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1. Introduction
Background
Coronavirus disease 2019 (COVID-19) is a contagious disease caused by severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2).In humans, several coronaviruses are
known to cause respiratory infections with symptoms ranging from the common cold to more
severe diseases such as Middle East Respiratory Syndrome (MERS) and SARS. The most
recently discovered coronavirus, severe acute respiratory syndrome coronavirus 2 (SARSCoV-2), causes coronavirus disease 2019 (COVID-19). COVID-19 was unknown prior to the
outbreak in Wuhan, China, in December 2019, but is now has resulted in a pandemic affecting
most countries globally.
Common symptoms of COVID-19 include fever, cough, fatigue, breathing difficulties, and loss
of smell and taste. Symptoms begin one to fourteen days after exposure to the virus. While
most people have mild symptoms, some people develop acute respiratory distress syndrome
(ARDS). Longer-term damage to organs has been observed. COVID-19 spreads via a number
of means, primarily involving saliva and other bodily fluids and excretions. These fluids can
form small droplets and aerosols, which can spread as an infected person breathes, coughs,
sneezes, sings, or speaks. This is suspected to be the main mode of transmission. Preventive
measures include physical distancing, quarantining, ventilation of indoor spaces, covering
while coughing and sneezing, hand washing, and keeping unwashed hands away from the
face. The use of face masks or coverings has been recommended in public settings to
minimize the risk of transmissions.
With the emergence of the Pandemic, efforts to develop a safe and efficacious vaccine were
initiated in tandem, however due to the risk of uncertainty, reassurances to the vaccine
manufacturers were provided to the vaccine market to work and invest in producing best
possible vaccine to combat the potentially fatal disease. In this regard COVAX FACILITY was
constituted, the vaccines pillar of the ACT Accelerator, co-led by CEPI, Gavi and WHO. This
facility is supporting the research, development, manufacturing, and negotiation of fair
pricing for a wide range of COVID-19 vaccine candidates. COVAX will ensure all participating
countries, regardless of income levels, will have equal access to these vaccines once they are
developed and available. The aim is to have 2 billion doses of vaccine available by the end of
2021.
COVID-19 Vaccines Types
A COVID‑19 vaccine is a vaccine intended to provide acquired immunity against COVID‑19.
Prior to the COVID‑19 pandemic, work to develop a vaccine against coronavirus diseases like
SARS and MERS established knowledge about the structure and function of coronaviruses;
this knowledge enabled accelerated development of various vaccine technologies.
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In Phase III trials, several COVID‑19 vaccines have demonstrated efficacy as high as 95% in
preventing symptomatic COVID‑19 infections. As of April 2021, 16 vaccines are authorized by
at least one national regulatory authority for public use: two RNA vaccines (Pfizer–BioNTech
and Moderna), seven conventional inactivated vaccines (BBIBP-CorV, CoronaVac, Covaxin,
WIBP-CorV, CoviVac, Minhai-Kangtai and QazVac), five viral vector vaccines (Sputnik Light,
Sputnik V, Oxford–AstraZeneca, Convidecia, and Johnson & Johnson), and two protein
subunit vaccines (EpiVacCorona and RBD-Dimer). In total, as of March 2021, 308 vaccine
candidates are in various stages of development, with 73 in clinical research, including 24 in
Phase I trials, 33 in Phase I–II trials, and 16 in Phase III development.

