$3,519,362 | -$4,797,475
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Annex 1. "Situation analysis", "cMYP target" and "M

ilestones" by NDOH Strategic Objectives for EPI

NDOH Strategic Objectives for EPI

Indicators
for reviewing "National Trend & Status", setting

National Trend & Status

Milestones for reaching cMYP Targets &

achieving NDOH Strategic Objectives

(from PNG "Child Health Policy and "cMYP Target" and "Milestones", and FFIZIrYEt
Plan, 2009-2020") monitoring the progress of implementation of | 5906 2007 2008 9 2011 2012 2013 2014 2015
"Strategies" and "Activities"

DTP-HepB-Hib 3 national coverage 75° 60° 60 >90 70 80 >90
% Districts with DTPHepB-Hib3 coverage >80% | NIL 21 12 >90 20 40 60 80 >90
# Pertussis cases reported 256 413 373 <100 <100
% AEFIs reported which are investigated - 0 100 100 100
% I_Dr(_)vinces providing annual update of cold 35 100 100 100 100
chain inventory
% Health centres W@th .functio.nal. cold chain a4 56 84 100 90 95 100
equipment for the routine immunization services

1. Achieve high quality | % Health facilities reporting vaccine or injection | 0 3 0 0

immunization services that reach material stock-outs

every child and mother (Total # Outreaches conducted) / (Total # | oo 54 58 80 20 ~80
Outreaches planned) %
% Health facilities which conducted outreaches | i i >80 70 >80
at least 4 times in a year (new)
% Outreach Clinics /1000 children under 5 26 22 23 i i i i i i
years «
# Districts provided with at least one supportive
supervision in a year by either NDOH or | 39 31 28 89 40 50 60 70 89
Provincial Health Offices
MCV2 (MCV at 9 month) national coverage 55 47 54 >90 65 75 80 85 90
% Districts with MCV2 coverage >90% NA 5.6 135 >95 20 40 60 80 > 95
MCV SIAs national coverage NA NA 84 >95 >95
% Districts with MCV SIAs coverage >95% NA NA 42 >80 >80
% Districts reporting at least one suspected
measles case /p100 300 population per ye%r ) i 11 >80 >80

2. Make progress towards | # Suspected measles cases 827 733 1005

elimination of measles % Suspected measles cases with adequate
serum samples collected for detection of | - - 48 >80 >80
measles IgM
% Suspected measles cases whose serum | i 48 >80 >80
samples are tested
# Con_flrmed measles cases / 1 million | i 0 <1 <1
population per year

i 2006 & 2007 DTP3 data only, as Pentavalent vaccine was introduced in 2008. « This indicator will be replaced by the NEW indicator

s 2006 & 2007 DTP3 data only, as Pentavalent vaccine was introduced in 2008.
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NDOH Strategic Objectives for EPI

Indicators
for reviewing "National Trend & Status"”, setting

National Trend & Status

Milestones for reaching cMYP Targets &

achieving NDOH Strategic Objectives
(from PNG "Child Health Policy and Plan, | "cMYP Target" and "Milestones", and monitoring the %’;/:Y; e E )
2009-2020") progress of implem/zntt.atitpn of "Strategies" and 2006 2007 2008 g 2011 2012 2013 2014 2015
"Activities"
Timely HepB-birth (HepB1 <24 hours) national 32 29 27 >80 20 50 60 70 80
coverage
HepB-birth  (HepB1) >24 hours national 75 80 82 >90 60 20 80 >90
coverage
3. Make progress towards control % Districts with Timely HepB-birth (HepB1 <24 | 54 53 >90 70 80 >90
of hepatitis B hours) coverage >80%
HepBS national coverage (= DTP-HepB-Hib 3 70 59 56 ~90 70 80 >90
national coverage)
% Districts with HepB3 coverage >80% (= %
> >
Districts with DTP-HepB-Hib 3 coverage >80%) 42 20 12 90 20 40 60 80 90
OPV3 national coverage 75 61 65 >80 80 >80
% Districts with OPV3 coverage >80% NIL 22 20 >90 40 60 80 >90
Neoa?r-spg]lj(;l ASP rate (/100 000 children under 15 15 101 0.46 >1 >1
4. Maintain PNG'’s Polio-free status Y g .
% AFP cases with adequate stool samples
" . 58 72 17 >80 70 >80
within 2 weeks after reporting
OPV in SIAs national coverage - - -
% Districts with OPV in SIAs coverage >90% - - -
DT_PS national coverage (= DTP-HepB-Hib 3 75 60 60 >90 70 80 >90
national coverage)
3 S % Districts with TT+ coverage >80% 18 19 19 >90 20 40 60 80 >90
2;](?‘5]2';‘]’;;'{22?32” of maternal |, . icts with NT / 1000 live births > 1 NA NA 15 0 0
# High-risk districts conducting SIAs with TT - - - 23 40
0 ) . S
% Sch(_)ol aged children receiving TT through | i o8 >80 20 20 >80
the routine school health programme
# Pneumococcal meningitis cases identified in | i 19
the Paediatric Sentinel Surveillance System
6 Introd th inati Pneumococcal vaccine national coverage after
aéainsr]t roduce € Str\(/a?)(t:glcr:)a::(l:%r; its introduction in the routine immunization | - - - >80 60 70 >80
: services (new)
pneumoniae e : AT # Cervical cancers (2006-2008) No Data | 281 410
PERITLEIEY VIIE 0 (1S (OIS S Formal process (e.g. consultation meeting) for
schedule and surveillance of new b 9 9 - - - +)

Vaccine  preventable diseases

when available

approval of introduction of HPV vaccine (new)

