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The post-introduction evaluation (PIE) of pneumococcal conjugated vaccine 

(PCV) and inactivated polio vaccine (IPV) in Bangladesh was conducted to 

evaluate the overall progress of the introduction of PCV and IPV in the national 

immunization programme. 

The PIE was conducted at the national, district and upazila levels. Thematic 

areas of review were (i) planning, (ii) immunization financing and sustainability, 

(iii) advocacy, social mobilization and communication, (iv) immunization 

coverage monitoring, (v) disease surveillance, (vi) immunization supply chain 

logistics, (vii) quality of service delivery, (viii) training and supervision, (ix) health 

worker knowledge, and (x) immunization safety monitoring and reporting. This 

report outlines the results, conclusions and recommendations of the PIE.
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1. Background 

Country information  

Bangladesh lies within the broad delta formed by the Ganges and 

Brahmaputra rivers with an area of approximately 147 570 square 

kilometres, bordered by the Bay of Bengal in the south, India in the west, 

northwest, and east, and Myanmar in the southeast. 

Administratively, the country is divided into seven divisions and 64 

districts. Each district consists of a number of upazilas, which are formed by 

a number of unions. The total population reported for 2014 was 156 012 

726 with 3 525 888 live births (WHO Annual Report Form and WHO World 

Health Statistics). There are 53.9 million children under 15 years of age, 3.3 

million children aged under 1 year, 16.3 million children under 5 years and 

41.6 million women of childbearing age. The population density varies 

significantly with central Dhaka being the most densely-populated area and 

hilly Bandarban being the least densely-populated area. Approximately 

75% of the population live in rural areas.  

Expanded Programme of Immunization (EPI) in Bangladesh  

The EPI was launched on 7 April 1979 (World Health Day) with 

conventional vaccines: Bacillus Calmette–Guérin (BCG), diphtheria-

pertussis-tetanus (DPT), oral poliomyelitis vaccine (OPV), measles and 

tetanus toxoid (TT). As vaccination centres were few and located mainly in 

health-care facilities in urban areas, the EPI coverage was less than 2% in 

1984. In 1985, the Government of Bangladesh committed to the Global 

Universal Child Immunization Initiative, and began a phase-wise process of 

intensification of EPI from 1985–1990. 

During this period, EPI was intensified throughout 476 upazilas, 92 

major municipalities and six city corporations. EPI was made available to all 

target groups (infants and pregnant mothers) by 1990. EPI intensification 

consisted of establishing a cold-chain system from national to district and 
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upazila levels, improving capacity to maintain cold chain down to the 

vaccination points in both rural and urban areas; procuring and managing 

logistics needs for about 134 000 outreach immunization sites, and 

providing basic EPI training for mid-level managers, supervisors and field 

workers in public and private sectors. The five-dose schedule of TT for 

women of child-bearing age was endorsed in 1993. The National 

Immunization Days were initiated in 1995, Hepatitis B vaccine was 

incorporated into the EPI in 2003, auto-disabled (AD) syringes were 

introduced in 2004, and haemophilus influenza type B (Hib) vaccine was 

included in the national immunization programme as pentavalent 

formulation (DPT + Hepatitis B + Hib) in 2009. The country switched to 

measles-rubella (MR) vaccine from the measles vaccine in 2012 and 

introduced pneumococcal conjugated vaccine (PCV) and inactivated 

poliomyelitis vaccine (IPV) in March 2015.  

According to the current immunization schedule, BCG vaccine is 

given at birth. The time of administration of OPV is six, 10 and 14 weeks of 

age. The DPT-Hepatitis B–Hib combination (pentavalent) vaccination is due 

at six, 10 and 14 weeks of life. IPV is given at 14 weeks of age along with 

the third dose of OPV and the DPT-hepatitis B–Hib combination 

(pentavalent) vaccine. MR vaccine is delivered at nine months. The PCV 

vaccine is administered at six, 10 and 18 weeks of life. The immunization 

coverage of EPI vaccines in Bangladesh from 1985 to 2014 is given in 

Figure 1.  
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Figure 1: Immunization coverage of some EPI vaccines during  

1985–2014 in Bangladesh 

1980 1985 1990 1995 2000 2005 2010 2011 2012 2013 2014

BCG 2 86 93 94 97 98 99 99 99 99

DTP3 2 69 69 82 93 94 95 95 95 95

Pol3 2 69 69 83 94 94 95 95 95 95

MCV 1 65 79 74 88 88 89 89 89 89

0

20

40

60

80

100

%
 c

o
v
e

ra
g

e

 

Source: WHO/UNICEF coverage estimate (revision July 2015)  

Vaccine preventable disease (VPD) surveillance in Bangladesh  

Bangladesh has a well-developed VPD surveillance network. Surveillance of 

acute flaccid paralysis (AFP) was started in 1996 and was integrated with 

neonatal tetanus (NT) and measles, which was started in 2002 in 

collaboration with the World Health Organization (WHO). Later, adverse 

events following immunization (AEFI) surveillance was incorporated into the 

surveillance network. VPDs are reported weekly from upazila health 

complex/static health facilities to civil surgeons/chief health officers who, 

after compilation, sent them to the national EPI headquarters on a weekly 

basis.  

Acute meningo-encephalitis syndrome surveillance, started in 2008, is 

conducted at four medical college hospitals. The Institute of Epidemiology, 

Disease Control and Research (IEDCR), in collaboration with the 

International Centre for Diarrhoeal Disease Research, Bangladesh 

(ICDDR,B), started hospital-based rotavirus and intussusception surveillance 



Report of the joint national/international mission 

4 

in three selected hospitals across the country from July 2012. Bangladesh 

has three sentinel surveillance sites and a population-based surveillance site 

for invasive bacterial vaccine preventable disease (IBVPD) surveillance 

supported by WHO and Gavi, the Vaccine Alliance. 

2. Context 

Based on studies done in Bangladesh and the results of multi-centre 

pneumococcal surveillance data, it has been highlighted that the invasive 

pneumococcal disease (IPD) burden was significant in Bangladesh. A WHO 

position paper on pneumococcal vaccines highlights that in many countries, 

routine use of PCV has dramatically reduced the incidence of IPD, 

including virtual disappearance of IPDs caused by vaccine sero-types, even 

among those age groups primarily not targeted by vaccination.  

Contingent upon these locally and internationally available data, the 

National Committee on Immunization and Practices (NCIP) in 2010 

recommended that PCV be introduced into the national EPI in Bangladesh. 

Gavi, the vaccine alliance, accepted the proposal for the introduction of 

10-valent PCV in 2012. However, due to non-availability of the adequate 

supplies of the vaccine, planned introduction in 2013 was delayed.  

Considering the continued poliomyelitis-free status of the country, 

and in response to the World Health Assembly Declaration of 2012 and the 

Polio Eradication and Endgame Strategic Plan (2013–2018), a national 

consultative workshop that consisted of officials of the Ministry of Health 

and Family Welfare (MoH&FW), members of the NCIP and representatives 

of the National Regulatory Authority (NRA) recommended the introduction 

of IPV into the routine EPI in the last quarter of 2014.  

Based on the recommendations of this workshop, a working group 

comprising the Director-General of Health Services (DGHS), WHO and 

United Nations Children's Fund (UNICEF) prepared a draft plan for the 

introduction of IPV that was presented to the Intra-Agency Coordinating 

Committee (ICC) and the NCIP. After deliberating the technical and 

operational feasibility, NCIP and ICC endorsed the decision of the 

introduction of IPV vaccine into the national EPI in 2014. 
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Bangladesh introduced PCV and IPV concurrently in March 2015 in 

order to optimize the new vaccine introductions grants of Gavi for both 

PCV and IPV introductions, and to ensure systematic improvements of 

immunization services.  

WHO recommends a post-introduction evaluation (PIE) six to 12 

months after the introduction of a new vaccine, in order to assess their 

impact on different components of the immunization system in a country. 

Guided by this recommendation, the MoH&FW of Bangladesh decided to 

conduct a joint national/international PIE. 

3. Objectives 

The objectives of the mission were as follows: 

General objective  

(1) To evaluate the overall progress of the introduction of PCV and 

IPV in the national immunization programme in Bangladesh.  

Specific objectives 

(1) To assess strengths and weaknesses of the immunization service 

delivery in relation to PCV and IPV introduction at all health-

care delivery levels.  

(2) To assess strengths and weaknesses of the current vaccine 

distribution mechanism and cold-chain management for PCV 

and IPV. 

(3) To assess injection safety and immunization waste management 

practices for sharps in Bangladesh.  

(4) To assess the capacity for management of AEFI in Bangladesh.  

4. Methodology 

The PIE was conducted at the national, district and upazila (subdistrict) 

levels from 26 November to 7 December 2015. Eight teams evaluated at 
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the national level and seven districts in the country. The team that 

evaluated at the national level also evaluated the Dhaka City Corporation 

(DCC), which included the national capital. Each team consisted of one 

international evaluator and two to three national evaluators. The national 

evaluators were from the MoH&FW and development partner agencies. 

The international evaluators were from WHO headquarters, South-East Asia 

Regional Office and the Indonesia Country Office of WHO, the Regional 

Office for South Asia (ROSA) of UNICEF, Gavi, and Emory University of 

United States of America. The national reviewers were from the 

Directorate-General of Health Services and country offices of WHO and 

UNICEF. The list of evaluators is given in Table 1 in the Annex. 

The post-introductory evaluation was conducted in five stages: 

(1) Adaptation of global, standard, PIE tools to the local context 

and finalization.  

(2) Briefing and orientation for the teams of evaluation: 27 

November 2015.  

(3) Field work: from 28 November to 2 December 2015. 

(4) Consolidation of the findings of the PIE: 4 to 5 December 

2015. 

(5) De-briefing for the MoH&FW: 6 December 2015. 

Selection of districts and city corporations for the evaluation 

Districts/city corporations, upazilas (subdistricts) were selected to represent 

all seven health divisions in Bangladesh. Within seven divisions, the quota 

sampling method was used to select districts from which upazila health 

centres, immunization sessions and mothers/guardians for interviews were 

selected. For this purpose, districts/city corporations within health divisions 

were categorized as “high performing”, “intermediate” and “low- 

performing” entities in each health division based on the “fully vaccination 

coverage” figures derived from coverage evaluation surveys conducted in 

2013 and 2014. 

From these districts/city corporations, those subdistricts (urban zones 

and rural upazilas) that had immunization during the period of conducting 
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the PIE were identified. From this list, eight “high-performing”, eight 

“intermediate” and eight “low-performing” districts that were closer to each 

other within a division were selected with a view to reducing travel time. 

From these 24 districts/city corporations, each team visited at least two 

districts/city corporations. The third district visit was optional based on the 

availability of time. The eight teams visited 13 districts (four high-

performing, four intermediate and five low-performing) and four city 

corporations (three low-performing and one high-performing) for the PIE. 

Selected districts from seven divisions are given in Table 1 and Figure 2.  

Table 1: Districts/city corporations visited by PIE teams by their division and 

category of performance 

Division District/city corporation 
FVC 

2013 

FVC 

2014 
Category 

Dhaka 

Dhaka North city corporation  80.6 74.1 Under-performing 

Mymensingh 71.4 86.3 High-performing 

Netrokona 74.3 75.8 Under-performing 

Barisal 2 

Barisal  78.9 88.8 High-performing 

Jhalokathi 76.7 76.4 Under-performing 

Chittagong  

Chittagong city corporation 70.2 75.8 Under-performing 

Chittagong 86.5 85.8 High-performing 

Khulna2 

Khulna  88.3 88.6 High-performing 

Bagerhat 91.0 82.4 Intermediate-performing 

Rajshahi 3 

Rajshahi city corporation 90.8 90.0 High-performing 

Natore 81.7 86.1 Intermediate-performing 

Sirajganj 82.7 84.8 Under-performing 

Rangpur 2 

Rangpur 82.7 84.4 Intermediate-performing 

Kurigram 77.5 77.4 Under-performing 

Sylhet 2 

Sylhet 76.8 78.5 Intermediate-performing 

Moulvibazar 79.0 74.9 Under-performing 
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Figure 2: Districts and subdistricts (upazilas) visited by the PIE teams 

 

Source: WHO Country Office, Bangladesh  

In these 17 districts/city corporations, post-introduction evaluation 

teams visited 29 health facilities (upazila health complexes) and observed 

40 immunization sessions. In the process, they also interviewed 106 

mothers/caregivers and 29 health-care workers.  

Desk review 

As a pre-planning exercise, documents related to the current immunization 

system, vaccine introductions and data relating to the current immunization 

system were reviewed. The comprehensive list of reviewed documents is 

given in Table 2. Based on the review, a summary of recommendations 

made during several previous evaluations and reviews related to the 

immunization system in Bangladesh, and the current progress made to date 

were prepared. The summary of the desk review provided essential 

background information for the PIE. 

