ANNEXURE-1
CHECK LIST FOR SUPPORTIVE SUPERVISION OF COLD CHAIN POINTS

State : District : Date: /[ ¢/

Cold Chain Facility : Level : State / Regional / Divisional / District / PHC
Name of Supervisor : Department :

Designation : '

Available structure and equipment :

14 zi?;:;:‘eecsi'esignated room for placing cold chain equipment available at facility, as R ] No[d
il If yes - All available electrical equipment are placed in that room Yes[] No[]
L2 - Room space is adequate enough for placing available equipment Yes[] No[J
1.3 - Room is cool and adequately ventilated Yes[] Ne[]
14 - Physical condition of floor, roof and walls is appropriate Yes[ ] No[]
16 - There are no empty boxes, garbage or other un-required items in the room Yes[] No[]
21 Proper covered electricity fitting in the room for cold chain equipment Yes[] No[J
22 All functional electrical equipment properly connected with ISI mark plug sockets Yes[] No[]
23  Proper ‘Earthing’ done for equipment Yes[[] No[J
31  Dedicated generator set available for cold chain room Yes[] No[]
32 Adequate fuel available for running of generator set (at the time of visit) Yes[] No[]
33 Generator log book available and adequately maintained Yes[[] No[]
4, Separate designated person available for maintenance of cold chain equipment Yes[] No[J
5 Mention numbers of available cold chain equipment at the facility
ILR DF Cold box ;
ok | g O EIRIR s R v Y:iiﬂff
i Free Free

Functional

Non functional T s i . S

Total § r _
Placement of equipment :

All Available and Functional electrical cold chain equipment (ILRs" and DFs’} are -
6.1 - Correctly placed on wooden or plastic blocks Yes[ ] No[]
6.2 - Placed at least 20 cm away from wails and surrounding equipment Yes[] No[]
6.3 - Placed away from direct exposure to sunlight, moistute and rain Yes[] No[]
6.4 - Connected through functional Voltage Stabilizers Yes[ ] No[]
Temperature Log Books :
71 Temperature Log Books available for every functional electrical equipment (ILR and Yes[ ] No[J




DF)
72 Twice daily monitoring of temperature recorded in respective log books Yes[J Neo[J
7.3 Record of power failures/cuts recorded in log books Yes[ ] No[]
74 Record of Defrosting ILRs’ and DFs’ mentioned in log books Yes[] No[]
7.5, Log books periodically checked by Facility in-charge (see evidence of signatures) Yes[] No[]
Comments if any :
Ice Lined Refrigerators (ILR) :
8.1 Functional thermometer placed inside every functional ILR Yes[ ] Neo[]
8.2  Cabinet Temperature of all working ILRs’ between +2 to +80C Yes[[] No[]
83  No frost OR frost less than 6mm on inside walls of every working ILR Yes[] No[]
84 Vaccine baskets available inside all functional ILRs in which vaccines are stored Yes[] No[]
85  All vaccine vials correctly arranged inside labeled cartons (with expiry date, batchno.)  Yes[] No[]]
8.6  No T-series or Hepatitis B vaccine vials placed in the bottom of any ILR/basket Yes[] No[]
87 No items other than vaccines placed inside any ILR Yes[] No[]
8.8 All stored vaccines in ILR within expiry dates (check a few vials) Yes(]] No[]
8.9 All vaccine vials in ILR within usable stage of VVM (check a few vials) Yes[] No[]
810  All stored vaccine vials in ILR with appropriate readable labels (check a few vials) Yes[ ] No[]
811  No reconstituted BCG & Measles vials stored inside any ILR Yes[] No[]
812  Diluents placed in ILR, at least 24 hours before distribution (observe and/or consult) Yes[] No[]"
Deep Freezers (DF) :
91  Functional thermometer placed inside every working DF Yes[]. No[]
9.2  Cabinet Temperature of all working DFs’ between -15 to -18°C Yes[[] Neo[]
9.3 No frost OR frost less than 5mm on inside walls of every working DF Yes[] No[l]
94  Correct placement of ice packs placed for freezing inside DF (in crisscross manner) Yes[] No[]
9.5 No Rl vaccines stored inside DFs’ (including reconstituted vaccines) at PHC level Yes[] Ne[}
9.6 Only OPV vials stored inside DF at District level cold chain and above Yes[] No[]




Vaccine stock and records :

10. Vaccine Stock Register (with mention of indents and distribution) maintained Yes[] No{]
11. Session wise Vaccine Distribution Register maintained and updated (at PHC level) Yes[[] No[]
12. :r:lﬁs;s:ons conducted in Jast one calendar month issued at least one vial of each Yes[] No[]
13. Count and mention available stock of all vaccines and diluents (in vials) in following
table
Actual Stock Actual Stock
count Record count record
a. | BCG vials g | DT vials
b. | DPT vials h. | JE vials
c. | tOPV vials i. | BCG diluent
d. | Measles vials jo | Measles diluent
e. | Hepatitis B vials k. | JE diluent
f. | TT vials
14, Actual physical count of vaccine stock matches with stock register Yes[] No[]
14 Records for ADS and Reconstitution syringes available and updated Yes[] No[J
15. Contingency plan for vaccine storage in emergency conditions available at facility Yes[] No[]

Comments if any :

Signature of Supervisor
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More Dear Madam,

Thanks for sending the format. | have modified it slightly to make it similar to the RIMP template. a copy of which is also being attached.

Formulae have been given so that after entering the annuat and monthly targets, the other figures shall be generated. In columns W to AC, the next higher
figure may be generated (round up in number farmat) - this could not be done as | am working with an earlier version.

The iast column on "remarks” is not necessary in the microplan.
| hope the editing is useful.

Regards.
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Government of West Bengal
Department of Health & Family Welfare
SwasthyaBhavan, GN-29, Sector-V,
Salt Lake, Kolkata-91.

Memo No. H/SFWB/2IN-2-2012(Part-11y/ 464 (2,9 Dated. | /4/2013.

From: The Commissioner

To,

Department of Health & Family Welfare
Govt. of West Bengal.

The

All CMOH,
CMHO KMC,
DFWB, Kolkata.

Sub : Open vial policy in Rl for DPT, TT, Hepalitis B, Oral Polio and Liquid

Pentavalent vaccine when available.

As per GOl guideline dated 15th February,2013 memo No T-13011/4/2012-
CC&V,Dy Comm. Imm.GOlI, for optimal utilization of DPT,TT,Hepatitis B,Polio and Liquid
pentavalent (when introduced) Open Vial Policy is to be introduced with immediate
effect.

All are requested to comply with this policy and take immediate steps to
implement the same. There will be no Open Vial Policy for BCG, MEASLES and JE
vaccines which are to be discarded after 4 hours for BCG & Measles and 2 hours for JE

vaccine.
Commiissioner(FW)
Department of Health & Family Welfare
Govt. of West Bengal.
{4)2013
Memo No. H/SFWB/2IN-2-2012(Part-11)/ 944 (2 l)/ /(4) Dated +4/04/2613.

Copy for necessary action to:

1.
2. ADHE(EPD)
3,

4. WBSISC.

SFWO & ADDL.DHS Department of Health & Family Welfare

NPSP, India-East

Comnaissioner(FW)
Department of Health & Family Welfare
Govt. of West Bengal.
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Government of West Bengal
State Family Welfare Bureau
Swasthya Bhawan, “A”-Wing, 3rd Floor, GN - 29
Sector - V, Salt Lake City, Kolkata - 700091.

No. H/SFWB/qqg['q> Dated, Kolkata...‘?.'."f.) .‘?.‘i'ﬂ.zmz.
To

The CMOH, All districts

The DFWQ, Kolkata

Sub: Revised Guideline for implementing Universal Immunization Programme with effect from
| 1=t Aug 2012.

As per revised guideline of Gol Memo No. T13011 /01/2012- CC & V dated 25% May
2012 for implementing Universal Immunization Programme; the financial norms of
selected activities have been revised. State has already received fund according to
1 revised financial norms through State PIP 2012-13. Districts are requested to follow the
revised guideline and financial norms for implementing (811

The details revised norms are enclosed for your reference.

Govt. of West Benpal.

No. bysiw/.. 19874 () Dated, Kollata..044[03 [ 2012

Copy forwarded for information and necessary action to:

1. The DHS & Ex-Officio Secretary, Govt. of West Bengal.

2. The Commissioner (FW) and Secretary, Govt. of West Bengal.

3 The Jt. Secretary (FW), Govt. of West Bengal.

4, The Dy.DHS (MCH), Govt. of West Bengal.

-1 The ADHS (EPI), Govt. of West Bengal
%~  The Dy. Secretary IT ,Dept. of H&FW Govt. of West Bengal for web posting

SFWO &°A
Govt. of West Bengal.

il




Revised Guideline and Norms: Universal Immunization Programme

Mobility Support for supervision at District Level/Block Level.

Guideline:
Supportive supervision at block level: Each block will get @Rs.800/ month as mobility
support for conducting supervisory visits at Sub Centers. Monitoring checklist for SRI

should be filled up for each visit.

Supportive supervision at District level: All district level officers and Sub divisional

ACMOHSs will visit 2 low performing Sub Centers in each block/month and all cold
! chain points of the district. Cost for Mobility support will be allotted. Monitoring
? checklist for SRI should be filled up for each visit.

| District wise allotment of Fund for supportive supervision:

BLOCK District
Fund Approved Fund Approved Total Amt.
DISTRICT (Rs. in Lakhs) (Rs. in Lakhs) (Rs. in Lakhs)
| CBR 115 0.57 1.72
BANKURA 211 0.87 2,98
BIR 1.82 0.79 2.61
BWN 297 14 4.37
DARJ 1.15 0.53 1.68
DD 0.77 0.26 1.03
| HOWRAH 1.34 0.78 212
] HUGHLY 1.73 0.97 2.70
| JAL 1.25 0.71 1.96
KOL 0 0.20 0.20
MLD 1.44 0.53 1.97
MED-E 24 1.03 343
MED-W 2.78 13 4.08
MSD 249 0.95 344
N24 2501, 1.02 313
NADIA 1.63 0.79 2.42
PUR 1.92 0.73 2,65
524 2.78 1.03 3.81
uD 0.86 (.33 1.19
WB-TOTAL 3271 14.79 47.50




Quarterly Review Meetings:
Review Meeting at District Level:

Guideline: Tea and Lunch -@ Rs.100/participant, Block MO, ICDS CDPO and other
stakeholders.

Review Meeting at Block Level:
Guideline: @Rs.50/ participant as honorarium for ASHAs travel and Rs.25 / person at
the disposal of MO/IC for meeting expenses (refreshments, stationery and misc.

expenses)

Hiring of ANM/GNM:

Guideline: Fund for hiring of ANM/GNM for conducting session in un-served and
underserved areas in both rural and urban areas @Rs.450/ session.

Mobilization Cost:
Guideline: Mobilization of children through frontline workers including ASHA @

Rs.150/ session

Alternative vaccine delivery {AVD

Alternative vaccine delivery in hard to reach areas
Guideline: session site more than 30 km from cold chain points, river crossing, hilly

areas. @Rs. 150/ session

Alternative vaccine delivery in other areas
Guideline: @ Rs.75/ session

Micro Planning
To develop micro plans at sub-centre /urban immunization unit
Guideline: For Rural and Urban immunization unit @Rs.100/ Unit

Consolidations of micro plans at block and district level
Guideline: block/ULB level @ Rs.1500/block or ULB and @ Rs.2000/ District

POL for vaccine delivery
From State to district and from district to PHC/CHCs.

Guideline: From State HQ to district HQ @Rs.400/km/ year
From District to Block/ULB: Rs.1000/block or ULB/ Year
From Block to other Cold Chain points: Rs.500/ CCP/ year



Consumables for computer including provision for internet.
Guideline: @Rs.400/ month/ district

Procurement of Red/Black plastic bags for waste segregation at immunization sessions
Guideline: @Rs.3/Bag/ session

Procurement of Hub Cutter/ Bleach/ Hypochlorite solution/ Twin bucket
Guideline : @Rs.1200 / block per year

Computer Assistants support for District level
Honorarium to DEO at district level: @Rs.13800/ - per month/DEO

ASHA incéntive
Guideline: For full immunization /child (up to one year of age) Rs.100/ child

for full immunization in 1st year of age.

Rs.50 /child for ensuring complete immunization up to 2nd year of
age of child (all vaccination received between 1%t and 2" year of age
after completing full immunization at 1 year of age



Government of West Bengal
Directorate of Health Services
State Family Welfare Bureau
Swasthya Bhawan, A-wing, 3" floor
GN- 29, Sector — V, Salt Lake City
Kolkata- 700091

Memo No. H/SFWB/ F13 (18) date: 29/06/2012

To
1-18. The Chief Medical Officer of Health (All districts)

Sub: Reporting of performance under RCH by ULBs & ISY

‘This is for your information that-about 30%-35% population of an ULB is covered by
ULB under HHW scheme thus it is not expected that Health Officer of ULB will be able to
report for the total population of that ULB. Besides there is a problem faced by Health
Officer of ULB as to in which format the performance report will be submitted by them to the
respective district health authority.

Now as resolved in a meeting with SUDA on 28/06/2012, it has been decided that

(1) The sub centre run by ULB will report its performance (only the performance of the
clinic which has actually done at the clinic throughout the month and not the
performance of their field work) in the sub centre reporting format as existing for
State run sub centre. The compiled report of the entire sub centre along with the
performance report of the Maternity Home if available will be submitted by the
Health Officer to the respective district health authority monthly within first week of
the next month in PHC reporting format.

(2) The JSY card that has to use by ULB was designed by Department of Health &
Family Welfare and shared with SUDA. It has brought to the notice of the
undersigned that payment after institutional delivery is not been done by some of the
health institutions as the card is to some extent different from the card used by the sub
centre. This is highly irregular. All the public health institutions may kindly be
informed that the card used by ULB is valid and payment can be made based on the
card. '

(3) In some of the districts, by violating government order, district health authority tried
to provide fund for payment to JSY beneficiaries to ULBs from the available fund
lying with them. The policy of the government is-- “ State will provide fund to SUDA
who in turn will distribute the same to ULBs. ULB will submit the performance
report and utilization of fund to SUDA who after compilation will submit to State.”

As the health wing of ULB is a supporting partner of the department of Health and
Family Welfare in respect of providing services to the community it is expected that district
health authority will provide necessary logistic support like Vaccine, Syringes, FP materials
etc. Please share the Memo with all concerned.

Additional Director of Healum &

State Family Welfare Officer
Contd: Overleaf



Government of West Bengal
Directorate of Heaith Servtces {FW Br)
3" Floor, “A” Wing, Swasthya Bhawan,

GN-29, Sector V, Salt Lake, Kolkata-700091.

Memo No. HISFWB/ 11 (19) Dated 3" Feb, 2012
To

1.-18. The Chief Medical Officer of Health,
All Districts.

16. The D.F.W.0O., Kolkata

Sub: Guidelines for effective Cold Chain, Vaccines and Logistics management.

SirMadam, i

Enclosed please find herewith the guidelines agreed upon during the EVM debriefing
nreeting on 9" November 2011 subsequent to the Effective Vaccine Management Assessment
undertaken in the State in September 2011. You are requested to share the guidelines with all
concerned and ensure implementation of the guidelines at the earliest to ensure the highest
standards of Cold Chain and Vaccine-Logistics management.

Enclo: As stated above. .
W / 1~

Addl. DHS (FW)
West Bengal.