Top Manufacturers of COVID-19 Vaccine
Name

AstraZeneca

Pfizer

Sinopharm

Sinovac

CanSino
Bio

Sputnik

Origin

UK

USA

China

China

China

Russia

Nature

Viral Vector

mRNA

Inactivated

Inactivated Viral Vector Viral Vector

Storage

2-8°C

-70°C

2-8°C

2-8°C

2-8°C

Production
Capacity

3 billion in
2021

1 billion
in 2021

1 billion in
2021

1 billion in
2021

120 million 1 billion in
2021
2021

COVAX or
Bilateral

Bilateral &
COVAX

Bilateral
& COVAX

Bilateral

Bilateral

Bilateral

Dose IM

2 doses (12
weeks)

2 doses
(21 days)

2 doses (21
days)

2 doses (28 1 dose
days)

2-8°C
-20°C

Bilateral
2 doses (21
days)

COVID-19 in Pakistan
The COVID-19 pandemic in Pakistan is part of the ongoing pandemic of COVID-19. Pakistan
reported its first COVID-19 case on February 26, 2020, and as of June 22, 2021, there are
950,768 confirmed cases with 22,073 reported deaths. The ongoing pandemic has had a
considerable impact on Pakistan’s health delivery system.
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Pakistan so far has experienced three different waves of COVID-19. The nation's first wave of
COVID-19 began in late May 2020, peaked in mid-June when daily new confirmed case
numbers and daily new death numbers reached high points, then ended in mid-July. The first
wave was marked by a low death rate and passed very suddenly as case and death rates
began to drop very quickly after peaking. After the first wave, Pakistan's COVID-19 situation
subsided daily new death numbers and testing positivity rates in the country stabilized at low
levels. Cases and deaths began rising again, though, in early November of 2020, culminating
in the country's second wave. This wave was low in its intensity, mainly affected the southern
province of Sindh, and peaked in mid-December 2020. The country's third wave began in midMarch 2021, when testing positivity rates, and daily new confirmed cases and deaths began
to skyrocket. The third wave mainly affected the provinces of Punjab and Khyber
Pakhtunkhwa. This wave peaked in late April 2021, and since then, positivity rates, daily new
case numbers, and daily new death numbers have been falling.
Province/Area Wise Confirmed Cases
As of 22th June 2021
333,194

345,251

137,247
82,431

Sindh

Punjab

KP

Islamabad

26,776

20,019

Balochistan

AJK

5,850
GB

Source: Mo NHSR&C 2021
Although Pakistan’s response to COVID-19 in terms of policy and implementation has been
commended globally and COVID-19 vaccination is under way, the situation direly demanded
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introduction of COVID-19 vaccine to counter the adverse impact. Prior to describing the
features of the National Deployment and Vaccination Plan (NDVP), a brief account of
country’s profile is discussed.
2. Country Profile
Pakistan is the fifth-most populous country in the world, with a population of around 229
million people in 2020. Administratively, Pakistan has four provinces – Punjab (PUN), Sindh
(SIN), Khyber Pakhtunkhwa (KP) and Balochistan (BAL), and three federating areas of Gilgit
Baltistan (GB), Azad Jammu and Kashmir (AJK) and Islamabad capital territory (ICT/CDA).
Health is fully devolved and managed by the provinces, while areas and territories come
under federal government’s responsibility. Each province and territory is subdivided into
districts, sub-districts (tehsils/talukas) and Union Councils (UC). Karachi in Sindh province is
further divided into 18 towns which are the smallest administrative units. Generally, UCs are
the smallest operational units of health service delivery. According to the 2017 census,
approximately 64% of the population in Pakistan lives in rural areas.
Demographics of Pakistan
Number of Population
Districts
Census2021
36
119,689,246
29
52,671,840
35
39,709,351
34
14,094,456
14
1,582,733
10
4,447,954
1
2,437,499

Full name
Punjab
Sindh
KP
Balochistan
Gilgit-Baltistan
Azad Jammu & Kashmir
Islamabad Capital Territory
Total

159

234,633,079

Above 60 years
Population
8,197,210
3,611,185
2,722,265
972,118
107,448
295,716
166,777
16,072,718

* Source: Population Pyramid of Pakistan and estimated.

