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EXECUTI VE SUMMARY

The Federal Democratic Republic of Ethiopia consists of nine regional states and two city administrative Thencils.
regional states and city administrations are subdivided 840 Woredas (districts), which afarther divided into about
17,486Kebeles, the smallest administrative unitccording to projections of the 2007 census, the total population in
2017is estimated to be 94.&illion andthe estimated number of under 1 year surviving infants and under five year
children is 3.03 million and 13.15 million respectively.

The Ethiopian health care structure @mprisedof administrative and health care delivery systeni$he health
administrative struatre is designed from FMoH t@bele levelsn line with the country administrative structurélnder

health administrative structure, there is EPI unit established within the MCal levels.The countryhas a threetier

health care @livery system.The level one is a Primary Health Care Unit (Ble@tdprised of a primary hospital, health
centers and their satellite Health Posts connected to each other by a referral system. The level two is a General Hosp
covering a population of-1.5 million people and the level three is a Specialized Hospital covering a populatiorbof 3.5
million people The EPI program (immunization service) is implemented ithralé tiers mainly through fixed sessions
and additionally through outreacht health posts.

The current national immunization schedule delivers ten antigens to more than 3 million births anmbally.
administrative reported OPV3 coverage showed increment over the years from 65% in 2004 to 94% and 89% in 2015 &
2016 respectivelyThe country has conducted 24 polio NIDs and 37 SNIDs from 1996 to 2017.

Ethiopia established AFP surveillance under Epidemiology Department in 1997. The unit later moved to Public Health
Emergency Management (PHEM) in 2008 PHEMInit isresponsible fo coordinating surveillance activities in the

country. At national level PHEM is under Ethiopian Publicltddastitute (EPHI) agenof FMoH and one of the

departments at Regional healthureaus. There are PHEM teams withimal health departments angoreda health

offices. At health facility level (hospitals & HCs) there are PHEM focal persons, whalzeiegie of surveillance

activities including AFP surveillance for case notification and investigation. At community level Health Extension Worke
(HGNs) and Health Development Armies (HDAS) are doingramity based surveillance amadse notification to their
respective HC focal persons.

The National Polio Laboratory was established in 1997 and was accredited in 2001, then the country movediéadm clin
to virological case classification. Since February 2017, environmental surveillance has been started (tw® $ites
Somali region and one in Addis Ababa)

Ethiopa has been polidree for four year since January 2014 arttetcountry received p@ free certificationin June
2017 after submissionf completed national documentation tahe Africa Regional Certification Committee (ARCC) in
Malabo, Equatorial Guinea.

Despite progress in overall child health and advances in the immunization protrar,are still disparities among
regions where some regions have achieved lower immunization coverage than othsrdifferent coverage surveys
and UNICEF/WHO joint estimation showtd routine immunization coverage is far below the targets set by %5Vide
country is still ahigh risk of polio virus importation due to low routine OPV3 coveliadmrder woredas, unavoidable
population maements from/to the country anghares borderswith countries in conflictike Somali and South Sudan.

The nationalpolio transition planningprocessis fully part of the 2012018 Polio Eradication and Endgame Strategic
Plan as the 4 objective. Itaims at both maintaining polio-free statusin Ethiopia and ensuring that the investments
made to get thistatus contribute to future health goals after the completion of global polio eradication.

This poligprogramtransition plan is set t@over the period 201:2022and prepare the country to move progressively to
the posteradication era through mainstreang polio functims to national health system

Theplan has two phases. The first phase from 2Q020 will be a period on preparation for the transition. It will focus
on capacity building and system strengthening. The second phase begins from 204thapaiht, the functions will be

5
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mainstreamed to the national health systems and the government takes full responsibility implementing polio functions

and maintain the polio free status.

Polio program transition plan Phases and timing

Phase of Transition
& mainstreaming
plan 1

Activity/Outcome o
5.

Phasel: Polio program transition

. General transition strategy: “Maintain minimum

structure and assets to continue essential palio
functions’

Specific transition strategies for polio functions,
assets and polio best practices

Transitioning some of the poelio functions and
personnel to non-polic fund within the agencies
Gradually transitioning pelic functions to the
government

Planning resources required far the transition
period (manpower, logistics and budget)

Build government capacity through training of
EPI, surveillance & communication FPs

Phase2: Mainstreaming

polio &Jncti{}ns

1. Transfer full respensibility to the

government (FMoH) to mainstream
poliofunctions to national health
system from January 2021

Support government financing
efforts for mainstreaming polio
functions to national immunization
and surveillance systems, through
resource mobilization for 2021 and
2022,

. Partners technical assistance in

7. Resource mobilization to cover the budget gap ME&E mainstreaming process
[donor round table meeting)

8, Poli transition process monitering framewerk

Estimated timeline W January 2018 — December 2020 January 2021 — December 2022

Thispolio transition plan 201:2022successively captures andsieibesi) The background: country, Immunization and
AFP surveilland® The indepth situation analysis: National health prioritisd how national Polio eradication program
works in Ethiopiaiii) Polio transition planning process wittek stepsiv) Epidemiological and Managerial risks to
maintaining polio free status; v) Objectives of polio transition and mainstreaming\pjdyglio prograntransition and
mainstreaming strategies; vijuman resource and capacity building plans and detailathbufor the implementation
polio activities foreseen inhis transition plan; vii) Monitoring and Evaluation framework of the Eihian polio
transition plan; ix detailed execution plan; x)abclusion andxi) RRcommendations.

The costfor implementing the transitiorplan inthe five years (208-2022) is estimated at $64,732,76Gth a gap of
$11930,101 The plan envisages a funaising endeavor to raise the funding gap

Thispolio transition and mainstreaming plan 202822is in linewith the HSTP guiding principle of equity and quality as
it aims to ensure equal immunization service and disease surveill@rak eligible population through acceptable
strategies linked to community needs.
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1 I NTRODUCTI ON

1.1 Country background

Ethiopia is a country located ie north eastern part of Africeknown as Horn of Africdt shaes borders with
Eritrea on the North and Nortgad, Djibouti and Somalia on the East, Kenya on thetls Sudan on théVest and

South Sudan on th&uth-West. (Figurel)

Figure 1: Map of Ethiopia by region and neighboring countries, 2016

ETHIOPIA i T Iy
= ' 2 SAUDI ARABIA ~° A
Political Map ¢ k.7
SUDAN Red Sea
ERITREA
YEMEN
L iSass T PR
."""’\,‘l S.— B
£ TIGRAY Mekele / 3
. e 3 e
[ AFAR =3
P AMHARA S~ Gulfof
s 4 G - DJIBOUTI Aden
% L 5 & Semera™ 4
A % BENISHANGUL-GUMuz  BahirDar ] T
72 255 a2 - et = .
~ | g
i - - \
N /s mAsosa a = DIRE DAWA
s = - //‘
€5 sk w - 3 >
g ©h 78 ok X Fr2 i 2.
@ et st e Lhe s el b ‘: S Eijios s
i ADDIS ABABA = ~ HARARI ) S SOMALIA
e SEZERLEE e
,-‘Gambela- A iway O
= i Lake >
GAMBELA e
S - - OROMIYA SOMALI >
T Hawassa < } o
SOUTH E Abayit N / =
SUDAN @ SNNPR % = P
L ' > o3
Se £ = :
UGANDA _.-—~ 1! % B e o
g N - = i
& Lake . ~ === .
e NN Teirkana g o =3 St ’c‘)\(pﬁ',\‘:\\'
LEGEND e 4
R International Boundary l»"
————— Disputed Boundary KENYA -
0 50 100 150 Kilometer
State Boundary H
= National Capital H Copyright © 2016 www.mapsofworid.com
- Regional Capital (Update on 8th Feb,2016)

According to projections of the 2007 resis, the total populationin 2017 is estimated to b84,351,001with
majority (8@6) of them living in rural area3he estimated number of under 1 year surviving infants and under five
year children are 3.03 million and 13.15 million respectively.

Ethiopia has nine Regional States: Tigray, Afar, Amhara, Benisitaunmgulz, Gambella, Harari, Oromia, Somali,
and Southern Nation Nationalities and Peoples Region (SNNPR); and the City Administration Councils of two citi
Dire Dawa and Addis Ababa. Tiegional states and city administrations arebdivided into 840 Woredas
(districts) whicharefurther divided into &out 17,486Kebeles, the smallest administrative unit.

1.2 Health background

1.2.1 Immunization background

The Ethiopian healtleare structure is comprisedof administrative and health care delivery systeri&e health
administrative struture is designed from FMoH to kebele levigl line withthe country administrative structure
Under healthadministrativestructure, there is EPlunit established within theMCHat all levels The following
Organogram shows the EPI structures at diffetegdlthadministrative levels.
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Figure 2: Organogram of Ethiopian health administrative and EPI unit
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Ethiopia has a threéier health care delivery system.The level one is a Primary Health Care Unit (FHCU
comprised of a primary hospital (to cover 60,8000,000people), health centers (15,00025,000 population)
and their satellite Health Posts:80005,000 population) connected to each other by a referral system. The level
two is a General Hospital covering a population-df3 million people and the levéiree is a Specialized Hospital
covering a population of 3:5 million people The EPI program (immunization service) is implemented thraké

tiers mainly through fixed sessions and additionally through outreach at health posts.

The Routine Immunizatn (RI) program is funded primarily by partners and government. The partners largely
channel their funds through WHO, UNICEF and CORE Group. Whilst the bulk of vaccine costs for the new vacc
are financed by GAVI, government covers the cost of ti@uii vaccines and injection materials since 2009.

In addition to the government efforts, funding for a number of other components such as technical support, cold
chain equipment, transport, social mobilization and some operational costs have been makblavay WHO,
UNICEF, USAID, COEARNd other development partners.

The current national immunization schedule (Table 1) aims at delivering ten antigens to birth camoreahan
3 million infants

Table 1: National immunization schedule for infants and women of child bearing age, Ethiopia

VACCINATION FOR INFANTS WOMEN OF CHILD BEARING AGEqNMEARS)
AGE VISIT | ANTIGEN VISIT| INTERVAL ANTIGEN
Birth 1 BCG, OPVO 1 0 (as early as possible) TT1
6 weeks 2 DTRHepB1Hib(Penta)JOPV1,PCVRotal | 2 At least 4 weeks after TT1 | TT2
10 weeks 3 DTRHepB2Hib2,0PV2,PCV2, Rota2 3 At least 6 months after TT2 | TT3
14 weeks 4 DTRHepB3Hb3OPV3, PCV3, IPV 4 At least 1 year after TT3 | TT4

not, in subsequenpregnancy

9 months 5 Measles 5 At least 1 year after TT4 | TT5
not, in subsequent pregnanc|

6-59 Vitamin A Supplement All postnatal mothers Vitamin A
months Supplement

Source: 20162020 national comprehensive Multi Ye&lan (cMYP)
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Thefirst polio National Immunizationays (NIDs) was conducted in 1996 targeting children under the age five
& S| NA Cotakof 2R unds ofiNIDs and 8dunds of SINDs were conducted from 190@017.

1.2.2 AFP surveillance Background

Ethiopa joined the polio eradication initiative in 1996 following the Declaration on Polio Eradication in Africa. In
1997, the country established AFP surveillance under Epidemiology Department. The unit later moved to Publ
Health Emergency Management (PHEMPO09.PHEM is the process of anticipating, preventing, preparing for,
detecting, responding to, controlling and recovering from consequences of public health thoeattnimize
health and economic impact3he PHEM process is comprised of four sub m®eee which are: Early Warning,
Public Health Emergency Preparedness, Response, and ReciverPHEM unit is responsible for coordinating
surveillance activities in the countmt nationallevel PHEM is under EPHI ageat¥MoH andat regional level it
isone of the department®f Regional health bureaus. There are PHEM teams under zonal health departments anc
woreda health offices. At health facility level (hospitalsi&s) there are PHEM focal persons, who agharge of
surveillance activities including AFP surveillance for case notification and investigation. At community level HEV
and HDAs are doing community based surveillance for case notification to thegctegpHC focal persons. The
following organogram shows the PHEM process in Ethiopia.

Figure 3: Organogram showing the PHEM process

PFHERA

¥ = 5 .
Early Public Health Public Health
Warnin Ermergency Emergency Recovery
B
Freparedness Response
l |
Indicator-based surveillance
Event-basaed
Surveillance l
- |
DS [AFF, Meashes, Lab surveillance
MMNT, atc.) (Folio, Measles atc.)

Media, Rumor Cormmmunity
concern, Sectoral information,
Web based information etc.

Pricrity diseases/Conditions/Events MNotification
[Fram HFs and Community)

Source: May, 2012 national PHEM guideline and FMoH/PHEM

Active surveillancdactive case searchigr AFP and other VPDs surveiltais doneat all reporting sites (health
institutions) by surveillance focal points. Supportive supervision is provided regularly by higher level officer
including WHO field survihce officeravhere data are generated and feedback shared to lower levels.

The National Polio Laboratory was established in 1997 and was accredited by WHO iat200ith pointthe
country moved from clinical to virological case classification.

The country has beepolio-free for four yearssince January 2014 and the country achieved pfrke status
certification in June 2017 after submission complete national documentation to Africa Regional Certificatior
Committee (ARCC) in Malabo, Equato@ainea.

Efforts to eradicate polio have not operated in isolation from larger immunization or public health programs,
enabling tremendous strides in routine immunization. The health workforce, supply chains, surveillance system:
laboratories, social malization, and other functions essential to deliver polio vaccines to children nationwide
have been leveraged to deliver other vaccines and health services.
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Furthermore, AFP surveillance netwdr&ve provided a foundation upon which vital infrastructtogorevent,
detect, and respond to other emerging health threatmcluding meningitis and acute water diarrhea has been
built in Ethiopia.

2 SI TUATI ON ANALYSI S

2.1 National Health Priorities

Thenational health priorities in general foson: universal healtltoverage, maternal and child health, disease
control, public health emergencies, integrated community approach and health financing.

In the area of EPI and surveillankey priorities as indicated in the natiom@mprehensive Multi Year plan (cMYP)
2016¢ 2020 for immunization and Health Sector Transformation Plan (HSTP) 2026 are

1 Increasing immunization coverage in all populations with all vaccines particularly among those in hard to
reach areas by 2020. Routine Immunization is here align&WVAP targets.