Memo No. H/SFWB/ {185 (19)/1(8) Dated 3® Feb, 2012
Copy forwarded for kind information to:-

The Principal Secretary, Dept. of H & FW, GoWB. |

The Director of Health Services, GOWB.

The Director, Medical Education, GoW8E.

The Mission Director (NRHM), Secrefary (H) & Commissioner (FW), GoWB.

The Chief Municipal Heaith Officer, Kolkata Municipal Corporation.

The Regional Team Leader, NPSP-India (East), BF-124, Salt Lake, Kolkata-64.

The Health & HIV Specialist, UNICEF, Kolkata.

The Senior Technical Adviser, WBSISC and Head, Department of Community Medicine,
Medical College, Kolkata.

e = L o

Addl. DHS (FWf
West Bengal.



Guidelines for implementation of Recommendations of Effective Vaccine Management

1. Temperature monitoring

E ]

Temperature records of all electrical Cold Chain Equipment at District Vaccine Store are
to be reviewed at least once weekly by district officials. Graphic temperature recorders of
Walk-in-Cooler (WIC) are to be changed once a week in the presence of DMCHO / Dy.
CMOH il

Temperature records are to be maintained twice daily for 7 days a week including
weekends and holidays at all levels. District may take appropriate action to ensure that
this is followed at all levels. ‘

All Coid Chain Equipment (CCE) should have separate temperature records.
Temperature records must be verified by Officials at least once a week.

BPHN/PHN shall be accountable for temperature monitoring, stock registers and routine
maintenance. of Cold Chain Equipment at Block and sub-Block level.

Quality Assurance of freeze sensitive vaccines should be supported by documentad
shake test for every instance of suspected freeze damage at all Cold Chain points.

2. Storage of Vaccines should be strictly as per Gol guidelines at all Cold Chain (CC) points.
Wherever baskets are not available, two rows of empty ice packs are to be kept at the bottom of
{LR. All UIP Vaccines and diluents are to be kept in ILR vide this office Memo No. H/SFWB/21-
03-2009/322(19) dated 10" May 2011.

3. The storage of NON-UIP supplies that needs storage in Cold Chain should be stored separately
from UIP vaccines. At Jalpaiguri and Bardhaman, the storage of UIP/Non UIP supplies
temporarily at common Walk-in-Coolers should be in orderly manner by earmarking and labeling
the dedicated racks.

4. DMCHO should review the Cold Chain performance of the district and furnish the causes of
sickness rate of Cold Chain Equipments to State on @ monthly basis. Buffer stock of ILR/DF and
non-electrical equipment should be kept at district stores. All the cold chain units and dry stock
of North 24 Parganas and Paschim Medinipur District Vaccine Stores should be relocated
preferably near DFWB office.

5. Supply of vaccines at health facilities should be planned and optimised to ensure coverage of
birth doses at various levels, reduce vaccine wastage & prevent incidence of AEFI.

Facilities conducting 10 or more deliveries/day should administer 0-dose OPV, BCG and
Hep-B birth dose vaccines daily at PP units/Indoor while those with less than this should
administer it on 2-3 days/week, Lower burden units should be linked to local Health Sub-
centres.

Partially used vaccines are to be discarded as per Gol norm at all Rl sessions. However,
for birth doses of Hep B and OPV in institutional deliveries, open vial policy is to be
followed in accordance with the guidelines mentioned vide this office Memo No.
H/SFWB/21-03-2009/866(19) dated 27" October 2011

Unopened vials with unusable VVVM or expired vials should be discarded with proper
documentation and information to higher authorities.

Service delivery units should receive vaccines on indent basis as & when needed.

AVD should be provided with a copy of microplan on the basis of which vaccines have
been indented.

AVD should return unused vials, |ogistics and immunisation waste to concerned Cold
Chain point where staff must be present {o receive and preserve Vaccines & Diluents in
proper cold chain. Immunisation waste brought to CC points should be disinfected and
disposed as per guidelines.



Surplus stock of unopened vials of m-QPV for IPPI/SIA should be kept at district level
not later than expiry date or usable VVM in standard Cold Chain.

6. Printing and dissemination of Standard Stack Registers, Distribution/issue registers, Indent and
supply forms, Temperature log books shall be done by SFWB. Orientation training on these
standard recording formats should be organised for all Cold Chain Handiers and store keepers
at District /Sub-District/Block/ULB/sub-block Vaccine Stores and all other cold chain points.

7. The stock control system should be computerised and maintained at all Vaccine Stores.

L]

Stock levels should be maintained and distribution of suppiies should be optimized.
The standardised manual stock ledgers should be maintained at District /Sub-
District/Block/sub-block and all other cold chain points and updated within 24 hrs of
every receipt and issue of vaccine & diluents, syringes, droppers, hub cuitters and other
immunization related supplies. These ledgers shouid be preserved for at least 3 years.
At all levels, every record of receipt & issue of UIP supplies should include information
on manufacturer details, vial presentation, quantity in doses (including loss/damage).
batch no, expiry date and VWM/FREEZE indicator status.

All Vaccine Stores must have & consult the micro-plan/requirement of lower level
stores/service paints prior to distribution of Vaccines and logistics as per standard
procedures.

Block and Urban micro-plans must be updated and consolidated at the distribution points.

Documented physical stock reconciliation is to be carried out once a mornth at block and
sub-block Cold Chain points and once every quarter at District Vaccine Stores.

Dy. CMOH- {it should ensure digitization of vaccine-logistic data by RCH Computer
Assistant. '

8. The standard conditioned ice-packs (0.4 L) should be used for transportation of vaccines using
Cold Boxes at District and Block levels and using vaccine carriers for session sites.

All non standard ice packs including gel based and other sizes should be returned to
State Vaccine Store.

Dedicated space like tables/folding tables/benches/plastic sheets etc. should be
available for conditioning of ice packs at all vaccine issuing stores.

At all levels, staff should be motivated to use only conditioned ice packs before
supplying or receiving vaccines.

8. Records of supportive supervision.

Supervisory plan should be prepared at District and Block levels and the attached check
list should be used.

Knowledge and practice of Shake test should be ensured during supervisory visits.
Inspection book should be available at all CC points.

Monitoring & supervisory findings & feedback should be documented in the inspection
book. ,

Program officers should share feedback of their supportive supervisory visits with Biock
pfficials.

Reports of monthly supportive supervisians (identified problems & outcomes) should be
reviewed at District level and included in the presentation for State Review meetings.

10. Posting and induction training of staff for UIP Stores should be timely. Information of
retirement/transfer/change of storekeeper at District Vaccine Stores must be communicaled 1o
State immediately. Induction at State Vaccine Stores or otherwise should be an integral part of
newly recruited/positioned staff of district vaccine stores. Otherwise it may lead to increased
“avoidable” vaccine wastage & increased incidence of AEFI. ’
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Annex-7: Session Monitoring Format for Routine immunization

Name of Monitor: ... ..  Organization: £ Gov! [J 8PSPEI UNICEFD Deslgnation:
Others :

Date: od /fmm [/ Time Day: O Wed [ Other | Last polio SIA............ Next polic
¥y r LY M o4 o
State ' £ i |
District 1.1 |
Block/ Urban Local g R R | Plonning
body ik " ISP T A LT e ST T SR
$ub Center / Urban | ' !

| Post S ST O (W R O T | z .
Addressofthe arear | | | | | | | 1 |live sirihs inicatyr ] Pepuiaiion:
"Reason for selection’: CIH1 OMGOL T O81 Session Site?: [ISC TINS : Polio HRA: [J Yes
CR1 TOIVS OMI ONY U1 (V1 Ow] 00| CIAW ONW [IPV | O Ne
How many times this site has been monitored in st 3 HNever OCnce O

monfhs 1o ___Mare.,

c)if buN chonga ln- DANM
| E'iSste OTime

d} If o= 'N', Regson for session not heldd: {1 A3 B e T 0 o SR e
2] if ANM is absent, why? O Vacant O 1 f) Status of Plan® : [ NA O No map iZJ !
. Leave O Other........, ‘ E incomplste 0 Compiete
2 is the session synchronized with Viliage Heaith & 0 Yes ONo
Nutrition Day {VHND)?
8. Beneliciaries are being mobilized to session sile by 4 | Caregive | Caregiver Coregiver
{By interviewing three caregivers)* rl 2 3 !

4. How Vaccines & logisfics were brought to session sile 1[I AVD? 3 ANM [ Superviser O

Other .. i
5 al Vcccane & dilvent kept =n M i B} How many icepacksarein the VC: O4 0O
Yes [ No Less than 4
¢} Vac & dilvent in zipper d) Vac & Diluent e} lce-packs conditioned ;
o Bagr BV bundied: O Y DN 0Y ON ONOB? ; |
6.  Which of the QBCG 3 BCG Dilvent L} BPT 8 ] |
vaccines/dilvents are 0 0 Measies Diluent aoory 0 JE ;
available at session Measles O Pentavalent 0437 Diluent
____ site* PRI, &% i ..OHep8
7. Whether any vaccing D Wafhout 1t ot LR A /O Urrecdable label . n e
vial is found "in yse” ndl)
or " discarded” EI VVM Unusuble Stage (i or V) g b L . LT
(ENCIRCLE} inthe :
mentioned condition, Cl Expired Voccme Vici . kel s 1 g sk ATTY LS
if ‘Yes', Tick & and
record the vaocine® D Frozen Vc:c,c, ne (DPT, TT, Hepatitis -B) .. Y
Cariactt
13 Any vuccme reconstiluled more than 4 hours back. .. 2)
8  Which of the D AD {U.?mi} 0 Vitamin-A Solution 10 ORS Packel
mentioned Logistics Syringas O Piastic Spaon/cap for ¢ IFA Tablet
are adegquately 0O AD (0.5 mi) Vit-A { £
available * Syringes £ Nutritionod Poracetamol
0 Due list found with . £ 5ml Syringes Supplemarits £ Weighing
ANM [Recons.) 0 Zinc Tablet | magtine

B

A L Ty e -
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- :‘,_ hi ) E = "l

wing the ANM/ Vaceinalors
How many AEFls have been reported by hef in .ost 3

0 Due list foung with O Funclional Hub (1 Counterfolls bl BiP |
maobilizers Cutter O Tracking Bog | Apparaius
{1 Blank Ri/MCP# f
Card = s
2. Whether Time of reconstitution written on 0O ves ONe O if no,
| reconstiuted vial/s NQB 7 RS
10 Whether AD syringe is used for injectable I Yes DGlass syringe 0 Disposabie Syr
vacgines” O NOB
11 Whether DPY vacceing given on outer itk b P T | Tt | |
{anterolateral] aspect of mid thigh NOB T L B Ll
12 Whether Measles vaccine given by sub- O8C MO | | ORt armo 0 TEI ]
cufaneous route on Rt orm’ ] OThEr SR . 8
12 Whether ANM is fouching any pari of the OYes O Nod NOB i
needle while giving injection
14 Whether ANM is recapping the neadle after {J Yes [0 No O NOB
giving injection bt
15 Whether each used syringe being cut withhub  [ves if Mo Whys: DASDORSOCS |
cutier just after use CiNo CDs0OEs® '
146 How the session wasle is segregaled 1 Red & Black bag O other (1 MNet
done
17  Whether record is maintained for each child 0 Mo 3 Tally sheet [3 Other, RIS
vaccinated SRS e !
18 Whether 4 Key Meassages are mxp!uunect fa the [l Yes 0 No [ NGB
care-givers . Foa A
19 If 4 Messages are nof delivered, the most Onsg 1 OMsg 2 OMsg 3 DIMsg 4
commonly missed message*
20  Whether the care-giver is advised to wait for 30 1 Yes [ No 00 NOE
mins after vaceination
21 Is AEFI monagement kil available of the session O Yes O No O Inccmplete kit
site .
22 Whether the ANM has noted 0 vac Bateh 0O Vae Bxp ot O Divent batch
the following® O Ciluend Ex

CINIL Rep done, Nonseric}us

months (number) RElgbwe. Eiti

24  Ask If o child comes with mild tever(i) or loose (1) D Yes O Ne (210
motions{2], will she vaccinate? s Yes O No

75 How the session-waste is disposed oft OAs OBs OCs L0%

24  Whelher this service-provider hgs been visited by ary OMone@HSO MOUO
supanvisor in last 2 mihs Lol

77 How madny newbarns have been enfolled for - e {mumm
vaccination by her In iasi one mih Bver)

98 How many sessions have been planned and PlIEBAE . aivrsiiss i
conducted by ANM inlast Smths LT pln 0] 2 PR &

29  If ANM has experienced any stock-ouf of vaccine/ Ll No O DPT O Measies 0
logistic in lgst 3 months Others j

30. If, any Yaccine or logistic Is nol avallable or ANM Is absent, please visit the PHC

and ascertain the reason of non-availability:
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STATE URBAN DEVELOPMENT AGENCY
HEALTH WING '
"ILGUS BHAVAN"

H-C BLOCK, SECTOR:-Ill, BIDHANNAGAR, CALCUTTA-700 091
West Bengal

Ref No. .....S/yA--Health/530 Pt./09/248(126) Date ............ 15:42.2011
From : Director, SUDA
To :  The Commissioner, Kolkata Municipal Corporation

The Mayor / Chairman

<eeseeease.. Municipal Corporation / Municipality

Sub. : Use of zip lock polythene bag in vaccine carrier.

Sir / Madam,

Encloscd kindly find herewith communicaiion of Jt. DHS (FW) aud SFWO, Department of
Health & Family Weliare bearing no. H/SFWB/979(19)/1(7) dt. 12.12:2011 which speaks for itself.

You are requested to instruct your Health Wing to follow the said guideline.

Thanking you.
Yours faithfully,
Enclo. : As stated. @()&
Director, SUDA
SUDA-Health/530 Pt./09/248(126)/1(4) Dt...15.12.201]

&L

1. The Commissioner (FW) & Mission Director (NRHM), DHWH
2. The Jt. DHS (FW) & SFWO, DHFW

3. The Project Director, WBSISC, Dept. of Community Medicine,

yivtuital Luneye, nuoinaid

4. The Regional Team Leader (East), WHO, NPSP QD’C/

Director, SUDA

D23k, Goswemi\SUDALeiterhea) 1"LBs doc

Tel/Fax No.: 359-3184




¢ 573680 ' 15:48 P 1
:SFWB, SWASTHYA BHALAN,Salt Lake FAX NO. @33 23573580 14 Dec. 2811

] Government of West Bengal [(‘,7
Directorate of Heaith Services {FWBr) - P'O Q, =
3" Floor, “A” wing, Swasthya Bhavan, N
GN-29, Sector-V, Salt Lake, Kol-91. - ;
w
Memo No. H/SFW8/ 979  (19) dated 12" Dec, 2011,

1.-18. The Civief Medical Officers of Health,
All districts.

19. The D.F.W.0., Xolkata.

Sub: Use of zlp lock polythene bag in voccine corrier.