In pursuance of 18th Amendment of the Constitution, the health sector has been devolved
to the provinces with absolute administrative and financial autonomy. The Federal Ministry
of National Health Services, Regulations and Coordination (Mo NHSR&C) plays a major role in
coordination among the provinces and with international partners. Key functions of the
federal ministry are:
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•
•
•
•
•
•
•

National Planning
Coordination (with provinces and international development partners)
Funding of vertical programs in health sector
Regulation of pharmaceutical sector
International Health Regulations
Dealing with International Agreements and Memorandum of Understandings
Overseas training

Federal EPI under the Mo NHSR&C is led by the National Program Manager – EPI.
Departments of Health in every province and territory have their own EPI program headed
by respective EPI Manager/Director – EPI. The District Health Officer (DHO) is the
administrative head of health department at the district level. A medical officer under DHO
or Deputy DHO is designated as district EPI coordinator. In addition, there is a District
Superintendent Vaccination (DSV) who is responsible for overall EPI-related functions at the
district level. The Tehsil/Taluka Superintendent Vaccination (TSV) is designated as the
responsible person for EPI at the sub-district level. Vaccinators are service providers at the
grass-root level, and are attached to health facilities (BHU, RHC, THQ and DHQ).
Medical services in Pakistan are delivered at two service delivery interfaces: health care
facilities and communities. Health care providers operate in both public and private domains.
Facility-based medical services in the public sector are usually provided at four levels: tertiary
(teaching) hospitals, District HQ hospitals, Tehsil/Taluka HQ hospitals and UC levels health
facilities (RHC and BHUs).
Health Infrastructure in Pakistan
Province

DHQ

THQ

RHC

BHU

Punjab
Sindh
KP
Balochistan
Islamabad
GB
AJK
Pakistan

38
22
33
28
4
7
9
141

80
57
21
32
0
25
8
223

336
151
106
72
3
4
35
707

2,235
706
967
495
15
23
210
4,651

Other
Govt HF.
1,143
800
1,179
567
35
582
0
4,306

Total Govt
Health Facilities
3,832
1,736
2,306
1,194
61
641
262
10,032
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Pakistan Healthcare Workforce
Admin.
Unit

Doctors
& Dentist

Punjab
Sindh
KP
Balochistan
AJK
GB
Islamabad
Total

124,608
91,183
37,118
7,925
6,395
3,500
6,938
277,667

Nurses
&Midwiv
es
78,995
34,763
22,577
3,631
9,302
2,936
1,045
153,249

Pharma.
Physio.

Other Staff (EPI,
Polio, LHWs)

69,420
30,550
19,841
3,191
8,175
2,580
918
134,673

510,129
224,493
169,246
60,072
18,958
6,746
10,356
1,000,000

AMC
40,000
12,000
12,000
8,000
5,000
2,500
500
80,000

Total
823,152
392,989
260,782
82,819
47,830
18,261
19,757
1,645,590

*Source: Pakistan Medical Commission 2020, World Bank Data 2018, and WHO 2016
**This is registered/estimated data, not reflective of health workforce available in the country