# Rotavirus confirmed cases identified in
Rotavirus Sentinel Surveillance System

# Japanese Encephalitis cases identified in
Acute Encephalitis syndrome Surveillance
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NDOH Strategic Objectives for EPI

Indicators
for reviewing "National Trend & Status"”, setting

National Trend & Status

Milestones for reaching cMYP Targets &
achieving NDOH Strategic Objectives

(from PNG "Child Health Policy and Plan, | "cMYP Target" and "Milestones", and monitoring the ﬁxY;
2009-2020") progress of implement.aFipn of "Strategies" and 2006 2007 2008 9 2011 2012 2013 2014 2015
"Activities"
National guidelines for minimum package of | i i )
integrated services
# Health facilities with "Outreach Patrol" - - - 800 800
# Schools visited during EPI's out reach | i i
activities for school student health check-up
7. Integrate EPI delivery with other gll\p/l\;)sqwto bednets delivered by EPI system /in | i i (+)*
health interventions
# Pregnant mother checked and reported on | i i 50 60
general health condition in SIAs with TT+
# Children checked and reported on their
general health condition and nutritional status in | i i
SIAs (supplementation with Vitamin A and
Deworming)
Total # children vaccinated in SIAs NA NA 249’58
?rﬁm nizggggucgctivitiesupgl\?enr]emgl Total # non-fully-vaccinated children identified | i 177,21
u : : > Y and vaccinated in SIAs (new) 8
years to intensify the routine . — ———
immunization Total # children receiving Vit. A in SIAs - - -
# Districts participating in SIAs - - 89 89 89
# Districts with SIAs coverage >95% - - 42 >80 60
9. Ensure all children receive at
least 2 doses of vitamin A, at 6 and % Children receiving Vit. A- Second Dose
12 months, according to the | before the 1% birthday i i i >80 30 50 60 70 >80
Vitamin A policy
10. _ Extend  routine _vaccine # C_ommu_mty health posts with functional cold 30 40 46 50 60 20
services to the community health chain equipment
(aid) post level
s Test results are reported by the laboratory on
11. Mamtal_nlng the performance of measles IgM samples within 7 days of receipt >80 50 55 60 70 >80
the national measles/rubella .
Serological tests are performed on at least 50
laboratory under WHO . >50 > 50
" specimens annually for Measles and Rubella
BB ST e Accuracy of measles and rubella IgM detection >90 > 90
strengthening laboratory capacity yorr 9
o MR VEEE TS Internal quality control (QC) procedures for IgM )
assays implemented
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Proficiency test score 90 90
Results from virus detection and genotyping (if
performed) are completed within 2 months of o
receipt of specimen AND data reported to WHO 280% 40 45 50
monthly
Score from the annual on-site review of
> 0, > 0,
laboratory operating procedures and practices 280% 280%
Serological tests are performed on at least 100 >100 >100
specimens annually for Rotavirus
5 - -
% _Stool_ specimen collec_ted for_ Rotakus 90 50 60 20 80 90
testing within 2 days of hospital admission

* Number of bednets to be distributed will be determined by working closely with the Malaria Programme of NDOH - Data either not relevant or Data not collected by the
present National Health Information system
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Annex 2-1. NDOH Strategies and Key Activities for a

chieving NDOH Strateqgic Objective for EPI:

"1. Achieve high quality immunization services that

reach every child and mother

NDOH
Strategic
Objective

for EPI

NDOH
Milestones
for the
Objective

Strategies

Key Activities

Timeline

11

12

13

14

15

reach every child and

mother

1. Achieve high quality immunization services that

Refer to Milestones for reaching cMYP Targets & achieving NDOH Strategic

Objectives in ANNEX 1

Service delivery

1.1 Strengthen technical assistance

performing districts and urban poor

to poorly

1.1.1 Review of the existing national guidelines
on microplanning

1.1.2 Revise and conduct a national trainers
training on microplaning (RED)

1.1.3 Ensure PHO to conduct a on-site
microplanning  workshops in  2-3  poorly
performing districts every year during the
supportive supervision

1.1.4 Update the "PNG Immunization Manual"
for the health facility staff

1.1.5 Enhancing outreach activities during
National Health Week

1.2 Enhance implementation of
supervision

supportive

1.2.1 Develop a national standardized
guidelines for supportive supervision with
updated checklist to be used by NDOH and
PHO staff

1.2.2 Develop a national standardized
guidelines for supportive supervision with
updated checklist to be used by District and
Health Facility staff

1.2.3 Conduct NDOH's supportive supervision
visits to all 22 provinces every year

1.2.4 Ensure PHO to conduct supportive
supervision visits to 2-3 districts every year

&

Advocacy

Communications

1.3 Implement key components
Communication Strategy

of

National

1.3.1 Collaborate with other Member States and
WHO in WPR in proposing and developing new
EPI resolutions

1.3.2 Develop and disseminate immunization-
promotion video to provincial staff and media

1.3.3 Establish an advocacy & communication
committee on EPI and other MCH in every
district (need TOR, memberships, etc.)
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1.3.4 Collaborate with NCD and Simbu in
piloting new information, education
communication (IEC) activities (for parents,
health workers, general public)