Introduction of new vaccines such as MR, MCV2,MeHPV and Yellow fever by 2020.

Achieving measles elimination by 2020 (Resolutions AFR/RC52/R2).

Maintainingsustainthe MNT elimination certification.

Strengtherng IDSR and sustainimmplio free status

Improving Health Emergency Risk Managernhen

Strengtherng communication andhe demand for immunization

Improving the information health system and data management at all levels.

Improving health management, in particular: planning, training, supervision, monitoring, evaluation,
coordination and health financing.

=4 =4 =8 4 -8 -8 -8 -9

2.2 How polio eradication works in Ethiopia

The following table shows the nine polio functions and thegpectiveactivitiesthat have beerconducted in
Ethiopia since the establishment of tpelio eradicatiorprogramin 1997.

Table 2: Polio Functions and their key activities in Ethiopia

Polio Functions Activities
1 | Implementation, -Routine Polio vaccination with OPV and IPV
planningand Service | -SIA planning, coordination & monitoring
delivery -Mapping settlements and higtisk and reaching unreached community,
-Developing comprehensive botteap microplan
2 | Monitoring & Data -Precampaign and kprocess activity monitoring using standard forms
management -In-process & Engbrocess Independent monitoring,

-Data analysis and sharing for decision making
-Program review

3 | Polio Surveillance an( -Active case search and coramity based surveillance,
outbreak response | -Outbreak investigation and response

- Specimen collection and transportation

-Specimen testing and diagnosis

-Bio-containment of polio virugand environmental surveillance

4 | Communication & Advocacy fosustained commitment, partnership and resouregsll levels
Community -Implementevidencebasedcommunication strategies arreparation and
Engagement dissemination ofnessageand using mix of channelmierpersonal communicatiorifV,
Radio and print messages)

-Sociamobilization and demand generation

- Engagement witltommunity structures (HEWSs, HDA, influential people)

-Social and behavioral change communication
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Polio Functions Activities

5 | Capacity building -Building technical capacity of personnel on disease surveillance, immunization, lab
facility, communication, monitoring and data management
6 | Resource -Donor engagement and coordination
mobilization and -Financial planning and operation
donor coordination | -Financial tracking and reporting
7 Partnership and - Inter-agencyCoordination Committee (ICC)
coordination -Task force and Technical working groups
-Establishment of cross border coordination committee
8 | Management & -Accountability framework
accountability -Performance indicators

-Motivation of high performing staff

9 | Policy development, | Multi-year strategic plan and planning process
strategic planning Taskforces at national and subational levels to guide implementation process.

2.2.1 Immunization

In Ethiopia routine OPV and recently IPV are administered to uhglear children with other antigens through
fixed and outreach sessioriBhe OPV3 administrative coverdggs improvedver the years from 65% in 2004 to
94% and 89% in 20Emd 2016 respectively (figu4). However, the performance in Gambella and Sonegjions
remained less than 80%.

Figure 4. Routine OPV3 coverage in Ethiopia, 2002016
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OAdmin OPV3 mWUNEIC OPV3 mEDHS OPV3 m Cov. Survey OPV3

Source: May, 2017 national polio free status documentation in Ethiopia

The above graph of OPV3 coverage of 200816 shows, that the administrative coverage was always greater
than the WHO/UNICEF estimations &HS. Even though there was steady progress in coverage, all the surveys
showed that OPV3 coverage did not acleiéthe expected90% at national level in those years

The 2016 routine EPI administrative reports of 840 Woredas stitivat only about 76% of them achieved the
expected>80% Penta3 coverage (figura)sand only 67% of them achieved OP88% (figure b). Among the
regions, Somahad theworst performance, as only 21% of the Somali woredas achieved the expe&ige of
Penta3 & OPV3 coverage.
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Figure 5a: 2016 Penta3 coverageybWoreda Figure5h: 2016 OPV3 coverage byoreda
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Source: 2016 national HMI& routine EPreport

The 2016 administrative dataeelrly showghat one thirdof all Woredas did not achieve the expecte80% OPV3
coverage.

Only 49% of thepastoralistavoredas achieved the expecte®0% Penta3 coverage and about 45% of tr&©%
OPV3 coverage.

2016 administrative data shows that only about 61% of the border Woredas achieved the exgg@¥%¢dPenta3
coverage and about 51% of them achieved >80% @BWage.

Out of 279 Woredathat did not achieve the expectesB0% OPV3 administrative caage, 90 (32%) of them
were from pastoralist community and border Woredas.

All the 5 Polio NIDs and 17 SNIDs conducted from 2@03.7 in response to June 2098V importation showed
campaign administrative coverage of >95% at national level

2.2.2 AFP Surveillance

The two maintargetdindicators of AFPsurveillance performanc€NP-AFPdetectionrate and stooladequacy rate)
have beenachieved at national levedince 2001 In the last three years (2012016) Ethiopia maintained both
targetsat certification level ahational and suknational leves

Table 3: Trend of National Main AFP surveillance performance indicators 2008 2016

Indicators Target| 2008| 2009 2010 2011| 2012 2013| 2014| 2015 2016

NPAFP rate 2.0 2.9 2.2 2.8 2.7 2.9 2.9 3.1 3.1 2.5

Stool
adequacy

80% 82% 82% 85% 88% 89% 87% 87% 92% 91%

Source 2016, WHO Ethiopia surveillance report

One of the IDSR performance monitoring indicators at Woreda level is weekly surveillance report completenes
The following graph (Figurg 6hows the 2016 weekly surveillance report completeness by Woreda.

B
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Figure 6: Surveillance report Completeness in 2016
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Source: 2016 national PHEM report

The 2016 average weekly suilaice report completeness showditht only 66% of the Woredas achieved the
expected>90%. As to pastoralist and border woredas only 53% and 47% of them achieved the expected 90% of
weekly surveillance report completeness respectivélyt of the 291 Woredaghat did not achieve the expged

>90% report conpleteness, 77 (26%) of them wepastoralist & border Woredas.

After almost 4 years Polivee (Jan 2001 until Dec 2004), Ethiopia experienced six impargatibwild polio virus
(figure 7). All the importations were through bordegrnworedas from neighboring countries. The low routine
immunization coverage, week surveillance and fragile countries like Somalia and South Sudan in war put the
country in highrisk for possible polio virus (WPV & VDPV) importation.

Figure 7: wild poliovirus importation 2004-2014

Figure 7: wild polio virus importation to Ethiopia 2004 — 2014
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\

Source: May, 2017 national polio free status documentation in EthidpisCO)

The sixth and last importesutbreak of wild polio virus type 1 was detected on August 14, 2@#8date of onset
of paralysis in Jul®013in Somali RegidiVarder (Dolo) zonef Ethiopia Total of 10 cases were reported and the
last case was detected on January 05/2014.

2.2.3 Laboratory testing & bio-containment

The National Polio Laboratory was established in 1997 and was accredited by WHO in 2001, then the country
moved from clinical to virological case classificatiover the yeasthe lab has processesh average 2500 polio
samples annuallylhe laboratory is used for other VPD sample testing.

With the support fromWHO/AFRQenvironmental surveillance to supplement the existing routine AFP
surveillancevasstarted in February 2017. Fivevgage sites wre identified for the environmental surveillance
and biweekly collection of samples started in two sites of Somali region and one in Addis Ababais a plan to
start brweekly sample collection in the remaining two sites in 2018.
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After the global typespecific interruption of WPV2 transmission and sequential cessation, Ethiopia conducted
Phase 1a, Polio virus bomntainment successfully. All the type 2 (VDPYV infectious stocks and Sabin isolates) were
destroyed ad Phase 1b, the switch from tOPV to bOPV was successfully completed.

2.2.4 Communication and community engagement

EPI Working Group (CWG) led by EPI case team coordinates polio and EPI communication efforts with supportin
partners. FMOH structures histodélly leading polio communication include leadership at national level through

the CWG in collaboration with the FMOH Communication and Public Relations Directorate, and with public
relations and health promotion focal points at sobtional level, primaty at regional level in the Regional Health
Bureaus.

Communication efforts have aimed to positively increase stakeholder knowledge and immunization behaviors
outcomes related to polio and immunization. Five general strategies have been employed for poli
communication: 1) strategic planning; 2) building communication capacity; 3) advocacy for sustained commitmen
4) social mobilization (including engagement with local, influential leaders and community groups and use ©
effective communication channelapd 5) use of data for action.

The use of data (including SIA data, regular communication reports, and special research and assessments) has
been critical to guide and improve polio communication strategies, particularly for community level intengention
The WHO independent monitoring (IM) process and the Rapid Convenience Survey (RCS) reports on the source
information about the SIA; community levels of awareness; and reasons for noncompliance (refusals). The IMD
reports that throughout the 2013 palioutbreak response, levels noncompliance (out of total missed children)
were maintained below the national indicator of less than one percantl awareness levels were maintained

above 72 percent (with a high of 90 percent), with the exception of Sl&s whates were postponed (for example,
see December 2014 arekbruary 2015 rounds in figurewBhen awareness was at 67 and 68 percent respectively).

A national study of the behavioral determinants for immunization service utilization in Ethioptd 2revealed

that caretakers were most familiar (78 percent) with the polio vaccine than any other vaccine and the percentage
2F NBalLRyRSyiGta oK2 0StASOS @I OOAYyS LINB@Syia GKS wg
(90 percent),As related to routine immunization, the study found that communities often lack knowledge about
the time, place, and importance of completing routine immunization. Other barriers include weak health worker
interpersonal communication during immunizationssens, far distances to the immunization site, fear of vaccine
side effects and reactions, inconvenient timing of sessions, and caregiver competing priorities.

Figure 8: Proportion of parents aware of the campaign before thetart by round, 20142016, IMD
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3 POLIPGROGRAIMRANSI TPILGANNI NG PROCESS:

3.1 Polio Program transition planning background

The GPEI is committed to ensure that the investments made in polio eradication over the last three decade
contribute to future health goals after the completion of polio eradication while maintaining world polio free
status As outlined in the 2023018 Polio Eradication and Endgame Strategic Plan, the polio tranaition
mainstreamingplanning process has the following three ledgments:

1. To ensure that the functions needed to maintain a pdtee world after eradication are mainstreamed
into national immunization systems and other public health programs;

2. To ensure that the knowledge generated and lessons learned from polidicateon activities are
documented and shared for the benefit of other health initiatives; and

3. Where feasible and appropriate, transition capabilities and processes are in place to support other healtt
priorities and ensure sustainability of the experierndehe GPEI.

3.2 Steps in Ethiopian Polio Program Transition Planning

Eradicating polio in Ethiopia in the coming years will mean that funds that have been devoted to the assets
establishedby the GPEI over the last tvdecades (people, resources and systems/processes) will reduce and
eventually stop.

On the basisf this,the preparation of the polio program transitioplaningtook place fromJune 2016 tdviarch
2018in Ethiopia. Thiprocess wased by the Ministry oHeath, through the Polio Legadlanning Committee
(PLPC) and the existing technical task foves the support of GPEANd its polio partners.

Figure 9: Polio program transition planning steps in EtHopia
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1. The polioprogramtransitionplanning proceswas started in Ethiopia idune 201y establishindPolio
TransitionLegacyCommittee (PLPC) by FMéiidm key immunization and surveillance partners (WHO,
UNICEF, CORE Group, CDC, Rotary international and USA#ayidrydHMoH/MCH directorate. The term of
reference (ToRyas developed for PLPC with following key components:
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To develop polio transitioplanning workplan with activities, budget, funding source, responsible
person/persons and review and update it during every meetings.

To comment and endorse developed documents based on shared copies, power point presentation and
discussions.

To decideon the recruitment ofconsultants

To establish stlsommittees (tasiorces), as required: As a result; Communication and resource
mobilization taskforces (committees) have been stablished.

To organize and decide on tdate and agenda of transition sif@iion exercise worshop(conducted on

10 & 11 of April 2017and donor round table meeting.

2. For the technical support 7 national and anéernational consultargwere recruited by WHO and UNICEF

the

different steps in the process. Some importdotuments were developed by national consultants under

the guidance of internabnal consultant and PLPC:

A
A

I v > D

Polio asset mapping exercise: Survey, Forms, Data Analysis and interpretation

Polio best practice documentation : Desk review, survey questionnairetimgeinterviewsand field
survey

Resource mobilization strategy document

Polio transition human resourand capacity buildinglans

Polio transition communication strategy

Linking polio transition objective with the national health priorities.

Finally this draft plio programtransition plan 2018 2022is developed based on the abosad other
available documents andill be presented to ICC for endorsement.

3.3 Polio funded staff and Physical Assets

3.3.1

Polio Funded Personnel

Accordingto the Polio assetapping exercise of October 2016, there were 257 polio funded personnel from CORE
group, WHO and UNICEF. WHO polio funded personnel made up 64% with 165 employees while CORE group nr
up 31% with 79 and UNICEF 5% with 13 employees.

The majority of polidunded stafsin Ethiopia vere categorized under service delivery making up to 48% followed
by 22% Management and operaii and 16% Surveillance (tablg 4

Table 4: Polio funded personnel by function & activity

Function WHO CORE Gup UNICF Total %
Implementing & service delivery 54 67 2 123 48%
Monitoring 6 1 0 7 3%
Surveillance 42 0 0 42 16%
Communication & Community 2 1 11 14 5%
engagement

Resource mobilization 0 10 10 4%
Management & Operation 56 56 22%
Vacant 5 0 0 5 2%
TOTAL Personnel Number 165 79 13 257 100%

Source: October 2B, Polio assemapping exercise

According to the study conducted by Van den &rdl in Ethiopia in 2012olio funded personnel sped7% of
their time on immunization related activitgs beyond polio (Figure 10his was primarily on routine immunization
and measles and rubella actieis. 43% of polio personnel haoutine immunization activities included in their
terms of reference
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Figure 10: Summary of time allotments of GPEI funded personnel (Van den Ent et al 2012)

% of time spent by polio personnel

9% (Othe
programs)

44% (Polio

47% (Immun.
0 eradication)

beyond Polio
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3.3.2 Polio Physical assets

As of October 2016, WHO and CORE grouped®da and 3 vehicles respectively, purchased with polio funds and
were used for polio related activities. UNICEF did not have polio funded cars. tBetsdf WHO car81 of them
were puichased oror before 2011 figure 11); this made the percentage of cars aged 5 years and older to be 57%.