It has been noted that in some blocks and sub centres, plastic containers with or without holes are used
for transportation of vaccine vials / dituents ampaules in vaccine carriers from cold chain points to the
immunization sessions. A plastic container without any hole may not have the desired temperature (2-
8°C) within It. As a result, heat-sensitive vaccines may get damaged. On the other hand, a plastic
container with holes may have the desired temperature within it but water may seep inside the
container causing damage or peeling off of the labels containing vaccine name, VWM, mfg date, exp
date, etc on the vials / ampoules. To avoid these hazards, zip lock polythene bags should be used for
transportation of vaccine vials / diluent ampoules in vaccine carriers from cold chain points ta
immunization sessions. A formal communication in this regard may please be made to all concerned
from your end to avoid vactine wastages as well as Adverse Events Following Immunization,

West Bengal,

Memo No. H/SFWB/ 979 (19) / 1(F) dated 12* Dec, 2011.
Copy forwarded for kind Information to:-

1. The Commissioner (FW), Mission director (NRHM) & Secretary {H), Gows.

2. The Joint Secretary (NRHM), Gows.

3. The Chief Municipal Health Officer, KMC.

4. Dr Kaninika Mitra, Health & HIV Specialist, UNICEF, Kolkata.

5. The Regional Coordinator, NPSP-India {East), BF-124, Sector-l, Kol-700064.

6. The Project Director, WBSISC, Dept of Community Medicine, Medical College, Kolkata.
7.

Proyeet Qfficer, SUDA. hr”! /

loint DHS ( %W} Jn }0, -
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. Government of West Bengal
Directorate of Health Services (F W Br}
3" Flgor, “A” Wing, Swasthya Bhavan,
GN-29, Sector-V, Salt Lake, Kol-91.

Memo No. H/SFWB8/ 48 A (19) dated, 11" July, 2011.
To

1.-18. The Chief Medical Officers of Heaith,
AlE distyricts.
19. The D.F.W.0D., Kolkata.

Sub: MCVz (Measles Containing Vaccine-2} in Routine
Immunization.

Sir / Madam,

As recommended by the Government of India, a second dose of measles vaccine is to be given
to alt 16-24 months old children under Universal Immunization Programme in 17 states including West
Bengal. This 2" dose will be given to all 16-24 months old children irrespective of his or her measles
vaccination status. A two-paged document named, “Measles Second Dose in Routine Immunization” is
enclosed herewith for your kind perusal and sharing it with ail concerned. The district officials {Dy
CMOH-IIl, DMCHO, DPHNO) have already been sensitized on the subject in Feb'11l & May'11 State
Quarterly Review Meetings as well as in the recent state workshop on Routine Immunization heldon 17-
18 lune, 2011. Similarly, functionaries of the district {other than Dy CMOH-il, DMCHO & DPHNO) /
subdivision / block / municipality / subcentre / urban immunization units should be sensitized
accordingly. Sectors like General Administration, PRI, ICDS, Education may also be sensitized.
Representatives from support partners like NPSP- WHO, UNICEF, IMA, IAP should be included. For
sensitization of the community, conventional communication channels including IPC may be
undertaken.

You are requested to start the preparatory activities at the earliest so that the administration of
2" Jose of measles vaccine to the recommended beneficiaries can be started as soon as the vaccines &
other logistics are available.

Yours fanthfuily,

Enclo: as stated above.

Memo No. H/skws/ 4 84 (191011 dated, 11™ July, 2011,
Copy forwarded for kind information to:-
1, The Principal Secretary, Dept of H & FW, West Bengal.
The Director of Health Services, West Bengal.
The Director of Medical Education, West Bengal.
The Mission Director (NRHM), Commissioner (FW) & Secretary {Health), West Bengal.
The Director, Women & Child Development Dept, West Bengal.
The State Cold Chain Officer, West Bengal.
The Chief Municipal Health Officer, Kolkata Municipal Corporation, Kolkata.
The Director, State Urban Development Agency, Salt Lake.
The Regional Director, NPSP-WHO, India (East), Salt Lake, Kol-64.
10 The Project Director, WBSISC, dept of Community Medicine, Medical College, Kolkata.
11. Dr . Mitra, Health & HIV Specialist, UNICEF, Kolkata. '\’ 1 '
.

i \
{&-._}-L L T ”‘2’6?_‘_![”
Assistant Director of Health Services {EP},
West Bengal.
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Government of West Bengal
Directorate of Health Services {F W Br)
3" Floor, “A” Wing, Swasthya Bhavan,
GN-29, Sector-V, Salt Lake, Kol-91.

Mmemo No. H/sFwe/ A 8 4 (19) dated, 11" luly, 2011.
To

1.-18. The Chief Medical Officers of Health,
All distyricts.
19. The D.F.W.0., Kolkata.

Sub: MCV2 (Measles Cantaining Vaccine-2) in Routine
fmmunization.

Sir / Madam,

As recommended by the Government of India, a second dose of measles vaccine is to be given
to all 16-24 months old children under Universal Immunization Programme in 17 states including West
Bengal. This 2" dose will be given to ail 16-24 months old children irrespective of his or her measles
vaccination status. A two-paged document named, “Meusles Second Dose in Routine Immunization” is
enclosed herewith for your kind perusal and sharing it with all concerned. The district officials (Dy
CMOH-lI, DMCHO, DPHNO) have already been sensitized on the subject in Feb’11 & May'll State
Quarterly Review Meetings as well as in the recent state workshop on Routine Immunization held on 17-
18 June, 2011. Simitarly, functionaries of the district (other than Dy CMOH-Ill, DMCHO & DPHNQ) /
subdivision / block / municipality / subcentre / urban immunization units should be sensitized
accordingly. Sectors like General Administration, PRI, ICDS, Education may also be sensitized.
Representatives from support partners like NPSP-WHOQ, UNICEF, IMA, IAP should be included. For
sensitization of the community, conventional communication channels including I1IPC may be
undertaken.

You are requested to start the preparatory activities at the earliest so that the administration of
2™ dose of measles vaccine to the recommended beneficiaries can be started as soon as the vaccines &
other logistics are available.

Yours faithfullyi

Enclo: as stated above. { [/f/"nj S oy
Jt DHS (FW) E(sn%{7///
. West Beng#.
Memo No. i/sewe/ 4 84 (19)/1(11) dated, 11 July, 2011.

Copy forwarded far kind information to:-
1. The Principal Secretary, Dept of H & FW, West Bengal.
The Director of Health Services, West Bengal.
The Director of Medica! Education, West Bengal.
The Mission Director (NRHM), Commissioner (FW) & Secretary {Health), West Bengal.
The Director, Women & Child Development Dept, West Bengal.
The State Cold Chain Officer, West Bengal.
The Chief Municipal Health Officer, Kolkata Municipal Corporation, Kolkata.
The Director, State Urban Development Agency, Sait Lake.
. The Regional Director, NPSP-WHO, India (East), Salt Lake, Kol-64.
10. The Project Director, WBSISC, dept of Community Medicine, Medical College, Kolkata.

11, Dr K. Mitra, Health & HIV Specialist, UNICEF, Kolkata. (T ~ 4 .
11 A
, b 2
J-Wb{fr * (ot

Assistant Director of Health Services (EPIi.
West Bengal.
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Government of West Bengal
Directorate of Health Services (F W Br)
3" Floor, “A” Wing, Swasthya Bhavan, GN-29, Sector-V, Salt Lake, Koklkata-91.

Memo No. H/sFws/ 544 (19) dated 26™ July, 2011.

To

1.-18. The Chief Medical Officers of Heaith,
All districts,
19. The D.F.W.0,, Kolkata.

Sub: Meuosles second opportunity (MCV2) in Routine
Immunization {U.LP.).

Sir / Madam,

Please refer to my earlier letter bearing no. H/SFWB/484 {19} dated 11" july, 2011 in regard to
the subject above. Now, you are requested to start administration of Measies {second dose) in Routine
immunization to all children aged 16-24 months w.e.f. first week of August, 2011 irrespective of their
measles vaccination status. Measles vaccines are available at CFW Store, Bagbazar.

A two-paged document on “Measles second dose in Routine Immunization” is enclosed with this
letter again for your kind perusal and sharing the same with all concerned.

Yours faithfully,

Enclo: as stated ahove. /lﬁ” o

Jt. DHS (FW)
West Bengal,
Memo No. H/sFws/ 544 (19) / 1 (ra) dated 26" July, 2011.
Copy forwarded for kind information to:-
1. The Principal Secretary, Dept of H & FW, West Bengal.
The Directar of Heaith Services, West Bengal.
The Director of Medical Education, West Bengal.
The Mission Director (NRHM}, Commissioner (FW) & Secretary {Health), West Benga!
The Director, Women & Child Develppment Dept, West Bengal.
The State Cold Chain Officer, West Bengal.
The Chief Municipal Health Officer, Kolkata Municipal Corporation, Kolkata.
The Director, State Urban Development Agency, Salt Lake,
The Regional Coordinator, NPSP-WHO, india (East), Salt Lake, Kol-04.
10 The Project Director, WBSISC, Dept of Community Medicine, Medical College, Kolkata.
11. Dr K. Mitra, Health & HIV Specialist, UNICEF Kolkata.
12. The Project Manager, WBSISC, Dept of Community Medicine, Medical College, Kolkata.

[y

Assistant Dirvector of Health Services {EPI},
Woest Bengal.
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Measles Second Dose in
Routine Immunization

Measles is one of the most infectious
diseases. Measles is an acute viral
illness caused by a virus from the
paramyxovirus  family. . Almost  all
children with low immunity contract
measles if exposed to the virus. As a
respiratory disease, the measles virus

. Measles virus reduces
' immunity and children
may die of pneumonia,
diarrhoea and
encephalitis after
measles. They may also
suffer permanent
(blindness, encephalitis.).

disability
Measles is a human disease with no

known animal reservoir. Measles
remains a leading cause of death
among young children despite the
availability of a safe and effective
vaccine for the past 40 years.

Non-immunized people, especially
young children, are at highest risk for
measles and its complications,
including death.

Global: While measles is now rare in
many industrialized countries, it
remains a common illness in many
developing countries. In 1980, before
the use of measles vaccine was
widespread, WHO estimates there
were 2.6 million deaths from measles

worldwide.

During 2000-
2008, global
measles mortality declined by 78%,
from an estimated 733 000 deaths in
2000 to 164 000 in 2008. In countries
where measles has been largely
eliminated, cases imported from
other countries remain an important
source of infection.

India: While India

has made

WHOARINICEF priority countries for
measles mortality reduction

significant progress in child survival,
measles remains a leading cause of
death and disability among young
children. An estimated 50,000 to
100,000 children die from measles
annually, making it one of the leading
causes of child death. National
routine measles vaccination coverage
is 69% {DLHS-3). When vaccine
efficacy of 85% at 9 months of age, is
taken into account approximately
41% (31% un-immunized + 15% of
immunized who failed to seroconvert)
of children in each birth cohort
remain susceptible to measles due to



dropout, left out, and failure to

develop immunity.

Measles can
be
prevented
by
immunizing
children
with measles vaccine. This vaccine is a
safe and effective. As per the national
immunization schedule, one dose is
given at 9-12 months of age through
subcutaneous route.

Although good routine immunization
services exist in the country to
immunize children <1 year of age,
however measles vaccination confers
immunity in only 85% of children
when given at 9 months of age. The
presence of circulating maternal
antibodies to measles virus interferes
with the immunization response and
reduces measles vaccine efficacy.
Therefore, even in states with more

than 80% MCV1 evaluated coverage a

substantial number of children
remains unprotected in spite of
vaccination. Maternal antibodies

levels fall with time making many
children susceptible to measles by 9

months of age and the levels are
practically negligible beyond 1 year of
age. Hence a second dose of measles
through routine immunization at 16-
24 months offers a 2nd opportunity
to the susceptible group of children
and a way to maintain population
immunity against measles and sustain
high measles vaccination coverage. A
dose of measles vaccine given above
1 year of age will produce immunity in
~95% of recipients.

Measles vaccine has been in use for
more than 40 years and has an
excellent track record for safety and
efficacy. In very rare instances,

‘measles vaccine may give rise to

anaphylaxis reaction which must be
treated urgently.

The vaccine must also be handied
properly to prevent AEFl due to
‘program errors’. All vaccine vials
have a vaccine vial monitor (VVM) on
the cap which will help vaccinators
monitor the cold chain until the
vaccine is  reconstituted.  After
reconstitution, the vaccine must be
kept at +2 to +8° Celsius and must be
discarded after 4 hours.




The Heterogeneity of Measles Epidemiology in
India: Implications for Improving Control
Measures

Manoj V. Murhekar, Yvan J. Hutin, Ramachandran Ramakrishnan, Vidya Ramachandran, Asit K. Biswas, Prasun K. Das,
Surender N. Gupta, Dipankar Maji, Harish Chandra Singh Martolia, Armugam Mohan, and Maohan D. Gupte

Field Epidemiology Training Programme, National Institute of Epidemiology, Chennai, India

Background. Measles vaccination coverage varies in India. Trainees of the Field Epidemiology Training
Programme (FETP) investigated 8 outbreaks from 2004 through 2006 in Himachal Pradesh, Uttaranchal, Tamil
Nadu, and West Bengal. We reviewed these outbreaks to contribute to the description of the epidemiology of
measles and propose recommendations for control.

Methods. FETP trainees searched for measles cases through stimulated passive surveillance or door-to-door case
search; estimated attack rates, case fatality, and the median age of case patients; interviewed mothers about vaccination
status of their children; and collected serum samples for immunoglobulin M serological testing whenever possible. For
3 outbreaks, the trainees estimated the vaccine efficacy for children >>12 months of age through cohort studies.

Results. Six of the 8 outbreaks were serologically confirmed. Compared with outbreaks in other states,
outbreaks in states with vaccination coverage of >90% had a higher median age among case patients and a lower
median attack rate. Six deaths (case fatality rate, 1.5%) occurred during the 5 outbreaks for which vitamin A was not
used. The vaccine efficacy was 84% (95% confidence interval [Cl], 74%-91%) in Himachal Pradesh. In West Bengal,
it was 66% (95% CI, 44%-80%) in 2005 and 81% (95% Cl, 67%—89%) in 2006.

Conclusions. In states with higher coverage, attack rates were lower and case patients were older. Although
states with coverage of <90% should increase 1-dose coverage and address coverage in pockets that are poorly
reached, a second opportunity for measles vaccination could be considered in states such as Himachal Pradesh and

Tamil Nadu. Use of vitamin A for case management needs to be generalized.

In 2001, the World Health Organization (WHO) and
the United Nations Children’s Fund (UNICEF) adopted
a strategy for measles mortality reduction and regional
elimination [1]. The goal of this strategy was to reduce
measles mortality by 50% in 2005 relative to 1999 esti-
mates, and its 4 components were {1) achieving at least
90% routine vaccination coverage with at least 1 dose of
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meastes vaccine, (2) provision of a second opportunity
for measles vaccination for all children, (3) measles
surveillance, and (4) improved management of com-
plicated cases. Measles surveillance emphasizes (1} reg-
ular reporting of cases, (2) investigating outbreaks, and
{(3) monitoring vaccination coverage. Investigations of
outbreaks provide information that allows prevention of
future ones. This includes identification of high-risk
groups, description of changes in measles epidemiology,
and detection of weaknesses in routine immunization.
In addition, outbreak investigation is followed by ad-
ministration to case patients of vitamin A, an in-
tervention that is effective in reducing the case fatality
[2]. In 2005, WHO considered that from 1999 through
2005, measles deaths had been reduced by 60% globally
[3]. However, India accounted for a substantial part of
the remaining burden.