Surveillance

1.4 Develop a national routine AEFI management
system

1.4.1 Revise and disseminate the national AEFI
guidelines

1.4.2 Develop and conduct a national trainers
training course on AEFI management

1.4.3 Develop and conduct provincial training
courses on AEFI management

1.4.4 Establish National AEFI Committee to
review all reported AEFIs

Vaccine supply, quality and logistics

1.5 Procure and distribute sufficient vaccines and
injection safety materials

1.5.1 Update vaccine requirement annually

1.5.2 Monitor stock-outs quarterly at national
and provincial levels

1.5.3 Ensure bundled shipments to be
distributed from National Store to lower levels

1.5.4 Secure adequate funds every year

1.6 Maintain cold chain equipment and ensure
operational system

1.6.1 Update national cold chain inventory
annually and revise equipment replacement
plan for aging equipment

< | 2| 2|2 2| 2| < | &

< | =2 | & | &

< | <2 | 2 | &

< | 2| & | &

< | <2 | 2 | &

1.6.2 Provide technical support to provinces on
cold chain maintenance, repairs and
replacement

1.6.3 Coordinate with JICA and UNICEF in
replacing aging cold chain equipment with new
one

1.6.4 Collaborate with JICA in provision of
technical support on cold chain maintenance
and repair to Provincial Health Offices

Programme management

1.7 Strengthen EPI programme management
capacity at national, provincial and district levels
(referto 1.2)

1.7.1 Develop a National Annual Activity Plan
with costing and financing

1.7.2 Provide quarterly feedback to field staff in
an EPI bulletin (e.g. coverage, cold chain, new
vaccines, vaccine consumption)

1.7.3 Conduct annual national and provincial
EPI training (AEFI investigation, response and
reporting, MLM)

1.7.4 Conduct annual trainer training course on
data management for provincial information
officer and district managers

1.7.5 Conduct EPI annual national meeting by
National EPI team for review of provincial HOs
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1.8 Secure resources and monitor implementation

1.8.1 Use AAP of EPI to advocate to
Department of Treasury through the Policy and
Planning Division of NDOH for adequate
funding

1.8.2 Circulate comprehensive Multi-Year Plan
and AAP with the members of Interagency
Coordinating Committee and other donor
agencies

1.8.3 Review implementation of AAP of EPI
quarterly through NDOH Quarterly Review
Meeting

1.8.4 Data Quality Assessment of 23 prioritized
poor performing districts

1.9 Promote immunization safety

1.9.1 Continue to conduct the refresher training
on injection safety and waste management for
health facility staff
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Annex 2-2. NDOH Strategies and Key Activities for a

chieving NDOH Strateqgic Objective for EPI:

"2. Make progress towards elimination of measl __es
NDOH NDOH Timeline
Strategic Milestones . o
S Strategies Key Activities
Objective for the 11 112113114 | 15
for EPI Objective
” 2.1.1 Revise national guidelines on district
g microplanning for measles elimination | \ \
g 2.1 Strengthen provision of technical support by NDOH | activities
i) and Provincial Health Office to the priority district (refer | 2.1.2 Develop and conduct an annual
8 to 2.9) in developing and implementing its annual micro | national training workshop on district
'S plan for measles elimination activities microplanning for measles elimination Xl l
% activities to be attended by all Provincial
5 Health Offices and the priority district
" T > 2.2.1 Revise national guidelines on
g . o . ;
7 g = 2.2 Strengthen supportive supervision with on-site ;u(?rﬂ?or::\r:e Sl}lrr:qen\grsr:gﬁta\{zl(;tr? Cr;?Ck“jitst:ig \ \ \
B < 3 training by NDOH and Provincial Health Office to the : g b N -
£ o . L L microplan for measles elimination activities
= I= o] priority district (refer to 2.9) for monitoring and 522 Ensure NDOH and the Provincial
2 @ S accelerating implementation of its annual microplan for H.eélth Office to cary out Supportive
S 5 2 measles elimination activities - . arry ol PP VN N Y
= 3 supervision with on-site training for all the
£ 3 priority district at least one time in a year
£ §%) 2.3.1 Enhance activities described in 2.1.2 N N N
o S and 2.1.2
) @ i - i
IS = 2.3 Conduct high-quality MCV SlAs (ensuring all 2.3.2 Enhancg involvement of |nternaF|qnaI
= a o . partners on-site (e.g. advocacy, training, \ \
8 > districts to achieve >95% coverage) every two year supervision, etc.)
1) = p ’ . i
@ o 2.3.3 Enhance Rapid Coverage Assessment N N
= o during the Measles SlAs
g_ S 2.4.1 Develop a national catchword or N N
) s " "slogan" for measles elimination
g g 3 5 2.4.2 Ensure PNG's Prime Minister or
~ @ 5w 2.4 Use "PNG National Health Week" as opportunity for Health Minister to advocate measles | | | |y |y
) @ = , elimination in PNG during National Health
S S S stren_gth_enmg advocacy Week
E '§: E Elimination 2.4.3 Review and implement the National N N
= ; 8 Communication strategy
ou 2.4.4 Develop and review support strategy N N
= % from Corporate bodies / Private Sector
T < « o — c q 2.5 Strengthen District's capacity reporting all | 2.5.1 Conduct annual refresher training for N VI IOV BV I
@ c N3S35= g ; - e
suspected measles cases with collection of serum | districts to report all suspected measles
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specimens

cases and collection of serum samples

2.5.2 Supervisory visits to poor performing
districts by Provincial and National
Surveillance Officers

2.5.3 Quarterly Feedback to districts on
Surveillance indicators by PDCO

2.6 Strengthen PHO's capacity in provision of technical
support to the district manager in detecting,
investigating and reporting suspected measles cases

2.6.1 Conduct annual refresher training for
provincial disease control officer to
investigation of reported suspected measles
cases and collection of serum samples