Figure 11. WHO polio funded cars by Year of Acquisition
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Source: October 2016, Ethiopian polio asset mapping exercise

3.3.3 Polio Fund

In Ethiopia, the poti eradication efforts are mainsuppated by GPEI partners. The 20drhual polio program
GPEfundsin Ethiopia was $38,65000 This cost included campaigns (Polio SIAs), Core functions & infrastructure
(Communicatiorand technical assistance) and surveillance

Table5: GPEI funding for Ethiopia

Cost Item/Activity 2016 2017 2018 2019
Campaigns (SIAs) 32,546,000 9,842,000 9,142,000 9,142,000
Technical assistand@A) 2,911,000 1,588,000 1,226,000 1,160,000
Surveillance 3,200,000 3,296,000 3,395,000 3,497,000
TOTAL 38,657,000 14,726,000 13,763,000 13,799,000

Source AnnualGPEI hdget allocation to countries
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Theabove table shows that about 84% of the 2@BEI fund was allocated for polio SIA2017, 2018 and 2019
about66.8%,66.4% and 66.2% respectively, of GPEI budgets were for polio SIAs.

The Polio eradicatioeffort in EthiopiashowsGPEbudget rampdown from $8,657,000n 2016to $14,726,000,
$13,763000and $13,799000in 2017,2018 and2019respectivelywith 62% decrease in 2017 atd%decrease
in 2018 and 201%igure12).

Figure 12 GPEI fund ramp -down in Ethiopia
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4+ EPI DEMOL OGQINODAIMANAGEMENT RI SKS TO
POLI O FREE STATUS:

Although Ethiopia has managed to remain polio free for faars, the country still faces challenges to maintain
the status. Some of these factors include:

1. Ethiopiais at high risk for Polimus (WPV or VDPWportation due to Popution movement & refugees in
countriesin the HOAandneighboring countriesvith internal conflictdike Somalia and South Sudan.

2. Low OPV3 Administrativeogeragein 2016in 279 Woredasf which32% werdn pastoralist & border
Woredas.

3. Weaksurveillance performancim 2016in 291 Woreda26% ofwhichwere pastoralist & bordevyoredas.

4. Addis Ababa international airport as one of the biggest hub inSalaran Africa with high number of people
transiting through the city every day also higkrisk for poliovirusimportation.

5. GFEl fund rampdown with about 62% decrease 2017 and 64% in 2018 and 2019 comparing to 201b
totally stopin 2020, which will affect priority health programs supported by Polio fund.

Ethiopia is encountering a hidtealth staff turrover every year.
Inequities in service provision aitallenges in implementation ofpecific strategies for hard to reach areas

Inadequateimmunizationand surveillancenonitoring ard poordata quality

© © N o

Limited operational researches being conducted
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s OBECTI VES OF THRHEOGRAMRANSI TPILAN

5.1 General objective

To maintainthe country polio freestatus certificationand ensure that the investments made in polio eradioa
contribute to future health goals after theompletion of polio eradication

5.2 Specific Objectives:
5.2.1. To ensure that the functionseeded to maintain a dio-free statusare mainstreamed i@ national
immunizationand surveillancesystens;

a. Maintainannualhigh routing polio vaccination coverage

b. Timely detection and response to any polio outbreak

c. Establish environmental surveillanaites in all regions and strengthen national polio laboratory for
sample testing and bicontainment

5.2.2. To ensure that the knowledge generated and lessons learned from polio eradication activities are
documented and shared for the benefit of other healthiatives

5.2.3. Where feasible and appropriate, transition capabilities and processes are in place to support other
health priorities and ensure sustainability of the experience of the GPEI
a. The AFP based surveillanceystem which iswell-establishedfor detection, notification,
investigation and responde usedfor Measles and other priority diseasarveillancen
integrated manne at allhealthstructure levels
b. ThePolio communication networis used fordemand creation foroutine immunization

6 POLI O PROGRAMNSI| TAINDN MAI
STRATEGII &rS 2PQ 38 2

The 201&; 2022 polio program transitioplan comprises of two phases. Rieh covers the period 2018
2020 that focuses on the implementation of activities to build the cdpaafithe national immunization

and surveillance systeat all levels while minimizing the struges in partner agencies. Phasecludes

the period from the beginning of 2021, at which time the ministry of health will have the full capacity to
carry out the polidunctions through its mainstream functions and maintain polio free status.

NSTKEAMI N

Polio program transition plan Phases and timing

Phase of Transition
& mainstreaming
plan 1

Phase2: Mainstreaming

Phasel: Polio program transition . .
polio I:mctlons

General transition strategy: “ Maintain minimum

Activity/Outcome *
5

Estimated timeline ﬂ'

structure and assets to continue essential polio
functions"

Specific transition strategies for polio functions,
assets and paolio best practices

Transitioning some of the polio functions and
personnel to non-polio fund within the agencies
Gradually transitioning polic functions to the
government

. Planning resources required for the transition

pericd {(manpower, logistics and budget)
Build government capacity through training of
EPI, surveillance & communication FPs

. Resource mobilization to cover the budget gap

[donor round table meeting)
Polie transition process monitering framework

January 2018 — December 2020
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. Transfer full rezponsibility to the

government (FMoH) to mainstream
poliofunctions to national health
system from January 2021

Support government financing
efforts for mainstreaming polio
functions to national immunization
and surveillance systems, through
resource mobilization for 2021 and
2022

. Partners technical assistance in

MEE mainstreaming process

January 2021 — December 2022



b.

C.

6.1 Polio Program Transition strategies for 2018 1 2020.

6.1.1 General Transition strategy

The poligprogramtransition process in Ethiopia has been designed as an intermediate pioewgencurrent
(2018)on ¢going polio eradication effortisy polio partnersand fully taking over responsibility liye government
(FMoH)from January 202dn-ward for financing and mainstreaming polio functions to national immunization and
surveillance systems.

The wlio programtransition simulation exercissork-shopconducted on Aprjl10 & 11/2017 in Addis Ababa
proposed the following transition strategy f&thiopia: dMaintainingminimum structure andssesto continue
essentiapolio functions (OPV and IPV immunization, AFP surveillanceahdoutbreakresponse and bio
containment)until 2020andthen transferfull responsibilityto the government(FMoH to mainstreamthem to
national immunization and surveillance systestartingt N2 Y WI Y dIhidtEansidion stratégy was
selected, due to the fact that:

a. Sometime is needed to develop government capacity (qualified health personnel rrabsadfinance) to
fully integrate (mainstreanmpolio functionsto national immunization and surveillance systems.

No other alternative implementing partners, which can fully takerand implementhe polio functions.
There igossibility to mobilize finanal resource frormational and international donors to cover the budget
gap due to GPEI fund rarngown

Until 2020 thepolio functions will bemplemented bythe governmentFMoHand implementing partners (WHO,
UNICEF and CORE Graam) thenthe governmenti{FMoH) vill take full responsibility tanainstreamthem to
immunization and surveillance systems from January 2021.
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6.1.2

Aligning Polio Program Transition functions/ objectives with National Health Priorities

Functions /Sub
functions of the
polio program

Top priority global,
regional, national or local
health and development
goals/targets

(From cMYP& HSTP)

Outcome indicators,
with timeframe

Existing functional needs for achieving
these goals/targets

Current polio program
assets relevant to this
priority

(Human resources,
infrastructure,
financing, etc.)

Activities carried out
by polio assets in this
functional area
(quantifiable, with
impacts)

Implications of
applying polio program
assets/functions to his
target/goal
(operational, financial,
etc.)

Tradeoffs versus
alternative strategy for
achieving objective/goal

Service delivery
(Strengthen RI
through utilizing OPV
& IPV)

Increase and sustain high
vaccination coverage

Reach 90% national
coverage and 80% in
every district with all
vaccines by 2020

- RED approach implementation in evel
district and kebeles

- Regular supportive supervision and
program monitoring

-Capacity building for EPI managers an{
health workers

-Design local strateggnd implement for
pastoralist areas

-Intensify defaulter tracing mechanism
using community based structures.
-Communication/community
mobilization

-Polio and Logistics
officers

-Polio vehicles
-Polio SIA micro
planning guideline

-Micro-planning and
field supervision of
immunization activities
and campaigns
-Conducting periodic
DQS

-Capacity building on
immunization
-Reaching unreached
and highrisk
community

-Timely feedback

-Some of WHO polio
officersand CORE
grouppolio technical
staff need to be
retained until 2020
-Planon the number of
polio staff of WHO and
CORE group to be
retained

-To use the existing EPI foc

personsworking on
immunization through short
term training

-Recruit and train new
government staff tofill the
gap

-Transition all CORE Group

polio staff to immuniation
and other health
interventions.

New vaccine introduction

-Introduction of Men A
by 2018

-Introduction of HPV by
2018

-Introduction of Yellow
Fever by 2019

-Strengthen new vaccinatroduction
taskforce to include advocacy and
consensus building

- Conduct cascade training from EPI
managers & FPs

-Evaluate vaccine management practic
- Communication/community
mobilization

-Polio officers &
vehicles

-Polio planning
guidelines

- Cascading trainings
-Planning & field
monitoring

Some of WHO polio
officersand CORE
grouppolio technical
staff need to be
retained until 2020.

-To use the existing EPI foc

personsworking on
immunization through short
term training

-Transition 4 CORE Group
polio staff to immunization
and other health priority.

Disease surveillance,
outbreak response
and Polio virus
containment

Strengthen IDSRAFP,
Measles, NNT, Rota,
meningitis etc.
surveillance)

-Maintain polio free
status certification
-Attain and maintain
main measles
surveillance indicators
-Maintain MNT
elimination certification
-Attain control of other
vaccine preventable
diseases, including,
Rubella, Yellow fever,
Meningitis.

-Conduct reglar active surveillance
(Active case search)

- Capacity building

-Regular ristassessment for priority
disease

- Strengthen Sureillance deploying
international and local STOP
-Build the capacity to conduct AEFI
surveillance

-Strengthen community based
surveillance

-Establish crosborder surveillance

-AFPSurveillance
system &Guidelines
-Polio officers &
logistics (Cars, posters
etc).

-Integrated active
surveillance (ACS)
-Riskassessment
-Case validation

- Some of WHO polio
officers and CORE grou
polio technical staff
need to be retained
until 2020.

-Plan on the number of
polio staff of to be
retained

-To use the existing
IDSR/PHEM focal persons
working on AFP/IDSR
through short term
orientation

-Require and train new
governmentstaff to fill the

gap

-Transition all CORE Group

polio surveillance staff to
IDSR and other health
priority

Improve Health
Emergency Risk
Managementoutbreak
response

- Meet and sustain IHR
core capacities

-95% TC ofveekly
priority diseases
reporting

-85% epidemics

-Emergency risk management for healtl
as a national and local priority
-Health risk assessment and early

warning
- Education and information to build a
cul afiehy Hi

-Polio outbreak
response guideline
-Polio officers &
logistics

-Outbreak investigation

LB BIRPEAEP Y

- Early detection &
investigation of VPDs
outbreak

- Capacity building

- Outbreakresponses
(vaccination response)

-Retain some of WHO
polio officers until 2020.
- UseCORE groupolio
staff until 2020

-Transfersome of WHO
surveillance officers to
PHENE mergency program
within WHO

-Build capacity of
government EPHI/PHEM




controlled within the
standard mortality rate
-85 % of Woredas and
HFs annually assessed fi
preparedness and
response

all levels,

-Emergency preparedness for effective
health response and recovery at all
levels,

-Meeting international health reguteoon
core capacities
-Communication/community
mobilization

-Enhanced AFP (Polio)
surveillance
-Contact tracing

staff.

Improve laloratory
facilities for IDSR and
outbreak responses

Attain standard polio
virus containment
-Attain environmental
surveillance indicators
-Attain and maintain
quality laboratory
indicators

-Provide adequate supply of specimen
collection tools and reversal cold chain
support at country level

-Provide support for shipment of
specimens form reporting sites to
national labs and to WH@ccredited
referral labs

- Financial support for
specimen collectiod
transportation

-Topup payment for
lab technician

-Lab reagents cost

- Isolation of the cause
(polio, Measles,
Rubella, Rota viruses).
-polio virus
containment
-Environmental
surveillance

- Continue WHO
financial support until
2020

-Continue reagent
supply by WHO/AFRO
until 2020

- Government will take over
all the costs through
resource mobilizatiomvith
the support of partners
from January 2021.

- Government to recruit and
train new staff according to
the need

Communications &
Community
engagement,

Strengthen
communication, advocacy
and demandor
immunization at all levels
including community by
2020

-To increase awareness
of the community on
immunization to 95% by
2020

- To improve the skills of
trained health workers
per health facility on IPC
2018

- communication strategies, including
relevantIEC and other social
mobilization materials; print and
disseminate

- Utilizerelevantmedia and means to
reach argetaudiences

- Partnerships with local influential
groups and stakeholders to address
behavioral barriers to immunization (i.e.
collaborations wittreligious leadersn
vaccination objectors

- Train health workers on inter personal
communication/IPC/

- Advacacyfpromote partnership on
Immunizationfor increased commitment
and resources

-Monitor impacts of communication

- Strengthen regional ICC through
advocacy visits/ supportive supervision

-Communication
officers

-Communication
guidelines & IEC
materiak

- Capacity building
-Communication
strategies & core
messages(using mix
channels)

- Retain some of WHO
and UNICEF
communication staff
until 2020

- Government wiltake the
responsibility from January
2021

-Training for existing
government communication|
officers.