 District

 City Corporation

 Upazila Health Complex
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Table 2: List of documents, materials and data pertaining to the current 

immunization system reviewed in the desk review  

Category of documents Reviewed documents  

Documents pertinent to 

the current immunization 

system 

 cMYP Bangladesh 2014–2018 

 EPI and VPD surveillance review and post-introduction 

evaluation of pentavalent vaccine 2012 

 Effective Vaccine Management (EVM) Report Bangladesh 

2014 

 Bangladesh Gavi HSS Proposal, 2015  

Materials pertinent to the 

vaccine introduction 

 Report on IPV and PCV introduction 

 Report on programmatic readiness for PCV introduction in 

Bangladesh 

 Gavi applications, PCV and IPV 

 PCV and IPV Introduction Plan 

Data pertinent to the 

current immunization 

system 

 WHO UNICEF Joint Report on Immunization, 2014 

 PCV and IPV wastage rates, 2015 

 National monthly coverage data 2015, national and 

subnational levels 

 

PIE tools  

WHO’s standardized, PIE tools were utilized in the PIE in Bangladesh. 

These questionnaires were those assessing the PCV and IPV introduction at 

the (1) national level, (2) district/city corporation level, and (3) health facility 

(upazila) level and the questionnaire designed to interview 

mothers/caregivers of children who received the PCV and IPV at observed 

clinic sessions. The questionnaires assessing the PCV and IPV at the 

national, district and health facility levels entailed an observational checklist 

to inspect storage areas of vaccines and other immunization supplies. The 

health facility questionnaire contained a section to assess the knowledge of 

health-care workers on PCV and IPV. The other thematic areas included in 

the questionnaires were (1) documents and data required for the 

evaluation; (2) background information; (3) integrated planning; (4) pre-

implementation planning and vaccine introduction; (5) training; (6) vaccine 
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coverage; (7) vaccine wastage; (8) cold-chain management; (9) vaccine 

management; (10) waste-management and injection safety; 

(11) supervision; (12) AEFI; and (13) financial sustainability. The 

questionnaires had both open-ended and close-ended questions. WHO’s 

standard questionnaires were first adopted to the country context by a 

small core team from the MoH&FW, WHO and UNICEF country offices. 

This team then reviewed the revised questionnaires with the eight 

international evaluators for finalization. The finalized questionnaires were 

introduced to the members of the eight teams during the orientation 

workshop. Based on comments from members of the eight teams during 

the orientation, questionnaires were finalized for the field work of the PIE. 

Data collection  

PIE teams visited the national and subnational levels for evaluation. The 

national team focused on the MoH&FW and IEDCR. In the ministry, they 

met with relevant officials from the EPI and primary health-care sections. In 

the EPI, national dry and cold storage facility and the EPI data management 

sections were inspected and staff was interviewed. This team collected data 

also from the Dhaka North City Corporation.  

The other seven teams evaluated the subnational level. They collected 

data on post-introduction status of PCV and IPV at districts/city 

corporations, Upazilas and immunization sessions.  

At the district level, interviews were started with the civil surgeon 

or/and deputy civil surgeon and then proceeded to other staff members 

who were responsible for immunization activities. These included district 

EPI superintendents, cold-chain technicians, assistant store keepers and 

medical officers of cold chain. In the city, corporation teams interviewed 

the chief health officer and zonal officers. 

At the health facility level (upazila health centres), they interviewed 

Upazila health and family planning officers, Medical Officer disease control, 

medical technologists-EPI, health assistants, midwives, public health 

supervisors, station medical officers or any other health worker/s who were 

responsible for immunization activities at the Upazila health facility.  

At the immunization sessions, mothers/caregivers whose child had just 

received the PCV or IPV vaccines were interviewed to ascertain their 
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knowledge, awareness and impression about the two new vaccines and the 

quality of immunization services provided. The structured questionnaires 

were used to collect data from interviewees. Although most of the 

questionnaire was close-ended, where necessary they were used as guided 

questions for in-depth interviews to receive additional information with a 

view to understanding their attitudes and impressions about the new 

vaccines and service delivery. Teams also reviewed documents, guidelines, 

returns, feedbacks, data bases, registers, etc. related to immunization. They 

further observed immunization practices at clinic sessions, inspected cold 

and dry storage facilities and waste disposal sites at district/city corporation 

and health facility levels.  

Consolidation and presentation of findings  

At the end of the field work, teams consolidated their findings in 

terms of strengths and weaknesses, and highlighted recommendations in 

relation to pre-defined thematic areas. For the debriefing, all teams 

reviewed findings related to respective thematic areas, identified major 

strengths and weaknesses common to all 17 districts/city corporations 

evaluated and formulated recommendations to further strengthen (a) 

equitable provision of PCV and IPV to the target population and (b) 

immunization service delivery in general.  

In this report, we have consolidated quantitative variables for all 17 

districts, 29 upazila health centres, 40 immunization sessions and 106 care-

givers. Important qualitative information has been incorporated into the 

strengths and areas for improvement where relevant. Binary variables were 

presented as proportions (percentages), while a small number of continuous 

variables were presented as a mean or median with the range. AEFI 

episodes were converted to rates using (1) number of doses, and 

(2) surviving infants as the denominator. Summary measures were derived 

for all evaluated study units in the PIE. 

In the PIE, immunization coverage of PCV and IPV was not calculated, 

as the target age group had not completed one year since the introduction 

of the two new vaccines. Instead, a cohort of infants of a period of 3 

months who received the two vaccines and should have completed PCV 

and IPV vaccines at the time of conducting the PIE was followed up. The 

three-month duration for pentavalent and PCV first dose was April to June, 
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for pentavalent third dose and IPV was June to August and PCV3 was July 

to September. The dropout rates (the percentage difference of the children 

who started and those who completed the schedule of a particular vaccine) 

were calculated for (1) 1
st

 and 3
rd

 doses of PCV, (2) 3
rd

 doses of the 

pentavalent vaccine and PCV and (3) 3
rd

 dose of the pentavalent and IPV. 

This was compared with the dropout rate of the 1
st

 and 3
rd

 dose of the 

pentavalent vaccine. The calculation performed was as shown in Table 3.  

Table 3: Calculation of the dropout rates in the cohort evaluated in the PIE 

Indicator Calculation 

Pentavalent dropout rate (Penta 1 – Penta 3) x 100 

Penta 1 

Pneumococcal dropout rate (Pneumo 1 – Pneumo 3) x 100 

Pneumo 1 

Pentavalent and 

Pneumococcal dropout rate  

(Penta 3 – Pneumo 3) x 100 

Penta 3  

Pentavalent and IPV dropout 

rate 

( Penta 3 – IPV ) x 100 

Pentavalent 3 

 

Limitations of the review 

(1) Although the districts were selected to represent all seven health 

divisions, within divisions districts were not selected randomly. 

Adjacent districts were selected for convenience of travelling, 

especially due to the security of international reviewers during 

the time of the review. The mothers/caregivers were also 

selected for interviews from those who came for vaccination of 

the children during clinic sessions.  

(2) Based on the above limitation, readers are requested to 

cautiously extrapolate findings to Bangladesh as a whole. The 

evaluation was planned to ascertain the status of the post-

introduction status of PCV and IPV during a very short period of 

time with significant geographical representativeness. However, 

quota sampling of districts and study units within districts and 

convenient sampling of mothers/caregivers could have given rise 

to some selection biases.  
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(3) During non-participatory observation of immunization sessions, 

however, there could have been conscious improvements in 

practices as opposed to the routine practices, in response to the 

awareness of being observed by external team evaluators.  

(4) The report presents findings that were common in all or the 

majority of districts and sub districts evaluated. There were 

significant variations across these study units, and they are 

highlighted in the individual presentations shared with the 

MoH&FW. 

5. Results 

The PIE teams evaluated the planning and introduction of PCV and IPV at 

the national, district and health-facility levels (upazila), interviewed different 

stakeholders, including service users, and observed the service provision at 

immunization sessions. After the PIE, teams consolidated findings in terms 

of specific, pre-defined thematic areas. These thematic areas entailed: 

(1) planning of the PCV and IPV introduction, (2) immunization financing 

and sustainability, (3) social mobilization and advocacy, (4) immunization 

data, coverage monitoring and disease surveillance, (5) training and 

supportive supervision, (6) cold-chain logistics and immunization waste 

management, (7) monitoring and reporting of adverse events following 

immunization, (8) health worker knowledge and quality of service delivery, 

(9) mothers and caregivers, and (10) Dhaka City Corporation (DCC).  

This section provides the results of the PIE, summary of existing 

strengths and aspects that require further strengthening in relation to these 

pre-defined thematic areas in Bangladesh as a part of routine immunization 

service delivery and future new vaccine introductions. Given the 

importance of achieving equitable high-immunization coverage in the 

context of multiple issues encountered in the DCC area, the findings of the 

evaluation in the DCC have been described separately. 

 Planning of the PCV and IPV introduction 

The decision to introduce a new vaccine into a country’s immunization 

programme requires careful prioritization of the vaccine as the most 

appropriate, affordable and cost-effective health intervention among the 
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competing health interventions. To meet the demands and challenges 

identified in the decision-making process, a detailed planning process 

needs to be set up for an effective and smooth rolling out of the selected 

new vaccine. The PIE teams evaluated the planning of the PCV and IPV 

introduction at the national and subnational levels in Bangladesh. This 

section describes the strengths of the planning process and areas for further 

improvement in a future new vaccine introduction. 

Strengths 

Decision-making process guided by the NCIP and ICC: The strength of 

the national EPI was its utilization of the NCIP for independent guidance in 

the decision-making process of introducing PCV and IPV. This is best 

illustrated in the guidance of the NCIP and its scientific and technical 

subcommittee to the EPI to provide the third dose of PCV to eligible 

children at the 18th week of life since adding IPV as an injection to existing 

two injectable vaccines scheduled at 14th weeks of life could have 

adversely impacted the acceptance of vaccines by mothers and caregivers.  

In the process of decision-making in relation to the IPV introduction, a 

national consultative workshop comprising representatives of the NCIP, 

MoH&FW and NRA made relevant recommendations. Once the 

comprehensive national plans of introduction of PCV and IPV were 

developed, mechanisms in the form of the NCIP and ICC were in place to 

approve their implementation by the EPI.  

The comprehensive national vaccine introduction plan: The 

national EPI was instrumental in the development and implementation of 

the introduction plan of PCV and IPV in early 2015 with the help of 

working groups. These comprehensive, national introduction plans of PCV 

and IPV were consistent with WHO recommendations for PCV and IPV 

introductions. It included major activities that were necessary for an 

effective implementation of new vaccines such as (a) decision-making 

process; (b) advocacy, social mobilization and communication; (c) 

immunization strategy; (d) staff training and supervision; (e ) development 

of communication materials; (f) revision of immunization materials; (g) 

dissemination of materials to all levels; and (h) supply and logistics, etc. with 

timelines in a sequential manner in Bangladesh. 
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Subnational planning: The preparation of plans at the subnational 

level was a strength. The majority of the districts (82%) had their own 

district plans with specific timelines. At the district level, 10 of the 17 

districts evaluated aligned timelines of introduction of both vaccines with 

the timelines of the national plan. The others (7 districts) specifically 

prepared timelines to suit their district introduction plans. The PCV 

introduction was aligned with the district action plan for prevention of 

pneumonia and diarrhoea in the Moulavi Bazar district.  

The majority of the district managers (82%) reported integrated 

planning with other health programmes. The opportunity of rolling out the 

new vaccine was used as a platform to plan for promoting additional 

interventions to control pneumonia and meningitis. Commonly cited 

interventions were breastfeeding (100%), vitamin A supplementation (92%) 

and handwashing (92%).  

Planning for pre-introduction cold-chain expansion: Prior to the 

introduction of IPV and PCV, Bangladesh planned and conducted an EVM 

assessment in 2014. Based on the recommendations of the EVM assessment 

(Table 5, Annex), a cold-chain improvement plan was developed. The PIE 

confirmed that some of these recommendations had already been 

implemented enabling the provision of an adequate cold-chain capacity to 

successfully introduce the PCV and IPV. The remaining recommendations 

were included in the application of the 2nd cycle of the Gavi Health 

System Strengthening, which was recently approved by Gavi. 

Areas for improvement  

Appropriateness of the timing of PCV 3rd dose: Bangladesh, based on 

the recommendation of the NCIP scientific and technical subcommittee in 

April 2014, decided to provide the 3rd dose of PCV through an additional 

immunization visit at the 18th week of life. The recommendation was made 

on the ground that adding the 3rd injection to existing two injectable 

vaccines at the 14th week was perceived as a challenge to acceptance of 

the 3rd dose of PCV by mothers and caregivers. Although the evaluation 

indicated a significant dropout between pentavalent 3rd and PCV 3rd doses 

(30.2% nationally), it is too early to compare the coverage of the 3rd doses 

of both PCV and pentavalent only six months after the introduction of the 

new schedule. It is therefore recommended to review the situation one 
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year after implementation of the new policy. If the coverage of the 3rd dose 

of PCV remains consistently lower than that of the 3rd dose of the 

pentavalent vaccine nationally and in most of the districts, the reasons for 

the drop including the vaccination schedule should be reviewed. 

Implementation of pre-planned activities: Although the majority of 

districts had revised immunization cards (100%) and immunization registers 

(88%) with inclusion of PCV and IPV as a result of good pre-implementation 

planning at the national level, supplies of these two immunization-

recording tools were sufficient only in 40% of the districts. This indicates 

either supply or demand issues at the subnational level.  