2.6.2 Supervisory visits to poor performing
provinces by National Surveillance Officers

2.6.3 Quarterly Feedback to provinces on
Surveillance indicators by National Level

2.7 Improve the diagnostic capacity of Central Public
Health Laboratory

2.7.1 Supportive Supervision and feedback
on laboratory guality indicators

2.7.2 Ensure regular supply of kits and
reagents

< | 2| 2 | <=

< | 2| &2 | <

< | 2| 2 | <=

< | 2| &2 | <

< | 2| 2 | <

2.7.3 Enhance human resource of the
laboratory in the area of coordination with
NDOH and surveillance data collation and
transmission

Vaccine

supply,

quality
and

logistics

(Refer to 1.5 and 1.6)

Programme management

2.8 Enhance coordination capacity of NDOH and the
Provincial Health Office in national measles elimination
programme

2.8.1 Establish Measles Elimination
Committee at national and provincial level

2.8.2 Organize an annual National Measles
Elimination Consultation Meeting with PHOs
and international partners to review the
progress & develop an annual national and
provincial plans

2.9 Strengthen focused support to districts with weak
capacity in implementation of measles -elimination
activities

2.9.1 Revise criteria for identification of
priority district in each year in terms of
measles elimination activities

2.9.2 Select 50 priority districts for focused
support on measles elimination activities (6
for NDOH and 2 for each Provincial Health
Office) at the beginning of each year (refer
t0 2.1-2.2)

Annex 2-3. NDOH Strategies and Key Activities for a

chieving NDOH Strategic Objective for EPI:
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"3. Make progress towards control of hepatitis B

S{\ID,[OH M.INDtOH Timeline
rategic restones Strategies Key Activities
Objective for the 11 112113114 | 15
for EPI Objective
= 3.1 Stren_gth_en provision (_)f technical support by_ NDOH 3.1.1 Develop a national guidelines on
" and Provincial Health Office to the priority district (see distri . lanni p lerated
g 3.9) in developing and implementing its annual micro istrict — microplanning  for — accelerated |
2 X o hepatitis B control with special emphasis to
S plan for accelerated hepatitis B control (Refer to 1.1 on timely delivery of birth dose (Within 24 hrs)
o) guidelines for EPI microplan) y y
o 3.2.1 Develop a national guidelines on
S 3.2 Strengthen supportive supervision with on-site ﬁ:c‘))rg?or::\r/]g Sl?r%(i:)rl\gr?r:g?]ta\tl;/cl)tr? CZ?Ckhgitst:icé: \
i training bY N.DOH and Provincial Health folge to the microplan for accelerated hepatitis B control
n priority district (refer to 3.9) for monitoring and —
> Lo ; P : lan f 3.2.2 Ensure NDOH and the Provincial
0 % 5 accelerating implementation of its annual microplan for Health Office to carry out supportive ey e 1y
o "
;fé’ % % accelerated hepatitis B control supervision with on-site training for all the
g o 8 priority district at least one time in a year
9 £ 2 3.3.1 Develop and distribute an IEC
5 % o} materials on the importance of timely N
S 8 0 administration of HepB at birth for the health
o ® ;
= - staff including birth attendant
38 % 3.3.2 Develop and distribute an IEC
@ j . - . . materials on the importance of timely
©
= g 3.3 Promote timely administration of Hep B at birth administration of HepB at birth for the \
5 Z community and parents
0 > 3.3.3 Expand community based use of
(%] .. . . . .
) % Uniject from the pilot district (East Sepik) to N VI IOV VI I
g o five identified priority districts (one per year)
= c
o B
<
e g 3.4.1 Develop a national catchword or
g e "slogan” for the importance of "timely HepB- |
) XS] o 3.4 Use "PNG National Health Week" as opportunity for |_Rirth dose”
g 3 9 strengthening advocacy on accelerated hepatitis B | 3.4.2 Ensure PNG's Prime Minister or
5 o8 control with immunization Health Minister to talk on accelerated
% 8% hepatitis B control with immunization in VAV
é _g g every PNG National Health Week
Q ; <§ 3.5.1 Develop IEC materials for the
5 % 3.5 Promote community and parents awareness on the | community and parents on importance of N
T Z importance of " institutional or supervised delivery" “institutional or supervised delivery" in
r < collaboration with MCH programme
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Surv

eilla
nce

3.6 Sero-survey

3.6.1 Convenience Serosurvey as baseline

3.6.2 Follow-Up serosurvey

Vaccine supply,

quality and

logistics

(Refer to 1.5 and 1.6)

Programme management

3.8 Enhance coordination capacity of NDOH and the
Provincial Health Office in national hepatitis B control
programme

3.8.1 Reiterate accelerated hepatitis B
agenda of National EPI committee

3.8.2 Provincial Level EPI Committee to
monitor and advise on the progress towards
WHOQ's regional immunization goals of
measles, hepatitis B, polio and MNTE

3.8.3 Continue to organize the annual
national EPlI meeting in collaboration with
PHOs and the international partners to
review the progress in the previous year and
develop / update an annual national and
provincial plans

3.9 Strengthen focused support to districts with weak
capacity in implementation of hepatitis B vaccination

3.9.1 Revise criteria for identification of
priority district in each year in terms of
accelerated hepatitis B control (e.qg.
vaccination coverage, reporting
performance, etc.)