-Government to recruit and
train new staff according to
the need
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6.1.3 Specific Polio program transition strategies Ethiopia

The specific transition strategies aadtivities are focused on four main areas: g9riBition strategies and activés for polio functionsp) Transition strategies for polio
best practicesc) Tansition strategies for polio funded physical assetsi¢pethicles); and d)rdnsitionstrategies for polio funded personnel

6.1.3.1 Specific ransition strategy and activities for polio functionsby program implementing agencyare indicated in table below

Polio functions Polio subfunctions/activities Current polio program assets| Transition strategy Funding
supporting these functions (Alternate funding sources, transition of expertise, etc.) Source
WHO
Central support and planning o] 4 Polioimmunization officers | Transfer to norpolio fund (GAVI), from January 2018 and maintain support to § GAVI
1. Service delivery | immunization activities and immunization as it is
(immunization campaigns
utilizingOPV and Field supervisors of 15 Polio Zonal Immunization | Transfer field supervision of immunization activities to WHO field surveillance
IP\} immunization activities & assistance officers as of Jan 2018, since ToR is revised to include technical support to None
campaigns immunization. When there is a polio SIA, temporary officers will be hired using
polio SIA fund
Gold-chain One Polio funded logistician | Transfer responsibility to government/PFSA and will happen from January 20] Government
management/logistics
-Active case search and 12 Polio officers - Maintain minimum number of surveillance wférs & drivers using the allocated
2. AFRsurveillance | outbreak investigation 12 drivers GPEI surveillance fund until 2019. -GPEI
and polio outbreak | --Integrated surveillance and | 5 Admin staff
response immunization supportive -Vehicles -Then reduce the number to 12 polio officers, 12 drsrand 5 supportive staff for
supervision to woredas and HF 2020 through RM and then transitioning them to other Rowlo programs within | -RM
- Sample collection, handling & WHO.
transportation -Focus orgovernment staff capacity building
-Management & Operation -Maintain top-up payment and pediem for sample transportation until 2020 and| GPEI + RM
then transferresponsibilityto EPHI from Jan 2021
-Lab technicians & testing -Reagents -Use the allocated GPEI fund until 2019 and fund mobilization from donors for| GPEI and RM
-Environmental surveillance -Topup payment 2020. Then transfer responsibility to EPHI from Jan 2021.
-Bio-containment of polio virus
-Data analysiand reporting -5 Data managers - Transitionthe 2 national data management to GAVI fund from Jan 2018. -GAVI
3. Monitoring & -Monitoring and Evaluatioof -One Monitoring officer -Use available GPEI technical assistance for 3rdateagers and a monitoring
Datamanagement | surveillance & immunization officer until 2019 and RM to cover budget gap &820Then transitiorto non -GPEI

23

Ethiopia Polio Program Transition Plan 2Q022




Polio functions

Polio subfunctions/activities

Current polio program assets

Transition strategy

Funding

supporting these functions (Alternate funding sources, transition of expertise, etc.) Source

activities polio fund within WHO -RM for 2020
4. Community -Social mobilization -1 Social Mobilizer - Transfer responsibility of social mobilization to governmfeoin January 2018
engagement & -Media, communications and | -1 Advocacy & communicatio| and recruit communication officers on short contract for Polio Campaigns usin
communications advocacy officer polio campégn funds

-Develop communication tools - Use available GPEI technical assistant fund for advocacy & communication y GPEI + RM

2019 andRM for 2020. Then transfer to ngyolio fund within WHO.

5. Capacity building | -Government staff apacity -Technical expertisBVHO + | -Use WHO central & field officers to support government to devieljogate

building on EPI (IIP, MLM etc.) | Government) training manuals and conduct training, from January 2018 RM

- Government staff capacityn . -RM for training cost fo2018¢ 2022 (transition and mainstreaming period)

surveillance (IDSR/PHEM, -Training Manuals - Transferfull responsibility to governmerfrom January 2021.

outbreak response etc.)
6. Resource - Resourcenobilization - National consultant on short -Government is already leading the resource mobilization process.
mobilization & -¢ 2 adzLJL2 NIi D2 ¢ term contract -Use the budget &cated for polio transition planning by GPEI and partners for| GPEWHO
Advocacy efforts for Resource national RM consultant

Mobilization for Polio Transition

planning and Post transition erg

UNICEF

Health Emergency & outbreak| -One eanergency& outbreak | - Use the allocated GPEI Technical assistant fund until 2019 and fund mobilizg
1. Service delivery | response planning response officer for 2020 RM
(immunization implementation & monitoring -Transition to norpolio fund within UNICEF from January 2021.
utilizingOPV and RegionaPolio SIA and routine | One egional immunization Use GPEI Technical assistant fund until 2019 and fund mobilizatiag@Zor RM
1PV EPI support(Somali Region) officer (Somali region) - Transition to norpolio fund within UNICEF from January 2021.
2. Community Support to regional &onal EPI | 11 Health Comunication - Maintain polio communication officers aron-polio program funthg from Jan UNICERFRM
engagement & communication Networkofficers (Regional 2017¢ Dec 2018 anthen mobilize resource for them for 2022020
communications and Zonal)
3. Capacity building | -Government staff capacity -Technical expertise (UNICEF -Use UNICEF communication officers to support governmedévelop/update

building on health promotion | Government) training manuals and conduct training, from January 2018 RM

and social mobilization focused
on EPI and VPD surveillance

-Training Manuals

-RM for training cost for 20182022 (transition and mainstreaming period)
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Polio functions

Polio subfunctions/activities

Current polio program assets

Transition strategy

Funding

for HEWs & HDABR project
areas

CBS)

-Use CORE Group field program officers and trained woreda EPI & PHEM foc
persons.
-Fund is secured until 2022

supporting these functions (Alternate funding sources, transition of expertise, etc.) Source
CORE Group
support and planning -Central/National CORE Groy -Fund is secured until 2022 for immunization including OPVRYd |
1. Service delivery | monitoring and evaluatioof polio officers - Integrate polio activities to other health interventioater 2022 USAID
(immunization immunization activities and - Management and operation
utilizingOPV and campaign®f border & -Vehicles
1PV pastoralist in project areas
Field supervisors of -CORE group field officers -Fund is secured for until 2022.
immunization activities & --Logistics & transport suppor -Integrate polio activities to other health interventioagter 2022 USAID
campaignst highrisk woredas
-Active case search - Central CORE Group polio | -Fund is secured until 2022 for the implementation of AFP surveillance/IDSR
2.AFP Surveillance | - Community based surveillancg program staff - Integrate polio activities to other health interventioater 2022 USAID
and outbreak -Crossborder notification -CORE Group field polio
response -Crossborder collaboration technical staff
(Planning, review meetingtc.) | -Polio fund for ruining cost
-support to Polio (WPV & VDP\ -Trained Community
outbreak response volunteers
3. Capacity building | Capacity building on EPI/IIP an| -CORE Group field officers | - Use the available training manuals prepared for HEWSs on [IP and community
community based surveillance | -Training manuals (IIP and | based surveillance by FMoH USAID

NB: 1. Revised GPEI budget for 2017 with 2018 and 2019 received from AFRO is used for 2018 and 2019

2. Atcommunity level the same people are working on both immunizatiordasommunity based surveillance in CORE Group project areas.

25

Ethiopia Polio Program Transition Plan 2Q022




6.1.3.2 Polio best practices potential for transitioning/linking to other health programs
Ethiopiahas preparedtrategic document to capture and disseminate Polio Best Practices which can potentially bene

other national lealth priorities of the country

A total of 27potential best practices (generalized ones=9, specific nationwidearitilspecific to pastatist and cross

border areas=7) were identified and documented. However, based on the opinion of polio experts at differenofevel

health structure and theeplicabilityof the best practicesthe following tenpolio bed practices were selected for

linking (adapting) to other national health priorities.

1.

Bottom up comprehensivé’olio SIAMicro-planning:at Woredalevel by kebele through community and social
mapping for the improvement of quality and vaccination coverage for <5 children, using standawe micr
planning tools.

Using technology assisted devigA devicg forproviding and monitoring effectiveupportive supervision
(SS) at HU and health offices, using standardized integrated supervisiodisheck

Polio SIA Independent monitoringgM) and using data for actionto measure quality of SIA using quality
indicators that carguide improvements to reach more childrehrough houseto-house & outside house
monitoring using standard monitoring tools by trained independent monitors

Polio Social mbilization & coordination committee at different levelsfor developing communication & social
mobilization strategies and core messages for use at National, Regional, Zonal, Woreda and community lev
Effective use of existing aomunity structure (Halth Development Armey (HADTraditional Birth Attendant
(TBA, etc)for community based AFP (Polio) surveillance, for early detection and notification of case using
standard community case definition, house-house polio SIAhrough communityawarenessreation

activities

Polio SIAs has integrated Measles SIA, Fistula débec& notification and <5 yeachildren documentation:
using standardized integrated tools for planning, implementation and monitoringdgmgpaign, intra
campaign & postampaia checklists)

AFP surveillace system has contributed tdISR and outbreak responsthroughwell-establishedsystem of
detection, notification, investigation and response, which integrated other national priority diseases like:
Measles, NNT, Yellofever, Meningitis, Cholera etc.

Inter-sectoral/crossagency coordination andollaboration: Non-health sectordEmergery preparedness &
response Water development, Education, Veterinary, Administration and Security gfioekknowledge,
experience ad resources of different agencies facilitated the planningh@lementationof Polio SIA and AFP
surveillance.

Cross border coordination and collaboratiorfor PolioSIA implementation, ARfase natification and outbreak
response at entry points througtegular joint planning and coordination meeting

10. Working with religious and community leaders$or Polio SIA and community based surveillance for awarenes

creation and involving community.

The transition link for the selected ten polio best practices is displayed in the table below:
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AligningselectedPolio best practices with national healtpriorities

Polio Best practices (PBP)

Description of Polio Best practices (PBP)

Comparative advantage

Priority
programshas
beenbenefiting
from PBP

Other Health
programs can be
benefited from PBP

How it can be done?

Bottom up comprehensive
Polio SIAMicro-planning at
woreda level by kebele
through community and social
mapping for the improvement
of quality and vaccination
coverage for <5 children, usin

standard micreplanning tools.

-Polio SIA micrplanning done at woreda level by
kebele or setlements (bottomup) and covers
manpower, vaccines, transportation means,
logistics, space for storage, freezing capacity, soc
mobilization materials, fund, estimation of <5
children & Mapping of settlements with identifying
high-risk areas

-The woredamicro-plans aggregated at zonal level

-Cold chain inventory findings are
used for the strengthen of Routine
immunization & other vaccination
campaigns

-Mapped settlements and
estimated <5 children used for the
other child survival health

interventions (Measles SIA. Vitamil

Measles SIAs
Routine EPI,
New vaccine
introduction, ,
VitaminA
supplementation
, nutritional

screening and

Malaria, TB scening,
ANC,FP, Delivery and

postnatal services

Introducing Polio SIA
micro-planning tools ,
capacity building, and
other supportsthrough

training

then regional and finally national level A supplementation, devorming de-worming
etc) and woreda based plan
Using technology assisted -The PDA device is us&iendly, -Can Integated different health VPD - Introduce PDA apparatu
devise PDA devickfor Providing real time data, timely feedback and taki| programs during supportive surveillance, PHEM/IDSR Malaria, | currently used by WHO
providing and monitoring corrective actions on spot during monitoring and | supervision Routine EPI, TB, MCH, MDSR, NT[ field officers through

effectivesupportive
supervision (SS) at HU and
health offices, using
standardized integrated

supervision checkst.

supportive supervision activities.

-PDA assisted integrated checklist currently used

EPI team of WHO/Ethiopia includes different healt
programs like; AFP, Measles & NNT surveillance,
immunization etc and designed for ISS to HFs anc

health offices.

-Time saving by avoiding writing or|
hard copy checkist

- Easy for carrying as it is just mobi
phone apparatus

-Data can be transported to any

computer for analysis (No need for

data entry)

Measles SIAs,

etc.

Training/workshop
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AligningselectedPolio best practices with national healtpriorities

Polio Best practices (PBP)

Description of Polio Best practices (PBP)

Comparative advantage

Priority
programshas
beenbenefiting
from PBP

Other Health
programs can be
benefited from PBP

How it can be done?

3 Polio SIA Independent
monitoring (IM) to measure
quality of SIA usingtandard
monitoring tools ly trained
independent monitors and

using data for action

-All the Polio SIAs monitored by independent peoy
who are not involved in Polio SIA, to identify misse
areas & missed children in higisk areas and get
them vaccinatd.

-As they are independent monitors reliable data
(coverage) is prodwa, which contributed to

improvingquality of Polio SIA.

-The data produced by IMs help to
validate administrative coverage of
the area for action.

-Improves Polio SIA data quality

(reduce false reports)

Polio and

Measles SIAs

Measles SIA & other
vaccination campaignsg
Malaria (ITN
distribution &
utilization monitoring),
New vaccine
introduction.RI, TB
and MDSR

Orientation on National
PoliolM guideline
through work

shopl/training

4 Polio Social mobilization &
coordination committee at
different levels for developing
communication & social
mobilization strategies and
core messages for use at
National, Regional, Zonal,

Woreda and community levels

- Prepared evidence based commuation & social
mobilization strategic plan at national level and
cascaded to all levels.

-Link communication strategies with community
structure for demand creation & community
mobilization for Polio SIA.

-Advocacy visits & Meeting to political leaderther
sector offices & stakeholders to ensure ownership
political will and resource mobilization & also

involved them in launching ceremonies.

-The available committee at
different levels can be utilized for
other VPD immunization campaign
new vaccineritroduction & for
community based disease
surveillance.

-Advocacy gives an opportunity to
discuss & capture issues on the

routine immunization

Routine
immunization,
Measles SIAs,
family health
(ANC,FP, PNC
services), de
worming and
vitamin A

supplementgion

TB screening, Nutrition
program, emergencies
like; (AWD, malarig
MDSR and HIV/AIDS.