 Immunization financing and sustainability 

Strengths 

Partial self-financing and multiple donor support: The Government of 

Bangladesh self-finances BCG, OPV, MR first dose and TT vaccines used in 

the national immunization programme. At the same time, the government 

co-finances pentavalent (DTP-Hib-Hepatitis b) and PCV, and shares the 

cost for MR second dose with Gavi. IPV is fully financed by Gavi, the 

vaccine alliance. As per Gavi transition categorization, currently, 

Bangladesh is transitioning from the initial self-financing phase to the 

preparatory transition phase. Additionally, Bangladesh benefits from 

multiple development partner and donor support for human resources, 

technical assistance and other immunization-related activities.  

Area for consideration  

Preparation for full self-financing of EPI: The dependency of the country 

on external funding for vaccines, including co-financing of several vaccines 

by Gavi and its recent transition to the preparatory transition phase, 

underscores the need for increasing efforts to transition towards fully self-

financing of vaccines by the Bangladesh Government in the process of 

transitioning out of Gavi support. 
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Advocacy, social mobilization and communication  

Advocacy, social mobilization and communication is a prerequisite for the 

introduction of new vaccines as it communicates the benefits expected 

from the addition of new vaccines, builds trust and awareness for the new 

vaccines in particular and the immunization programme in general, and 

shows the impact of the immunization on preventing the burden of the 

targeted disease. Given the importance of this critical component for the 

success of the acceptance of PCV/IPV, advocacy, social mobilization and a 

communication component was evaluated in the PIE. Results (Table 4), 

strengths and areas for improvement emanating from the results are 

highlighted below.  

Table 4: Advocacy, social mobilization and communication activities 

performed at district and health facility levels  

Advocacy, social mobilization and communication 

activity 

Districts  

(n=17) 

Health facilities 

(n=29) 

Official launching ceremonies  100%  

Using media outlets to promote PCV/IPV  88%  

Distribution of health education materials  76%  

Acceptance of the PCV vaccine by 

 Health-care workers  

 Professional bodies 

 General public  

 

100% 

100% 

100% 

 

Acceptance of the IPV vaccine by 

 Health-care workers  

 Professional bodies 

 General public  

 

100% 

100% 

100% 
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Advocacy, social mobilization and communication 

activity 

Districts  

(n=17) 

Health facilities 

(n=29) 

Provision of health education messages or materials 

on PCV/IPV vaccines to the community  

 Posters 

 Brochures 

 Health education sessions  

 Advocacy meetings 

 Training for village volunteers  

 Others  

  

 

76% 

90% 

34% 

93% 

10% 

17% 

Receipt of any educational materials on pneumonia 

and meningitis prevention and control  

 79% 

Experience of community resistance to PCV/IPV   3% 

Strengths  

Use of multiple information and communication channels: Bangladesh 

used multiple channels [mass media supported by inter-personal 

communication (IPC)] effectively to communicate the benefits of the PCV 

and IPV vaccines. Of the 17 districts reviewed, 15 (88%) had used media 

outlets to promote the PCV/IPV to the community. Thirteen districts (76%) 

reported that they distributed health education materials to the community.  

At 93% of reviewed health facilities, advocacy meetings targeted the 

community. The target audience was provided with brochures in 90% of 

health facilities and posters in 76% of health facilities. The majority (79%) of 

these facilities was provided with educational materials on prevention and 

control of pneumonia and meningitis from the national level. These new 

information, education and communication (IEC) materials were observed 

at the health facility level. 

Effective use of health workers for communication: Health workers, 

health volunteers and vaccine porters were effectively used for IPC to 

disseminate information on two new vaccines despite time limitations in 

performing IPC associated with their multi tasks. The effectiveness of health 

workers as the primary source of access to information (91%) on PCV/IPV, 

immunization in general and other child health programmes was confirmed 
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in the exit interviews with caregivers. Although immunization session 

observations, exit interviews of caregivers and proxy measures such as 

discrepancy between immunization coverage of the third doses of 

pentavalent vaccine and PCV indicated IPC as an area for further 

improvement, health-care workers, health volunteers and vaccine porters 

had in general utilized IPC successfully to communicate the benefits of PCV 

and IPV. 

High community participation: One noteworthy observation of the 

PIE team was the close rapport of health-care workers with caregivers and 

community members. Culmination of this community participation was 

reflected in their contribution in volunteering to provide their homes as 

outreach sites for immunization. The success of all these efforts was 

reflected in the fact that all evaluated districts reported that the two new 

vaccines were very well accepted, in general, by health-care workers, 

health professionals and the general public.  

High-profile launching ceremonies: All 17 districts (100%) evaluated 

had organized high-profile launching ceremonies on the eve of the PCV 

and IPV introduction. These ceremonies were attended by senior 

representatives of ministries and departments of the Government of 

Bangladesh, administrators, representatives of professional medical 

associations and influential community members. These high-profile district 

launching ceremonies played a key role in social mobilization and 

advocacy of the two new vaccines added to the national immunization 

schedule. 

High caregiver knowledge: The impact of the activities designed to 

communicate the benefits of PCV and IPV were reflected in the high 

caregiver knowledge elicited in exit interviews and the high acceptance of 

PCV and IPV as reflected by very low discrepancy between the acceptance 

of the 1st dose of pentavalent vaccine and the 1st dose of PCV (5.2%) and 

the same between the 1
st

 dose of pentavalent and IPV (8.9%).  

Areas for improvement  

Training and health education sessions: Although traditionally, social 

mobilization for immunization activities in Bangladesh is high, the 
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organization of (a) training sessions for village volunteers, and (b) health 

education sessions (34%) were low at the reviewed facilities.  

Demand generation and social mobilization at the DCC: PIE 

revealed that in slums of the DCC, community mobilization and demand 

generation were inadequate. In contrast to the overall status of caregivers in 

other areas reviewed, caregivers were neither mobilized nor targeted for 

health education. DCC, thus, remains a hot spot to be targeted by 

developing specific, evidence-based communication strategies to engage 

with the slum communities and migrant populations in future new vaccine 

introductions as well as to improve the equitable immunization coverage of 

all EPI vaccines at present. 

Improving child health outcomes through community 

mobilization: Despite the effective social mobilization campaign 

conducted to target rolling out of PCV/IPV, it did not simultaneously target 

health education messages of other important childhood illnesses such as 

diarrhoea, nutritional disorders, etc. in Bangladesh. The PIE flagged this as a 

missed opportunity to improve child health outcomes through community 

mobilization. 

 Immunization data, coverage monitoring and 

disease surveillance 

Immunization coverage is the indicator of immunization service delivery 

that is closely linked to the impact indictor (morbidity and mortality). 

Monitoring the impact is also important for advocacy and long-term 

sustainability of the immunization programme. Both service delivery and 

impact indicators should be monitored at national and subnational levels to 

target areas or population groups in the greatest need, identify best and 

worst practices and address problems with vaccine effectiveness. Disease 

surveillance and special studies also have a place in monitoring the impact 

of newly introduced vaccines.  

Having estimated the importance of these indicators, the PIE team 

assessed how Bangladesh planned measures to ensure the quality of data, 

monitoring of immunization coverage and assessment of the impact of 

vaccines through disease surveillance and special studies along with the 

introduction of PCV and IPV. Results are described in Table 5.  
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Table 5: Immunization-related findings from the PIE  

Immunization-related variables 
Districts  

(n=17) 

Health facilities 

(n=29) 

Days of immunization sessions per week 

 Fixed sites 

 

 Outreach  

  

Median: 6 days 

(range 1–6 days) 

Median: 6 days 

(Range 1–6 days)  

Offering of all vaccines  93% 

Infant immunization target population size for the 

catchment area is correct, according to the responder  

 45% 

Availability of the catchment map  93% 

Availability of immunization coverage monitoring 

chart  

 62% 

Coverage monitoring chart is up to date   41% 

Responders were able to explain the immunization 

coverage monitoring chart clearly  

 41% 

Number of doses of the pentavalent -1 (dose) given in 

2014  

 225 046 

Number of doses of the pentavalent -3 (dose) given in 

2014 

 223 635 

% drop-outs from pentavalent -1 to pentavalent 3 

dose  

 0.63% 

(Range: -6.9%-

3.5%) 

Use of tally sheets for defaulter tracking   97% 

Monthly reporting immunization data to the 

district/city corporation level 

 100% 

Updated immunization data recording tools to 

include PCV/IPV 

 Immunization cards 

 Tally sheets/reporting forms  

 Child immunization register books 

 Vaccine indent forms  

 

 

100%  

88%  

 

 

100% 

100% 

97% 

93% 
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Immunization-related variables 
Districts  

(n=17) 

Health facilities 

(n=29) 

Percentage of health facilities where planned 

immunization sessions were actually conducted  

 100% 

Percentage of health facilities where outreach sessions 

that required any changes when the IPV/PCV were 

introduced  

 3% 

Percentage of health facilities where other sectors 

conduct immunization sessions  

 Nongovernmental organizations (NGOs) 

 Private sector 

 Others 

  

 

24% 

14% 

10% 

Percentage of health facilities where other sectors that 

conduct immunization sessions report immunization 

coverage information  

 24% 

# Only 41% of districts had updated immunization cards in adequate supplies while the same for the 

updated immunization registers was 40%.  

Health Management Information System (HMIS): In addition to the 

immunization information system, Bangladesh has a Health Management 

Information System (HMIS) that also collects immunization data. The HMIS 

system was initiated recently and is being expanded. Immunization data 

collected through HMIS were not complete. However, the EPI programme 

uses the EPI database and not the immunization data, generated through 

the HMIS, for monitoring the immunization programme. 

Immunization data and coverage monitoring 

Strengths 

Comprehensive and functional data recording and reporting system: 

The Bangladesh immunization programme has an elaborate and functional 

data recording and reporting system. This robust system is capable of 

generating data on immunization coverage of both PCV and IPV. All 

caregivers (n=106, 100%) interviewed had child immunization cards that 

were mostly complete and correctly filled out. In addition to providing the 

dates for the next scheduled visit for immunization, the immunization cards 
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also had the mobile phone number of the caregiver for the health worker to 

contact them urgently if the need arose. 

Availability of immunization data recording tools in sufficient 

quantity: There were sufficient stocks of immunization cards to distribute 

to those coming for their first immunization visits. The relevant recording 

instruments (tally sheets, immunization registers and immunization cards) 

were available at all session sites (n=40) and in each health facility (n=29).  

Accurate, timely and complete immunization data reporting: The 

immunization data recording tools (tally sheets, immunization registers and 

immunization cards) had been completely, legibly and correctly filled out. 

The health facilities collect the reports from immunization sessions, 

consolidate the information and maintain the data in an EPI database. 

These data are reported from the health facility to the district level and 

from the district level to the national level, both on a monthly basis. Most 

reviewed districts displayed very high rates of completeness and timeliness 

of reporting. Each upazila has estimates of the target population. Most of 

these upazilas use a common formula for estimation of the target 

population.  

Areas for improvement  

Supply of monitoring charts of immunization coverage: The only tool 

that was missing among those that were required for recording and 

monitoring immunization data was the immunization coverage monitoring 

charts. These charts had not been updated where they were available, 

while at most of the health facilities they were not available because stocks 

had not been replenished in 2015. Since the PIE team observed non-

availability of monitoring charts in almost all areas evaluated, there is an 

urgent need for updating and supplying them to all health facilities. 

Valid denominators for the target population: Estimates of target 

populations are available at the upazilas and district levels. These estimates, 

which are the basis for their microplans, are used for immunization 

coverage estimates. Though upazila- and district-level managers felt that 

their denominators were approximately correct, different denominators are 

applied to estimate the national immunization coverage at the national 

level. These denominators used at the national level appear to be 
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underestimates and lead to immunization coverage figures exceeding 

100%. As a result, the national level depends on annual coverage 

estimation surveys to obtain valid national immunization coverage and 

district coverage estimates. 

Bangladesh has to address the issue of uncertain estimates of the size 

of the target population, which is most likely to be the reason for coverage 

estimates exceeding 100%. The engagement of the national EPI with the 

National Statistics Department will be an important step towards addressing 

this issue and to find a solution. 

Data analysis and feedback  

Strengths  

Analysis and display of immunization data at the subnational level: 

Immunization data were regularly analysed at the district level. Charts and 

graphs displaying immunization data were observed during the PIE at all 

levels up to the upazila level. 

Areas for improvement  

Assessment of the quality of immunization data at the subnational level: 

Although immunization data were analysed and graphically displayed, it 

would be useful to regularly review immunization data, assess data quality – 

in particular, looking for inconsistencies in reported data – and provide 

feedback to the subnational level by the EPI. District-level statisticians may 

be utilized to check district data for timeliness, completeness and 

inconsistencies before dispatching to the national level. 
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Estimates of immunization coverage 

Results 

Figure 3: Percentage difference of infants immunized with pentavalent vaccine, PCV 

and IPV in cohorts of 3-month duration in 17 district/city corporations reviewed 
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Estimation of the immunization coverage of PCV and IPV was not 

considered in this exercise since a full year’s birth cohort of infants had not 

completed their vaccination series at the time of the post-introduction as 

described in the methodology section. The number of doses of these 

vaccines administered during the specified period was retrieved from 

immunization records/databases during the PIE at the national, district and 

upazila levels. These numbers are given in Tables 2 and 3 in the annex. The 

specific period for (1) pentavalent and PCV 1 was April to June 2015; 

(2) PCV3 and IPV was June to August 2015; and (3) for PCV3 was July to 

September 2015. 