3.9.2 Select 50 priority districts to provide
focused support on accelerated hepatitis B
control (6 for NDOH and 2 for each
Provincial Health Office) at the beginning of
each year (refer to 3.1-3.2)
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Annex 2-4. NDOH Strategies and Key Activities for a

chieving NDOH Strateqgic Objective for EPI:

"4. Maintain PNG’s Polio-free status

NDOH NDOH N
: : Timeline
Strategic Milestones . —_
S Strategies Key Activities
Objective for the 11112113114 | 15
for EPI Objective
o 4.1.1 Revise national guidelines on district
=) : ; 2 o
g 4.1 Strengthen provision of technical support by NDOH mu;roplanmng for activities for sustaining | ¥
© S ; SO polio-free status
% and Provincial Health Office to the priority district (see 4.1.2 Conduct an annual national training
4.9) In dev_e!qping and implemen.ting its annual micro vv'or.kshop on district microplanning for polio
5 plan for activities for sustaining polio-free free activities along with EPI Microplan to be | v \ \
% (Refer to 1.1 on guidelines for EPI microplan) attended by all Provincial Health Offices and
o the priority district
£ 4.2.1 Develop a national guidelines on
.E supportive supervision with checklist for
" S 4.2 Strengthen supportive supervision with on-site | monitoring  implementation  of  district | V
=] © training by NDOH and Provincial Health Office to the | microplan for activities for sustaining polio-
% o3 priority district (refer to 4.9) for monitoring and | free status
© 1) accelerating implementation of its annual microplan for | 4.2.2 Ensure NDOH and the Provincial
..OT_’ % polio free status Health Office to carry out supportive NI IV IV IV I
o . supervision with on-site training for all the
g N > priority district at least one time in a year
]
8 E % 4.3 Incorporate OPV into MCV SlAs which will be | 4.3.1 OPV doses administered to all target N N
g o © conduced in every two year children during the Measles SIAs
[}
o 3) i i i iatri
'E = = t4af e'?:;g%’:\? |Sg|r'lo\sr|sk districts based on coverage for | 4 31 opy doses administered to all target | N N
= S b g children during the mini OPV SIAs
S o
< 5 3 4.4.1 Conduct awareness workshop for the
= 2 health staff at district and hospital levels l Xl
o . L.
3 X = 4.4 Strengthen and sustain awareness on the | during other EPI training programmes
% % 3% imgortance o_f polio \I/accination among the health staff 4.42 Use the opportunity for supervisory
2 2 § € and community people visit to enhance the awareness among the N VI IOV BV I
== ZE health staff at district and hospital levels and
ey <O community people
= © e - . 45.1 Support the surveillance unit in
L D >
2 L So @ 4.5 Stre_ngthen District's capacity in reporting all AFP strengthening active case search at the | v |V |V |V |V
xr O Hho e cases with adequate stool samples health facility
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45.2 Quarterly feedback on AFP
Surveillance indicators to all provinces and
districts

4.6 Strengthen PHO's capacity in provision of technical
support to the district manager in reporting all AFP
cases with adequate stool samples

4.6.1 Support the surveillance unit in
strengthening active case search at the
health facility

4.7 Strengthen coordination and communication
between National disease surveillance unit and WHO
accredited regional Laboratory

4.7.1 Ensuring regular communication
between national disease surveillance unit
and Regional Laboratory

Vaccine supply,

and

quality

logistics

(Refer to 1.5 and 1.6)

Programme management

4.8 Enhance coordination capacity of NDOH and the
Provincial Health Office in sustaining polio-free in PNG

4.8.1 Provincial Level EPI committee to
monitor and advise on the progress towards
WHOQ's regional immunization goals at
provincial level as measles, hepatitis B,
polio, MNTE

4.8.2 Continue to organize the annual
national EPlI meeting in collaboration with
PHOs and the international partners to
review the progress in the previous year and
develop / update an annual national and
provincial plans

4.9 Strengthen focused support to districts with weak
capacity in implementation of activities for sustaining
polio free status in PNG

4.9.1 Revise criteria for identification of
priority district in each year in terms of
sustaining polio free status in PNG (e.qg.
vaccination coverage, AFP reporting
performance, etc.)

4.9.2 Select 50 priority districts to provide
focused support on sustaining polio free
status in PNG (6 for NDOH and 2 for each
Provincial Health Office) at the beginning of
each year (refer to 4.1-4.2)

4.10 NCC and expert panel meetings

4.10.1 Annual NCC and Expert Panel
meetings for timely case classification and
etc.
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Annex 2-5. NDOH Strategies and Key Activities for a

chieving NDOH Strateqgic Objective for EPI:

"5. Achieve elimination of maternal and neonatal tet __anus”
NDOH NDOH N
: : Timeline
Strgteglc Milestones Strategies Key Activities
Objective for the 11 112113114 | 15
for EPI Objective
@ 5.1.1 Develop a national guidelines on N
% 5.1 Strengthen provision of technical support by NDOH QATEE aD(gl/Vétlfs and conduct an_annual
% and Provincial Health Office to the priority district (refer nétional trair?in workshoo  on  district
e) to 5.9) in developing and implementing its annual micro microolannin fgr MNTE aF():t' ities to be N
© plan for MNTE activities Icrop ing S IVItIes
> attended by all Provincial Health Offices and
o £ the priority district
s % 5.2.1 Develop a national guidelines on
L 5.2 Strengthen supportive supervision with on-site supportive - supervision Wlth CheCk“S.t f_or \
- o - T : monitoring  implementation  of  district
Q a) training by NDOH and Provincial Health Office to the microplan for MNTE activities
IS < > priority district (refer to 5.9) for monitoring and P —
= o = P : : . 5.2.2 Ensure NDOH and the Provincial
© c Qo accelerating implementation of its annual microplan for : :
= S = MNTE Health Office to carry out supportive N
i % 3 supervision with on-site training for all the
9 g o priority district at least one time in a year
© 3 2 5.3.1 Desk Review for TT 2 + coverage in all
I %) 3 L . . districts of PNG with identification of High
c = [9p] -
£ c 5.3_Conduct TT 2+ campaign in high-risk dllstncts. to Risk districts for targeted TT campaign in \
= S achieve >80% coverage for all women of childbearing | \\,~ga
}_
g a age 5.3.2 Conduct TT 2+ campaign in identified NI IV IV
= E districts
-% o 5.4.1 Enhance MCH outreach services NI IV BV VI I
k= 2 every month in easily accessible areas
é S 5.4 Increase routine TT coverage for pregnant women 5.4.2 Conduct MCH Patrols quarterly in
© S : . 9 preg difficult to reach areas along with other EPI [\ |V | |V |+
%) 2 and school children . .
3 = integrated services
'.g = 5.4.3 Revitalize the existing school health NI IV BV VI I
< 3 program to reach 6 yrs. And 13 yrs. Children
s s
= ) c . ..
0 24 '
L4 § 3 g & | 5.5 Use "PNG National Health Week" as opportunity for S'S.Th En_sgre PNG Tk Prime M|n_|ster or Vv Iy Iy Iy
= x > > E T | strengthening advocacy on MNTE in PNG Health Minister to talk on MNTE in every
o % 'g 8 o PNG National Health Week
o2
% < 50T 0 5.6 Develop a national system for NT surveillance and | 5.6.1 Develop a national standards and N
x s =< monitoring policies for NT surveillance (case definitions,
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case investigation, case response, etc.);

5.6.2 Strengthen NT surveillance with other
disease surveillance activities

5.6.3 Integrate NT Surveillance with the
existing Paediatric Hospital Surveillance for
other VPDs

Vaccine supply,

quality and

logistics

(refer to 1.5 and 1.6)

Programme management

5.7 Complete development and issuance of a National
Plan of Action for MNTE in PNG

5.7.1 Consultative meeting with MCH and
other related programme at National Level

5.7.2 Develop a National Plan of Action for
MNTE

5.8 Enhance coordination capacity of NDOH and the
Provincial Health Office in MNTE activities

5.8.1 Provincial EPlI committee to monitor
and advise on the progress towards WHOQO's
regional immunization goals at provincial
level as measles, hepatitis B, polio, MNTE

5.8.2 Continue to organize the annual
national EPlI meeting in collaboration with
PHOs and the international partners to
review the progress in the previous year and
develop / update an annual national and
provincial plans

5.9 Strengthen focused support to districts with weak
capacity in implementation of MNTE

5.9.1 Define criteria for prioritization of
district in each year in terms of TT2+
coverage and Protection At Birth (PAB)
variables in PNG (e.g. vaccination coverage,
delivery practices, etc.)

5.9.2 Select 50 priority districts to provide
focused support on MNTE (6 for NDOH and
2 for each Provincial Health Office) at the
beginning of each year (refer to 5.1-5.2)
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Annex 2-6. NDOH Strategies and Key Activities for a

chieving NDOH Strateqgic Objective for EPI:

"6. Introduce the vaccination against Haemophilus in

fluenzae type b, Streptococcus pneumoniae and Huma

n Paplilloma Virus to the

routine EP| schedule when available and affordable

NDOH .NDOH Timeline
Strategic Milestones . —_
o Strategies Key Activities
Objective for the
for EPI Objective 1111211314115
o - : 6.1.1 Develop a national guidelines on
p g
= 6.1 Strengthen provision of technical support by NDOH distri : . .
@ 3 o0 ; T istrict microplanning for Hib as a part of all | V
= = and Provincial Health Office to the priority district (see other EPI vaccines
- I % 6.9) in developing and implementing its annual micro 612 Develoo and conduct an annual
ﬁ w S plan and providing Supportive Supervision for nétional trair?in workshoo  on  district
g’ 5 Haemophilus influenzae B (Hib) (as a part of DTP- | = =~ . fo? Hib o be F;ttended bv all | S R R Y
b'g o A HepB-HiB vaccine) (Refer to Table 2-3 for all activities OPie 9 , Y &
3= > Provincial Health Offices and the priority
g £ = related to HepB) district
[OIR2)
% = % g 6.2.1 Develop national standards and policy N
= e o K5 for pneumococcal vaccination
= g'-a %a)s 6.2.2 Introduce pneumococcal vaccine into N
3'5 @ 6.2 Develop a national system of vaccination for | routine EPI
= 3 Streptococcus Pneumonia 6.2.3 Monitor the performance of the
o £
gg% 1) > provinces and districts on pneumococcal NI IV N
= qéa o vaccine coverage performance along with
£Fe S D other EPI vaccine every year
= 95’_ N < 6.3.1 Pilot HPV vaccination in identified two N
BEQ > 2 provinces
.% £G = S 6.3.2 Develop national standards and policy N
2T g o « for HPV vaccination
S © > E 6.3 Develop a national system of vaccination for Human | 6.3.3 Expansion of the HPV vaccination to N
= o Y S Papilloma Virus (HPV) other provinces
£ 85 o 6.3.4 Monitor the performance of the
§ 5 9 — provinces and districts on HPV coverage NI
z % S 2 o performance along with other EPI vaccine
o2 = D x every year
ol %% 5 '-g 6.4.1 Strengthen and Institutionalize
>3 B Z . o surveillance system for Rotavirus, JE and |V |V [V |V |V
80 o Q< 6.4 Develop a national system of vaccination for other other VPDs
=388 S £ vaccine preventable diseases (supported by disease - -
E05 4 » b T - 6.4.2 Develop plan for introduction of
=) o urden and characteristics identified through proposed . .
© 235 2> : vaccine for these new VPDs in EPI
e = surveillance system) \
» 2 g 3 Schedule
[} D o
(%]
@x O O © E E1 6.5 Use "PNG National Health Week" as opportunity for | 6.5.1 Ensure PNG's Prime Minister or [V [+ [~ [+ [+
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strengthening advocacy on Hib in PNG