Sensitization /Capacity
building through work
shop

5 Effective use of existing
community structure (HDA,
TBA, etc) for communityased
AFP surveillance, Polio SIA a

communityawareness

-Mapping of existing community structure in the
area (HDA, TBA/TTBA, kebele leader etc)

-Orientation on AFP surveillance (Community cas|
definition), polio SIA and communigngagement

-Establish networking with nearby health structure

-Using the existing community
health agents for other VPD
surveillance

- CGan be used for identification of

unreached areas & unvaccinated

RI, Masles
campaign, de
worming and
Vitamin A

Family health (ANC,
Delivery PNC),
outbreak detection
(malaria, AWD,

Measles etc.), TB

Introduce community
based AFP surveillance
Polio SIA and
communicatiortools

through workshop
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AligningselectedPolio best practices with national healtpriorities
Polio Best practices (PBP) Description of Polio Best practices (PBP) Comparative advantage Priority Other Health
programshas programs can be How it can be done?
beenbenefiting | benefited from PBP
from PBP
creation activities (HPs) children by RI supplementation | HIV/AIDS, Nutrition
-Can be used for demand creating screening, NTD and
for RI & other VPD immunization other community
based heah
interventions
6 Polio SIAs has integrated -Integration is one of the most important -Integration of Measles SIA & RI to Introducing integrated
Measles SIA, Fistula detectior] operationd strategies of PHC in Ethiopia Polio SIA wasost effectiveness, as | MeaslesSIA & TB cassearch, Polio SIA tools/guideline
& natification and <5 years -Measles SIA integration to Polio SIA contributed { they are provided at a time Men-A Trachomamodel through workshop
children documentation, using achievement of Measles Mortality & Morbidity -The number of targethildren vaccination RI, house hold visit audit, | training.
standardized integratetbols | reduction strategyin the country. doaumented by their age categorie| Nutrition ANC, RI defaulters
for planning implementation | -Throughhouseto-house Polio SIAs in the recent | used as target for othdnealth screeningde- tracing, FP
and monitoring. years many Fistula cases detected and treated. | interventions. wormingand
- In some places Rl was also integrated into Polio Fistula case
and improved immunization coverage. detection.

S
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AligningselectedPolio best practices with national healtpriorities

Polio Best practices (PBP)

Description of Polio Best practices (PBP)

Comparative advantage

Priority
programshas
beenbenefiting
from PBP

Other Health
programs can be
benefited from PBP

How it can be done?

AFP surveillance system has
contributed to IDSR and
outbreak response through
well-established system of
detection, notification,
investigation and response,
which integrated other
national priority diseases like:
Measles, NNT, Yellow fever,

Meningitis, Cblera etc.

-Active AFP surveillance has integrated other VDR
surveillance like Measles & MNT & outbreak
detection.

- Stool collection & transportation system has
contributed to Measles & Rubella serum samples
collection & transportation to National |aiatory.
-Capacity building on AFP surveillance integrated
other VPD/PHEM.

- Polio manpower & logistics supported investigati
and response of different outbreaks, including

Measles, Yellow fever, Meningitis, Cholera etc.

- AFP surveillance system
contributed to early detection of
Measles, NNT & other VPDs

- As other IDS (Measles, MNT etc)
are integrated to AFP surveillance,
is costeffective.

-The highly qualified Polio experts
are used for investigation and
responses to different outbreaks
helpedto overcome shortage of

trained manpower

IDSR, other VPD
surveillance
(Measles, NNT,
Meningitis, etc),
emergencies
(AWD H1N1),
Nutrition
screening, MDSR
and RI

IDSR, TB, Malaria,
Emergency response
(AWD etc). Measles &
NNT surveillance, TB

case sarch.

Introduce Active AFP

surveillance system tools

through work

shopl/training

Inter-sectoral/crossagency
collaboration and coordination
with nor-health sectors
(Emergency preparedness &
response, Water devepment,
Education, Veterinary),
Administration and knowledge
and resources of different
agencies for Poli8IA and AFP

(Polio) surveillance.

-Mapping ofrunning water points, food distribution
sites, animal vaccination sites for Polio SIAs

- Mapping of movement pattern of pastoralist
communities to knowthe time/season when the
population is moving, the place where the
population is moving and for how long the
population can stay in a certain place &P
surveillance & Polio SIAs. Resmuflogistics &
manpower) support by different agencies for Polig
SIAs

-The identified sites can be used f(
other VPD immunization campaign
(Measles, MerA SIAs etc) and RI
-Mapping of community movement
pattern can be used beyond AFP
(Polio) surveillace for other VPD
surveillance and routine

immunization

VPD vaccination
campaigns, VPD
surveillance
(Measles etc.),
Routine EPI, new

vaccine

Nutrition screening,
AWD, HIV/AIDS, R,
measles SlAs, malaria
de-worming, TB
leprosy, ANC, FP,
PHEM, cervicalancer
& hygiene

Introduce the awilable
tools through work

shop/Training
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AligningselectedPolio best practices with national healtpriorities

Polio Best practices (PBP)

Description of Polio Best practices (PBP)

Comparative advantage

Priority
programshas
beenbenefiting
from PBP

Other Health
programs can be
benefited from PBP

How it can be done?

9 Cross border coordination ang
collaboration for Poli®SIA
implementation, AFRase
notification and outbreak
response at entry points

throughregular joint planning

-Crossborder collaborative meetings were
conducted between Ethiopia and Kenya polio
partners in Moyale town.

-Horn Africa countries coordination & collaborative
meeting was conductenh Jijiga.

- Mapping ofentry points n cross border areas

-Created an opportunity to work
together during AWD outbreak.
-Created an agreement that all the
children with infant immunization
card to be given the next serious o]

vaccination at where they ar

IDSR, other VPD
surveillance
,MeaslesSIAs,
routine EPI case

notification and

-IDSR, Environmental
sanitation, health
promotion, RI, case
notification and

outbreak response

Introduce the strategies &
available tools through

work-shop

week.

-Widely used for ssemination of polio messages
(polio SIA, AFP surveillance & RI) to the communi
-CGontributed to reduce noncompliant parents due t

religious reasons.

-Can be used for demand creating
for Rl & other VPD immunization

through social mobilization.

campaign, New
vaccine
introduction, RI

etc.

response like: AWD

and coordination meeting -Crossborder area collaboration committees were | (regardless of their nationality). outbreak
established -Created an opportunity to establis| response
-Cross border AFP case notification system crossborder notification of other
established across some border areas. VPDs
- Borrowing logistics (Vaccine carriers, cold boxes
vaccines etc) duringolio SIA campaign among
crossborder districts and/or HFs
10 | Working with religious and -The religious institutions have strong networks frq -Using religious leadermfluential Measles SIA & | Fanmily health orientation on experience
community leaders national to grass root level. individualsfor other priority hedth | Men-A programs, HIV/AIDS, | with religious leaders
- Pe@le visit to church or mosques at least once a programs (RI, AWD, ODF, gtc vaccination Malaria, , Emergency | through work

shopl/training
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6.1.3.3 Specific transition strategies forpolio physical assetgvehicles)

A. Maintain polio physical assets (vehicles) to continue essential pélioctionsduring transition period

In principle br the implementation of polio transition plan, WHO and CORE Group will retain polio funded vehicles
until 2020.However, they can transition some of the cars during transition period based on thedssateof the
polio officers using those cars and request from FMoHinknwith this WHO had transitioned three cars to FMoH in
December 2017.There is a need toalregular inventoryo know the functionality of the existing polio funded cars
and update the WHO and CORE Group polio asset records.

B. Strategic options for transitioning pab vehicles, after2020

Strategic options for th polio funded vehicles after 20 are different for WHO and CORE Group.

1 As the government willully take-overthe responsibility of implemnting ard mainstreaming polio functiorns
national health prioritiesrom January 2021, in principleansition option for WHO polio funded cassuld be
transitioning themto the government (FMoH). However, in addition to polio program, WHO is also using these
cars forother diseasesurveillance and emergency response activities, which will conénwee after polio
eradicationis achievedTherdore, WHO and government (FMoH) should desigtzil transitionirg
strategiesActivities with timeframe during transition perio®018¢ 2020, to initiate ransition process and the
carsto be fully operational in new roles starting frafanuary 2021if any.

A Even after global polio eradicati@md certification is declarethe NGOs working witE ORE Group will continue
supporting Rl and surveillance activities with other health interventions at border woredas, by mobilizing
resources from donors. Thefme, the transitioning of polio funded vehicles will be done accordirntfeo
agreement between those NG@ad government.

6.1.3.4 Specifictransitioning strategies for Polio funded personnel.

A Transfer4 WHO central immunization officers a@diata manaersto non-polio fund (GAVI) anchaintain
their support to polio immunization, fromdanuary 2018.

1 Update ToR of WHO field surveillance officers by incorporating field immunization monitoring and Sopervis
and avoid hirindL5 zonal technical assiants (ZTAs). Already done in 2017.
Shift 15 WH®olio surveilance officersand 17 driverso SSA (shofterm contract), for 2018 and 2019
Transfer responsibility adfWHO cold chaifogistician to government PF&Ad avoid hiring logistician from
January2018.

1 Recruita WHO polio social mobilization officem short term contract, when there is only polio SIA using
campaign fund

1 Gradually reduce number ofégular WHQolio surveillance officerto 12and shift them to SSA contract for
2020andthen transitionthem to nonpolio fund within WHGrom January 2021

1 Gradually reduce number of WHilio fundeddrivers to 12and shift them to SSA contract for 2Q2@en
transitioningthem to nonpolio fundwithin WHOfrom January 2021

2 Reforming for effectiveness of WHO Country Office, Ethiogidunctionalreview of the WHO country office was held in October 2017, to
ensure that WHO country office has the right workforce in place in order to support the National health priorities. Frernathgdtations,

WHO Ethiopia is planning for programmatic reformghai strategic refocusing of the work of WHO in Ethiopia; and transformation of the
management support capacity and operations in support of more effective delivery on the expectations of stakeholderscifibaigaes of
programmatic reform target enhaing WHO capacities for public health emergencies preparedness and response; finishing the unfinished
business of polio eradication; and shifting WHO investments in health development towards outcome/impact levels.

It is expected that the WHO country prese will be reinforced with key technical staff at subnational level. This would be an opportunity, in
polio transition era, for polio funded staff to apply for new created positions within the new structure with strengtheesehpe of WHO at
subnationalevel
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1 Gradually reducaumber of WHO polio funded general administratiorb for 2020 and transitiothem to
non-polio fund within WHGrom January 2021

1 Transfer7 zonal and 4 region&NICEEommunication coordinatorto immunization andther programs with
non-polio fundfor 2017 until 2018 and themobilizationresources to continue immunization and surveillance
communication for 2019 t@020 (Even thougthey aretransitioned to other norpolio funded programs form
2017 and 2018, their support is required to maintaity k®lio function(Community engagement &
communications) in 2019 & 2020

9 Transfer theremainingtwo polio fundedUNICEF staff to other programs within the organizatiom January,
2021.

1 Keep theCORE Group polio funded personuaetil 2022, as the fund is secured and transitioned them to-non
polio fundwithin the organizatiorio continue implementation ofmmunizationandcommunity based
surveillancewith other health interventions at border woredas through resource mobilization

6.2 Mainstreaming and financing polio functions by the government (FMOH)
from January 2021 onward.

AFPsurveillancepolio immunizatiorand communication are thmain polio functions that will be fully takewver

and mainstreamed to national health systemMoH starting from January 20. The purpose of this sectignto

show the AFP surveillance and polio immunization activitied will be fully takenrover by FMoH from January

2021 andsupport government financing effort through fund mobilizatimn two years (2021rad 2022), so that

FMoH can fully integratessentiajpolio functionsinto national surveillance and immunizatisgstemsDuring the

transition period from 2018 2020, further building2 ¥ G KS 32 OSNY YSy (G Qa Oneltldto@h G &

training of ERIsurveillanceand communicatioriocal persons and monitoring their performances, so that the

government (FMoH) will be capable of taking full responsibility from January@dgard.

6.2.1 Major AFP surveillance activities will be taken-over by FMoH from January
2021.

a. Active case search (active surveillance)

Active case search is a regular visits to health care facilities (Health posts, Health centers, hospitals, rehabilitation
centers, privehealth facilities, traditional healers etc.) to search for and investigate unreported AFP cases through a
review of health facility records, interviews with health workers and/or visit to wards to review castge case

search is done mainly by poliorfded WHO field officers. Howeverpin January 2021hts activity will be fully
takenoverby the government surveillance/PHEMdal persons at alévels.

b. Case validation and 6@ays follow-up examination

The purpose of case validation is toagam he reported AFP cases, as quality measurensure that what is
reported as AFP is truly ARRd to provide feedback to reported site and to higher levelsd&@s followup exam
is usually done for all late detected and inadequate stool cases to fexititse classificatiorThese two actiities
have been conductedy Polio funded WHO field surveillance officers and tindy be fully takerover by
FMoH/PHEM structure from national to woreda level starting from January 2021.

c. Stool collection and transportation:

The perdiems of all stool transporters has been covered by WHO/Ethiopia. However, the/ERtaMiill take full
responsibility to cover the sample transporters cost starting from January 2021.

d. Laboratory testing and biocontainment

WHO/AFRO is supplying reagents to national polio laboratory for virological testiigegated AFP cases-In
case WHO/AFRO stops supplying reagents for after 20@EPHI will takever the responsibilitpf supplying
polio reagents tdhe natioral laboratory from January 2021
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e. AFPsurveillance training

WHO country officéhas been conducting AFP surveillance training for untrained surveillance focal persons of zonal ¢
woreda health offices and IIFHC &Hospital) every year. The AFP surveillance training has always been integrating
Measles, NNT, Meningitis, AWD and introduction to PHEM. Starting from January 2021, this responsibility will be
fully transferred to government (FMoH/PHEM).

6.2.2 Major Routine Polio Immunization activities will be taken-over by FMoH from
January 2021.

As polio immunization activitigacluding community engagement and demand creatiaresalready integrated into
national immunization system, it is much easier for the governni@cbntinue implementing them after 2020.
However, government will need budget to cover activity and logistics costs and costs for capacity building for EPI
focal persons at all levels (from national to HF levels) from January 2021 onward.