All countries in the WHO South-East Asia region
introduced measles vaccine in their immunization

Measles Epidemiology in India » JID 2011:204 (Suppl 1) 5421
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programs during the 1980s. Subsequent to the global measles
elimination initiative, the reported immunization coverage in-
creased in the region from <<59% in 1999 to 65% in 2005 [3, 4].
As a consequence, the estimated number of cases decreased by
27% from 1999 to 2005 [3]. During 2005 and 2006, 321 and 357
measles outbreaks were reported from the region, respectively
[5, 6]. Four countries in the region have already initiated sur-
veillance for measles elimination. However, India, Bangladesh,
Myanmar, Timor Leste, and Nepal still face chalfenges in measles
control. In 2005, in these countries, the reported coverage
ranged between 48%—81% and the annual incidence was .15-2.7
cases per million people, respectively [4].

In India, measles vaccination was introduced in 1985 [7]. The
country is setting up surveillance for outbreak prevention while
continuing to address the challenges of measles control. In 2005,
a national strategic plan was formulated to reduce measles
mortality by two-thirds by the year 2010 as compared with the
2000 estimates [8]. One of the elements of the plan emphasized
achieving at least $0% vaccination coverage in 80% of the dis-
tricts by 2009. Little information is available about measles ep-
idemiology in India. Reliable surveillance data are missing and
few outbreaks are investigated. In 2001, the National Institute of
Epidemiology of the Indian Council of Medical Research initi-
ated a 2-year, competency-based Field Epidemiology Training
Programme (FETP) that assigned epidemiologists in training to
various states of the country [9]. We reviewed the results of the
measles outbreak investigations conducted by the FETP in India
from 2004-2006 to contribute to the description of the epide-
miology of measies and to propose recommendations for the
measles control.

METHODS

Descriptive Epidemiology

In our investigations of measles outbreaks, we defined measles
cases according to the WHO critetia [10] or as the combination
of fever and rash. We searched for cases actively (ie, door-to-
door) or through stimulated passive surveillance and calculated
attack rates and case-fatality ratios.

Vaccination Coverage

We obtained administrative reasles vaccination coverage
estimates from public health officials. We also estimated vacci-
nation coverage in the population by means of interviews with
mothers, vaccination cards, and health care facility records,

Vaccine Efficacy

For selected outbreaks, we conducted cohort studies among the
affected age groups to estimate vaccine efficacy. We defined
a case of measles according to WHO criteria [10] and ascer-
tained the vaccination status by use of 1 or more of the following
3 criteria: immunization cards, health care facility records, and

W e

mothers’ history, We calculated the relative risk associated wit
measles vaccination and estimated the vaccine efficacy by means
of the relative-risk formula [11].

Laboratory Investigations

We organized laboratory investigations where logistically feasi-
ble. Serum samples were tested for immunoglobulin M
antibodies against measles at either the National Institute of
Virology in Pune or the King [nstitute in Chennai.

Abstraction of Information About Outbreaks

We reviewed our measles outbreak investigation reports during
the period from 2004 through 2006. Using a standardized ab-
straction form, we abstracted information about attack rates and
case-fatality ratios to estimate overall medians. We reviewed the
distribution of cases over time to estimate the duration of the
outbreaks and identify the months of occurrence. We identified
the settings (rural or urban) of each outbreak and states where
they occurred. We noted the median age of case patients, the
median proportion of male case patients, and the median pro-
portions of case patients who were vaccinated, We compared
data from states that had reached the national 0% coverage
target with those from other states. We compared the vaccina-
tion coverage estimated through mothers’ interviews with the
coverage estimated by the Reproductive and Child Health—
District Level Household Survey 2 (RCH-DLHS 2) for the
corresponding district from 2002 through 2004 [12]). We
merged the 2 cohort studies conducted in 2006 in Purulia dis-
trict of West Bengal to increase the precision of the vaccine
efficacy estimate. We reviewed the data available regarding the
use of vitamin A for management.

RESULTS

Descriptive Epidemioiogy
We investigated 8 measles outbreaks from 2004 through 2006 (3
outbreaks in 2004, 2 outbreaks in 2003, and 3 outbreaks in 2006}
(Table 1). All outbreaks were in rural areas of 4 states: 2 out-
breaks in Uttaranchal [13, 14}; 3 outbreaks in West Bengal ([15,
16], 1 outbreak in Ahartore village of Purulia district, West
Bengal [D. Maji, unpublished data, 2006]); 2 outbreaks in Tamil
Nadu ([17], 1 outbreak in Paramkudi village, Ramanathpuram
district, Tamilnadu [A. Mohan, unpublished data, 2004]); and
1 outbreak in Himachal Pradesh [18]. We used the WHO case
definition in 7 outbreaks. For 1 ocutbreak in Nainital district,
Uttaranchal, we defined measles as fever and rash. We actively
searched for cases in 7 outbreaks because these had occurred
in a specific village. In 1 outbreak that involved many villages
in Cuddalore district, Tamilnadu, we used stimulated passive
surveillance [17].

We identified 432 measles cases (median no. of cases per
outbreak, 48; range, 22-101). The overall median attack rate
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Table 1. Selected Characteristics of the Measles Qutbreaks Investigated by the Indian Field Epidemiology Training Programme of India,

2003-2006
Himalayan states Cther states
Characteristic Uttaranchal Himachal Pradesh Woest Bengal Tamil Nadu
Location
District Nainital  Nainital Kangra Purulia Purulia Purulia  Ramnathapuran Cuddalore
Setting Rural Rural Rural Rural Rural Rural Rural Rural
Year 2004 2004 2006 2005 2006 2006 2004 2005
Diagnosis
Case definition used Fever ar:\d WHO WHOQ WHO WHO WHO WHO WHO
ras

Serological test result Negative  lgM g Negative lgM iaM Igh IgM
Virus isolation No No Yes No Yes No No Yes
Magnitude
No. of cases 37 87 51 68 22 44 22 101
Attack rate, % 3z 46° 9.8 57° 1° g° 5.3° o
Severity
No. of deaths (case fatality (X0} 11(2) 0 (0) 34 01 2 (5} 0{0) 0 {0

rate, %)
Vitamin A trestment No No Yes No 95% Delayed No No

coverage

Demographic characteristics
Median age, years 7 7 9 2 5 4 4 5
Proportion of male case 54 45 65 53 46 50 32 45 §

patients, % §
Proportion of case patients 2 19 69 22 68 32 50 97 ;;:.

vaccinated, % 5
Measles vaccination coverage, % %
Administrative data 99 99 113 75 84 75 100 160 %
Survey data ;%
Interviews with mothers a3 44 88 72 “E
Vaceination cards NA 35 37 g
Health care facility records 42 57 46 g
Coverage in the district as per 78 78 95 70 70 70 98 94 i

RCH-DLHS 2° 5
Method used to determine " Cohort study  Cohort study  Cohort Cohort S

vaccine efficacy
Vaccine efficacy, % {95% Ci)
Interviews with mothers 82 (70-90)
Vaccination cards
Health care facility records

study study
81 (67-89) 81 (67-89)

66 (44-80)'

NOTE. Cl, confidence interval; IgM, immunogiobulin M; RCH-DLHS 2, Reproductive and Child Health-District Level Household Survey 2; Govarnment of india,

2 Armong patients < 14 years of age.
% Among patients 6-14 years of age.
“ Among patients <10 years of age.
¢ According to mothers.

® According to the Reproductive and Child Health-District Level Household Survey 2002-2004.
' According to heatth care facility data (for children <5 years old) and mothers’ history ifor children >5 years old).

among children 0-14 years of age was 10% (range, .01%-57%).
It was > 10% in most outbreaks in Uttaranchal and West Bengal,
where the vaccination coverage, as assessed by the survey
conducted by the trainees or by RCH-DLHS 2, was below the
90% target. The attack rate was lower (median, 5%; range,
.01%-6%) in Tamilnadu and Himachal Pradesh, where

coverage was >>90%. There were 6 deaths during 3 of the out-
breaks (overall case fatality, 1.4%; range, 0%-5%). In 2 of these 3
outbreaks, vitamin A was not used, whereas in the third out-
break, it was used at a later stage of the outbreak. The median
duration of the outbreaks was 45 days (range, 30-93 days). The
outbreaks occurred throughout the year, in January (n = 1),
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March (n = 1), April {n = 2}, September (n =
(n = 1), and December (n = 2).

The overall median age of case patients was 5 years (range,
2-9 years). In the Himalayan states, it was higher in Himachal
Pradesh (9 years) than in Uttaranchal {7 years), In the non-
Himalayan states, the median age was 5 years in Tamil Nadu and
4 years in West Bengal. The median proportion of male patients
among case patients was 48% (range, 32%—65%). The pro-
portion of the case patients whom their mothers said had been
vaccinated was 296-97% (median, 41%).

1), October

Vaccination Coverage

‘The administrative measles vaccination coverage among chil-
dren aged 12-23 months was 75%—113% (median, 99%). Four
investigations estimated vaccination coverage through surveys
{Table 1). Coverage according to surveys was generally lower
than that according to administrative estimates. Coverage ac-
cording to mothers' interviews was 44%-93%. In 3 of the 4
surveys, the vaccination coverage was comparable to that esti-
mated by the RCH-DLHS 2.

Vaccine Efficacy

We conducted cohort studies in 3 outbreaks. In Himachal
Pradesh, vaccine efficacy was 82% (95% confidence interval
[CI], 70%-90%). In Purulia district, West Bengal, vaccine effi-
cacy was 66% (95% CI, 44%—-80%) in 2005 and 1% (95% CI,
67%—899%) in 2006 (pooled analysis of the 2 outbreaks that
occurred in the district that year).

Laboratory Investigations

We sent 45 serum samples for serological testing during 6 of the
8 outbreaks. Serological testing detected measles immunoglob-
ulin M antibodies in 35 (78%) of the samples.

DISCUSSION

Three outbreaks were investigated in the Himalayan states of
Uttaranchal and Himachal Pradesh, which have a scarce pop-
ulation living in remote villages. In Himachal Pradesh, where
vaccination coverage reached the 90% national target, the attack
rate was lower and the median age of the case patients was older
{9 years). In Uttaranchal, where vaccination coverage was <<%0%
[18], the attack rates were >4 times higher than in Himachal
Pradesh and the median age of the case patients was younger
(7 years). Epidemiological features of the outbreaks also differed
in non-Himalayan states. In Tamil Nadu, where vaccination
coverage was 100%, attack rates were lower than in West Bengal,
where the coverage did not reach the 90% target. The median
age of case patients was also slightly higher in Tamil Nadu than
in West Bengal, although the difference was less marked than
that between Himachal Pradesh and Uttaranchal: the median
age of patients with measles was higher in West Bengal (5 years)
than in Tamil Nadu (3 years) in the prevaccination era [19].

L%

These differences between states with high coverage and thoy
with low coverage suggested that the higher 1-dose coverage
reduced the attack rates during outbreaks and delayed the age at
which children were exposed to the virus. .

In Uttaranchal and West Bengal, the 1-dose coverage was
substantially lower than the national target. Furthermore, the
2005 measles outbreak in Purulia district, West Bengal, occurred
among members of a religious minority for whom the coverage
was lower than the mean coverage of the district. Pockets of
lower coverage may exist in spite of high overall coverage [20]
and have led to outbreaks in slums {21]. Thus, in Uttaranchal
and West Bengal, priorities should be to increase 1-dose cov-
erage and to target potential pockets of lower vaccination cov-
erage. In contrast, for outbreaks in Himachal Pradesh and Tamil
Nadu, l-dose coverage was high, exceeding the 90% target.
However, a small number of susceptible children may have ac-
cumulated in the community until a threshold was reached that
allowed transmission. Such accumulations are typically caused
by the combination of the expected measles vaccine efficacy
{around 85%) and the children left unimmunized cach year
[22]. They can be addressed through a second measles immu-
nization opportunity. Two of the studies conducted during these
outbreaks generated evidence sufficient to suggest that the effi-
cacy of the vaccine was consistent with the 85% efficacy expected
in India [23]. The vaccine efficacy suggested by the third study
[15] was lower than expected, although the upper limit of the CI
was still compatible with a normal efficacy, all the more because
the poor documentation of vaccination status could have led to
an underestimation of the vaccine efficacy.

The estimated 1-dose measles vaccination coverage in India
was 56% in 2005 5] Thus, a large number of measles outbreaks
would be expected to occur. Of these, the surveillance system
would detect only a subset. Three studies indicated that the
surveillance system captured <5% of the measles cases that
happen in India [23-25]. Of those outbreaks detected, only
a proportion lead to a detailed epidemiological investigation. Of
those investigated, only a proportion lead to a report made
publicly available that could be used to make decisions. From
2000 through 2006, 6 reports of measles outbreaks in India were
published in the indexed literature, for a mean of 1 study per
year [17, 21, 26-29]. Over 3 years, FETP epidemiologists in
training investigated 8 outbreaks that occurred in 5 districts of
4 states where the trainees were assigned. This number exceeded
the national level of outbreak detection and investigation, sug-
gesting that assignment of FETP trainees in the district im-
proved outbreak detection and investigation. However, FETP
trainees cannot capture all outbreaks. Al of the outbreaks that
they investigated were in rural areas, but outbreaks would be
occurring in urban areas as well.

WHO and UNICEF recommend laboratory confirmation for
outbreaks as a part of enhancement of measles surveillance [1].
Laberatory confirmation was available for 6 of the 8 outbreaks.
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FETP trainees accessed reference laboratory facilities through
special means in the absence of a routine system for specimen
collection, transportation, and analysis, Such special means may
not be available to most rapid response teams in the country,
Thus, laboratory confirmation of a suspected measles outbreak
remains difficult.

In India, where the prevalence of undernutrition among
children <3 years of age during 2005 was 46% [30], the measles
case-fatality ratio can be high. The case fatality rate was >20% in
a remote rural area of India where access to quality health care
was not possible for the treatment of complications [31].
A review of measles outbreaks in India suggested that the mean
case fatality rate was 2.5% in the country [32]. Overall case
fatality during our outbreaks was somewhat lower (1.4%).

Our report suffers from 2 limitations. First, trainees used
different methods for different aspects of their investigations.
This limited our capacity to compare specific parameters or to
aggregate data. To address this limitation, starting in 2006, we
developed a training module that included an applied problem-
solving-based exercise (now available online at http://searo.
who.int/phi). This led to better standardization of the latest
investigations, conducted in 2006 [16, 18]. Second, this set of
investigations was performed in districts where an epidemiolo-
gist in training was assigned. As a result, the states with lower
vaccination coverage (eg, Uttar Pradesh, Bihar, and Madhya
Pradesh} that do not have a large participation in the FETP were
not represented. Although this set of investigations captured key
determinants of measles outbreaks in India, it underrepresented
epidemiological evidence pointing to the importance of in-
creasing the 1-dose coverage in states where it is the lowest. In
the future, wider use of field epidemiology methods through
engagement of additional states in the FETP should provide
a more comprehensive picture of measles epidemiology in India.