Health Minister to talk on Hib activities in
every PNG National Health Week

6.5.2 IEC material for community and health
workers be prepared on importance of Hib
along with other EPI vaccines

6.6 Use "World Pneumonia Day" and other important
occasions (National Health Week) as an opportunity for
strengthening advocacy of Pneumococcal vaccination in
PNG

6.6.1 Ensure PNG's Prime Minister, Health
Minister and/or Paediatric Society to
promote pneumococcal vaccination
activities in PNG

6.6.2 Develop IEC material for community
and health workers on importance of
pneumococcal vaccination

6.7.1 Ensure PNG's Prime Minister, Health

Minister and/or Obstetrics and
Gynaecological Society / Paediatric Society N
6.7 Use "World Cancer Day" and other important | and professional Women group (Lady
occasions related to women issues as an opportunity | Doctors Association) to promote HPV
for strengthening advocacy of HPV vaccination in PNG | vaccination in PNG
6.7.2 Develop IEC material for community
and health workers on importance of HPV
vaccination
6.8.1 Conduct on-site training for all
identified hospitals on testing all suspected \
meningitis cases
6.8 Strengthen capacity of major provincial and district | 6.8.2 Quarterly Feedback to all provinces on N
hospitals to conduct Hib Surveillance Surveillance indicators by National Team
6.8.3 Supervisory visits to all provincial
hospitals including the sentinel sites by \
National Surveillance Officers
]
% 6.9 S_trengthen capacity of major provinc_ial and district Refer 10 6.9.1 - 6.9.3
= hospitals to conduct pneumococcal surveillance
(]
U%) 6.10 Strengthen the existing Bacterial Meningitis | Refer to Strep. Pneumonia and HiB
Surveillance system surveillance
6.11.1 Strengthen the on-going surveillance
and review the surveillance guidelines and N
6.11 Strengthen the capacity of O&G professionals to | standards for HPV detection through
conduct cervical cancer screening (In collaboration with | cervical cancer screening
MCH Programme Officers) 6.11.2 Training of Professional Health
Workers on Pap-smear and cancer \
detection
2535 >4 6.12 Procure and distribute sufficient Hib vaccine as a | 6.12.1 Secure adequate funds for country

part of DTP-HepB-Hib vaccine (Refer to 1.5)

co-financing
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6.12.2 Secure adequate funds for assuming

develop / update an annual national and
provincial plans

full responsibility of complete financing v
6.13.1 Secure adequate funding support for
6.13 Procure and distribute sufficient pneumococcal | vaccine introduction
vaccine 6.13.2 Secure adequate funds for country N
co-financing
6.14.1 Secure adequate funding support for
. - . pilot vaccine introduction
6.14 Procure and distribute sufficient HPV vaccine 6.14.1 Secure adequate funding Support for
national vaccination programme
6.15 Maintain cold chain equipment and ensure
operational system for DTP-HepB-Hib vaccine (Refer to
1.6)
6.16 Maintain cold chain capacity for Pneumococcal 6.16.1 A_ssess the_ National and Provincial
Vaccine cold chain capacity for adequate storage
and replacement
6.17.1 Assess the National and Provincial
6.17 Maintain cold chain capacity for HPV vaccine cold chain capacity for adequate storage
and replacement
6.18.1 Provincial EPI committee to monitor
and advise on the progress on the new and \
0 = underutilized vaccine
€ E 6.18 Enhance coordination capacity of NDOH and the | 6.18.2 Continue to organize the annual
S S Provincial Health Office in new and underutilized | national EPI meeting in collaboration with
E’% vaccines (Hib, Pneumococcal and HPV) activities PHOs and the international partners to N
o g review the progress in the previous year and

70




Annex 2-7. NDOH Strategies and Key Activities for a

chieving NDOH Strateqgic Objective for EPI:

"7. Strengthen system integration of other health in

terventions with EPI delivery

NDOH .NDOH Timeline
Strategic Milestones . —_
S Strategies Key Activities
Objective for the 11112 113 1 14 | 15
for EPI Objective
o 7.1.1 Develgp.an. operational plan and
T 2 implement distribution of Bednets by EPI NI N
w © system / in SlAs in collaboration with
£ n National Malaria Programme
= T . . .1 7.1.2 Develop an operational plan and
2 8 gélvelitriingth:g d pri%w?(la?:en(t)ia tecnharl:gilm suplggrt fg; implement checking nutritional status of
2 z - . ping plem 9 : P children in routne MCH clinics in | [V |V |V |«
= o o integration of other health interventions with EPI . : : -
o 2 2 collaboration  with  National = Nutrition
E, 3 ] . . Programme
2 Pt (Development _of the operat|(_)nal plan WI|| be done 7.1.3 Develop an operational plan for TT2+
S L before the first year of implementation of the |. : . . .
S ) . . . . : implementation campaign in collaboration N[N
c o & intervention and the implementation will be carried out with National Safe Motherhood Programme
S % n as per SIA / Routine EPI plan supported through both 713 Devel tonal gl d
g % Static and Outreach EP services) implement conducting school student health
s S
5 g < check up dpring .EPI outreach in NI IV IV IV I
% = ~ collaboration with National Department of
= S S Education and National School Health
= ; Authorities
b= E 3= 7.2.1 Develop a national advocacy tool in N
g § §§ ” 7.2 Use concerned department meetings and important collaboration with all stakeholders
£ - o S g S occgsions tol strengthen the advocacy of integrated 7.2.3 Develop communication material for
% £ o %g services and importance of EPI to the community the community and health workers on ~
14 § 4 <O importance of integrated services
7] o2
g g z
: S
g o % % g 7.3 Enhance coordination between different | 7.3.1  Organize  annual coordination N IV I
% 9B g;, g stakeholders and NDOH meetings to review the progress
L D
. “« = = ©
o]
~ x O =
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Table 2-8. NDOH Strategies and Key Activities for achieving