6.2.3 Resources required to support government efforts of mainstreaming &
financing polio functions in 2021 and 2022

To Support the financing and futlainstreaming polio functionto national health systerefforts of the government
from January 2021, there is need to mobilizeancial resource for 2021 and 2022m national and international
donors This will helghe government forsmooth takingover and mainstreaming AFP surveillance and polio
immunizationactivitiesto national healthsystem fran national to communityevels Thereforethere is need to
mobilize resources f@2021 and 2022through resource mobilizatiotask-force. The sametime the government is
expected to gradually increase fund allocation for surveillance and immunizattivitieswith the supportof
partners.

a. Activity cost

For fully takingover and mainstreaming AFP surveillance includétapl transportation,laboratory testing and
biocontainment and polio immunization activities have been implementing by WHO and UNICEF to national health
sygem, government will nee®4,351,8560r the activitycosts of 2021 and 2022 (Taklé & 12under budget

section)

b. Capacity building (training)
To train untrained EP$urveillanceand communicatiorfiocal persons of ewly constructed health facilitig¢d1C and
hospitals) andlso tofill the gap due to fgh turn-over of trained staff at different levetbere is need to mobilize
fund for 2021 and 2022. For this purpose taié$1,239266isrequired (Tablell & 19

c. Transport

For the active casgearch to reporting sitesegular supportive supervision to health facilities for RI, surveillance
and immunization materials distribution et., zonal health departments and woreda health offices has been
supported by WHO field surveillance offic@rars.Therefore, for the implementation of the above actigg during
2021¢ 2022 and beyond FMoH will need some cars. As most of the polio funded WHO cars will reach discarding
stage in the coming three years, there is need to purcladeastll cars (one &h for9regions and 2 for FMoH)

for the implementation of immunization and surveillance activities. The cost of the 11 cars is estimated to be
$1,000,000. (Tablell & 19.

d. Technical Assistance

WHO pesence duringnainstreaming polio functions teational immunization and surveillance systey the
government (FMoH) frordan 2021 is crucial to provide technical support and monitoring mainstreaming activities
on regular basis. The technical assistance will be in the form of assigning three Wid@ tdfFMoH in 2021 and
2022. The budget required will be under WHO and will be mobilized from international donors through resource
mobilizationtaskforce and the cost is estimated to 144,000 (Tablel1& 12)
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7 RESOURCES &

BUBDGHRT NG

7.1 Polio program transition human resource plan:

For the implementation of Polifunctions during first phase of theansitionperiod 2018¢ 2020,appropriate HR
plan is required to identify adequate mber ofpolio personnel neededor the same period by function andjancy

7.1.1 WHO Polio funded personnel required for the implementation of polio
functions during transition period 2018 1 2020

According to HR plan received fraWMHOMCH the numbeof Polio fundedpersonnelavailable in 2017 andequired
for 2018, 2019, and 2020r the implementation ofpolio functionsis indicatedn table 6below. As the government

will take full responsibility of mainstreaming polio functions to national immunization and surveillance system from

January 201 and the plio funded staff are not part of thednsitionng to the government, the table below shows
the WHO/EPI HR plan f2018¢ 2020.

Table 6: WHO Polio funded personnel required for the next 3 years (2018 2020)

Function Primary subfunction No of personnel | No o staff | No of staff | No of staff Remark
y available in 2017| for 2018 | for 2019 for 2020
Cold chain management/ 1 0 Postwas abolishedrom
logisticians Jan 2018
Implementation| Centralsupport and planning
. . N Lo Transferredo GAVI
and service of immunization activities anc 4 0 (already done)
delivery campaigns
Field supervisors of 15 0 Abolish postgalready
immunization activities (ZIAs] done)
. . 2 central staff toGAVI
Monitoring Data analysis and reporting 5 3 3 0 fund from Feb 2018
Monitoring and evaluation 1 1 1 0 Qgg(')'Sh postsrom Jan
Surveillance officers (Regula 36 26 24 0 Qgggsr' postdrom Jan
Surveillance —
. i To oth th
Surveillance officers (SSA) 15 15 15 12 V\?H%frzrr:?fr:zgl "
. . Abolish postsrom J
Lab technicians and testing 1 1 1 0 20;(;5 posistom Jan
Communication| Social mobilizer 1 0 /;g;’gSh post from Jan
& community  “iedia communications, and 1 1 1 0 Abolish postdrom Jan
engagement advocacy 2020
. . To oth ithi
General administration 10 6 6 5 V\;)H%frirnfzofgzgll "
Management . \ Abolish postgrom Jan
and operations General operations (Regular) 18 18 18 0 2020
. To other progranwithin
General operations(SSA) 17 17 17 12 WHO from Jan2021.
Total 125 88 86 29
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7.1.2 UNICEF Polio funded personnel required for the implementation of Polio
activities during transition period 2018 - 2020

UNICEF hatl3 polio funded technical personnas of October 2016However, exceptwo the otherpolio funded
personrel hadalready been transitioneth 2017to other healt programs with nofpolio fund.

Table 7: UNICEF Polio funded personnel required for the next 3 years (2018 2020)

Eunction Primary subfunction No of No of No of polio | No of polio | No of
Y polio staff | polio staff | staff for staff for polio staff | Remark
in 2016 in 2017 2018 2019 for 2020
Implementation| Health Emergency & 1 1 1 1 1 To other norpolio
and service outbreak response planning fund within UNICEF
delivery(OPV & : . . from Jan 2021 _
P Regional Polio and routine 1 1 1 1 1 To other norpolio
V) EPI consultant (Somali fundwithin UNICEF
Region) from Jan 2021
Community Zonal communication Tralms]ferr;dto non-
Polio fundin 2017
engagement & Coordinator ! 0 0 / 4 & 2018
communication
. . Transferred to non
Reglorjal Communication 4 0 0 . . Polio fund in 2017
Coordinator & 2018
Total 13 2 2 13 13+

*Non polio fund grant expiresnd of 2018 and there is a need to mobilize additional resources to maintain minimum polio
communicatiorfunction in2019 and 2020

7.1.3. CORE Group Polio funded personnel required for the implementation of
polio activities during transition & mainstreaming period 2018 i 2022.

The table below shows the number aflfp personnel required to implement RI and surveillaacgvitiesin the
existing project areas of CORE Groupfat8¢ 2022

Table 8. CORE GROUP Polio funded personnel required for the existing projects (2018 2022)

Function Primary subfunction No of polio staff in2017 | Nofor 2018- 2022
Central support and planning of immiaation | 10 10

Implementation and | activities and SIAs

service deliveryOPV | Field supervisors of immunization activities | 57 57

& IPV) and campaigns

Monitoring Monitoring and evaluation 1 1

Communication Media, communications &dvocacy 1 1

Resource mobilization| Financial planning 10 10
Total 79 79

For the existingolio project CORE Group secured budget for the next five y@es2017¢ Sept2022)and the plan
is to keep the existing stafintil 2022for the implementation of poli@ctivities duringransitionand mainstreaming
periodand then transitioning them to othrehealth interventionsvithin CORE Groupor the available budget difie
existing polio projecof CORE Groupgeetable-13 & 14under available budget arahnex6.

7.2 Capacity assessment and capacity building plan

One of the most important steps for implemtation of polio transitiorand mainstreamingplan is to determine if
additional capacity building is needed during the transition and execution plan. This can be achieved by using outlir
strategies to assess the capacity of any personnel being tramsdito carry out their new role, as well as the

capacity of any organization taking on new management of polio program people or activities.
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Training needassessment for the Government technicabff implementing Immunizatian, surveillanceand
communicationactivities

According to national polio transiticend mainstreamingtrategy the government wifully take-overthe

responsibility to implemenand mainstreanpolioimmunization AFPsurveillanceand communicatioractivities

from Januay 2021.Therefore for smoottiake-over and mainstreamintheseactivities governmentcapacity
buildingthrough trainingss essential. For this purpose all the EPI and /X3 RVifocal persons in the government
structure and communication focal personsRegional and Zonal leveisll need training (table: Pdue to high

turnover of the trained staff bgssuming that in the nexhree years all the trained focal persons either will be
assigned to other programs or will leave the position due to promotion to higher posts or will leave the government
structure.

Table 9: Training need-assessment for the Governmeriechnical staff implementing PEI activities

Health care EPI focal persons IDSR focal persons | Health @mmunication/promotion

UNIT Number | Number Type of| Number | Number | Type of | Number | Number | Type of training
needed training needed | training needed | needed
training needed training | needed training

Woreda HOs | 904 904 MLM 904 904 IDSR/PHEN

Hospitals 181 181 1P 181 181 IDSR/PHEN

Health centers| 3476 3476 1P 3476 3476 IDSR/PHEN

RHBs & ZHDs 115 115 Health promotion

Total 4561 4561 4561 4561 115 115

Table 10: Training schedule for the government immunization, surveillance and communication focal persons.

S/ Type of training No of trainees Time

N 2018 2019 | 2020

1 IDSR/PHEM training for 30% of HFs & 30% of woreda 2465 X

2 IDSR/PHEM training for 30% of HFs & 30% of woreda 1368 X

3 IDSR/PHEM training for 10% of HFs & 40% of woreda 728 X
Subtotal (IDSR/PHEMraining) 4561

1 IIP for 60% HF and MLM for 30% woreda FPs 2465 X

2 IIP for 30% HF and MLM for 30% woreda FPs 1368 X

3 lIP for 10% HF and MLM for 40% Woreda FPs 728 X
Subtotal (EPltraining) 4561

1. | Health promotion and social mobilizatidraining forAll Regional 63 X
and 50% of Zonal health communication FPs

2. | Health promotiontraining for 50% of zona@lommunication FPs 52 X
Subtotal Communication training) 115
Total for PHEM EPI& Communicationtraining 9237

7.3 Budget and financial resource mobilization plan

As the GPEI partners fund rardpwn will affectimmunization & surveillance activitiethere is a need to mohie
financial resources frormternational and national donors to smoothly implementation of the activities foreseen in
this polio programtransition plan.

Thisestimatedbudget is hereafter described undesisneeded budgetavailablebudget and budget gafo be
mobilized for the perio®0182022

37

Ethiopia Polio Program Transition Plan 2Q022



7.3.1 Budget need (estimation) for 2018 1 2022

The bellow tables showost estimation for the implematation of polio activities during transition and
mainstreaming perio@018¢ 2022required by WHO, CORE GroupNICERNd the government (FMoH).

Table 11: Budget need for the implementation of polio @inctions by agency and activity for 2018 2022

UNICEF CORE Go_v._ staff Ma_instrear_ning
Function/Activity WHO (2018 (2018- Group training polio functions by _Total cost
-2022) 2020) (2018¢ (2018- the government in USD
2022) 2020) (2021¢ 2022)
Vaccinedelivery (RI) 2,836,494 | 2,888703 1,906,590 0 1,890,996 9,522,783
Polio SIA 14,324,000 | 3,960,000 443,099 0 0 18,727,099
Polio Surveillanc@AFP surveillance 8,450,367 0 1,813,098 0 2,246,860 12,510,325
Laboratory operations 321,000 0 0 0 214,000 535,000
S_urve_lllance activities focusing on 6,400,000 0 0 0 0 6,400,000
high risk areas
TA (Staff salary) 2,719,716 | 2,140,544 | 7,746,633 0 0 12,606,893
Capacity building for woreda & HF
EPI and IDSR focal persons 0 0 0 1,824,400 1,216,266 3,040,666
Capacity building for Regiorgl 0 0 0 23,000 23,000 46,000
Zonal Communication FPs
For 11 Vehicle purchase 0 0 0 0 1,000,000 1,000,000
Work-shop for PB®introduction 50,000 0 0 0 0 50,000
Biannualy Monitoring &
Evaluation of transition plaactivity 150,000 0 0 0 0 150,000
performance
3-DTAs for support & monitoring @
mainstreaming polio functions to 144,000 0 0 0 0 144,000
health system by FMoH
TOTAL in USD 35,395,577 | 8,998,247 | 11,909,420| 1,847,400 6,591,122 64,732766

Table 12: Budget need for the implementation of polio functions by year for 2018 2022

Priority function/Program Annual budget forecast USD TOTAL Budget (USL
2018 2019 2020 2021 2022

Vaccine delivery (Target country 2.431,246| 2,363,919 2,345074| 1,212,207| 1,170,337 9,522,783

assistance)

Polio SIA 9,257,938 9,252,468 147,832 65,217 3,644 18,727,099

Surveillance (AFP surveillance) 4,078,052| 4,064,422| 1,536,981| 1,475,079| 1,355,791 12,510,325

Laboratory operations 107,000 107,000 107,000 107,000/ 107,000 535,000

Surveillance activities focusing on 1,000,000| 2,700,000 2,700,000 0 0 6,400,000

high risk areas

Cross cutting (Salary & TA) 3,283,250 3,247,730/ 3,000,554| 1,541,694| 1,533,665 12,606,893

Capacity building for woreda & HF 986000 547200|  291200| 608,133| 608,133 3,040,666

EPI and IDSR focal persons

Capacity building for RHB & Zonal 0| 12600]  10400| 12,600| 10,400 46,000

Communication FPs

For 11 Vehicles purchase 0 0 0 | 1,000,000 0 1,000,000

Work—shgp for Polio best practice 0 0 50,000 0 0 50,000

introduction

Biannual M&Eof transition plan 50,000 50,000 50,000 0 0 150,000

For technical support to

mainstreaming of polio functions to 0 0 0 72,000 72,000 144,000

national health system by WHO

TOTAL 21,193,486 22,345,339 10,239,041| 6,093930 | 4,860,970 64,732,766

NB:- for the detail budgeheedbrealdownfor each agency, see annexes: 4, 5, 6, and 7.
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7.3.2 Available budget for the period 2018-2022

The bellow tables show the available budgettfue implementation ofpolio functions and suunctions for the
nextthree years (201&; 2020 for WHO &UNICERNd the budget available for CORE Group for 202822.