In India, use of measles vaccine increased the age of in-
dividuals with measles virus infection and decreased the attack
rates during outbreaks. Mechanisms involved in measles out-
breaks include (1) low 1-dose coverage in some states and {2)
a progressive accumulation of susceptible individuals despite
high 1-dose coverage in other states. Qutbreak detection, in-
vestigation, and reporting remain insufficient, particularly in
urban areas. Laboratory confirmatien remains a challenge. Vi-
tamin A js undetused. On the basis of these conclusions, we can
formulate recommendations. First, higher 1-dose coverage is
needed in the 32 of the 35 states that have not reached the 90%
national coverage target, through strengthening of the routine
system and in a way that addresses pockets of lower vaccination
coverage [8]. Outreach methods may be required [1]. Measles
vaccination coverage requires better documentation, incleding
through measures to increase card retention and regular vali-
dations. Second, provision could be made for introduction of
a second vaccination opportunity in states with 1-dose coverage
exceeding the national target. Third, enhanced surveillance

through the Integrated Discase Surveillance Project (IDSP)
should provide better documentation of measles outbreaks and
response. Fourth, IDSP must organize the availability of labo-
ratory confirmation for measles outbreaks through routine
mechanisms at the state level. Fourth, universal use of vitamin A
needs to be ensured and documented to further decrease the
case-fatality ratio.

Funding
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Government of West Bengal
Directorate of Health Services (F W Br)
3" Floor, “A” Wing, Swasthya Bhavan, GN-29, Sector-V, Salt Lake, Koklkata-S1.

Memo No. H/SFws/ 344 (19) dated 26" July, 2011.

To

1.-18. The Chief Medical Officers of Health,
Al districts,
19. The D.F.W.0., Kolkata,

Sub: Measles second opportunity (MCVz) in Routine
immunization (U.LP.).

Sir f Madam,

Please refer to my earlier letter bearing no. H/SFWB/484 (19] dated 11" July, 2011 in regard to
the subject above. Now, you are requested to start administration of Measles {second dose) in Routine
immunization to all children aged 16-24 months w.e f. first week of August, 2011 irrespective of their
measles vaccination status. Measles vaccines are available at CFW Store, Baghbazar.

A two-paged document on “Measles second dose in Routine Immunization” is enclosed with this
letter again for your kind perusal and sharing the same with all concerned.

Yours faithfully,

Enclo: as stated above. [ /;74(/

It. DHS (FVF) aﬂs&v

West Bengal.
Memo No. H/sFwe/ 544 (19) / () dated 26™ July, 2011.
Copy forwarded for kind information to:-
1. The Principal Secretary, Dept of H & FW, West Bengal.
The Director of Health Services, West Bengal,
The Directar of Medical Education, West Bengal.
The Mission Director (NRHM), Commissioner (FW) & Secretary {Healith), West Bengal
The Director, Women & Child Development Dept, West Bengal.
The State Cold Chain Officer, West Bengal.
The Chief Municipal Health Officer, Kolkata Municipal Corporation, Kolkata.
The Director, State Urban Development Agency, Salt Lake,
The Regional Coordinator, NPSP-WHO, india (East}, Salt Lake, Kol-64.
10 The Project Director, WBSISC, Dept of Community Medicine, Medical College, Kolkata.
11, Dr K. Mitra, Heaith & HIV Specialist, UNICEF Kolkata.
12. The Project Manager, WBSISC, Dept of Community Medicine, Medical College, Kolkata.

. e,

Assistant Director of Health Services {EPI),
West Bengal.

W@ NO L AN



=

Government of West Bengal
Office of the Chief Medical Officer of Health Sﬂ
Cooch Behar \Q\,
N\

Tel : 228874 (03582) Fax : 228966

E-mail : emoh_cbr@wbhealth.gov.in W
Cal=V =1
Memo No. X-XIV/  / ﬂ@(;mc‘h;@:haihbe 14" Januan 2010
? > N0\
To @r.f' . ‘
The Chairman,

CoochBehar/Dinhata/Tufanganj/

Mathabhanga/Mekhliganj/Haldibari Municipality,
CoochBehar (‘?‘b}}
* -

Sub : Guidelines in regard to Routine ImmuiiZifion in
Urban Local Bodies { ULBs )

Ref : Memo No.H/SFWB/14 (18) dated 6" January. 10
of Jt DHS (FW) & SFWO. West Bengal.

Sir.

Please find enclosed herewith a copy of the memo under reterence in regard
atidelines on Routine lmmunization having (i) Session Norms & Injection Load (i) National
Immunization Schedule (iii) Vaccinator (iv) Logistics & Cold Chain (v) Delivery/Distribution (vin
Mohilization and (vii) Recording/Reporting. This may please be implemented for strengthening
Routine Immunization Programme.

Yours {aithtully,

Fnclo 1 As stated ' ;
‘ @9@7&6&\: O
i R R Banik)

Chief Medical OfTicer of"H' (;81{/!0
CoochBehar <"

s
Memao No. X-XIV/ ,? ?/f ( Date. Cooch Behar the 14" January 2010

Copy along with a copy of the enclose forwarded for information and
necessary action to -

NIL./ The CommissiGiig (5W5 & Mission Dircctor {(NRHM LW
2. The Director. SUDA.1lgus Bhavan.Sector-1H.Salt Lake. Kolkata -700091
. The J¢ BHS {FW) & SFWO, WB

+-5. The DMCHO/Dy CMOH-IIL CoochBehar.

6. They DPHNO, Dist FW Bureau. CoochBcehar.

They (SLNo.4-6) are requested to monitor the ULBs for smoeoth

implementation of the R [ prog. N
' \
S—ri umk)C)

Chiel NMedical Oflicer of ,!;{1,19{1};0
CoochBehar > \/

-



' GOVERNMENT OF WEST BENGAL
OFFICE OF THE CHIEF MEDICAL OFFICER OF HEALTH
DISTRICT FAMILY WELFARE BUREAU

BURDWAN
Meme No. DFWB/ 9 85~ Dated, Burdwan, the OS / &1 /2010
To
The Mayor
Asansol Municipal Corporation
Burdwan.
Sub: - Financial support for alternative vaccine delivery to 50 RI center under
Asausol Corporation area
Sir,

Kindly refer to Commissioner, Family Welfare & Special Secretary vide Memo No.
H/359/18/CFW/2008 dated 27" June 2008 for alternative vaccine delivery in slum & under-served
area of West Bengal, In this connection you are provided financial support for alternative vaccine
delivery at your Corporation areas of 50 RI center through ACMOH office [According the sum of
Rs. 50.00/ X 50 nos X 4 week X 12 months = 1, 20800.00 ( One lake twenty thousand only ) / year]
vide your Memo No. 386/RCH/AMC dated 20.11.09 and ACMOH Memo No. ACMOH/ASL/663
dated 25.11.09 vide this office cheque no. 843160 dated 22.12.09 for amount Rs. 1,20000.00/- { One
lake twenty thousand only )} in f/o Mayor, Asansol Municipal Corporation.

So, you are hereby requested you send your authorized person to collect cheque from DFWB,
325, G.T. Road (near Tinkonia Bus Stand), Burdwan and send quarterly utilization certificate through
ACMOH office Asansol to District and oblige.

Thanking you, N yours faithfully _
(N 110 L~
Dy. Chief Medical Officer of Health - 111 Chief Medical Officer of Health
Burdwan Burdwan
Memo No. DFWB/ ©8S /Ct) (3) Dated, Burdwan, the 08 / o1 /2010

Copy ferwarded for information & necessary action to:-

1. The Chief Executive Officer, Asansol Municipal Corporation, Asansol.
2. The ACMOH, Asansol sub-division. Burdwan.
3. The Project Director, %fBSISC, Medical College Kolkata.

~ o, T gl T ( £
SN a2 4 gf i
Dy. Chief Medical Officeig of Health — 111 Chief Medical Officer of Health

Burdwan Burdwan



MONTHLY IMMUNIZATION REPORT

INameoRERER = anicismunsasmms bbb Month :
Namie & Address of R.I Centre: cocuceeesivmesssmnsnssusiisisssisissssasesinies R N R R N R R

Ward No.: ......

A Numbers : = Numbers
SI No. Vaccines Riccts Total Sl No. Vaccines R ed Total
1 TTI Male
18 DPT-B
2 1712 Female
TT-B Mal
2 19 | OPV-B ——
Female
Mal Male
4 BCG e 20 MR
Female Female
] Male
5 DPT-1
Female
Male 'DPT |Male
8 — 21 ;
. , PPT2 | amale at 5 Yrs |Female
| M
7 ppT-3  |Male 22 |TT-10 Yrs{Hale
Female Female
OPV-0 Male Male
5 X 23 TT-16 Yrs
. (Birth Dose)|Female . Female
Male
9 OoPvV-1
Female
| Male
10 OPV-2 |Ma'e ' 24 VA-2
| |Female | Female
| Male
11 opv-3 |Hale 25 VA-3
Female Female
HepB [Male Male
i2 : 26 VA-4
(Birth Dose)|Female Female
Male Male
i3 Hep B-1 27 VA-5
e Female Female
Male le
14 Hep 8-2 28 VA6 o2
Femaie Female
Mal
15 | HepB-3 |[—— 29 | vaz [hae
Female Female
Mal
16 Measles | 30 | vas [Hale
Female Female
Male Mal
17 VA-1 31 | vae [ ——
Female | Female
FULL IMMUNIZATION oot
Female

Signature of Centre incharge with date



Can OPV and vitamin A be given together with DPT-Boostd

Yes,

Can an infant be breastfed immediately after OPV?

Yes.

DPT VACCINE

If a child could not receive DPT1, 2, 3 and OPV 1, 2, 3 aCCtl. vy ..,
the schedule, till what age can the vaccine be given?

The DPT vaccine can be given until 7 years of age and OPV can be given till 5
years of age. If a child has received previous doses but not completed the
schedule, do not restart the schedule and instead administer the remaining
doses needed to complete the series.

If a chiid comes between the ages of 2 to 5 years without having
received any vaccine, what vaccines should be given?

If the child comes between 2 to 5 years without any vaccination, three doses
of DPT can be given with OPV with a minimum gap of 4 weeks /~~ ~~~
month). A single dose of measles vaccine also needs to be given v
dose of DPT.

Why should there be a minimum gap of 4 weeks between two .
of DPT?

This is because decreasing the interval between two doses may interf
the antibody response and protection.

Why give the DPT vaccine in the antero-lateral mid thigh and not the
gluteal region (buttocks)?

DPT is given in the antero-lateral mid-thigh and not the gluteal region to
prevent damage to the sciatic nerve. Moreover, the vaccine deposited in the
fat of gluteal region does not invoke the appropriate immune response.




What should one do if the child is found allergic to DPT or develops
encephalopathy after DPT?

A child who is allergic to DPT or develops encephalopathy after DPT should
be given the DTaP / DT vaccine instead of DPT for the remaining doses, as it
is usually the P (whole cell Pertussis) component of the vaccine which causes
the allergy/encephalopathy. If these are not available, at least TT should be
given.

TT VACCINE
If a girl received all doses of DPYT and TT as per the NIS till 16 years

of age and she gets pregnant at 18 years, should she get one dose of

TT during pregnancy?

Give 2 doses of TT during the pregnancy as per the schedule.

HEPATITIS B VACCINE

Can Hepatitis B vaccine be mixed in the same syringe with DPT and

given as one injection?

No, DPT and Hepatitis B vaccine (if supplied separately) cannot be mixed or

administered through the same syringe.

Until what age can Hepatitis B vaccine be given?

According to the National Immunization Schedule, Hepatitis B vaccine should

be given with the first, second and third doses of DPT till one year of age.

Why give the birth dose of Hepatitis B vaccine only within 24 hours of
birth?

The birth dose of Hepatitis B vaccine (within the first 24 hours) is effective in

preventing peri-natal transmission of Hepatitis B.



years of age. The Booster doses can be given at a minimum of 6 months
after administering OPV3/DPT3.

What vaccines should one give to a child who is brought after 6 years
of age for the first time?
Give the child 3 doses of DPT one month apart.

Why is it not advisable to clean the injection site with a spirit swab
before vaccination?
This is because some of the live components of the vaccine are killed if they

come in contact with spirit.

Emphasize the need for e
completing
immunization at the
correct age, Even If a
child comes beyond the
due date for a vaccine,
the child should receive
all the due vaccines.




National Immunization Schedule (NIS) for Infants, Children and

Pregnant Women

Vaccine | When to give | Dose | Route | site
_For Pregnant Wornen =,
TT-1 | Early in pregnancy ____losmi | Intra-muscular | Upper Arm.
TT-2 4 weeks after TT-1* 1 0.5mi Intra-muscular Upper Arm
TT- Booster If received 2 TT doses in a | 0.5ml | Intra-muscular Upper Arm
pregnancy within the last 3
i yrs* > s
For Infants i
BCG At birth or as early as possible | 0.1ml Intra-dermal Left Upper Arm
tiil one year of age {0.05ml until
1 month
age)
Hepatitis At birth or as early as possible | 0.5 ml Intra-muscular Antero-lateral
I e within 24 hours el side of mid-thigh
OPV-0 At birth or as early as possible | 2 drops Oral Oral
within the first 15 days
OPV1,2&3 At 6 weeks, 10 weeks & 14 | 2 drops Oral Oral
weeks =
DPT1,2& 3 At 6 weeks, 10 weeks & 14 | 0.5 mi Intra-muscular Antero-lateral
weeks side of rid thigh
Hepatitis B 1, | At 6 weeks, 10 weeks & 14 | 0.5 ml Intra-muscular Antero-lateral
2 & J¥EFX weeks side of mid-thigh |
Measles 9 completed months-12 | 0.5 mi Sub-cutaneous Right upper Arm
months.
(give up to 5 vyears if not
received at 9-12 months age) oL N
Vitamin A | At 9 months with measles 1 mi Oral Oral
_(1stdose) ( 1 lakh IU)
For Children sk
DPT booster 16-24 months | 0.5ml Intra-muscular Antero-lateral
Men - & . side of mid-thigh _
OPV Booster 16-24 months 2 drops Oral Oral
Japanese 16-24 months with DPT/OPV | 0.5 mi Sub-cutaneous Left Upper Arm
! Encephalitis** | booster =~~~ L )
: Vitamin A*** | 16 months with DPT/OPY | 2 ml Oral Oral
(2nd to 9th | booster (2 lakh 1U)
dose) Then, one dose every 6 months
|_ up to the age of 5 years,
LDFT Booster 5-6 years 0.5 ml. Intra- muscular Upper Arm
| TT 10 years & 16 years 0.5 ml Intra-muscular Upper Arm

*Give TT-2 or ‘Booster doses before 36 weeks of pregnancy. However, give these even if more than 36
weeks have passed. Give TT to a woman in labour, if she has not previously received TT.

** GA 14-14-2 Vaccine, in select endemic districts after the campaign.
*x%x The 2™ to 9 doses of Vitamin A can be administered to children 1-5 years old during biannual
rounds, in collaboration with ICDS.

k%% I select states, districts and cities.

Proposed Cru.ngea in the Namma! r-mnum.eemcm Sched.ﬂe. -009-10
= In select well-performing states, MR to be given with DPT Booster at
16-24 months (Dose: 0.5 ml; Route: Sub-cutaneous; Site: Right

Upper Arm)
* DPT and HepB vaccines at 6, 10 and 14 weeks to be replaced by DPT-
HepB-Hib (Pentavalent) vaccine.



SUDA
STATE URBAN DEVELOPMENT AGENCY

HEALTH WING
"ILGUS BHAVAN"
H-C BLOCK, SECTOR-!Il, BIDHANNAGAR, CALCUTTA-700 091

West Bengal
Ref No. .SUDA-Health/530 Pt./09/556(126) Date............. 08.01.2010
From : Director, SUDA
To :  The Mayor / Chairman
...................... Municipal Corporation / Municipality

Sub. : Guidelines on Routine Immunisation in Urban Local Bodies.