The PIE looked at differences (dropouts) in the number of children in 

these cohorts of three-month duration who received (1) first and third dose 

of the pentavalent vaccine, (2) first and third dose of the PCV, (3) third 

doses of pentavalent vaccine and PCV, and (4) third dose of the 
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pentavalent vaccine and IPV in absolute and relative terms. They are 

summarized for the national level and also for the districts and health 

facilities subject to the PIE in Table 6 and Figure 3 while the details for each 

individual district and health facility are given in Tables 2 and 3 in the 

annex. 

Table 6: Absolute and relative differences (dropout) of selected vaccines among the 

specific cohorts of infants reviewed at the national, district and subnational levels  

Level 

pentavalent first and 

third doses 

PCV first and third 

doses 

third doses of 

pentavalent vaccine 

and PCV 

pentavalent third 

dose and IPV 

Difference % Difference % Difference % Difference % 

National 7425 0.84% 247 242 28.9% 264 113 30.2% 151 487 17.3% 

District + 5386 2.2% 70 541 30% 78 142 32.2% 24 475 10.1% 

Upazila + 1158 2.2% 13 532 27.2% 15 058 29.4% 7035 13.7% 

+
This includes only the districts and upazilas that were evaluated in the PIE. 

The national data are a more valid reflection of the dropouts of 

children from one dose to another of the same vaccine or two different 

vaccines in the country, while district and health facility data demonstrate 

the summary of the dropout only in areas where the PIE was carried out.  

The difference between the acceptance of the first and third doses of 

the pentavalent vaccine was higher in the evaluated districts than the same 

that was calculated from the national EPI database. This is most likely due 

to non-receipt of immunization data from some districts to the national 

level at the time of the PIE.  

The proportion of children who had dropped out from (1) the first to 

the third dose of PCV and (2) the third dose of the pentavalent vaccine to 

the third dose of the PCV was around 30% at all three levels. The 

proportion of infants dropped out from the third dose of the pentavalent to 

IPV at the national level was 17%, while the summary proportions for the 

reviewed districts and health facilities varied from 10% to 14%.  
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Areas for improvement 

Significant dropout from pentavalent third dose to the PCV third dose 

and IPV: Although ideally the numbers should be similar in the 3-month 

cohort of infants that was evaluated, the number of third doses of the PCV 

and the IPV administered was lower than the number of third doses of the 

pentavalent vaccine administered at all three levels. 

The PIE revealed that there were stock-outs of IPV experienced at 

different levels at the point of service delivery, accounting for the lower 

number of IPV doses administered, compared to the numbers of the third 

dose of the pentavalent vaccine. Moreover, the stock-out of IPV may also 

have delayed the delivery of the third dose of the PCV, accounting for its 

low numbers observed in the PIE.  

On the other hand, it is also possible that the additional visit required 

at week 18 of the life of infants for the parents/guardians to vaccinate their 

children with the third dose of the PCV, may have been suboptimal and 

resulted in lower utilization of the incriminated vaccine. However, contrary 

to this assumption, in the exit interview of 106 mothers/caregivers, the 

proportion of caregivers that preferred an additional visit (67%) over having 

three injections on the same day for their children was twofold higher than 

those who preferred to have three injections (33%). 

In spite of the above, the PIE reported that there was early evidence 

that the difference between the third dose of the pentavalent vaccine and 

the third dose of the PCV was narrowing when the trend was analysed from 

the introduction to the months closer to the PIE. This trend should be 

carefully monitored with a view to taking corrective actions if the difference 

widens or remains at the same level. 

Disease surveillance and impact assessment 

Strengths 

Sentinel surveillance of IBVPD: A sentinel site surveillance network for 

IBVPD, including IPD, supported by WHO and Gavi, the vaccine alliance, 

functions in Bangladesh. This surveillance network produces high-quality 

surveillance data on IPD. It will serve the objective of monitoring the 

impact of PCV on pneumococcal disease in the country.  
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Usability of HMIS for impact assessment: The national HMIS 

collects data on cases of pneumonia treated based on the Integrated 

Management of Childhood Infections (IMCI) and on pneumonia specific 

hospitalizations, primarily from the public sector. These data, generated 

through the HMIS, are complete and therefore it may be a source to 

monitor the impact of the PCV on the pneumococcal disease.  

External collaborations for research related to IPD: In addition to 

the sentinel site surveillance of IBVPD, a time-limited research project on 

IPD, pneumonia (clinical, ultrasound confirmed and radiographic 

confirmed), nasopharyngeal carriage of pneumococcus and an 

immunogenicity study to evaluate the schedule of the PCV currently in use 

in the national programme is being conducted in Sylhet through a 

collaboration between the Johns Hopkins University (Baltimore, USA), 

(ICDDR,B) and the Child Health Research Foundation (Dhaka, Bangladesh). 

This project will provide additional data on the short-term impact of PCV 

on the pneumococcal disease in Bangladesh. 

Strong national Vaccine Preventable disease (VPD) surveillance 

system: The existing AFP/poliomyelitis surveillance in Bangladesh meets 

established global surveillance standards and will be sufficient to monitor 

the poliomyelitis status in the country. In addition to that this surveillance 

system has been expanded for assessing measles elimination, rubella 

control and maternal, and NT elimination. 

Areas for improvement 

Inter-operability of HMIS and immunization data: Given the utility of the 

national HMIS, the EPI programme is in a position to consider leveraging 

data in the national HMIS to monitor impact of the PCV in the country. In 

the longer term, the EPI programme may even consider integrating EPI and 

VPD surveillance data into the national HMIS, or consider making the 

immunization information system inter-operable with the national HMIS 

and avoid parallel data reporting.  

Establishing sustainable IBVPD surveillance: Sustained surveillance 

is an essential pre-requisite to monitor long-term epidemiological effects of 

PCV. The currently existing sentinel surveillance network of IBVPD in 

Bangladesh is functioning contingent upon funding from WHO/Gavi, the 
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vaccine alliance, and other external sources. There is a need for considering 

plans for sustaining sentinel surveillance through national resources. It is 

about time that the Government of Bangladesh aims at (1) taking the 

ownership of IBVPD surveillance and (2) mobilize resources for its long-

term sustainability. In this context, it is encouraging to observe that 

Bangladesh has focused on expanding IBVPD surveillance in the recently 

submitted application to Gavi to strengthen the health system in the 

country.  

 Training and supervision  

The PIE team reviewed staff training that was conducted with a view to 

providing refresher training on (1) all aspects on immunization, including 

specific aspects related to the new vaccine, and (2) supervision. The 

quantitative summary of the review is given in Table 7. Based on the 

quantitative and qualitative analysis, strengths and areas for improvement 

are highlighted separately.  

Table 7. Staff training and supervisory activities performed at district and health 

facility levels for IPV and PCV introductions 

Staff training and supervision 
Districts 

(n=17) 

Health facilities 

(n=29) 

Training of field staff by a trained person  100% 100% 

Training of 

 Private providers/health facilities 

 Staff at all upazilas, municipalities and zones 

 

41% 

100% 

 

Inclusion of all immunization-related topics, including 

two new vaccines introduced in the training  

94% 97% 

Education and reference materials provided to 

participants at the time of the training 

 PCV guidelines 

 Routine immunization guidelines  

 New immunization cards 

 Frequently asked questions and answers  

 Others 

  

 

100% 

66% 

83% 

38% 

38% 
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Staff training and supervision 
Districts 

(n=17) 

Health facilities 

(n=29) 

Use of samples of PCV/IPV, including vial dummies in 

the training  

35%  

Availability of PCV/IPV introduction guidelines or 

educational and reference materials from the training 

 97% 

Opportunities to practice skills needed to administer 

PCV/IPV correctly  

82%  

Requirement of improving the training in future new 

vaccine introductions  

88% 86% 

Overall satisfied with the provided training   100% 

Supervisory visits to the facility reviewed in the last 6 

months 

76%  

Supervisory visits by the facility reviewed in the last 6 

months 

100%  

 Supervision feedback  

 in writing 

 orally 

 

53% 

94% 

 

Strengths 

Cascade trainings: To orientate the health staff on introduction of PCV and 

IPV vaccines, cascade trainings were conducted successfully in all reviewed 

districts (n=17) and health facilities (n=29). This training was conducted for 

the staff of upazilas, city corporations and zones in all reviewed health 

facilities, while it was extended to the private providers and private health-

care institutions only in less than a half of the upazilas (41%). The majority 

of districts (82%) were of the opinion that the training provided an 

opportunity to practice skills needed for administering PCV/IPV correctly. 

The training was perceived as satisfactory in all health facilities that were 

evaluated.  

Integrated training: In the majority of the districts (94%) and health 

facilities (97%), the training was integrated and it focused not only on the 

two new vaccines, but also on broad EPI and child health topics. This 
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approach provided an opportunity to strengthen the capacity of the 

immunization system as a whole and refresh knowledge of the EPI staff.  

Use of nationally designed training materials and guidelines: The 

nationally designed training materials, which were fully utilized by the 

trainers at different levels were available for reference in almost all health 

facilities (97%). The new, national guidelines on PCV/IPV introduction were 

used exclusively in all health facilities (100%).  

Ad hoc supportive supervisions: All districts reported as having done 

supervisions, while 76% reported as having been supervised in the period 

of 6 months preceding the PIE. However, these were ad hoc supervisions. 

Supervision checklists had been used in health facilities and immunization 

sessions in cases where these ad hoc supervisions had been conducted.  

Areas for improvement 

Training the new staff: Subsequent to the introduction of the two new 

vaccines, the turnover of the health staff was high and it resulted in the 

presence of inadequately trained important staff categories that joined the 

services after the initial training programmes were concluded. Need-based, 

regular refresher training activities at different timelines may address the 

problem of having inadequately trained staff due to high staff turnover. 

Future training programmes: The majority of districts (88%) and 

health facilities (86%) opined that training programmes required 

improvement in future new vaccine introductions. 

 Numbers: Some of the areas subjected to the PIE, including the 

DCC, had conducted a limited number of training programmes 

prior to introduction of the two new vaccines.  

 Opportunities for practice: Only in one third of districts 

evaluated, samples of PCV/IPV, including dummy vials, had 

been used in the training. Participants of the training opined that 

it would be practically beneficial to use dummy vaccine vials for 

practical sessions and demonstrate video instructions on vaccine 

administration and operation of immunization sessions.  

 Training private practitioners: The involvement of private 

practitioners in training programmes in cases where they are 
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potentially likely to be involved in a significant manner, in new 

vaccine introductions was considered as an important step in the 

future. 

 Dedicated training teams: Establishment of dedicated training 

teams at the district level to coordinate all training activities was 

highlighted as a measure enabling completions of planned 

trainings according to pre-defined timelines.  

 Regular, systematic supportive supervisions: Shortage of 

supervisors and transport constraints were highlighted as factors 

affecting regular, systematic supervisions. The reason for 

shortages of supervisors was mobilization of potential supervisors 

to fill the gaps of service delivery in some areas. Especially in the 

DCC, a systematic supportive supervisory plan in the context of 

many issues highlighted in terms of service delivery was not 

available. Even where supervisory visits were reported, 

supervisory sessions were not documented. Nor was any formal 

mechanism to provide written feedback existent. Follow-up visits 

to low performing sites had also been overlooked. 

 Cold chain, logistics and immunization waste management 

Introducing two new vaccines is challenging to the national immunization 

programme from the perspective of (1) providing adequate cold and dry 

storage facilities, (2) supply chain management, including optimizing 

vaccine wastage, and (3) proper immunization waste management. The PIE 

team looked at how successfully these critical components in relation to 

introduction of PCV/IPV have been planned and implemented. Results are 

summarized in Tables 8 and 9.  
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Table 8: Status of the cold-chain management, vaccine logistics and immunization 

waste management at the district and health facility level 

Cold chain, logistics and waste management 
Districts  

(n=17) 

Health facilities 

(n=29) 

Cold-chain management and dry storage  

Source of power supply 

 Electricity 

 Solar 

 Hybrid  

  

100% 

7% 

3% 

Major interruptions in power supply (>24 hours) in 

the past 3 months 

 17% 

Changes made in the cold chain before introduction 

of new PCV/IPV vaccines 

 Additional ILRs 

 Additional vaccine carriers  

 Additional cold boxes 

 Fridge tags 

  

 

17% 

10% 

14% 

24% 

Temperature monitoring devices used 

 Thermometer 

 Freeze tags 

 Fridge tags 

 Others  

 

 

 

82% 

 

 

59% 

10% 

93% 

3% 

Dry storage spaces  

 Adequate space 

 Clean and dry conditions 

 Well organized 

 

47% 

53% 

53% 

 

79% 

86% 

72% 

Vaccine management and logistics  

Vaccine expirations in the last six months 0% 3% 

Vaccines with vaccine vial monitor (VVM) in unusable 

stage in the last six months 

12% 0% 
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Cold chain, logistics and waste management 
Districts  

(n=17) 

Health facilities 

(n=29) 

Stock-outs of any vaccines and vaccine supplies in the 

last six months  

PCV 

IPV 

BCG 

pentavalent vaccine 

MR 

TT 

AD syringes 

diluents 

safety boxes 

88% 93% 

 