Table 13: Available budget for the three agencies fothe implementation of polio functions by agency for 2018 2022

Available budget
CORE Group TOTAL
Priority function/Program WHO (2018 2020) UNICEF (201&2020) (2018- 2022) Available

Funding Amount Funding Amount | Funding | Amount Budget In USD

source (USD) source (USD) source | (USD)
Vaccine delivery GAVI 2,836,494 GAVI 2,888,703| USAID 1,906,590 7,631,787
Polio SIAs GPEI 14,324,000 GPEI 3,960,000| USAID 443,099 18,727,099
SurveillancgAFPsurveillance) | GPEI 7,219,336| N/A 0| USAID | 1,813,098 9,032,434
Laboratory operations GPEI 321,000| NA 0| N/A 0 321,000
Surveillance activities focusing
on high risk areas USAID 6,400,000| N/A 0 | N/A 0 6,400,000
Crosscutting (Salaries & TA) GPEE. Norr

GPEI 2,043,864/ poliofund 899,848 | USAID 7,746,633 10,690,345
TOTAL 33,144,694 7,748,551 11,909,420 52,802,665

NB: Only CORE Group secured budget for 2020, 2021 and 2022

Table 14: Available budget for the three agencies for the implementation of polifunctions by year for 2018 2022

Priority f ion/P Available budget in USD TOTAL Budget In
rlorityfunction/Program 2018 2019 2020 2021 2022 | USD

Vaccine delivery 2,431,246| 2,363,919| 2,345,074 266,709| 224,839 7,631,787
Polio SIAs 9,257,938| 9,252,468 147,832 65,217 3,644 18,727,099
Surveillance (AFP surveillang 4,078,052 4,064,422| 305,950 351,649| 232,361 9,032,434
Laboratory operations 107,000 107,000 107,000 0 0 321,000
Surveillance activities focusin -, ;54 50| 2,700,000] 2,700,000 0 0 6,400,000
on high risk areas

Crosscutting (Salaries & TA) | 3,283,250 2,714,882| 1,616,854 1,541,694| 1,533,665 10,690,345
TOTAL 20,157486 | 21,202,691| 7,222,710 2,225,269( 1,994,509 52,802,665

NB:-for the detail available budgdtreakdownfor each agency, see annexes: 4, 5, 6, and 7.

7.3.3 Budget gap to be mobilized for 2018-2022

Budget gapto be mobilized from donorfor the implementatio of polio functionshave beersupported by polio
fund, due to GPEI fund rangown is indicated in the tableks, 16, 17, 1&nd 19

Table 15: Budget gap for the implementation of polio functions/activities for 2018 2022

Ethiopia Polio Program Transition Plan 2Q022

Function/Activity Totalbudgetneed | Total available budget | Total bhudget Gap
(UsD for WHO, UNICEF & COl (USD)
Vaccine delivery (Routine Polio) 9,522,783 7,631,787 1,890,996
Polio SIA 18,727,099 18,727,099 0
Surveillance (AFP surveillapce 12,510,325 9,032,434 3,477,891
Laboratory operations 535,000 321,000 214,000
Surveillance activities focusing on high risk areas 6,400,000 6,400,000 0
TA (Salary) 12,606,893 10,690,345 1,916,548
Training for GoMEPIJDSRand communicatiorFPs 3,086666 0 3,086666
Work-shop for Polio best practigatroduction 50,000 0 50,000
By-annual M&Eof transition planactivity performances 150,000 0 150,000
For 11 Vehicle purchase 1,000,000 0 1,000,000
3-WHO TAs famonitoring of mainstreaming polio
functions to health system by FMoH 144,000 0 144,000
Total 64,732,766 52,802,665 11,930,101
39




Table 16: Budget gap for the implementation of polio functions by agency for 20182022

Gov. staff Mainstreaming
Function/Activity L O AU Shlle 2zl training (2018- D I Total (USD)
2022 - 2020) 2020) the government
2021¢ 2022
Vaccine delivery (Routine Polio) 0 0 N/A 1,890,996 1,890,996
Surveillance (AFP surveillajce 1,124031 N/A N/A 2,246,860 3,370891
Laboratory operations 107,000 N/A N/A 214,000 321,000
TA (Salary) 675,852 1,240,696 N/A 0 1,916548
Training for GoMEPI,IDSR&
CommunicatiorePs 0 0 1,847400 1,239266 3,086666
For 11 Vehicle purchase N/A N/A N/A 1,000,000 1,000,000
Work-shop for PBPisitroduction 50,000 0 0 0 50,000
Biannual M&Eof transition plan
activity performances 150,000 0 0 0 150,000
3-DTAs for support & monitoring g
mainstreaming polio functions to 144,000 0 0 0 144,000
health system by FMoH
TOTAL 2,250,883 1,240,696 1,847400 6,591,122 11,930,101
N/A = Not applicable
Table 17: Budget gap for the implementation of polio functions by agency and by year for 2018022
Budget gap| Budget gap Total Budget
Agency El:dz%elts (Ugsag E?dz%eltg (UgSaIZE) et ALY s 2021 E)l:dz%eztz Uggr; Ce il 2L
(USD) (USD) 2022 (in USD)
WHO 50,000 50,000 2,006,83 72,000 72,000 2,250883
UNICEF 0 532,848 707,848 0 0 1,240,696
Training for Gov. staff 986,000 559,800 301,600 0 0 1,847,400
FMoH for
mainstreaming of polio 0 0 0 3,796,681 | 2,794,561 6,591,122
functions to national
health system
Total 1,036000 1,142,648 3,016,331 3,868661 2,866,561 11,930,101
NB:- 1. For the detail budget gap breddwnfor each agency, see annexes: 4, 5, 6, and 7.
2.No budget gap to be mobilized for CORE Group, as it is already secured Q22228
Tablel8:
¢ Agency Budget gap Proportion Erc&portlon
o WHO 2,250883 1% f u ‘ﬁet
9ap  "UNICEF 1,240,696 10% or the
CORE Group 0 0.0%
For training Gov. staffy FMoH 1,847400 16%
For mainstreaming of polio functions to
national health system bfMoH 6,591122 S5%
Total 11,930,101 100%

implementation of poliodinctions by agency 20132022
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s FI NANCI AL RESOURCE MOBI LI ZATI

To mobilize the above budget gatifferent strategies are proposed, which will hegpmap and advocate potential
local and international donorsThe proposed strategiegre: 1) Maintain RMfrom GPElpartners agencies
(committed to implementation of Padi program transition strategieand activitie3; 2) Identify and advocatéocal
traditional & new donors (private sectors, civil society organizations and ishgils whoare wealthy and well
connected people who are v/ useful to have as supportgrsand 3). Map & advocate additional and new
international donors.

The following activities are proposed for the mahiilg of the budget gap fo2018 ¢ 2022 i) Establishresource
mobilizing committee in collaboration with the resourcebilization directorate of FMOHIi). Organize donor round
table to obtain their funding commitments within agreed upon time; Kipalizetheir funding commitment in a
Memorandum of Underganding (MoU)and;iv) Develop and submit ad hoc proposal to committed donors.

As expected main output, identified traditional and new internationational donors will bdinancially contributing
to develoged poliotransitionand mainstreamingplan. The budgetgapto be mobilized for the period issummarized

ON PL

in thetable (19) below.

Table 19: Possible Funding Source of budget gap for the implementation of polio functions for 2018022

Annual budget forecast USD TOTAL

Priority function/Program PossibleFunding Source 2018 2019 2020 2021 2022 I(?ngget

GAVI, CDC, JICA, WB, Loca
Vaccine del_lvery (Target D_onors (MEDRO_C, Su_nshme 0 0 0 945,498 945,498 1,890,096
country assistance) Lion Club, Ethiopian Diaspor

private banks & insurances).

BMGF, Rotary, NORDA,
Surveillance (AFP USAID, CDC, China

h Government, DANGOTE, AD 0 0| 1,124,031| 1,123,430| 1,123,430 3,370,891

surveillance) .

local donors (private banks &

insurances).
Laboratory operations dCcl)Dncc:)’rEMGFy USAlbcal 0 0 107,000 107,000 107,000 321,000
TA Galarie} GAVI, USAID, BMGF 0 532,848| 1,383,700 0 0 1,916,548
Capacity building for
woreda & HF EPI and IDS deg]\é'r’SUSA'D’ CDC, local 986,000| 547,200 291,200 608,133| 608,133| 3,040,666
focal persons
Capacity building for
Regional & zonal health | SAY! CPC, USAID and loca o| 12600 10400 12,600 10,400 46,000

- donors
communication FPs
For 11 Vehicles purchase deg]\c’)'r’SUSA'D’ CDC, local 0 0 0| 1,000,000 0| 1,000,000
Work.-shc.Jp for Po!ld)est GPEI,GAVI, USAID, CDC, lo 0 0 50,000 0 0 50,000
practice introduction donors
Biannualy M&E of
transition plan activity GPEI, GAVI, USAID, CDC 50,000 50,000 50,000 0 0 150,000
performances
For technical support to
mam_streamlng pf polio | GAVI, USAID, CDC, local pri 0 0 0 72,000 72,000 144.000
functions to national donors, GPEI
health system by WHO
TOTAL 1,036,000| 1,142,648 3,016,331| 3,868,661| 2,866,461 11,930,101
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NB:In 2021 and 2022, except $144,000 for technical assistance by WHO, the rer$éis@y122will be mobilized
for the government (FMoH). The government is expected to allocate some fund in 2021 and 2022 and mall cove
the costs from January 282vith the support of partners.

For the implementation of activities foreseenthis transitionplan 2018; 2022a resource mobilization strategy has
beendevelopedand, in orderto satisfy the urgent budgetary needs as from 20h&, resource mobilization task
force was established on 2®f September 2017

9 POLI O TRANSI TVMONI PQRRINNG & EVALUATI
FRAMEWORK

Thispolio program transitiorplan20182022will be fully coordinatd by MOH/MCHPHEM at all levels.

The daily management will be assuredatlaboration with respectivegencies as agreed within the joint annual
plan of action as usual.

The monitoring and evaluation procesgesthe transition phaséave to be regulated as follows:

9 Initial annual monitoring of aviaible resourcesat all lewelsin the beginning of thgear

1 Biannualmonitoringand evaluatiorof transition activities through review meetings

1 Mid-term evaluation of the transition plan in the mid 2019

1 Fnal evaluation of the transition plan in the beginning of 2020
Lttt GKSasS adSLla I NB RSGFAf SR dandiEkaustiofliBoSestinaté&d@atfiirA 2 y L.
biannual monitoring and evaluation of activities of transition phase 202820 is estimated at $150, 000
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10 EXECUTPONRN

SIN Activit R bl indicat Costin | Funding sources / Timing
cuviues esponsibie naicator USD program 2018 2019 2020
1 Service delivery Routine immunizatior)
Expected results: the level of immunity of Ethiopian population for polio and other VPDs is increased and maintained aeDRationally and 80 % Penta3 in
all Woredas.
1.1 | Continue WHO Central support polio | WHO/MCHcluster % of immunization WHO/GAVI fund
immunization planning and monitoring planning and monitoring X X X
using GAVI funded staff supported by WHO
1.2 | Include technical immunization activity | WHO/MCHcluster % of WHO field officers WHO/GPEI fund
support to ToR of WHO field surveillang with revised ToR X
officers
1.3 | Transfer WHO cold chain managementf WHO, FMoH/PFSA | % responsillities
support to government/PFSA transferred toPFSA Government, partners | X
1.4 | Transition WHO central data WHO/MCH % data managers WHO/GAVI fund
managementctivities to nonpolio fund transitioned to norpolio X
and continue support to polio data fund
1.5 | Organize specific micsplanning to FMoH/MCH/EPI, % of Border woredas for Government
Implement RI in border woredas & hard COREroup UNICEHR which micreplans WHO, UNICEF, CDC, | X X X
to reach areas & WHO developed. Core Group
1.6 | Conduct regular DQ8 Woreda & HFs | FMoH/MCHEPIand | % DQS conducted/planne Government, WHO,
WHO& UNICEF GAVI X X X
1.7 | Support ntroduction of new vaccines | MCH/ERWHQUNIC | Proportion of woredas Government X X
(MR, MenA, HPV and YF) according to| EF introduced new vaccines GAVI, UNICEF & WHQ
the plan
1.8 | Supportnational catchup Measles SIAs | FMoH/MCH/EPI Proportion of children GAVI, UNICEF,WHO, X
in 2019 + RegiondVHO & vaccinatecd>95% CDC/Core Group
UNICEF
2. Surveillance+ Laboratory+ Containment + Outbreak Response
Expected outcomes: Certification indicators for polio eradication are maintained and expand the approach of AFP survditlarer priority epidemic prone
diseases. Any polio outbreak is appropriately interrupted within the timeframe as recommended\iyO.
2.1 | Implement quality active surveillance of AFP, measles and MNT GovernmenfWHO
AFP cases (case detection, sample PHEM/WHO/CORE | indicators achieved and CDCCore Group
transport ) and integrate it with other | GROUP polio free status X X X
VPD/PHEM certification maintained
2.2 | Implement integrated communitpased % of Woredas with Government
surveillance in all Woredas (including | PHEM/CORE GROU functional integrated Government, WHO, X X X
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SIN Activit R bl indicat Costin | Funding sources / Timing
cuviues esponsibie naicator USD program 2018 2019 2020
border woredas) communitybased CDC an€Core Group
surveillance
2.3 | Support technically and financially the | FMoHEPHI Level of technical support Government
activities of the National Polio and as well as proportion of WHO X X X
Measles Laboratory (NPML) NPML funding needs CDC
2.4 | Support stablisiment of Polio FMoHEPHI Proportion of regions GovernmentWHQ
environmental surveillance il Regions enrolled in environmental CDC X X X
and 2 cities Administration. surveillance
2.5 | Supportpolio outbreak confirmatiorand Level of the Governmeni WHQ
Implementtion of polio containment PHEM/EPHWHO implementation the Polio CDC X X X
activities Containment Plan
2.6 | StrengthenAEFI surveillance system | EPI/PHEM/FMHACA Proportion of AEFI GovernmentWHO,
detected and investigated UNICEF, CDGAVI X X X
per year
2.7 | Strengthen Cross border collaboration % of meetings conducted Government WHO,
and cross border notification PHEM/CORE Group| out of planned CDCOther partners X X X
3 Human Resources and Training
Expected outcomes: Polio competencies are integrated into priority health programs, including EPI
3.1 | Repurposesome of theWHO WHO/MCH % of WHO polio officers WHO , CDC
survellance officers to PHERKF other repurposed toother X X X
programs within WHQ(hon-polio fund) program
3.2 | Transition WHKD central immunization WHO/MCHcluster % of immunization officers WHO/GAVI fund
officers and data managets nonpolio transitioned to other fund X
fund (GAVI fund)
3.3 | Organize training foworeda and HF EP| FMoH/MCH & % of woredas and HF focg Fund mobilization from
and PHEM focal persoasid Regional & | PHEMWHOand persons trained donors (CDC, GAVI etq X X X
zonal communication FPs UNICEF
3.4 | Conduct training worshop on selected | FMoH, WHO, UNICH % of identified priority Fund mobilization from X
polio best practices and CORE Group program staff trained donors (CDC, GAVI étd
3.5 | Adapt training materials and tools to Government/FMoH | % of alapted modulesand WHO, UNICEF, CDC
country reality training tools + Core Group X
3.6 | Transfer developed polio management| FMoH/ MCH /PHEM | %of programs using the WHO, UNICEF, CDC 4
tools to other programs + Regions tools CORE group X X X
3.7 | Provide capacity buildingssistance to | FMoH/ MCH /PHEM| % of echnical assistants WHO, UNICEF, CDC 4
Regions as needed WHO& UNICEF providedper year Core Group X X X
3.8 | Gontinue technical support t&PI /PHEM| Government Proportion of consultants WHQ UNICERZDC
throughinternational consultant such ay FMoHPHEMWHO | and STOP team mobilized Core Group X X X
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SIN Activit R bl indicat Costin | Funding sources / Timing
cuviues esponsibie naicator USD program 2018 2019 2020
STOP TEAM polio & UNICEF
4 Financing and Resource Mobilization (RM)
Expected outcomes: Funding for the EPl and PHEM for Ethiopia high level populatimonnity, polio free status and effective outbreak response is ensured
4.1 | Establish resource mobilization task Gov./FMoH/RM % of resource mobilized Government &
force led by FMoH directorate comparing to the plan partners X
4.2 | Conduct advocacy #te highest level of | Government/FMoH | Level of Government and WHO, Rotary
the State and national partners for partners commitments to International
financing polio transition plan fund EPI and PHEM need: +Development Partnery X X X
4.3 | Build human capacity to mobilize Government/FMoH/ | -Level of RM capacity WHO, Rotary,
resources for ER surveillanceat all Regions - %of skilled staff in RM Development Partners | X X X
levels
4.4 | Map and list potential national and FMoH & RM task proportion of potential WHO, UNICEF and | X X X
internationalfunding (donors) force donors mapped other Partners
4.5 | Donor round table meeting to discuss | Government/FMoH | -proportion of partners & GPEI and other polio | X
business proposal for transition and partners stakeholders attended partners
4.6 | Develop new partnerships at the local, | Government/FMoH | Proportionof partnerships WHO,Rotary
national and internationklevels to and partners for polio transition plan International+ X X X
support polio transition plan Development Partners
4.7 | Develop memorandum of understandin| FMoH and RM task | Proportionof partnerships WHO, UNICEF and X X X
(MoU) to be signed by potential funding force signed MoU other partners
4.8 | Extend the innovative health financing | Government/MOFD/| %of EPI/ PHEM funding WHO, Rotary
mechanisms (specitdxes:telephones, | FMoH/ Regions from innovative financing International+ X X X
alcoholic beverages, tobacco, sport mechanisms at all levels Development Partners
exhibitions, etc).
5 Monitoring and Evaluation of transition plan
Expected results: timely decisiemaking and planning on the basis of evidence
5.1 | Develop a monitoring and evaluation | Government Monitoring & Evaluation WHO, UNICEF, CDC,
strategy for the polio transition plan IMCH/PHEM strategy for the polio Core Group X
transition plan is available
5.2 | Organize annually a folloup meeting of| Government Proportion of achieved WHO, UNICEF, CDC,
the commitments of the agreement /MCH/PHEM commitments Core Group
between stakeholders as indicated in th X X X
ad hoc MoU
5.3 | Organize an initial resourgronitoring Government %o0f available funding in WHO, UNICEF, CDC,
meetingat the beginning of everyear | /MCH/PHEM January of each year for Core Grop
for the polio transition plan the implementation of the X X X
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phasel (20182020