Sir / Madam,

Enclosed kindly find herewith communication of Jt. DHS (FW) & SFWO, Dept. of Health &
Family Welfare bearing no. H/SFWB/14(18) dt. 06.01.2010 along with guidelines on Routine

Immunisation in Urban Local Bodies.

You are requested to follow the said guideline to strengthen Routine Immunisation and provide

quality service to all the population of your ULB.

Thanking you.
Yours faithfully,
S
Director, SUDA
SUDA-Health/530 Pt./09/556(126)/1(1) Dt. .. 08.01.2010
CC \ R
BO/ AHD, ..iiaiavisisiminniss Municipal Corporation / Municipality \I'twﬂl
Director, SUDA

DD Goswami\SUDALetterhead ULBs.doc

Tel/Fax No.: 359-3184



SUDA
STATE URBAN DEVELOPMENT AGENCY

HEALTH WING
"ILGUS BHAVAN"

H-C BLOCK, SECTOR-Ill, BIDHANNAGAR, CALCUTTA-700 091
West Bengal

Ref No. .SUD A-Health/530 Pt./09/556(126) DAl ..ovuurisnsi 08.01.2010
From : Director, SUDA
To :  The Mayor / Chairman

...................... Municipal Corporation / Municipality

Sub. : Guidelines on Routine Immunisation in Urban Local Bodies.

Sir / Madam,

Enclosed kindly find herewith communication of Jt. DHS (FW) & SFWO, Dept. of Health &
Family Welfare bearing no. H/SFWB/14(18) dt. 06.01.2010 along with guidelines on Routine

Immunisation in Urban Local Bodies.

You are requested to follow the said guideline to strengthen Routine Immunisation and provide

quality service to all the population of your ULB.

Thanking you.
Yours faithfully,

Sle “\/
Director, SUDA

SUDA-Health/530 Pt./09/556(126)/1(1) Dt. .. 08.01.2010

cC \// q0%
HO T ABQ, ciiiviiisvisiniiciviiia Municipal Corporation / Municipality x\\\g’

Director, SUDA

D'\ Goswarmn\SUDALetterhead ULBs. doc

Tel/Fax No.: 359-3184



| supA
STATE URBAN DEVELOPMENT AGENCY

HEALTH WING
"ILGUS BHAVAN"

H-C BLOCK, SECTOR-Ill, BIDHANNAGAR, CALCUTTA-700 091
West Bengal

Ref No. .SUDA-Health/530 Pt1./09/556(126) (27— 08.01.2010
From : Director, SUDA
To : TheMayor/Chairman

...................... Municipal Corporation / Municipality

Sub. : Guidelines on Routine Immunisation in Urban Local Bodies.

Sir / Madam,

Enclosed kindly find herewith communication of Jt. DHS (FW) & SFWO, Dept. of Health &
Family Welfare bearing no. H/SFWB/14(18) dt. 06.01.2010 along with guidelines on Routine

Immunisation in Urban Local Bodies.

You are requested to follow the said guideline to strengthen Routine Immunisation and provide
quality service to all the population of your ULB.

Thanking you.

Yours faithfully,
A
% \ C \\,,.///
Director, SUDA

SUDA-Health/530 Pt./09/556(126)/1(1) Dt. .. 08.01.2010

CcC \// 09 ‘U
HO / AHCQ, . connnisssssvrinessrson Municipal Corporation / Municipality %\\\g’

Director, SUDA

DD Goswamil\SUD A\Letterhead ULBs.doc

Tel/Fax No.: 359-3184



Government of West Bengal
Directorate of Health Services (F.W. Br)
3" Floor, “A” Wing, Swasthya Bhavan,
GN-29, Sector-V, Salt Lake, Kolkata-700091,

Memo No. H/SFWB/ 14 (18) dated, 6th January, 2010.

To

1.-18. The Chief Medical Officers of Health,
All districts.

Sub : Guidelines in regard to Routine
Immunization in Urban Local Bodies (ULBs)

Sir / Madam,

Enclosed please find herewith the guidelines for implementation & strengthening
of Routine Immunization under UIP in urban areas. In the absence of a separate
guideline for urban areas, this may please be shared with all concerned for effective
implementation of the R.I. Program in Urban Local Bodies. This envisages the general
guidelines provided by Gol for Routine Immunization as well as some important issucs
relating to ULBs as suggested by the Project Officer (Health), SUDA. A copy of the
National Immunization Schedule is also enclosed for kind perusal of all.

You are requested to circulate this to the concerned ULB authorities of your
districts afler sharing it with the Dy CMOL-U1/ DMCIHO / DPLHNO.

' Yours faithfully,
Fncle s ne /éfmf< 0( A 6(“\,'12. ;

SO Dy s o fogfi
Jt DHS (FW) & SFWO,
West Bengal,

Memo No. H/SFWB/ {4 (18)/14) dated, 6th January, 2010.
Copy forwarded for kind information to:-
1. The Commissioner (FW) & Mission Director (NRHM), West Bengal.
2. The Director, SUDA, Hgus Bhavan, Sector-11I, Salt Lake, Kolkata-700091.
3 Dr Sibani Goswami, Project Officer (Hcalth), SUDA, Salt Lake, Kolkata-700091.

4. The A.D.H.S. (EPI), West Bengal.

L, lnh\s { \‘ 3 <l eifj
Jt DHS (FW) & SFWQ),
West Bengal, :



UniversalHin i uttizition Bebprhe (U155 Uik Lol Batiey

GUTGRIIHES (ORTHTDISHICHHONDE Ry LI
JLB)}-

A. SESSION NORMS & INJECTION LOAD:

R.I activities should be held on cvery / alternate Wednesday (National
Immunization Day) at fixed siles

Frequency or number of immunization sessions of an ULB in a month should be
determined according to (he monthly injection foad as per beneliciaries of the
catchment area

At a fixed site, one session should be held for every 40-70 injections. If the
injection load is more than 70, two sessions should be held. With higher injection
load more sessions should be considered.

In general, for every infant there will be 12 (twelve) injections ie. 2 TT + 1
BCG, 5 DPT, 3 Hep B & 1 Measles injections. In districts where J.E. vaccination
has been integrated with R.1. there will be an additional injection of J.E.
Accordingly, rational microplan should be prepared on the basis of entire
population {both BPL as well as non-BPL) of the catchment area of an ULB area

B. NATIONAL IMMUNIZATION SCHEDULE :

All vaccines (TT, BCG, DPT, OPV, | lep B, Mcasles) should be made available
in all R.I. sessions. JE vaccine should be available in all sessions of ULBs of
Burdwan, Birbhum, West Midnapur, [lowrah & Hooghly. The practice, if any,
of different dates for different vaccines, should be abandoned immediately.

DT vaccine at 5 yrs of age has been replaced by DPT (2™ Booster).

The national immunization schedule of Gol indicating vaccine, age of
administration, dose, route & site is enclosed with the guidelines for perusal of
everybody. The schedule should be displayed at a convenient place of the ULB.

C. VACCINATOR:

Services of trained FTSs should be utilized as vaccinators.

Services of untrained FTSs / HHWs, if utilized as vaccinators, should be under
supervision of a Medical Officer / Health Officer.

Before reconstitution / administration, all vaccine vials should be checked for
correct vaecine, VVM status and Expiry Date.

For BCG & Measles (also J.E.) vaccine, the reconstitution time must be noted
on the hody of the vials,

D. LOGISTICS & COLD CHAIN:

AD syringes (0.1 ml / 0.5 ml) should be used for administration injectable
vaccines. 5 ml disposable syringes should be used for reconstitution of BCG &
Measles vaccine (JE vaccine for 5 districts stated earlier).

Vaccines should be stored in ILRs.

All vaccines should be kept in the basket of the ILR.

OPV, Measles & BCG vials should be placed at the bottom of the basket

within the TLR.



T-series & Hep B vials and diluent ampoules should be placed in the upper
part of the basket within the ILR,

Deep Freezers should be used for preparing ice-packs.

ULB having at least one functional IL.R should act as a site with vaceine storage
facility. Holding sessions af these UL will be treated as fixed site sessions.
Holding sessions at sites having no ILR / no storage facility should be treated as
outreach sessions,

E.DELIVERY / DISTRIBUTION:

For transportation of vaccines & diluents to the immunization sites on session
days, 4 icepack vaccine carriers should be used.

During transportation of vaccines in vaccine carriers to session sites, diluents
should also be carried within the carrier so that they are at the same
temperature as that of the vaccines, at the time of reconstitution.

Vaccines, diluents, syringes, droppers, etc. should be collected from the PP unjt /
Block, where the ULBs (having no ILR / storage facility) are located,

ULB will identify a nodal person who, on the moming of the session day, will
collect logistics from the source, distribute them to the session siles and at the end
of the session will return the unused articles to the source on the same day. The
unused vaccines with identification mark / tag should be stored in ILR. If any
vaccine remains unused after 3 consecutive returns, it should be discarded even
if the VVM or Expiry Date remains within usable limit.

Fund required for transportation of vaccines & logistics should be borne by the
ULBs. The district / block anthorities may help subject to availability of
adequate funds at their ends.

F. MOBILIZATION:

For mobilization of beneficiarics, services of Urban ICDS workers may be
utiized. Co-ordination meetings should be organized with Workers /
Supervisors of ICDS and CDPOs. i

Referral / Due Slips may be used for referring the beneficiaries to the R1 sites.

G. RECORDING / REPORTING:

Immunization Cards provided by the District / Block authorities should be used.
Counterfoils of the cards should be preserved at the session site by the

vaccinator., ! 1
Consolidated monthly report on immunization in the prescribed  proforma
should be furnished to the concerned block / district authorities with copy to
SUDA. ‘ .

In order to strengthen R.I. and provide quality service to the urban community,

ULBs should take a proactive role. Yas .
If needed, ULBs should take help of concerned block / district authorities.



National Im

munization Schedule (NIS) for Infants, Children and
Pregnant Women

Vaccine When to give Dosc Route f Site
For Pregnant Women
TY-1 Exrly in Breanancy 8.5 mil Intra-muscular Upper Arm
TT-2 4 weeks after TT- 1+ 0.5 mi Intra-muscutar Upper Arm
TT- Boostor It received 2 TT doses in a | 0.5 ml Intra-muscular Upper Arm
Eregnancy within the fast 3 yrst
For Infants 2L
BCG At birth or as early as possible tiil 0.1mi Intra-dermal Left Upper Arm
one year of age (0.05mI unti) { .
1 month age)
Hepatitis g At birth or as early as possible 0.5 mi Intra-muscular Antero-lateral side
within 24 hours &f mid-thigh
oPV-0 At birth or as early as possible | 2 drops Oral Oral
within the first 15 days i
OPV 1,28& 3 At 6 weeks, 10 weeks & 14 weeks | 2 drops Crai Orali
DPT1,28 13 At 6 weeks, 10 weeks & 14 weeks | 0.5 m) Intra-muscular Antero-lateral side
of mid thigh
Hepatitis B 1, | At 6 weeks, 10 weeks & 14 weeks 0.5m| Intra-muscular Antero-lateral side
28 Jrrrs of mid-thioh
Measics 9 completed months-12 months. 0.5 mi Sub-cutancous Right upper Arm
(give up to 5 years If not received
at 9-12 months 2ae)
Vitamin A | At 9 months with measleg Iml Orat Cral
(1stdose) ( 1takh i)
For Children
DFT booster 16-24 months 0.5mi Intra-muscular Antero-lateral side
of mid-thigh
| OPV Dooster 16-24 months 2 drops Orai Orali
Japanese 16-24  months  with DPT/OPY | 6.5 ml Sub-cutaneocuys Left Upper Arm
Encephalitiss » booster
Vitamin px=*= 16 months with DPT/OPV booster | 2 mi Orai Orai
{2nd to o Then, one dose every 6 months up [ (2 lakh 1U)
dase) to the age of 5 years.
0T Boostey 5-6 years 0.5 ml. Intra-muscular Upper Arm
IT 10 vears & 16 vears 0.5 mi Intra-muscular Upper Arm




Government of West Bengal
Directorate of Health Services (F.W. Br)
3" Floor, “A” Wing, Swasthya Bhavan,
GN-29, Sector-V, Salt Lake, Kolkata-700091.

Memo No. H/ SFWB/ }4  (18) dated, 6th January, 2010.
To
1.-18. The Chief Medical Officers of Health,
All districts.
Sub : Guidelines in regard to Routine
Immunization in Urban Local Bodies (ULBs)
Sir / Madam,

Enclosed please find herewith the guidelines for implementation & strengthening
of Routine Immunization under UIP in urban areas. In the absence of a separate
guideline for urban areas, this may please be shared with ali concerned for effective
implementation of the R.I. Program in Urban Local Bodies. This envisages the general
guidelines provided by Gol for Routine Immunization as well as some important issues
relating to ULBs as suggested by the Project Officer (Health), SUDA. A copy of the
National Immunization Schedule is also enclosed for kind perusal of all.

You are requested to circulate this to the concerned ULB authorities of your
districts after sharing it with the Dy CMOH-111 / DMCHO / DPHNO.

Yours faithfully,
Fnele © ne /J{tmfa{ A &t"\/é-.

LSOOG Dy e 06 L
Jt DHS (FW) & SFWO,
West Bengal.

Memo No. H/SFWB/ |4 (18)/1 (4) dated, 6th January, 2010.
Copy forwarded for kind information (o:-
1. The Commissioner (FW) & Mission Director (NRHM), West Bengal.
2. The Director, SUDA, Ilgus Bhavan, Sector-111, Salt Lake, Kolkata-700091.
\37 Dr Sibani Goswami, Project Officer (Health), SUDA, Salt Lake, Kolkata-700091.
4. The A.D.H.S. (EPI), West Bengal.

Jt DHS (FW) & S
West Benga

S {\33{@%:} o<for fjs



Universil Immuhization Program (UIP) if Ukl

Guidelides fo¥ implemen titionof Rottie I anization Ynder
ai Local Bodies (ULB):-

A. SESSION NORMS & INJECTION LOAD:

R.I. activities should be held on every / alternate Wednesday (National
Immunization Day) at fixed sites

Frequency or number of immunization sessions of an ULB in a month should be
determined according to the monthly injection load as per beneficiarics of the
catchment area

At a fixed site, one session should be held for every 40-70 injections. If the
injection load is more than 70, two sessions should be held. With higher injection
load more sessions should be considered. :

In general, for every infant there will be 12 (twelve) injections i.e. 2 TT + 1
BCG, 5 DPT, 3 Hep B & 1 Measles injections. In districts where J.E. vaccination
has been integrated with R.1. there will be an additional injection of J.E.
Accordingly, rational microplan should be prepared on the basis of entire
population (both BPL as well as non-BPL) of the catchment area of an ULB area

B. NATIONAL IMMUNIZATION SCHEDULE :

All vaecines (TT, BCG, DPT, OPV, Hep B, Mcasles) should be made available
in all R.L sessions. JE vaccine should be available in all sessions of ULBs of
Burdwan, Birbhum, West Midnapur, Howrah & Hooghly. The practice, if any,
of different dates for different vaccines, should be abandoned immediately,

DT vaccine at 5 yrs of age has been replaced by DPT (2™ Booster).

The national immunization schedule of Gol indicating vaccine, age of
administration, dose, route & site is enclosed with the guidelines for perusal of
everybody. The schedule should be displayed at a convenient place of the ULB,

C. VACCINATOR:

Services of trained FTSs should be utilized as vaccinators,

Services of untrained FTSs / HHWs, if utilized as vaccinators, should be under
supervision of a Medical Officer / Health Officer.