7% 

93% 

21% 

0% 

0% 

0% 

0% 

0% 

31% 

Waste management and disposal  

Having to make changes to the existing waste disposal 

system to introduce PCV/IPV 

6% 24% 

Encountering problems with the waste disposal system 

following introduction of IPV/PCV 

 24% 

Waste management procedures consistent with 

national guidelines  

59%  

Method of disposal of safety boxes  

 incinerator 

 pit burning and burial  

  

10% 

76% 

Observation of the discarded needles and syringes on 

the ground outside the facility 

 3% 

Fenced off/closed off waste disposal sites   34% 
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Table 9: Results of the observation of the vaccine storage areas at the district and 

health facility level 

Findings of the observation 
Districts 

(n=17) 

Health facilities 

(n=29) 

Cleanliness and functional status of refrigerators 

 Clean 

 Properly functioning  

 

82% 

71% 

 

97% 

Temperature monitoring devices inside refrigerators 

and freezers  

 Freeze tag 

 Fridge tag 

 Thermometer 

 Continuous temperature recording  

 

 

6% 

76% 

65% 

35% 

 

 

14% 

100% 

72% 

31% 

Availability of working temperature monitoring 

devices 

 Freeze tag 

 Fridge tag  

 Thermometer  

 

 

6% 

88% 

65% 

 

 

10% 

86% 

69% 

Maintenance of temperature between + 2-8 °C 

within refrigerators  

94% 93% 

Freeze tags or fridge tag alarms  18%  

 Availability of a temperature recording chart 

for each refrigerator and freezer 

 Twice daily temperature monitoring  

 Temperature monitoring and recording 

during weekends and holidays  

 Temperature was consistent between  

+2-8 °C in the last months 

94% 

 

100% 

75% 

 

94% 

100% 

 

100% 

97% 

 

76% 

Diluents are in the cold chain prior to reconstitution 

and vaccine administration 

 79% 

Observation of expired vaccines in the refrigerator  6% 3% 
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Strengths 

Cold-chain management  

Adequate cold-chain capacity: At the national level, an EVM assessment 

was conducted in 2014 and was followed by the development of a national 

EVM implementation plan in November 2014. The cold-chain capacity was 

immensely improved with the increase of walk-in cold rooms in 2013.  

At the subnational level, 19 (66%) health facilities reviewed were 

equipped with adequate cold-storage capacity by the time of the 

introduction of PCV/IPV. Only a small number of health facilities had to 

make changes to expand the existing cold-storage capacity by adding 

additional ice-line refrigerators (17%), vaccine carriers (10%), cold boxes 

(14%) and fridge tags (24%). 

Effective management of the cold chain: Overall, the cold chain was 

effectively managed in Bangladesh. A well-functioning 24-hour centralized 

temperature monitoring system exists at the national level. Fourteen districts 

(82%) reported as using fridge tags to record temperature in health facilities 

under their supervision. 

Except for one district, others had not experienced any problem with 

cold chain in the 6 months post-PCV/IPV introduction period. The power 

supply to health facilities was stable. This was observed in 24 (83%) of the 

health facilities observed. Only five health facilities (17%) had experienced 

major power interruptions lasting over 24 hours in the 3-month period 

preceding the PIE. All health facilities had refrigerators with electric power 

supply.  

In the inspection, the majority of refrigerators were clean (82%) and 

functional (71%). Devices used for temperature monitoring were 

predominantly fridge tags (76% district; 100% health facility) and 

thermometers (65% district; 72%, health facility). The temperature had 

consistently been maintained within + 2–8 °C in most of the districts (94%) 

and health facilities (93%). Fridge tag alarms were rare (18%).  

Almost all inspected freezers and refrigerators (94% districts; 100% in 

health facilities) had temperature recording charts. Temperature was 

recorded twice daily in all refrigerators and freezers at both districts and 

health-facility level. In 75% of refrigerators in districts and 97% of the same 



Post-Introduction Evaluation (PIE) of Pneumococcal Conjugated and Inactivated Poliomyelitis Vaccines 

37 

in health facilities, temperatures were recorded even during weekends and 

public holidays. Most health facilities (79%) stored diluents also in the cold 

chain prior to reconstitution and vaccine administration. The expired 

vaccines were found in 6% of inspected refrigerators at the district level and 

3% of the same at the health-facility level.  

Immunization supply chain management 

Availability of national guidelines and a well-functioning system of 

supply chain management: The PIE teams observed that national 

guidelines were available for estimating requirements of vaccines and other 

supplies. A well-functioning system with responsible persons is in place to 

estimate the required immunization supplies and deliver monthly to the 

health facility level. Districts and health facilities followed these guidelines 

in estimation of the required stocks. 

Effective implementation of the multi-dose vial policy (MDVP): 

Fifteen districts (88%) reported as already practising MDVP at both fixed 

and outreach immunization sessions. In 34 immunization sessions where 

the practise of MDVP was observed, the MDVP was properly observed in 

30 (88%) sessions.  

Negligible vaccine expiry: It was encouraging to observe that during 

the period of May to October 2015, there were no expired vaccines at 

district levels, and at the health facility level it was reported in only one 

(3%) facility.  

The observed vaccine wastages for PCV/IPV at the district and health 

facility levels are given in Table 10. 

Table 10: The observed vaccine wastages for PCV/IPV at the district and  

health facility levels 

Vaccine 
Wastage at the 

district level 

Wastage at the 

health facility 

level 

Range of wastage 

at the district 

level 

Range of wastage 

at the health 

facility level 

PCV 9% 8% 3%–27% 3%–16% 

IPV  37.5% 42% 13.5%–51.0% 15%–55% 
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Optimized vaccine wastage of PCV: The cumulative wastage of PCV 

in reviewed districts (9%) and health facilities (8%) was within the accepted 

10% threshold for PCV. The wastage ranged from 3% to 27% in the districts 

and 3% to 16% at health facilities. The details of the vaccine wastage rates 

for individual districts and facilities evaluated are given in Table 4 in the 

annex. 

Waste management 

Ability to cope with incremental waste due to two new vaccines with the 

existing system: All reviewed districts except one (5.9%) and 22 health 

facilities (76%) had managed immunization waste disposal without making 

changes to existing waste management systems. Pit-burning and burial 

(76%) was the most common method used at health facility level, followed 

by incineration (10%). 

Well organized, systematic incineration in some health facilities: 

Three health facilities that used incineration as the method of immunization 

waste disposal had developed a system to collect immunization wastes from 

immunization session sites, assign responsible persons to the task and also a 

system of log entries from collection to incineration to monitor the activity. 

Areas for further improvement 

Cold-chain management 

Temperature measurement at the central cold stores: At the central 

level, there are some problems of sensors in the walk-in cooler system. 

Therefore, currently a manual temperature recording system is in place. 

Plans are underway to install a new system in December 2015.  

Use of freeze tags: The freeze-tag use was limited to only 10% of the 

evaluated health facilities. This may be an area for focus in the future to 

monitor exposure of vaccines to freezing while being transported to the 

outreach sessions. 
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Immunization supply chain management 

Vaccine stockouts: There were vaccine stockouts in 15 (88%) districts 

during May to October 2015. The majority of health facilities (91%) 

experienced IPV stockouts. The same for PCV was 7%. Nine districts (31%) 

and six districts (21%) faced stock-outs of safety boxes and BCG vaccine. 

The stock-outs were experienced across the country. 

VVMs in the unusable stage: During May to October 2015, vaccine 

vials with VVMs in unusable stage was observed in two (12%) districts but 

not at the health facility level. The availability of vaccine vials with VVMs in 

unusable stage requires the attention of health managers to focus on 

optimizing vaccine wastage. 

Wastage of IPV: For the IPV vaccine, the cumulative wastage was 

37.5%. In reviewed districts it was in the range of 13.5% to 51%. However, 

it has to be noted that Bangladesh initially used IPV vials with the VVM on 

the cap, which was not suitable for applying MDVP. At the time of the 

review, Bangladesh was using IPV vials with the VVM on the label and 

applying MDVP. The observation of the immunization session confirmed 

that in all observed sessions (100%), IPV vials with VVM on the label 

suitable for applying MDVP were used.  

Immunization waste management 

Practices of waste management: Only in 10 (59%) of the reviewed 

districts, waste management practice was consistent with national 

guidelines. In 22 (76%) of the reviewed health facilities, immunization 

waste was disposed of by burning in shallow pits that were neither covered 

nor fenced off (34%). In some observed facilities, there was no designated 

staff member responsible for overseeing regular disposal of waste. In DCC, 

NGOs neither used safety boxes nor monitored and documented 

immunization waste disposal practices. 

 Health worker knowledge and quality of service delivery  

Given that in Bangladesh health workers have contributed immensely to the 

success of the EPI, PIE appraised the health worker knowledge and the 

quality of immunization services delivered by them in the context of 
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introduction of PCV and IPV. The results of ascertaining health worker 

knowledge and the quality of the immunization service delivery are given in 

Tables 11 and 12, while the strengths and areas for further improvement in 

relation to these aspects are described separately. 

Table 11: Knowledge of health-care workers and immunization services  

provided by them 

Knowledge of health-care workers and immunization 

services provided by them (n=29) 
% 

Correct knowledge on the immunization schedule for 

PCV/IPV 

100% 

Knowledge on diseases prevented by PCV and IPV 100% 

Information provided to parents before and after 

immunization: 

 name of the vaccine 

 diseases they protect against 

 when to return to the clinic 

 common side-effects 

 what they should do for side-effects 

 instructions to bring the immunization card 

 other health messages  

Information provided to 

parents 

83% 

66% 

90% 

93% 

79% 

45% 

34% 

Readiness to administer two or more injectable vaccines at 

the same time  

79% 

Delivery of other health interventions by the immunization 

staff  

72% 
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Table 12: Findings from the non-participatory observation of immunization sessions  

Findings of the immunization session observation (n=40) % 

IPV presentation at the clinic session: 

 VVM on the cap 

 VVM on the label 

 both 

 

0% 

97% 

3% 

Correct re-constitution of respective vaccines  100% 

Proper storage and handling of the vaccines during the clinic session 97% 

Correct administration of vaccines: 

 pentavalent vaccine 

 PCV  

 IPV 

 

100% 

100% 

100% 

Recapping of injection needles  3% 

Proper disposal of syringes in a safety box  100% 

MDVP is observed and properly followed  88% 

Observation of unsafe practices  11% 

Sufficiency of the time of the clinic session to complete all tasks optimally 97% 

Strengths 

Main source of information for parents: The review confirmed that the 

health workers, in addition to being the primary point of contact, were the 

main source of information for the majority of caregivers (91%). 

High dedication and motivation for service provision: Health 

workers were proven to be dedicated and motivated in providing 

immunization services to vaccine recipients. Compliance with national 

immunization guidelines pertinent to PCV and IPV and practices adopted 

were highly satisfactory. Their preparation for immunization sessions by 

updating lists of children who are due to receive these vaccines and visiting 

these targets for informing them was excellent. The process of 

immunization record keeping and the accuracy of records were 

remarkable. However, there was an exception to this situation in the DCC 

as mentioned in the section below. 
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Satisfactory knowledge and provision of information to service 

users: All 29 health workers interviewed at health facilities correctly knew 

the national immunization schedule of the OPV, pentavalent (DTP-Hib-

hepatitis B) vaccine, PCV and the IPV, the diseases preventable by PCV/IPV 

and all new national guidelines pertinent to them. At the immunization 

session, they consistently screened children for immunizations and 

provided health education on the vaccine administered. They mainly 

provided information pertinent to the name of the vaccine administered 

(83%), common AEFI (93%) and the due date of returning for the next due 

vaccine (90%). 

Satisfactory vaccine handling and safe injection practices: The non-

participatory observation of immunization sessions revealed that respective 

lyophilised vaccines were re-constituted correctly (100%), vaccines were 

properly handled in the immunization session (97%), the technique of 

administration of PCV (100%), IPV (100%) and pentavalent (100%) vaccines 

were correct. As far as the vaccine safety was concerned, needles were not 

re-capped (97%), syringes and needles were properly disposed of in safety 

boxes (100%) and correct steps were practiced in relation to MDVP (88%). 

Excellent rapport with the community and other health workers: It 

was evident to reviewers that they were highly respected and trusted in the 

community. In the exit interviews of caregivers whose children were 

provided with immunization services, 96% of interviewed clients reported 

that they were highly satisfied with the immunization services provided by 

the health workers. A remarkable achievement in Bangladesh was their 

phenomenal success in effective community mobilization for providing 

immunization services.  

Most of the premises of the outreach immunization sessions observed 

by the reviewers had been provided by the community strongly 

demonstrating the internalization of the immunization programme and the 

ownership of the programme by the community.  

Another observation of the reviewers was the excellent rapport that 

the vaccinators had with other health workers and the community. In terms 

of rapport with the community, 72% of interviewed health workers 

delivered immunization services in integration with other primary health-

care services. Health assistants made themselves accessible to the caregivers 

round the clock by providing their mobile phone numbers on 

immunization cards. 
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Areas for further improvement 

IPC beyond immunization sessions: Despite excellent performance by 

health workers, it was apparent that they were overwhelmed with multiple 

tasks. As a result, reviewers observed that the health workers did not 

provide all key messages related to two new vaccines during the 

immunization session. Therefore, there is a need to identify opportunities 

to conduct IPC with parents/guardians on PCV and IPV beyond 

immunization sessions. 