NDOH Strategic Obijective for EP| —

"8. Conduct supplemental immunization activities eve

ry 2 years to intensify the routine immunization

NDOH NDOH . .
. . Timeline
tr . —
Strategic Milestones Strategies Key Activities
Objective for the 11112 113 114 | 15
for EPI Objective
3 8.1 Conduct high-quality MCV SIAs (ensuring all
% districts to achieve >95% coverage) every two year Refer Table 2-2 (Section 2.3.1, 2.3.2, 2.3.3)
2 g
> o
@ ) Pea)
o ) ivh- ; ; ;
o) Jof s _8.2 C_qnduqt h!gh quality TT + Campaigns in targeted Refer Table 2-5 (Section 5.3)
= © o) identified districts
2 n ©
% T 8
g 0 2
) ) - .
;, > ] 8.3 Conduct high-quality targeted OPV SIAs Refer Table 2-4 (Section 4.4)
= g
>
2
c
% g 8.4 Conduct VPD specific SIAs
e 3
2 a
g 3] > £ ) .
= g 8 S © | 8.2 Use "PNG National Health Week" as opportunity for
© — § 3 g S | strengthening advocacy on National Measles Refer Table 2-2, 2-4, and 2-5
s ~ 2 3 ® | Elimination, TT Campaigns and OPV SIAs
3 = ©
N o
£ - © 258 - .
= @ G & >% | 8.3 Procure and distribute sufficient Measles, TT and Refer 1.5 and 1.6
IS g & %Tté 'g» OPV Vaccine and injection safety material ' '
S S =% 3=
52 3
_%'g E -~
5 S %) o c
= 2 £ Q
S S S istri i
E I= = z g9 8.4 Stren_gthen focused support to districts with weak Refer table 2-2, 2-4 and 2-5
c o = 3 S & capacity in implementation of SIAs
o £ T ®© °5
O 5 ol o g
o 2 x s
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Annex 2-9. NDOH Strategies and Key Activities for a

chieving NDOH Strateqgic Objective for EPI:

"9. Ensure all children receive at least 2 doses of

vitamin A, at 6 and 12 months, according to the Vit

amin A policy "

NDOH .NDOH Timeline
Strategic Milestones s . —_
o trategies Key Activities
Objective for the 11 112 113114 | 15
for EPI Objective

= g 9.1 Strengthen provision of technical support by NDOH

= ) > and Provincial Health Office to all districts in developing | Refer to Table 2-1 (1.1.1 and 1.1.4) with
© = o and implementing its annual micro plan for vitamin A | special reference to Vitamin A
w = T supplementation

- S o
: g 3
= < =

E - & s
88 3 3 9.2 Delivery of Vitamin A and De-worming during SIAs Refer to Table 2-2, 2-6, 2-7, 2-8

> 8_ "

< ©

o= 2

n € © o

O © = =

0 = 5

oS 2.9 . .
= i & § = 9.2 Implement key components of National | Refer to Table 2-1 (1.3.2 and 1.3.3) with
; = % S E - Communication strategy special reference to Vitamin A

o

85 o 25
=1 = = -

g g % E 9.3.1 Update Vitamin A requirement N VI IOV BV I
23 -2 22,8 annually

2 5 o< 88 €3 |9.3Procure and distribute sufficient vitamin A 9.3.2 Monitor Stock outs quarterly at N VI IOV BV I
= £ 73°8 National and provincial level

o R @ 2 P
Sg £ 9.3.3 Secure adequate funds every year EEEEEEE
e P =]
°Y9 3 @ = 9.4 Strengthen EPI programme management capacity
= = = o< ) T o Refer to 1.7

$ S 8 € g at national, provincial and district levels

(= « @
w qg T nE_J é 9.5 Secure resources and monitor implementation Refer to 1.8
© x

73




Annex 2-10. NDOH Strategies and Key Activities for achieving NDOH Strategic Objective for EPI:

"10. Extend routine vaccine services to the communi ty health (aid) post level "

NDOH .NDOH Timeline
Strategic Milestones . .
N Strategies Key Activities
Objective for the 11 |12 1 13 | 14
for EPI Objective
L=
= 0 10.1 Strengthen technical assistance to community
S > -
g D health post for extending routine vaccine services 6.1.1 Refer to Table 2-1 (1.1, 1.2, 1.5, 1.6)
©

Refer to Table 2-1 (1.3)

Advocacy &
Communicatio
ns

10.3 Strengthen EPI programme management capacity

at provincial and district levels Refer to Table 2-1 (1.7)

& achieving NDOH Strategic

10.4 Secure resources and monitor implementation Refer to Table 2-1 (1.8)

10. Extend routine vaccine services to
the community health (aid) post level

Refer to Milestones for reaching cMYP
Programme
management

Objectives in ANNEX 1

Targets

10.5 Promote immunization safety Refer to Table 2-1 (1.9)
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