Before reconstitution / administration, all vaccine vials should be checked for
correct vaccine, VVM status and Expiry Date,

For BCG & Measles (also J.E.) vaccine, the reconstitution time must be noted
on the body of the vials.

D. LOGISTICS & COLD CHAIN:

AD syringes (0.1 ml / 0.5 ml) should be used for administration injectable
vaccines. 5 ml disposable syringes should be used for reconstitution of BCG &
Measles vaccine (JE vaccine for 5 districts stated earlier).

Vaccines should be stored in ILRs.

All vaccines should be kept in the basket of the ILR.

OPV, Measles & BCG vials should be placed at the bottom of the basket

within the ILR.



T-series & Hep B vials and diluent ampoules should be placed in the upper
part of the basket within the ILR.

Deep Freezers should be used for preparing ice-packs.

ULB having at least one functional LR should act as a site with vaccine storage
facility. Iolding sessions at these ULDBs will be treated as fixed site sessions.
Holding sessions at sites having no ILR / no storage facility should be treated as
outreach sessions.

E.DELIVERY / DISTRIBUTION:

For transportation of vaccines & diluents to the immunization sites on session
days, 4 icepack vaccine carriers should be used.

During transportation of vaccines in vaccine carriers to session sites, diluents
should also be carried within the carricr so that they are at the same
temperature as that of the vaccines, at the time of reconstitution.

Vaccines, diluents, syringes, droppers, etc. should be collected from the PP unit /
Block, where the ULBs (having no ILR / storage facility) are located.

ULB will identify a nodal person who, on the morning of the session day, will
collect logistics from the source, distributc them to the session sites and at the end
of the session will return the unused articles to the source on the same day. The
unused vaccines with identification mark / tag should be stored in ILR. If any
vaccine remains unused after 3 consecutive returns, it should be discarded even
if the VVM or Expiry Date remains within usable finit.

Fund required for transportation of vaccines & logistics should be borne by the
ULBs. The district / block authorities may help subject to availability of

adequate funds at their ends.

F. MOBILIZATION:

For mobilization ol beneficiaries, services of Urban ICDS workers may be
utilized. Co-ordination meetings shpuld be organized with Workers /

Supervisors of ICDS and CDPOs.
Referral / Due Slips may be used for referring the beneficiaries to the RI sites.

G. RECORDING / REPORTING:

Immunization Cards provided by the District / Block authorities should be used.
Counterfoils of the cards should be preserved at the session site by the

vaccinator, '
Consolidated monthly report on immunization in the prescribed proforma
should be furnished to the concerned block / district authorities with copy to

SUDA.
In order to strengthen R.I. and provide quality service to the urban community,

ULBs should take a proactive role. Fo
If needed, ULBs should take help of concerned block / district authorities.



National Immunization Schedule (NIS) for Infants, Children and
Pregnant Women

Vaccine l When to give Dose Route l Site
For Pregnant Women
TT-1 Early in pregnancy 0.5 m| Inl:ra—muscu_lgr Upper Arm
T7-2 4 weeks after TT-14 0.5 ml Intra-muscular Upper Arm
TT- Booster If recetved 2 TT doses in 2 0.5 mi Intra-muscular Upper Arm
pPregnancy within the last 3 yrs*
For Infants
BCG At birth or as early as possible til 0.1mi Intra-dermal Left Upper Arm
one year of age {0.05m! until
1 month age)
Hepatitis B At birth or as early as possible | 0.5 ml Intra-muscular Antero-lateral side
within 24 hours of mid-thigh
OPV-0 At birth or as early as possible | 2 drops Oral Oral
within the first 15 days
OPV 1,2 & 3 At 6 weeks, 10 weeks B 14 weeks 2 drops Cral Ora}
DPT1,283 At 6 weeks, 10 weeks & 14 weeks | 0.5 mi Intra-muscular Antero-lateral slde
of mid thigh
Hepatitis B 1, { At 6 weeks, 10 weeks & 14 weeks 0.5 m! Intra-muscular Antero-lateral side
| 2 8 3*+se of mid-thigh
Measles 9 completed months-12 months. 0.5 ml Sub-cutaneous Right upper Arrn
{glve up to 5 years if not received
at 9-12 months age)
Vitamin A { At 3 months with measles 1 ml Oral Oral
{(1stdose) ( 1tlakh W)
For Children
DPT booster 16-24 months 0.5 mi Intra-muscular Antero-laterat side
of mid-thigh
OPV Booster 16-24 months 2 drops Cral Oral
Japanese 16-29 months with DPI/OPY | 0.5 ml Sub-cutaneous Left Upper Arm
Encephalitis** | booster
Vitamin A**» 16 months with DPT/OPV booster 2 mi Cral Oral
(2nd to 9th | Then, one dose every 6 months up (2 lakh IU)
dase) to the age of 5 years.
DT Booster 5-6 years 0.5 ml. Intra-muscular Upper Arm
TT 10 years & 16 years 0.5 ml Intra-muscular Upper Arm




STATE URBAN DEVELOPMENT AGENCY

HEALTH WING
"ILGUS BHAVAN"

H-C BLOCK, SECTOR-Iil, BIDHANNAGAR, CALCUTTA-700 091
West Bengal

Ref No. ... qUPA-Health/530 Pt./09/528 Dale - 29:12.2009

From : Director, SUDA

To :  Dr. S.P. Banerjee
State Family Welfare Officer & Jt. DHS
Dept. of Health & Family Welfare
Swasthya Bhavan
Salt Lake City.

Sub. : Guideline for implementation of Routine Immunisation programme
by the Urban Local Bodies.

Sir,

You may be aware that State Urban Development Agency (SUDA) is responsible for
implementing, monitoring & supervising different Urban Health Programmes i.e. CUDP lil, CSIP,
IPP-VIII, IPP-VIII (Extn.), RCH Sub-Project, HHW Scheme, Community Based Primary Health Care
Services Programme in the Urban Local Bodies (ULBs). During monitoring & supervision it is
observed that Routine Immunization (RI} activities in the ULBs is facing major challenges due to
shortage of trained vaccinators. As a result, the ULBs are unable to expand RI services in different
wards especially in slums and vulnerable areas. At the same time entire ULBs populations are to be
covered under RI activities to address Public Health.

With this issue SUDA, CMU, West Bengal State Immunization support cell (WBSISC) and
State Family Welfare Dept. decided to train First Tier Supervisors of the ULBs on RI with hands on
training for 25 days at Nursing Training Schools of the districts. This training includes RI Micro-
planning, Cold Chain, Injection safety and other related issues.

In the mean time, 704 out of 1743 nos. of FTSs have already been trained in batches. The RI
activities i.e. starting from vaccination date, RI sites, RI schedule, collection of vaccines, maintenance
of cold chain etc. are varied in nature in the ULBs. It is felt that to maintain uniformity in the ULBs, a
guideline on RI following Govt. of India norms may be issued.

Under the circumstances stated above a guideline for implementation of RI programme by the
ULBs has been prepared which is enclosed for your opinion so that this can be circulated to the ULBs
to strengthen RI activities.

Yours faithfully,
Enclo. : As stated. k ! '
Director, SUDA

DD GoswamilSUDA\Letterhead Mise doc

Tel/Fax No.: 358-3184

DADr. Goswami\Apex Adv Com.{1).doc
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/. “;uideline for implementation of Routine Immunisation Programme by the ULBs
4

#  The frequency of Routine Immunisation (RI) sessions should be based on rational Micro-Plan based
on estimated no. of beneficiaries at the session sites taking into account all population of catchment
area (not only BPL population).

# All ULB RI activities shall be on a fixed day i.e. Wednesday to keep parity with National
Immunisation day, and at fixed sites.

#  Frequency of RI session shall be preferably once in a week or once in a fortnight depending upon
the estimated no. of beneficiaries.

#  The dose, route, site and UIP schedule must be maintained as per National Guidelines. All available
vaccines including Hepatitis B shall be given to the beneficiaries.

®  Alltrained FTSs of the ULBs shall act as vaccinator.

¢  Immunisation activities must be carried out by Auto Disposable syringes (ADS) which will be
supplied from the concerned Block / ACMOH office along with vaccines. Similarly, for
reconstitution of BCG and Measles vaccines separate 5 ml. disposable syringes must be used which
will also be supplied along with the vaccines.

®  All the vaccines must be made available on all vaccination days. The practice of fixation of different
dates for different vaccination should be stopped.

*  Currently, State Health & FW Dept. do not allow domestic refrigerator for keeping vaccines for the
sake of vaccine potency. Hence, domestic refrigerator which are still in use for keeping vaccines
should be discontinued immediately.

# ILRis to be used for keeping Vaccines.

»  If at least one functional ILR and Deep Freezer are available with the ULB, Vaccines are to be
supplied from the ULB itself. If ILR and Deep Freezer are not available with the ULB, vaccines are
to brought from nearest BPHC/ PP Unit on the day of immunisation in vaccine carrier by the
respective ULB. Vaccine lifting plan should be finalized by the Health Officer of the ULB in
consultation with ACMOH/ BMOH concerned.

# One person be identified by the ULB to collect vaccines from the source on the day of
Immunisation, distribute to the RI sites and return the unused vaccines vials to the said source on the
same day after completion of RI session.

®»  Fund requirement for vaccines transportation may be met by the ULB concerned at beginning.
Later on ULB may submit a consolidated funding requirement to CMOH with copy to Dy. CMOH
Il through concerned ACMOH. The calculation of funding requirement will be @ Rs.50/- per

centre per frequency of monthly session x 12 months.
Contd. te P-2.

D \Dr. GoswamilApex Adv. Com (1).doc
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*  ULB should involve Urban ICDS to mobilize the beneficiaries to the fixed vaccination sites. For
this purpose a co-ordination meeting should be organised with ICDS workers/ supervisors/ CDPO
and other organization wherever existing to share list of vaccination sites.

»  Referral slip may be used for referring the beneficiaries to the Rl sites either by ICDS / other
organizations to the ULB RI sites or the vice versa, as the case may be. RI sites will keep referral
slip. It will help to evaluate the strength of referral mechanism.

*  GOI approved Universal Immunisation Card which will be supplied by the respective District
Health Office, must be used for all the beneficiaries. No other Immunisation Card will be allowed.
However, all organization may use their Rubber Stamp on the Cards.

#  Report on vaccination is to be submitted by the ULB to the CMOH as per their prescribed proforma
with a copy to SUDA. This reporting proforma is to be obtained from the District Health office by
the ULB.

»  ULB should take a proactive role in strengthening Urban Routine Immunisation and provide quality

RI service to all people under the ULB.

DADr. Goswamil\Apex Adv. Com.{1).doc
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A Status on existing Urban Health Services vis-a-vis Immediate Requirement for Improvement

Name of ULB

ALIPURDUAR
ARAMBAG
ASANSOL MG
ASHOKENAGAR
BADURIA
BAILYABATI
BALLY
BALURGHAT
BANGAON
BANKURA
BANSBERIA
BARANAGAR
BARASAT
BARRACKPUR
BARUIPUR
BASIRHAT
BELDANGA
BERHAMPUR
BHADRESWAR
BHATPARA
BIDHANNAGAR
BIRNAGAR
BISHNUPUR
BOLPUR
BUDGE BUDGE
BURDWAN
CHAKDAH
CHAMPDAN
CHANDANNAGAR MC
CHANDRAKONA
CONTAI

'COOCH BEHAR

COOPERS CAMP
DAINHAT
R
JARIE T LIMG
DHULIAN
DHUPGUR
DIAMOND HARBOUR

DINHATA

District

JALPAIGURI

'HOOGLY

BURDWAN
NORTH 24 PARGANAS
NORTH 24 PARGANAS

'HOOGLY

HOWRAH

DAKSHIN DINAJPUR
NORTH 24 PARGANAS
BANKURA

HOOGLY
NORTH 24 PARGANAS
NORTH 24 PARGANAS
NORTH 24 PARGANAS

|SOUTH 24 PARGANAS
NORTH 24 PARGANAS
MURSHIDABAD

MURSHIDABAD
HOOGLY
NORTH 24 PARGANAS
NORTH 24 PARGANAS
NADIA
BANKURA
BIRBHUM
SOUTH 24 PARGANAS

" BURDWAN

NADIA

HOOGLY
HOOGLY
MEDINIPUR (WEST)
MEDINIPUR {EAST)
COOCH BEHAR
NADIA

BURDWAN

UTTAR DINAJF: i
UARJEE: e
MURSHIDABAD
JALPAIQURI

" SOUTH 24 PARGANAS

COOCH BEHAR

T Haakh Infmstion {Swius Peporl\Report

Programme

IPP-Vili {Extr.)
CBPHC Scheme
RCH

CBPHC Scheme |

CBPHC Scheme
CUDP & IPP \Inl‘

~ | CUDP & IPP VHI

IPP-VIII {Extr)
CBPHC Scheme
HHW Schieme
CUDP & IPP VIII
CUDP & IPP VIlI
CUDP & IPP VIII
CUDP & IPP VIl
“cupp
CBPHC Scheme
CBPHC Scheme
HHW Scheme
CUDP & IPP VIl
PP-VII
PPVl

CBPHC Scheme

HHW Scheme

HHW Scheme
CUDP & IPP VIl

" PP-VIIl (Extn.)
CBPHC Scheme
CUDP & PP Vil
CUDP & iPF Vil
CBPHC Scheme
CBPHC Scheme

HHW Scheme
' CBPHC Scheme
I CBPHC Scheme
CE= A Srhame
JTE N \-tx-.‘_,
CBPHC Scheme
CBPHC Scheme
CBPHEJ écheme
CBPHC Scheme
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Si. No.