Orientation for NGO staff and new recruits: Inadequate practices 

related to MDVP, cold-chain management, immunization technique, 

injection safety, correct positioning of vaccine recipients, etc. were 

observed especially among (1) the NGO staff that provided immunization 

services at the DCC, and (2) a few health workers in some districts. These 

health workers need a re-orientation to provide high-quality immunization 

service universally in Bangladesh. There is also a need for providing an 

orientation on all aspects of immunization service delivery to newly 

recruited staff.  

Guidelines on providing EPI vaccines in different circumstances: 

Reviewers had elicited incidents of lack of clarity on how to continue with 

other vaccines in the immunization schedule when one vaccine is out of 

stock. This has resulted in children missing some vaccines and its impact on 

the immunization coverage. Therefore, developing clear, simple, yet 

comprehensive guidelines on providing vaccines in different circumstances 

is important in the context of more complicated immunization schedules 

with additions of new vaccines.  

Removal of the access fee for immunization at the DCC: Review 

also found that financial barriers to access to immunization have been 

created by NGO staff at the DCC by charging a fee for immunization. 

Defaulter tracking and immunization: In the context of the observed 

discrepancy ( 30%) between the third dose of the pentavalent vaccine 

(DTP-Hib-Hepatitis B) and the third dose of the PCV, defaulters tracking 

and ascertainment of the reasons for dropouts had not been performed 

despite having the defaulter list at all the reviewed health facilities. Health 

workers highlighted multiple reasons for their inability to track defaulters by 
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house visits. Within the DCC limits, NGO staff do not make house visits 

contributing to low immunization coverage. 

 Monitoring and reporting of AEFI 

Adverse Events Following Immunization (AEFI) is any untoward medical 

occurrence that follows immunization and does not necessarily have a 

causal relationship with the usage of the vaccine. Against this background, 

in the event of introducing new vaccines, rapid and effective response to 

any serious AEFI is pivotal to boost the confidence in the incriminated 

vaccine and prevent negative impacts on the immunization coverage and 

the incidence of the diseases targeted by the vaccine. In this context, the 

PIE team assessed the AEFI monitoring and reporting in Bangladesh in the 

context of introducing PCV/IPV. Based on these assessments, strengths and 

areas for improvement were identified as highlighted below. 

Strengths 

Availability of national guidelines, standard operating procedures 

(SOPs), educational materials and reporting forms of AEFI: The national 

EPI has been instrumental in developing national guidelines, SOPs and 

reporting forms of AEFI surveillance. Additionally, they have developed 

guidelines for establishing AEFI committees for investigation of serious AEFI 

cases, causality assessment, implementing appropriate responses and risk 

communication. The national EPI has also developed educational materials 

and conducted nation-wide trainings on AEFI surveillance for the health 

staff.  

Adequate subnational preparedness for AEFI surveillance and 

rapid response: The PIE revealed that all reviewed districts and 28 (97%) 

reviewed upazilas possessed AEFI guidelines and SOPs for reference. In-

depth interviews with the health staff highlighted that they were trained on 

AEFI surveillance and were knowledgeable about AEFIs. In relation to the 

two vaccines evaluated, in-depth interviews showed that the majority of the 

health staff was aware about local and systemic AEFIs. All health facilities 

(100%) had AEFI reporting formats in sufficient quantities. The reported 

preparedness of 88% of the reviewed districts for risk communication of 

AEFI reflected the effectiveness of implementation of national AEFI risk 

communication strategy. 



Post-Introduction Evaluation (PIE) of Pneumococcal Conjugated and Inactivated Poliomyelitis Vaccines 

45 

Reporting of AEFI: Of the 29 reviewed health facilities, 16 had 

reported 89 episodes of AEFI after the introduction of PCV/IPV. PCV and 

IPV specific AEFI were 14 and 2 respectively, while the other 73 episodes 

were due to other vaccines used in the EPI. The distribution of the reported 

AEFI episodes is given in Table 13. 

Table 13: Number of antigen specific AEFIs reported by health facilities evaluated 

since introduction of PCV and IPV 

Type of AEFI PCV IPV Other vaccines Total 

Abscess 1 1 1 3 

Fever 10 0 46 56 

Abscess and 

high fever  

1 0 9 10 

Fever with 

convulsions  

1 1 2 4 

Fever and 

bleeding from 

the injection 

site 

0 0 2 2 

Death 1 0 13 14 

Total 14 2 73 89 

The health staff had correctly used standard formats for reporting 

these AEFIs. The mean number of reported AEFI episodes for PCV was 0.48 

(range 0–8 episodes). The same for IPV was 0.07 episodes (range 0–1). In 

contrast, an average 3.1 episodes (range 1–19 episodes) of AEFI had been 

reported for all other vaccines used in the national immunization schedule. 

During record reviews, evaluators found information on AEFI by type 

(serious or non-serious) and by vaccines. 
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Table 14: The reporting rates of AEFI at the districts subjected to PIE from  

April to September in the year before introduction of PCV/IPV (2014) and  

post-introduction of PCV/IPV 

Year 

Reported AEFI rate 

(per 100 000 

surviving infants) 

for all reviewed 

districts 

Range of reported 

(per 100 000 

surviving infants) 

AEFI rate in 

reviewed districts 

Reported AEFI 

rate (per 

100 000 doses) 

for all reviewed 

districts 

Range of reported 

AEFI rate (per 

100 000 reported 

doses) in reviewed 

districts 

2014 30.3 25.0–38.0 2.4 2.1–3.7 

2015 66.9 59.4–106.2 4.8 3.3–8.5 

PIE compared the reported AEFI incidence during the period 

following introduction of PCV/IPV (April to September 2015) with the same 

in the corresponding period in 2014 (Table 14). In 2015, the reported 

incidence of AEFI ranged 59.4–106.2 per 100 000 surviving infants. The 

mean was 66.9 per 100 000 surviving infants. In 2014, the reported AEFI 

incidence ranged 25.0–38.0 per 100 000 surviving infants.  

The mean reported AEFI incidence was 30.3 per 100 000 surviving 

infants. Although there was a 2.2 fold increase in reported AEFI since 

introduction of PCV/IPV in 2015, investigation of AEFI by vaccines revealed 

that the increase was not associated with the PCV/IPV. Despite this 

apparent increase in reported incidence of AEFI due to all vaccines, only 

24% of reviewed districts reported as having observed this increase.  

Areas for further improvement 

Investigation of AEFIs for rectifying programme errors: Though the rates 

were low, there were 13 (14.6%) abscesses among AEFI reported during 

April–September 2015. These indicate programme errors that need 

investigation by the EPI with a view to re-orienting health workers if they 

are associated with particular health workers. 

Mother and caregiver 

PIE teams interviewed 106 mothers or caregivers to elicit information on 

two new vaccines administered to their children by health workers. Results 

were as follows (Table 15): 
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Table 15: Findings from the interviews of mother/caregivers 

Findings from the interviews of mothers/caregivers  

(n=106) 
% 

Availability of the child immunization card at the time 

of the interview 

100% 

Immunization card is 

 old card, not updated to include PCV/IPV 

 old card with handwritten PCV/IPV 

 new card updated to include PCV/IPV  

 

2% 

9% 

89% 

Vaccine(s) child received on the day of interview: 

 Correctly-mentioned all vaccines or diseases 

 Partially correctly-mentioned some vaccines or 

diseases  

 Does not know any of the vaccines or diseases 

 Mentions some specific health benefit of the 

vaccine  

 Mentions general beneficial effects of vaccines 

 Others 

 

35% 

50% 

 

08% 

04% 

 

02% 

01% 

Awareness of the two new vaccines introduced  65% 

Knowledge of the diseases prevented by two new 

vaccines  

 correct knowledge 

 incorrect knowledge 

 does not know 

 

 

79% 

08% 

13% 

Source of message about receiving the new vaccine  

 radio 

 newspaper 

 television 

 health worker 

 friend 

 public meeting 

 neighbour  

 others 

 

03% 

01% 

23% 

91% 

00% 

01% 

03% 

19% 
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Findings from the interviews of mothers/caregivers  

(n=106) 
% 

Knowledgeable on when to bring the child for the next 

immunization  

95% 

Preference to take three injections at this visit 33% 

Preference for an additional visit  67% 

Knowledgeable on the side effects of the new vaccine 

given to the child on the day of interview 

99% 

Any instances of being turned away by the health staff 

when the child was brought for immunization  

96% 

Satisfaction with the immunization services  

 satisfied 

 not satisfied 

 

99% 

01% 

Receipt of any message about breastfeeding 

 yes 

 no 

 

88% 

12% 

Receipt of any message about what to do if the child 

developed cough and difficulty in breathing 

 yes 

 no  

 

 

88% 

12% 

Strengths 

Availability of the home-based immunization record: All interviewed 

mothers/caregivers (100%) possessed the child’s immunization card at the 

time of the interview. The absolute majority (89%) of these were new 

immunization cards updated to include PCV and IPV. Only 2% of 

interviewees possessed old cards on which the provided PCV or IPV had 

not been hand-written.  

High knowledge and awareness about the two new vaccines: 

Nearly two thirds (65%) of the caregivers were aware of the two new 

vaccines that were recently introduced in Bangladesh. Of them, 79% were 

knowledgeable about the diseases prevented by these two new vaccines. 

Almost all caregivers knew potential side effects that could arise due to the 
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new vaccines administered. The majority of the caregivers (95%) knew the 

due date of the next vaccination 

Access to key information through the health-care workers: 

Importantly, for the greater majority of mothers/caregivers (91%), the major 

source of information was the health worker. Nearly one fourth (23%) cited 

“television” as the source of information. In line with the integrated 

management of childhood illnesses, the majority of caregivers had been 

provided with information on breastfeeding (88%) and measures to be 

adopted in cough and difficulty in breathing (88%). 

Knowledge of mothers/caregivers and access to services as 

enabling factors of high acceptance of the two new vaccines: Reviewers 

were of the opinion that, given the high incidence of pneumonia in 

Bangladesh and caregivers’ familiarity with it and the knowledge of 

preventability of pneumonia by the PCV, this new vaccine pulled caregivers 

to the health facility with communication of its availability in the national 

immunization programme. In terms of access to these vaccines, only a very 

small proportion of caregivers (4%) reported any incidence of being turned 

away without providing vaccination to the child. The perceived satisfaction 

of the immunization services provided was also overwhelmingly high (99%) 

indicating these as enabling factors of the high acceptance of the new 

vaccines in Bangladesh.  

Areas for further improvement 

Strengthened IPC: Exit interviews revealed that only one third (35%) of 

interviewed caregivers was able to name all the vaccines, 50% managed to 

name some of the vaccines and 15% could not name the vaccines 

administered to their children on the day of interview. This was associated 

with the inadequate opportunity for IPC with them by the health staff who 

were overwhelmed with multiple-tasks during the immunization session. 
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Dhaka City Corporation (DCC) 

The PIE specifically focused on DCC as it covered immunization service 

delivery in the capital and also due to the fact that the findings of the EPI 

Coverage Evaluation Survey (2014) (Figure 4) demonstrated that the 

immunization coverage in DCC was lower than the national average and 

immunization coverage of other city corporations. 

Figure 4: Valid vaccination coverage by the age of 12 months in urban areas, by city 

corporation and municipality in 2014  

 
Source: EPI Coverage Evaluation Survey 2014) 

Strengths  

Solid support from external partners: To carry out the immunization 

activities through the NGOs, DCC has a solid base of support from external 

partners such as the Asian Development Bank and United States Agency for 

International Development, etc.  

Successful pre-implementation planning and launch: It had 

successful launching ceremonies with high media coverage to introduce IPV 

and PCV. In relation to the introduction of PCV and IPV, staff were 

successfully oriented on the two new vaccines using cascade trainings. The 

materials distributed during the training were available during the field visit.  
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Satisfactory vaccine and immunization supply and logistics 

management: Vaccines except IPV and BCG, safety boxes and AD syringes 

were available continuously without stockouts. The wastage rates of the 

PCV were within the expected threshold level.  

Good cold-chain management: Cold-chain maintenance was 

generally good.  

The functional AEFI surveillance system: The process of AEFI 

surveillance was clear with readily available guidelines, reporting forms and 

clear staff responsibilities. 

Good immunization practices: The observation of the immunization 

sessions at clinics indicated good immunization practices.  

Areas for improvement 

Improving equitable immunization coverage: The immunization coverage 

in DCC areas was lower than the national average reported in the EPI 

Coverage Evaluation Survey (2014). Providing adequate immunization 

services to the large population that is rapidly increasing due to seasonal 

migrants and informal settlements is challenging.  

There are barriers to improve the immunization coverage. PIE noted 

cases of non-provision of immunization to eligible children and denial of 

immunization to those who made delayed visits. The case study no. 2 

illustrates the first-hand experience of the reviewers on immunization status 

in a selected neighbourhood during the assessment in the DCC. As 

highlighted in the case study 2, charging a fee for registration of children for 

vaccination and each vaccine dose received is an obstacle to equitable 

services, and attention is needed to completely remove this barrier to 

access to immunization. 