of the Ethiopia polio

transition plan

Core Group

SIN Activi R bl —— Costin | Funding sources / Timing
cuviues esponsibie naicator USD program 2018 2019 2020
polio transition plan
5.4 | Organize biannuallyonitoring meetings| Government % of implemented WHO, UNICEF, CDC,
on polio transition activities /IMCH/PHEM activities Core Group X X X
5.5 | Organize regular Ethiopian PLPC Government Proportion of annual PLP( WHO, UNICEF, CDC,
meetings to review monitoring and /MCH/PHEM meetings to review M& E Core Group + key X X X
evaluation data of the polio transition data immunization partners
plan in order to take appropriate action
5.6 | Organize a miderm evaluation of the Government/GPEI Performance level of #n GPEI /AFRO/ESARO
polio programtransitionactivities of implementation of the WHO, UNICEF, CDC, X
phasel (20182020 polio transition plan Core Group
5.7 | Conducffinal evaluation of theEthiopia | Government/ GPEI | Outputs and outcomes GPEI /AFRO/ESARO
polio programtransitionactivities from the implementation WHO, UNICEF, CDC, X
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11 CONCLUSI ON

Despite progresses in overall child health and advances in immunizatioopkt still has gaps iRolio eradication
activities includag low routine immunization coverage in some regions, especially pastoralist population and border
woredas & well as hard to reach areas.

A harmonious implementation of this polio transition plan through mainly proposed actifdtigsutine
immunization,polio surveillancend communicationoutbreak response and containment will for sure lead to a
smooth transition towards a promising pagtolio eradication era.

This polioprogram transitionplan 20182022 is in particular in line with the HSTP guiding principle of equity and
guality asit aims to ensure equal immunization service and disease surveillance to all eligible population througt
acceptable strategies linked to community needs.

During the transition phasewhich covers 201& 2020 the polio program activities (Polio immunipati and
AFP/Polio surveillance) Wbe maintained as they aieplemented by support of partners (WHO, UNICEF and CORE
group) using existing strture and assets through financial gaybilization from traditional and new donors.

From January 202%he government will takefull responsibility tofully mainstreampolio functionsto national
immunization and surveillance systertisough resource mobilization from national and internationahdes. For
smooth take-over and mainstreaming polio activitiés national health system®y the governmentsome of the
WHO polio funded vehiclesill be transferred to the government (FMoH)etail transitioning activities with time
frame to be designed by WH&nhd government (FMoH) during transition period 2@18020, b initiate transition
process and the assets to be fully operational in new roles starting from 2021.

Even #&er global polio eradicatioachievedNGOs unde€ORE Group will continue supporting RI and surveillance
activities with other health interventions at border woredas, by mobilizing resources from donors. Therefore, the
transitioningof poliofundedvehicleso government (FMoH) will be done accordinghie agreement betweetthe
NGOs unde€ore group and government.

To support government financing efforts in mainstreaming polio functions to national EPI and surveillance systems
during phase?2 of the plai$6,591,122will be mobilizedor the governmenby resource mobilization tasforce for
2021 and 2022.

12 RECOMMENDATI ONS

Here below few selected key recommendations.

1. Implementingthe activities foreseen inthis polio program transitioplan 2018; 2022focusing on
maintaining polio free statusral ensure that the investments devoted to polio eradication are contributed
to future health goals

2. Actively mobilze resources famplementtion of activities foreseen inthis transitionplan 2018¢ 2022

w

Develop a specific health plan targeting pastistacommunity, border and low performing woredalgned
with FMOH revitalized health extension program strategy

Promote intersectoral collaboration, especially for pastoralist and border woredas.

Expand environmental surveillance by opening new siesdl regions bordering other countries
Conduct operational research to assess thalty of routine EPlsurveillanceand communication

Monitor & evaluatetransition activitiesbiannually by FMoH/EPHI supporteddidlparners.
Disseminate the identifid polio best practicesor the benefit of other national health priorities

© oNOo OB

With support of partners, FMoH to developtional strategiglans for after 2020 and for posgiolio
certification to mainstream polio functits to national health system and mé#ain polio free status
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ANNEXES
Annex 1: Plan of action 2016/2017 for Ethiopia polio transition planning exercise

Polio Legacy Action Plan 2016-2017 , Ethiopia
EXSESr A R —" S —— et e A




Annex?2 Revised workplans 2017 for Ethiopia Polio Transition Planning Exercise

Item Length . Estimated . Source of Funds (if
(Activity/Consultant/investment) Expected outcomes Start Date End Date (months) Location Cost (USD) Leading Government/agency known) Notes/Comments
Workshop report 28Aprl7 | 26-Apri7 | 1 week Addis 0 | Ministry of Health- Getnet NA
share report with stakeholders and encorporate Final report
comments P 14-Augl7 30-Augl7 | 2 week Addis 0 | Ministry of Health- Getnet NA
strategicdocument 30Augl? | 15Sepl7 | 1 months Addis $9,000 | WHO (RM Consultant) WHO
final asset map 20-Apr-17 30-Apr-17 | 1 week Addis Funded | Tseday, Ulla NA
aligned fuctionswith
health priority 20-Apr-17 30-Apr-17 | 2 weeks Addis $9,000 | National Consultatn /lbrahim/ | WHO/UNICEF
Final best practice CommunicatiorConsultant
document 14-Augl7 30-Augl? | 2 weeks Funded /Metchal/ UNICEF
Endorsed report 15Aug17 | 150ct17 | 1 week Addis 0 | MoH-Getnet NA
Documented polio 090ct17 | 08Janl8 3 months $20,000 | FMoH & UNICEF UNICEF
functions .
Addis
selected Transition
strategic option 1-Sepl7 20-Oct17 | 3 weeks Addis 0 | FMoH & Partners NA
Finalize Resource Mobilization strategy document Submit final version to
i FMoH 150ct17 |  30:0ct17 | 2 weeks Addis 0 | WHO/Yilfashewa WHO
Finalize draft HR plan National Consultatn /
P 8-Augl17 30-Augl7 | 3 weeks Addis 0 | Dr.lbrahim/ UNICEF
Develop capacity
building plan 15-Augl7 30-Sepl7 | 11/2 months Addis National Consultatn /Dr.lbrahim| UNICEF
Costing analysis for business case (working with -
international consultant) Cost analysis document 5-May-17 5-Octl17 | 1 weeks Addis, NY 0 | Ulla NA
Develop business case model draft document 14-Augl7 12-Oct17 | 2 weeks Addis, NY Ulla NA
Review andinalize business case final document 14-Augl7 30-Augl? | 2 weeks Addis, NY 0| Ula NA
Disseminate the business case for stakeholders final document 25-Augl7 30-Sepl7 | 1 months Addis 0 | UNICEF NA
Organize donor roundtable discussion Discussion reports 10-Decl7 15-Decl7 | 1 week Addis $2,000 | FMoH & UNICEF GPEI
draft Memorandum of understanding of the donor signed document 1-Oct17 15-Oct17 | 2 weeks Addis 0 | FMoH (Liya & Getnet) NA
Draft transition plan with road map draft document 15-Oct17 20-Octl7 | 1 week Addis 0 | National Consultatn /Dr.lbrahim NA
Share draft transition plan with stakeholders document 20-Oct17 25-0ctl7 | 1 week Addis 0 | PLPC NA
PLPC meeting to review final transition plan Reviewed transition plan 25-0ct17 30-0ct17 | 1 week Addis 0 | PLPC NA
ICC endorses transition plan and roadmap endorsed transition plan 1-Now-17 10-Nov-17 | 2 weeks Addis 0 | Liya & Getnet NA
Finalize transition plan, share with GPEI final transtionplan 15-Nov-17 30-Now-17 | 2weeks Addis 0 | Getnet Bayih NA
Conduct advocacy & sentisization activities based on Activi " 20-Now-17 | As needed MoH, Partners (Rotary, UNICE]|
the transtion plan ctivity repor WHO & Core Group)
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Annex 3: RevisedWork -plan of 2018for Ethiopia Polio Transition and mainstreamingPlanning Exercise

Estimate | Leadin Source of
Item (Activity/Consultant/Investment) Expected outcomes Start Date | End Date T Location d Cost Governgment/ag Funds (if s Comment
(i) (USD) ency known) s
] Done and shared
Detail documentation of polio functions throug| Pocumented polio 150ct17 | 1/15/2018| "€ | Addis Ababal  $20,000| FMoH & UNICEF UNICEF with PLPC
field survey(challengesinvitationsand best functions months '
LIN} OGAOSa Xoou
Submit final Bsource Mobilization strategy Submit final version to 11/2
documentto FMoH FMoH 15-Jan18 2/30/18 | months Addis 0 | WHOYYilfashewa] WHO
National

Submit final Human resource plan to FMoH | Finalize draft HR plan 11/2 consultant/

15-Jan18 2/30/18 | months Addis 0 | Dr.Ibrahim/ UNICEF
Submit final Capacity assessment & Capacity | Develop capacity building National
building plan plan 11/2 . consultarjt

15-Jan18 2/30/18 | months Addis /Dr.lbrahim UNICEF
Costing analysis for business case (working w Cost analysis document 11/2
international consultant) 15-Jan18 2/30/18 | months Addis, NY 0| Ulla NA

. draft document 11/2 .

Develop business case model 15-Jan18 2/30/18 | months Addis, NY Ulla NA
Submit final drafpolio programtransition plan National
with road map to FMoH final document Consultant

15-Jan18 2/20/18 | 1 months | Addis 0 | Dr.lbrahim/ UNICEF
PLPC meeting to review final transition plan | Reviewed transition plan 10-Mar-18 | 22-Mar-18 | 1 week Addis 0| PLPC NA
ICC endorses transition plan and roadmap endorsed transition plan 24-Mar-18 8-Apr-18 | 2 weeks Addis 0 | Liya & Getnet NA
Finalize transition plan, share with GPEI final transition plan 15-Apr-18 | 20-Apr18 | 1weeks Addis 0 | Getnet Bayih NA
Conduct advocacy &ensitizatioractivities 15-Apr-18 | As needed MoH, Partners
based on theransitionplan - (Rotary, UNICEF

Activity report WHO & Core
Group)

Organize donor roundtable discussion Discussion reports 22-Apr18 | 30-Apr-18 | 1 week Addis $2,000| FMoH & UNICEH GPEI
draft Memorandum of understanding of the signed document FMoH (Liya &
donor 1-May-18 | 15May-18 | 2 weeks Addis 0 | Getnet) NA
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