41
42
43
44
45
46
47
48
49
50
51
52
53

55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73
74
75

76
77

79
80
81
82
a3

Name of ULB

DUBRAJPUR
DUM DUM
DURGAPUR MC
EGRA

ENGLISH BAZAR
GANGARAMPUR
GARULIA
GAYESHPUR
GHATAL
GOBARDANGA
GUSHKARA
HABRA

HALDIA
HALDIBARI
HALISAHAR
HOOGHLY CHINSURAH
HOWRAH MC
ISLAMPUR
JALPAIGURI
JAMURIA
JANGIPUR
JAYNAGAR MAZILPUR
JHALDA
JHARGRAM
JIAGANJ- AZIMGANJ
KALIAGAN.
KALIMPONG
KALNA

KALYAN!
KAMARHATI
KANCHRAPARA
KANDI

KATWA
KHARAGPUR
KHARAR
KHARDAH
KHIRPA
KONNAS -
KRISHNAGAR
KURSEONG
MADHYAMGRAM
MAHESHTALA
MAL

District

'BIRBHUM

NORTH 24 PARGANAS
BURDWAN
MEDINIPUR (EAST)
MALDA

| DAKSHIN DINAJPUR

NORTH 24 PARGANAS
NADIA

MEDINIPUR (WEST)
NORTH 24 PARGANAS

|BURDWAN

NORTH 24 PARGANAS
MEDINIPUR (EAST)
GOOCH BEHAR
NORTH 24 PARGANAS
HOOGLY

|HOWRAH

UTTAR DINAJPUR
JALPAIGURI
BURDWAN
MURSHIDABAD
SOUTH 24 PARGANAS
PURULIA
MEDINIPUR {WEST)
MURSHIDABAD
UTTAR DINAJPUR
DARJEELING
BURDWAN

NADIA

'NORTH 24 PARGANAS

NORTH 24 PARGANAS

MURSHIDABAD

BURDWAN

MEDINIPUR (WEST)

MEDINIPUR (WEST)

NORTH 24 PARGANAS

MEDTNIPUR (WES™
LY

NADIA

DARJEELING

NORTH 24 PARGANAS

SOUTH 24 PARGANAS

ALPAIGURI

DDr. Geswamiriealth informaion\Heslth Informati- - (Stahus Repaort)Repart

Programme

CB?HC Scheme

CUDP & IPP Vill

IPP-VI1i {Extn.)
CBPHC Scheme
IPP-VIII {Exin.}
CBPHC Scheme
CUDP & IPP VIl
CUDP & IFP VI
CBPHC Scheme

| CBPHC Scheme

CBPHC Scheme
CBPHC Scherme
CBPHC Scheme
CBPHC Scheme
CUDP & IPP VIiI
CUDP & IPP Vil
CUDP & IPP VIl
CBPHC Schere

IPP-VHI (Extn_.) |

CBPHC Scheme
HHW Scheme

" CBPHC Scheme

CBPHC Scheme
CBPHC Scheme
CBPHC Scheme
CBPHC Scheme
CBPHC Scheme
HHW Scheme
IPP-VIII
PP-VII
CUDP & IPP Vil
CBPHC Scheme
CBPHC Scheme
IPP-VIIl (Extr.)
CBPHC Scheme
CUDP & IPP VI
CBPHC Schems
SUDFEarTE I
HHW Scheme
CBPHC Scheme
IPP-VIl
IPP-VII
CBPHC Scheme
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No.Y.11011/4/2007-CC&V
Government of India
Ministry of Health & Family Welfare
Nirman Bhawan, New Delhi
Dated;

To,

Directors (FW) of all States/UTs
Sub:-  Guidelines for Cold Chain - matter regarding
Sir,

Kindly refer Ministry's letter dated.—the deep freezers along with stabilizers
supplied by M/s Haier Appliances are being transported by GMSDs to the states as per the
allocation and consignee addresses. The ILRs are also being supplied shortly.

According to the supply order, the equipments will be installed by the consignees by
the help of their local refrigerator mechanics. The guidelines for installation, operation
instructions, installation report and checklist for installation is enclosed.

The installation of all the equipments are to be done immediately and installation
report be send to M/s Haier Appliances on following address with a copy to the Ministry so
that routine check up of the equipments may be done and training to the cold chain handler
on Haier equipments may be started:

Mr. Som Nath Rampal,
M/s Haier Appliances Ltd.



Installation and Operational Instruction of Ice-lined Refrigerator

A. Environment for Installation and Placement:

1. ILR should be placed on level ground with dry air and no dusty.
2. ILR should be placed far away fire (hot origin) without direct sunshine and good ventilation.
3. ILR should be placed by some spaces left around machine. The space between other solid (like
room wall or others) to the ILR cabinet should be more than 10 ¢m in order to keep gooed ventilation
and hot exhaust to outside. ILR CANNOT be used as built-in type into some other solid
constructions.
4. The better working condition for ILR is ambient temperature range 10 to 430, no rainfail.
5. ILR should not be installed in the place with heavy humid environment or easy to splash water.
6. ILR should be placed near with socket with full room for stabilizer.
B. Before ILR installation

1. Unpacking all the outer carton\inner foam\inner package\bottom foam.

2. Open the door; remove the protection pad for door sealing. Pull out the user manual and other
accessories to be kept in other places for review. Before using the ILR, user should read manual
carefully and operate the manual accordingly.

3. Take away from all tapes for trays and boxes and pull out the trays and boxes. Take away the tapes
and fixed foam for the tray on the step, Afier that, be remembered to keep trays and boxes together.

Using clean cloth and neutral detergent to clean the interior cabinet of ILR

i

4. Put back the trays and boxes according to the instruction on the ILR door.

5. Before using the ILR, user should read carefully the using instruction packed on the ILR door and
keep in mind of the using instruction during the ILR operation.
C. Operating ILR

1. Check ILR stand by level or not and you can get level by adjustment on ILR foot.

2. Connect stabilizer with power, open the power switch and check the power indicator of stabilizer



3. After more than half of hour ILR standing only (please note: switch of ILR should be closed), plug
the ILR with stabilizer. Open the ILR swiich, ILR start to run with alarm by thermostat. Press any key on
thermostat to get rid of the audible alarm and find the temperature from displayer.

4, During the operation of ILR, the thermostat set point of ILR should be around 4. If the
temperature inside ILR is too high or too low, please adjust the set point of thermostat to get the right
temperature what you want.

5. During the ILR running with first time, compressor will continue to work and the cooling time will
be a little bit longer that because ILR will froze the icepacks inside first. On the other hand, surrounding of
ILR will because hot (temperature rising).

6. After 48 hours at least for ILR continuous ruaning, the temperature inside will be around 471 If
only temperature is between 2 to 8, there will be normal with ILR not running for a long time or
continuous working for a long time since there are many icepacks inside.

7. After temperature inside come to stable, please place the vaccines by batches. Never put full load
into cabinet at one time.

Note: the water inside of trays has been charged in the factory, the user
doesn't need charge water. During long time use, the water inside of trays is
less, and need to be charged again, please follow up the steps as below:



.

/Pleose charge the water into trays as
per the red level {the dimension
should be 16Cmm from the top of
tray)

Please charge the water into trays as
per the red level {the dimension
should be 121mm from the top of
fray)

o s e e T el s o e il



Installation and Operating Instructions for Deep Freezer

(Icepack Freezer)

A. Environment for installation and placement:
1. DF should be placed on level ground with dry air and no dusty.
2. DF should be placed far away fire (hot origin) without direct sunshine and good ventilation.
3, Take away all tapes from trays and boxes and pull out the trays and boxes. Take away the tapes and
fixed foam for the tray on the step. After that, be remembered to keep trays and boxes together.
4. The better working condition for DF is ambient temperature range 10 to 43| |, no rainfall,
5. DF should not be installed in the place with heavy humid environment or easy to be splashed with
water.

6. DF should be placed near with socket with full space for stabilizer.

B. Before DF installation

I. Unpacking all the outer carton\inner foam\inner package\bottom foam.

2. Open the door; remove the protection pad for door sealing. Pull out the user manual and other
accessories to be kept in safe places for review in the future. Before using the DF, user should
read manual carefully and operate the manual accordingly.




3. Take away from all tapes for trays and boxes and pull out the trays and boxes. Take away the
tapes and fixed foam for the tray on the step. After that, be remembered to keep trays and boxes
together. Using clean cloth and neutral detergent to clean the interior cabinet of DF.

L 7 O

4. Put back the trays and boxes according to the instruction on the DF door.

R

5. Before using the DF, user should read carefully the using instruction packed on the DF
door and keep in mind of the using instruction during the Operating DF (icepack freezer)

C:- Installation Instructions:

1. Check DF placed by level or not and you can get level by adjustment on the foot.

2. Connect stabilizer with power, open the power switch and check the power indicator of
Stabilizer

3. After more than half of hour DF standing only (please note:
the DF with stabilizer. Open the DF switch, DF start to run.

4. During the DF operation, check the set of controfler. It should be set as Number 3. The
temperature inside will be under -1577. If the temperature inside is too high or too low, you can
adjust the controller to get the right temperature what you want. Please note: the bigger of set

number, the lower temperature inside.



5. During the DF continuous operation, the surrounding of DF cabinet will be hot
(temperature will rise up). It is normal.

6. After 48 hours at least for DF continuous operation, temperature inside will be kept under
-157 and DF will have normal compressor circulation. After temperature inside come to
stable, user can put vaccines by batches. Never put full load into cabinet at one time.

7. If user wants to freeze the icepacks with bigger capacity, trays can be pulled out and get
more frozen space for icepacks frozen. Trays are used to keep cold inside and harmful
temperature zone out for vaccines storage use.

Note: The water inside of trays have been charged in the factory, the user don’t need charge
water. During long time use, the water inside of trays is less, and need to be charged again,
please follow up the steps as below:



Tray on the siorage boxes and bottom:

/I;Iease charge the water into trays as
per the instructions and marked level
{the dimension should be 160mm
from the top of tray)

,\
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Check List for installation of cold chain equipments

' S.No. ltems Yes/No
1 | Equipment received in good condition at cold chain facility Yes/No
(Un-pack and check physically)
2 | Instruction and service manual is received Yes/No
3 | Baskets are provided with the equipments Yes/No
4 | Fixed foam is provided with the equipments Yes/No
5 | Placed in the room having sufficient space Yes/No
6 | Cold Chain room is well ventilated, dry air and no dust Yes/No
7 | No Direct Sun light on the equipment Yes/No
8 | Equipment placed on leveled ground and level adjusted by Yes/No
adjusting screws [
9 | Equipment placed at least 10 cms away from surrounding in | Yes/No
all sides
10 | The ambient temperature is less than 43 deg. Celsius Yes/No
11 | Proper earthing is available in the power socket Yes/No
12 | The power socket is I1SI marked and equipment placed near | Yes/No
to it (No extension cord is used)
13 | Voltage stabilizer is connected and input voltage is in normal | Yes/No
range (230 volt +/- 5%}
14 | Thermostat alarm is in function Yes/No
15 | Equipment run for 48 hrs before loading of vaccines Yes/No
16 | Inside temperature is (-) 15/(+)4 deg. C and stable before Yes/No
loading any vaccine/icepacks
17 | Door (Lid) have lock in key Yes/No
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Needle Quality
Setting the Standard

Needle tip quality is evident under the
microscope. BD's continuous commitment
to the highest guality components and
manufacturing processes ensures a
clinically superior injection device.

A Complete Range of Auto-Disable Devices
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1} With Chinese graphics
2) With Measles Initiatives Logo

Making a World of Difference

As the world’ leading manufacturer of injection devices, BD is closely
tied to the success of immunization programs worldwide. We are
dedicated to the continuous promotion of safe injection practices.
We have locations across the world that link BD to geographic,
cultural and political challenges posed by immunization efforts.

BD is committed to innovative and safe vaccine delivery technologies,
and would like new improvements to reach and benefit people all

around the world, helping all peple live healthy lives.
Visit us at: www.bd.com/immunization

BD. BD Logo and all other radermarks are the property of Becton, Dickinson and Company, ©2003 BD.
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Selected Soloshot™

% BD

1 Becton Drive, MC204
Franklin Lakes, N} 07417
tel: 201.847.5891

fax: 201.847.4845

30 Tuas Avenue 2

Singapore 639461
tel: 65.6861.0633
fax: 65.6860,1593

Denderstraat 24 B-9320
Erembodegern Aalst
Belgium

tel: 32.53.720211

fax: 32.53.720200

Carretera General San Martin 16500
Sitio 33, Colina

Santiago, Chile

tel: 562.460.0380

fax: 562.460.0306

Unit 401-403, 318 Pidemco Tower
318 Fuzhou Road

Shanghai, People’s Republic of China
tel: 86.21.6391.2678

fax: 86.21.6391.2698

Signature Towers B, 6th Floor
South City |, Gurgaon 122001
Hatyana, India

tel: 91.124.238 3566

fax: 91.124.238.3224



actual size

100 Units Per Pack, 8 Packs Per Case

The Safe

Immunization

:T\\\\\\Choke

High quality needle
- Permanently attached needle
T Minimal dead space

“~_ Preset volume and
bold scale markings

™~ Ppatented clip Auto-Disable
mechanism

Clear barrel

Low injection/pull forces
_ Tamper-resistant plunger rod

individual sterile package

Latex-free @

BD SoloShot™ LX

tenlmon Mothod i A e P Gammalndustry Standa;d T

Material Make-up 7S, PP, Stainless Steel
Bold Scale Markings Facilitates accurate dose

measurement

Makes syringe content
easier to see and measure
Maintains content sterility
when unopened and not
damaged

Clear Barrel and Sieeve

Efficient Blister Packaging

The }”Y[muld( d Program on
Immunization (EPI} was established
by the World Health Organization
(WHO) in 1974 to reduce death
and disability from vaccine-
preventable diseases by making
immunization accessibl

to children throughout the world.

Syringes and needle play an

»—imgpartant role in lmrwnmng the

warld’s children. However, the
misuse of syringes and needles can
potentially lead to the transmission
of bloodborne diseases such as
Hepatitis B or HIV/AIDS.

To prevent inappropriite reuse
of disposable syringes and needles, . -
and to enhance public confidence :
in the EPI, WHO and the United
Natigns Children’s Fund (UNICEF)
sought development of an auto-
disable syringe that is automaticaily
rendered non-reusable after a single
mjection. -

The BD SoloShot™ LX syringe is an
auto-disable syringe'developed in
close collaboration with WHO

and several intetnational health
agencies. Its use in the EPI can help
ensure that the syringes and needles
used to immunize children do not
become vehicles for rransmitting
infectious disease. ;




India

BD Phone: 91.124.2383566-71
6th Floor Signature Tower - B Fax: 91.124. 2383224-25-26
South City |

122001, Gurgaon, Haryana

Email: bd india@bd.com

Regional Office - East

BD

FlatnoGB .

Saitee Plaza, AN Block

Salt Lake, Naya Patty
Pachimpara

Kolkata, 700 102, West Bengal
India

Tel: 91-33-23671230-31

Fax: 91-33-23671232

E-mail: bd_india@bd.com




Arnab Roy, ias

Special Secretury
Municipal Affairs Department

A ( Government of West Bengal
Memo No. .. 3¢ - 93/08 Dt. .. 27.10.2008
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From : Special Sceretary

to the Govt. of West Bengal
Dept. of Municipal Affairs
Writers’ Building.

To ¢ Shri A.K. Das, 1AS
Commissioner (FW) &
Spl. Secretary, West Bengal
Dept. of Health & Family Welfare
Swasthya Bhawan, 3" Floor, Wing — “B”
GN -29, Sector — V, Salt Lake City
Kolkata — 700 091.

Sub. : Supply of Vaccines i.e. DPT, DT & TT to Urban Local Bodies.
Sir,

It has been learnt from the different ULBs that they are not getting supply of vaccines
particularly DPT, DT & TT from the District Health Offices for about last nine months. As a result,

immunisation coverage of target population has been affected very badly which may result in public

health problem in near future.

Simultaneously, the community are pressing hard to the ULBs for addressal of vaccination

gap. Many of the ULBs have proposed to purchase such vaccine from open market.

You are requested to provide clear guidance in respect of purchase of said vaccines from the
open market by the ULBs at the earliest as immediate measure. You are also requested to look into
the matter and to ensure regular supply of vaccines to the ULBs who have been vested with the

responsibility of implementing Community Based Urban Health Programme.

Thanking you.
Yours faithfully,

Special Secretary
to the Govt. of West Bengal
Dept. of Municipal Affairs
Contd. to P-2.
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ILGUS BHAVAN, HC - BLOCK, SECTOR - 3, BIDHANNAGAR, KOLKATA - 700 106
S o fiso: 033-2334 2660 (Direct). 2337 872376226 (Extn. 101), FAX : 033-2337 7318/6229
E-mail : kuspcmu@vsni.net, Website : www.changekolkata.org
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cc *

1) SFWO, DHFW

2) Project Director, WBSISC

3) Project Manager, WBSISC
Health Expert, CMU

Special Secretary
to the Govt. of West Bengal
Dept. of Municipal Affairs
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