Among the issues related to immunization coverage, there were 

programme management deficiencies, such as incomplete micro planning, 

use of improper denominators for coverage estimations and overestimation 

of immunization coverage (see the case study no. 1), emphasizing the need 

for improving the immunization monitoring.  
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Human resources for immunization services: The number of staff 

managing, coordinating and supervising immunization activities (1CHO, 

1HO, 5 AHO, and 5 EPI supervisors) is currently insufficient for a total 

population of 4.3 million and around 75 000 infants. In addition to the 

insufficiency of the number of staff generated as a result of splitting the 

DCC into two parts, providing adequate immunization services has been 

further complicated by the inadequate priority given to immunization 

service delivery due to multitasking (immunization, sanitation, vector 

control, etc.) by the currently available health staff. Another aspect that 

requires attention in terms of lack of human resources is the operation of 

several NGOs in a ward, rather than one NGO coordinating activities 

within a specific ward, without demarcating the catchment area for each 

NGO.  

Training and supportive supervision for NGO staff: The 

immunization service delivery is exclusively provided by staff of NGOs. 

However, they are insufficiently trained and are rarely provided with 

supportive supervision; nor does any supervisory plan exist. During visits of 

the assessment team to two zones, reviewers found that supervision had 

not been conducted in these two zones in the period of three months 

preceding the review. 

While there is a need for enhancing the capacity of NGO managers 

on middle-level managerial skills (management, coordination and 

supervision), it is imperative to train and supervise the vaccinators 

employed by the NGOs on immunization practices. 

Case Study 1: Dhaka City Corporation, Zone Z, Ward XX, NGO YY 

Annual target of estimated infants for the area for 2015 (source: micro plan): 2142 

infants 

Reported number of infants vaccinated by the NGO for the period March–October 

2015 (source: tally sheet): 1147 infants 

Number of IPV vials received for the whole period (source: vaccine stock book): 

220 

Observation: Even if the vaccine wastage is zero, the maximum number of infants 

who could have been vaccinated with 220 IPV vaccine vials received would be 

1100. 
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Case Study 2: Dhaka City Corporation, Zone Z, Ward XX, NGO YY 

In an informal settlement, during the immunization session, a mother appeared 

with her infant of four months who was never vaccinated. She lives just 10 minutes 

away from the clinic. The immunization session at the clinic is held twice a week 

by an NGO, which is in charge of conducting health activities in another ward. 

Since the infant was never vaccinated, the evaluation team followed the mother to 

her residence. They reviewed the immunization status of children in her 

neighbourhood. Immunization status of the first 10 children under 2 years of age 

living in the immediate houses was as follows.  

 2/10 had never been vaccinated (although mothers knew about 

the immunization session at the clinic, they could not afford the 

fees demanded by the vaccinator). The fees included 50 takas 

for the registration and 20 takas for each dose of vaccine). 

 1/10 children was fully vaccinated in the satellite NGO 

immunization clinic. 

 5/10 children were incompletely vaccinated (of these, four 

children had been vaccinated previously in their rural districts 

before arriving in the settlement). 

 2/10 children were vaccinated at national EPI headquarters in 

Dhaka. Availability of vaccines free of charge was the reason for 

using this facility. 

Technical collaboration with MoH&FW: Improvement in the 

aforementioned areas with a view to providing an equitable access to 

immunization services in the DCC on par with the tremendous 

achievements recorded by Bangladesh nationaly in the rest of the country 

requires the unfailing commitment of the Ministry of Local Government 

and Rural Development. The MoH&FW with its technical expertise in the 

field of immunization can play a leading role in assisting the DCC to ensure 

equity and coverage of not only PCV and IPV but also other vaccines, as 

highlighted in case study no. 2. 
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6. Lessons learnt from the experience to inform 

future vaccine introductions  

(1) The independent guidance of the NCIP is of paramount importance 

for the MoH&FW for priority setting and decision-making on the 

introduction of new vaccines. 

(2) Reviewing the existing local evidence generated through research and 

surveillance activities performed in the country by multiple partners 

are extremely important for the NCIP to make an independent 

decision on the need of the vaccine’s introduction in the local 

context.  

(3) The meticulous preparation of the national plan of the new vaccine 

introduction by the MoH&FW with the support of the NRA and major 

development partners approved by the ICC and alignment of the 

national plan with subnational planning is pivotal for a successful 

national rolling out of the new vaccine/s as per planned timelines. 

(4) Timely organization of the EVM assessment, preparation and 

implementation of the cold-chain improvement plan with sufficient 

time in advance of the new vaccine introduction is indispensable for 

bridging the incremental cold-chain capacity gaps generated due to 

the proposed new vaccine/s.  

(5) Timely, effective and well-planned advocacy, information, education, 

communication and social mobilization are key elements for 

successful demand generation for the proposed new vaccine/s in the 

community. 

(6)  Carefully structured cascade trainings with (1) an adequate duration 

of time, (2) inclusion of opportunities for acquiring practical skills 

pertinent to proposed new vaccine/s, (3) involvement of NGO staff 

and new recruits, and (4) focus on not only the proposed new 

vaccine/s but also on all areas of immunization are useful for providing 

high-quality immunization services to service users. 

(7) Immunization coverage monitoring at local levels with tracking of (1) 

non-acceptors of the new vaccine, and (2) defaulters of subsequent 

doses with a view to identifying barriers for access and service 

utilization, helps ensure high demand for the new vaccine and also 

achieve the overall objectives of the introduction of the new vaccine. 
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(8) Special focus on DCC and other city corporations and collaboration of 

the MoH&FW to provide technical support in relation to the key 

aspects of new vaccine introduction will enable an effective 

implementation of new vaccine introduction in all areas of the 

country. 

7. Conclusions and recommendations  

The mission concluded that Bangladesh has a well-performing 

immunization programme providing high-quality immunization services to 

over 90% of its targeted population. The introduction of PCV and IPV 

vaccines in Bangladesh has been smooth overall. However, with a view to 

further improving the quality of immunization services provided by the 

well-performing national immunization programme, the mission outlined 

the following key recommendations.  

(1) To monitor the immunization coverage of PCV 3 and IPV. If the 

immunization coverage of PCV3 or IPV continues to remain low, 

it is necessary to investigate the causes of the low coverage and 

consider options to improve it, including revision of the 

schedule. 

(2) To improve planning, implementation, monitoring and 

supervision for all aspects of EPI in DCC, including oversight of 

NGOs.  

(3) To improve immunization waste management system. While 

improving existing immunization waste management as a short-

term measure, it is recommended to consider shifting to 

incinerators in the long term. 

In addition to the above key recommendations, the PIE team 

suggested the following specific recommendations for improvement of 

respective technical areas. 

Social-mobilization and advocacy  

(1) To utilize targeted communication strategies in order to mobilize 

urban population subgroups for EPI services.  
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(2) To use new vaccine introduction and EPI communication as an 

opportunity to integrate communication on other primary 

health-care programmes.  

Cold chain, logistics and immunization waste management 

(1) To strengthen distribution of vaccines and other immunization 

supplies to upazila and outreach facilities with special emphasis 

on: 

(a) enhancing the porter’s daily allowance, 

(b) enhancing the budget for vaccines distribution from 

districts to sub-district levels.  

(2) To procure freeze tags for use during vaccine transportation.  

(3) To ensure adequate rooms and shelves for dry storage and 

organize storage as per WHO recommended good storage 

practices.  

(4) To ensure that MDVP is promptly and uniformly applied to 

ensure that IPV wastage rates are reduced to acceptable levels.  

Health worker knowledge and immunization service delivery  

(1) To conduct periodic refresher training to improve the knowledge 

of health workers on immunization and conduct mid-level 

managers training.  

(2) To provide clear instructions for dealing with the vaccination 

schedule when any one vaccine is out of stock. 

(3) To monitor injection abscess rates, assess injection practices and 

take corrective actions when and where the injection abscess 

rates are high.  

Immunization data, coverage monitoring and disease surveillance  

(1) To work with the Bureau of Statistics to rationalize and improve 

estimation of the target population for immunization.  
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(2) To establish a formal and regular system of data review and 

feedback mechanism at the national and district levels.  

(3) To consider developing a transition plan to sustain the sentinel 

surveillance sites for invasive bacterial diseases through national 

resources.  

(4) To consider, in the long term, integration of the EPI data into the 

HMIS with the consideration that data and data outputs meet 

the needs for monitoring and programme management.  

Supervision  

(1) To establish dedicated training teams at each district. 

(2) To increase the number of staff in charge of supervision, in 

specific areas.  

(3) To develop formal supervision plans, ensure documentation of 

supervisory visits, provide written feedback and conduct 

appropriate follow-up. 

(4) To improve transport facilities for supervisory staff.  

Immunization financing and sustainability 

(1) To improve estimation and budgeting to meet the operational 

costs for immunization at subnational levels. 

(2) To increase efforts towards full financing of the immunization 

programme by the Bangladesh Government. 
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Annex 1 

Tables 

Table 1: List of evaluators of the PIE 

No District 
External team 

member 

Team member/s 

from the MoH&FW 

Team member 

from the 

development 

partner agencies 

1.  National level 

and Dhaka-1 

DCC-North 

Dr Kamel 

Senouci, WHO-

HQ 

Dr Dirk Gehl, 

Gavi 

Dr Habib Abdullah 

Sohel, Director PHC 

and Line Director 

MNC and AH Dr Md. 

Tajul Islam A Bari, 

Programme Manager, 

EPI and Surveillance 

Dr Jayantha 

Liyanage, MO-EPI, 

WHO 

Dr Jucy Merina 

Adhikari, 

Programme 

Officer UNICEF  

2.  Rajshahi Dr Pushpa Ranjan 

Wijesinghe 

(WHO-SEARO) 

Professor AFM Saiful 

Islam, Professor of 

Pharmacology, 

Director Centre for 

Medical Education 

Dr AKM 

Kamaruzzaman, 

DC-Rajshahi, 

WHO 

Ms Kohinoor Begum. 

Training Offer, EPI 

3.  Sylhet Dr Thomas 

Cherian, WHO 

HQ (Team 

leader) 

1. Dr Md Yunus, 

Deputy Programme 

Manager, IMCI 

Dr Chiranjit Das, 

DC-Sylhet, WHO 

Dr Golam Shahjahan, 

Assistant Director, 

IPHN 

4.  Khulna  Mr Gaurav Garg, 

UNICEF ROSA 

Dr Iqbal Ansary Khan, 

Senior Scientific 

Officer, IEDCR 

Dr Stephen 

Chacko, MO-ISS, 

WHO 

Dr Anwar Hossain, 

Deputy Programme 

Manager, ESD, DGHS 
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No District 
External team 

member 

Team member/s 

from the MoH&FW 

Team member 

from the 

development 

partner agencies 

5.  Barisal Ms Tasnim 

Partapuri,  

UNICEF ROSA 

Dr Md Shafiqul Islam, 

Associate Professor, 

Department of 

Epidemiology, 

NIPSOM 

Dr Md Morshed 

Ahmad, DC-

Khulna, WHO 

Dr Syed Rezaul Islam, 

Deputy Programme 

Manage, EPI and 

Surveillance 

6.  Rangpur Dr Asmaniar 

Saleh, WHO-

Indonesia  

Dr Mohammad 

Quamrul Islam, 

Deputy Programme 

Manager – Field 

Service, EPI 

Dr Tanbirul Islam, 

WHO NPO-

Surveillance 

Dr Md Abdul Jalil 

Mondal, National 

Coordinator, GAVI 

HSS 

7.  Chittagong Mr Yann Folly, 

Gavi  

Dr Md Ziaur Rahman, 

Deputy Director, 

Mugda Medical 

College Hospital 

Dr Shahab Uddin, 

DC-Chittagong 

WHO 

Dr Md Shahjahan, 

Assistant Director, EPI 

and Surveillance 

8.  Dhaka-2 

(Mymensingh) 

Renee Julie 

Garon, Emroy 

university USA  

Dr Dulal Chandra 

Chowdhury, Deputy 

Director, EPI and 

Surveillance 

Dr Selina Ahmed, 

NPO-VSQ 

WHO 

Dr Ashek Ahammed 

Shahid Reza, Principal 

Scientific Officer, 

IEDCR 
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Table 2: Number of doses and percentage difference of PCV and IPV administered to 

the cohort of three-month duration at the national level and districts selected for the 

PIE 

Level 

Number of doses of pentavalent, PCV and IPV 

administered to the cohort of three-month duration at the 

health facilities (Upazilas/CC) selected for the PIE 

Percentage difference of pentavalent, PCV and IPV 

administered to the cohort of three-month duration at the 

districts selected for the PIE 

Pentavalent 

first dose 

PCV first 

dose 

Pentaval

ent third 

dose 

IPV 

PCV 

third 

dose 

% 

Difference 

between 

pentavalent 

first and 

third dose 

% 

Difference 

between 

PCV first 

and third 

dose 

% 

Difference 

between 

pentavalent 

and PCV 

third doses 

% 

Difference 

between 

pentavalent 

third dose 

and IPV 

National 880 836 856 492 873 193 721 706 609 080 0.87% 28.89% 30.25% 17.35% 

District          

Rajshahi CC 2176 2150 2249 1896 1537 -3.40% 29% 31.70% 15.70% 

Natore 8553 8423 8492 7410 5541 0.70% 34% 34.80% 12.70% 

Moulvibazar 11 890 11 876 11 720 9622 7883 1.40% 34% 32.70% 17.90% 

Sylhet 21 738 22 007 20 888 20 890 16 420 3.90% 25% 21.40% 0.00% 

Khulna 6561 6418 6472 5108 4566 1.40% 29% 29.40% 21.10% 

Bagerhat 6544 6459 6495 3447 4732 0.70% 27% 27.10% 46.90% 

Barisal 12 356 12 582 12 356 5773 9036 2.05% 28% 26.9% 53.28% 

Jhalokhati 3180 3130 2976 2202 2259 6.40% 27.8% 24.1% 26.00% 

Rangpur 16 303 16 089 16 053 11 700 12 300 1.50% 24% 23.40% 27.10% 

Kurigram 14 246 14 242 13 451 13 512 9811 5.60% 31% 27.10% -0.5% 

DNCC, Zone 

4 

2744 2739 2877 2878 1854 -4.8% 32% 35.60% 0.0% 

DNCC, Zone 

3 

18 257 14 446 18 337 18 429 8825 -0.4% 39% 51.90% -0.5% 

Netrokona 15 932 12 367 15 895 15 152 6861 0.20% 45% 56.80% 4.70% 

Chittagong 34 681 34 155 32 889 29 645 24 491 5.20% 28% 25.50% 9.90% 

CCC 19 980 19 398 19 652 18 807 14 250 1.60% 27% 27.50% 4.30% 

Mymensingh 33 538 29 637 33 023 32 919 21 392 1.50% 28% 35.20% 0.30% 

Sirajganj 19 364 19 196 19 090 19 050 13 015 1.40% 32% 31.80% 0.20% 

All districts 

evaluated 

248 301 235 314 242 915 218 440 164 773 2.2% 30% 32.2% 10.1% 
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Table 3: Number of doses and percentage difference of PCV and IPV administered to 

the cohort of three-month duration at Upazilas selected for the PIE  

Level 

Number of doses of pentavalent, PCV and IPV 

administered to the cohort of three-month duration at the 

health facilities (Upazilas/CC) selected for the PIE 

Percentage difference of pentavalent, PCV and IPV 

administered to the cohort of three-month duration at the 

health facilities selected for the PIE  

Upazila  
Pentavalent 

first dose  

PCV first 

dose 

Pentaval

ent third 

dose  

IPV  

PCV 

third 

dose 

% 

Difference 

between 

pentavalent 

first and 

third dose 

% 

Difference 

between 

PCV first 

and third 

dose 

% 

Difference 

between 

pentavalent 

and PCV 

third doses 

% 

Difference 

between 

pentavalent 

third dose 

and IPV 

Kamalganj 

UHC 

1520 1520 1516 1349 1233 0.30% 19% 18.70% 11.00% 

Maulvi Bazar 

Sadar 

1521 1471 1456 1363 1064 4.30% 28% 26.90% 6.40% 

RCC Ward 13 

EPI Substore 

601 588 580 516 436 3.50% 26% 24.80% 11.00% 

RCC Ward 02 

EPI Substore 

377 374 396 291 224 -5.00% 40% 43.40% 26.50% 

Fatikchari 4362 4091 4212 3278 2645 3.40% 35.30% 37.20% 22.20% 

Rangunia 2923 2843 2745 2489 2060 6.10% 28% 25.00% 9.30% 

Nageswari 2665 2665 2472 2472 1938 7.20% 27% 21.60% 0.00% 

Pirganj 2089 2089 2033 1411 1486 2.70% 29% 26.90% 30.60% 

Rangpur 

Sadar 

1978 1978 1983 1073 1573 -0.30% 20% 20.70% 45.90% 

Ulipur 2667 2667 2659 2659 1908 0.30% 28% 28.20% 0.00% 

Dumuria 1049 1049 1053 965 757 -0.40% 28% 28.10% 8.40% 

Rupsha 722 709 708 538 405 1.90% 43% 42.80% 24.00% 

Bagerhat 

Sadar 

862 860 892 468 568 -3.50% 34% 36.30% 47.50% 

Morelganj 1425 1425 1338 767 1074 6.10% 25% 19.70% 42.70% 

Sirajganj 

Sadar 

2131 1984 2174 2174 1617 -2.00% 18% 25.60% 0.00% 

Lalpur 1272 1262 1231 1231 955 3.20% 24% 22.40% 0.00% 

Singra 1901 1863 1856 1286 1096 2.40% 41% 40.90% 30.70% 

Dewanbazar 

Zone Office-

CCC 

2239 2244 2220 1811 1746 0.80% 22% 21.40% 18.40% 

Bandar Zone 2686 2686 2544 2544 1840 5.30% 31% 27.70% 0.00% 
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Level 

Number of doses of pentavalent, PCV and IPV 

administered to the cohort of three-month duration at the 

health facilities (Upazilas/CC) selected for the PIE 

Percentage difference of pentavalent, PCV and IPV 

administered to the cohort of three-month duration at the 

health facilities selected for the PIE  

Upazila  
Pentavalent 

first dose  

PCV first 

dose 

Pentaval

ent third 

dose  

IPV  

PCV 

third 

dose 

% 

Difference 

between 

pentavalent 

first and 

third dose 

% 

Difference 

between 

PCV first 

and third 

dose 

% 

Difference 

between 

pentavalent 

and PCV 

third doses 

% 

Difference 

between 

pentavalent 

third dose 

and IPV 

Office 

Phulpur 3796 3347 3751 3751 2251 1.20% 33% 40.00% 0.00% 

Trishal 2799 1940 2755 2680 1841 1.60% 5% 33.20% 2.70% 

Netrokona 

Sadar UHC 

1712 1370 1872 1826 899 -9.30% 34% 52.00% 2.50% 

Purbadhala 2074 1530 2015 1950 1091 2.80% 29% 45.90% 3.20% 

Wazirpur 1454 1453 1395 662 1146 4.10% 21% 17.80% 52.50% 

Gournadi 885 885 881 561 755 0.50% 15% 14.30% 36.30% 

Kathalia 611 610 632 371 513 -3.40% 16% 18.80% 41.30% 

Rajapur 735 735 654 502 489 11.00% 33% 25.20% 23.20% 

Beanibazar 1816 1950 1782 1782 1407 1.90% 28% 21.00% 0.00% 

Dakshin 

Surma 

1544 1544 1453 1453 1183 5.90% 23% 18.60% 0.00% 

All Upazilas 

evaluated  

52 416 49 732 51 258 44 223 36 200 2.2% 27.2% 29.4% 13.7% 

Table 4: Vaccine wastage (PCV/IPV) at district and health facilities evaluated  

District 

Vaccine wastage 

(%) 
Health facility 

Vaccine wastage 

(%) 

PCV IPV PCV IPV 

Rajshahi CC 8.8 43.9 Kamalganj UHC 8 47 

Natore 27 51 Maulvi Bazar Sadar 11 55 

Moulvibazar – – RCC Ward 13 EPI Substore 12 35 

Sylhet – – RCC Ward 02 EPI Substore 8 43 

Khulna  14.2 48.6 Fatikchari 4 15 

Bagerhat 9.5 50.2 Rangunia 4 28 
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District 

Vaccine wastage 

(%) 
Health facility 

Vaccine wastage 

(%) 

PCV IPV PCV IPV 

Barisal  – – Nageswari 4 31 

Jhalokhati  – – Pirganj 10 55 

Rangpur  10.3 50.1 Rangpur Sadar 8 32 

Kurigram 6.8 28.3 Ulipur – 25 

DNCC, Zone 4 7 29 Dumuria 6 50 

DNCC, Zone 3 6 29.0 Rupsha 12 45 

Netrokona  6.3 43.9 Bagerhat Sadar 7 54 

Chittagong  5.9 21 Morelganj 14 44 

CCC 3 13.5 Sirajganj Sadar 5 35 

Mymensingh  7.6 38.5 Lalpur 9 55 

Sirajganj 4.5 40.5 Singra 6 48 

      
Dewanbazar Zone Office-

CCC 
– – 

      Bandar Zone Office 3 16 

      Phulpur 9 43 

      Trishal 9 30 

      Netrokona Sadar UHC 4 51 

      Purbadhala 13 43 

      Wazirpur – – 

      Gournadi 14 – 

      Kathalia – – 

      Rajapur 16 55 

      Beanibazar 6 51 

      Dakshin Surma 5 51 

Summary for all 

districts evaluated  
9 37.5 

Summary for all facilities 

evaluated  
8 42 
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Table 5: Findings of the EVM assessment in Bangladesh 

Recommendation Status 

Expand the physical infrastructure and Increase 

storage capacity for vaccines and dry goods at 

central store before the introduction of Rotarix 

scheduled for 2018. 

Proposed in Gavi/HSS proposal 

 Retain the 3 tier supply system by Increasing 

the storage capacity for vaccines at district 

stores immediately and provide infrastructure 

improvements/expansions at some locations. 

Proposed in Gavi/HSS proposal 

Equip selected district stores having high target 

populations with cold rooms and temperature 

monitoring systems for real time 

communication of alarms to the central store 

management. 

Proposed in Gavi/HSS proposal 

Improve temperature monitoring and alarm 

management at the central store. 

Completed 

Extend the use of cool packs to upazila stores 

and use digital freeze indicators for 

transportation of vaccines to outreach and 

immunization sessions. 

Proposed in Gavi/HSS proposal 

Supply IT equipment and digitize the data 

management system to district and to upazila 

level and link or integrate this with DHIS2. 

Data management to include vaccine and dry 

goods stocks, equipment inventory and storage 

temperatures. 

Proposed in Gavi/HSS proposal 

Improve vaccine stock and dry goods 

management and reconciliations with stock 

registers at the central store. 

Completed 

Embark upon an environmentally responsible 

waste management plan. 

Proposed in Gavi/HSS proposal 

Adopt the cEVM approach and position a 

manager responsible for the oversight and 

implementation of the EVM improvement plan 

with presence at the EPI technical committee 

as an EVM secretariat. 

Proposed in Gavi/HSS proposal 
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Table 6: Recommendations of EPI and surveillance review (2012) and 

implementation status  

Recommendation Current status 

1. Vacant field worker and supervisory 

positions in rural and urban areas should 

be filled by the government, city 

corporations and NGOs 

1. Recruitments in rural areas under 

ministry of health are in process. 

Nevertheless, there are legal 

challenges: 

 Urban areas mainly by NGOs. No 

visible new recruitments by Ministry 

of LGRD. Available NGO workers are 

not fully utilized  

2. Provide appropriate in-service training for 

all EPI staff, including mid-level managers. 

Particular emphasis should be given to 

micro planning in urban areas 

2. Mid-Level Managers training has 

been given to 278 District, Upazila 

and Zonal managers. 

 Vaccinators and first level supervisors 

have received refresher training with 

introduction of MSD/MR in 2012, 

MR campaign in 2013 and IPV/PCV 

introduction in 2014 

3. For urban areas  

 Ensure correct target infant population 

(denominator) in the urban areas 

3. Not achieved 

 Close monitoring to ensure appropriate 

micro planning with optimum utilization of 

antenatal registers, regular updating of 

family planning registers 

 Archived in Rajshahi, partially 

achieved in Chittagong, not achieved 

in Dhaka CC 

 Department of health working together 

with city corporation authorities to 

implement well-functioning immunization 

system in urban areas 

 Archived in Rajshahi, partially 

achieved in Chittagong, not achieved 

in Dhaka CC 

 Development partners to support NGOs 

by regularly monitoring performance from 

immunization service delivery to coverage 

 Archived in Rajshahi, partially 

achieved in Chittagong and Dhaka 

CC 

 Explore ways to communicate with parents 

of missed children about the importance 

of immunization and where to obtain 

services 

 Archived in Rajshahi, partially 

achieved in Chittagong and Dhaka 

CC 



Report of the joint national/international mission 

66 

Recommendation Current status 

4. Implement on time the plans for cold-

chain expansion to accommodate 

introductions of new vaccines 

4. Cold chain expanded to introduce 

MSD, IPV and PCV. Need to expand 

for introduction of Rota vaccine 

1. Continue maintenance of high-quality AFP 

surveillance through continuous 

monitoring of silent Upazilas, urban zones 

and reporting units 

5. Achieved 

2. Use measles outbreak investigation data to 

develop a brief report that includes 

immunization response to the outbreak 

6. Achieved and immunization 

response to measles outbreaks 

conducted and measles incidence in 

1.8 per million population in 2015 

3. Strengthen NT surveillance through more 

emphasis on active surveillance and 

community surveillance in areas where NT 

cases are reported 

7. Achieved 

4. Strengthen investigation of reported AEFI 

cases and explore non-reporting of 

expected number of AEFI 

8. Achieved 
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The post-introduction evaluation (PIE) of pneumococcal conjugated vaccine 

(PCV) and inactivated polio vaccine (IPV) in Bangladesh was conducted to 

evaluate the overall progress of the introduction of PCV and IPV in the national 

immunization programme. 

The PIE was conducted at the national, district and upazila levels. Thematic 

areas of review were (i) planning, (ii) immunization financing and sustainability, 

(iii) advocacy, social mobilization and communication, (iv) immunization 

coverage monitoring, (v) disease surveillance, (vi) immunization supply chain 

logistics, (vii) quality of service delivery, (viii) training and supervision, (ix) health 

worker knowledge, and (x) immunization safety monitoring and reporting. This 

report outlines the results, conclusions and recommendations of the PIE.
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