3. Planning and Coordination
Introducing COVID-19 vaccines require key national decisions to be made regarding vaccine
deployment and rollout. In Pakistan, a robust, accountable and transparent decision-making
structure and process at Federal and Provincial level is established. This system supports in
protecting national interest and assures that deployment of the COVID-19 vaccination in Pakistan
is based on epidemiological evidence, assessed through rigorous scientific review by considering
population safety and ensuring equitable distribution.
A Cabinet Committee has been constituted to supervise and oversee the COVID-19 vaccine
deployment and to take all the necessary decisions related to administration and management
under the direct guidance from the Prime Minister.
To support the national decision-making and deployment through consensus, a National
Command and Operation Center (NCOC) has been established to spearhead the overall COVID19 response, taking immediate decisions including vaccine roll-out. The NCOC is headed by the
Minister for Planning, Development and Special Initiatives (Mo PD&SI), Mr. Asad Umar, who
chairs daily morning meeting at the NCOC. These meetings are attended by the Minister for
NHSR&C, Secretary, Director General of Ministry of National Health Services Regulations and
Coordination (Mo NHSR&C), Federal Expanded Program on Immunization (EPI), and
representatives from Ministry of Foreign Affairs (MoFA), Ministry of Finance (MoF), Ministry of
Information and Broadcasting, Drug Regulatory of Pakistan (DRAP), and National Database and
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Registration Authority (NADRA) collectively participates in the decision making process at the
national level. The national decision making is also supported by provincial officials, health
ministers, chief secretaries, secretary health, provincial DGs, and provincial EPI teams.
National Disaster Management Authority (NDMA) is the leading government agency responsible
for COVID-19 vaccine procurement and having negotiations with manufacturers. Provinces being
the key stakeholder in the implementation of the deployment process have been taken on board.
The vaccine deployment related discussions are taking place on daily basis and consensus is
achieved over matters requiring thorough debate. The message that should go to public/ media
in terms of vaccines is also discussed at the NCOC first and then it goes on air. Inter-sectoral
collaboration among various line department/ministries is also being considered as the social
mobilization component can be leveraged in mobilizing adult population for vaccination and it
becomes a common cause as a Nation and everyone contributes its share to protect masses
against the deadly coronavirus disease.

The ongoing pandemic has a significant impact on Pakistan’s health delivery system including
immunization services. However, the concerted efforts under the NCOC leadership minimized
the damage and set example for better coordination and implementation in terms of disease
surveillance and response. Meticulous planning for formulating a detailed plan of action for
introducing the vaccine in Pakistan was initiated by the NCOC in late July 2020.

As a pre-requisite for introducing COVID-19 vaccination in Pakistan, NCOC constituted two
committees; Expert committee on vaccines and immunization, that is composed of renowned
public health experts and researchers to guide the M/o NHSR&C on the target populations that
are prioritized for vaccination (in phases) and vaccine characteristic to be preferred for use in
Pakistan.

Besides this committee, a National Vaccine Task Force (VTF) has been also formed with a wider
participation of all local stakeholders and vaccine experts to take timely decision and oversee the
preparedness process of vaccine deployment. Both the expert committee and VTF are supported
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by the Mo NHSR&C and EPI to carry forward the decisions taken by these planning and
coordination bodies.

Besides these committees, a Development Partners Coordination Committee (DPCC) comprising
of Federal EPI, GAVI, World Bank, WHO, UNICEF, ADB, FCDO, USAID and other partners have been
constituted for wider participation of all national and international stakeholders and vaccine
experts to take timely decision and oversee the preparedness process of vaccine deployment and
look for additional resource mobilization in order to meet the upcoming operational cost.

The DPCC is responsible to support implementation of recommendations of the Cabinet
Committee, National Vaccine Task Force and Expert Committee in relation to planning and
implementation of quality COVID-19 campaign/introduction. The DPCC has developed the
National Deployment and Vaccination Plan (NDVP), Vaccination Introduction Readiness
Assessment Tool (VIRAT)/ Vaccine Readiness Assessment Framework (VRAF) (see Annex B),
COVID-19 Costing Tool (CVIC) and other planning, monitoring and reporting tools of COVID-19
vaccination. The DPCC is also responsible to provide technical support to provinces to ensure
effective micro-planning, asses/inform the cold chain needs, develop training guidelines/SOPs,
vaccine specific guidelines/SOPS, develop AEFI protocols, develop communication plan. The
DPCC has developed vaccine specific guidelines for Sinopharm, AstraZeneca, Sputnik, Sinovac and
CansinoBio. In addition, guidelines for COVID-19 Vaccination Counter (CVCs) have been also
developed (See Vaccine Delivery Strategy section for details). In addition, a dedicated Technical
Working Group (TWG) for planning and coordination related to refugee’s vaccination has been
constituted with active participation from relevant stakeholders, such as SAFRON, UNHCR, etc.
In relation to Adverse Events Following Immunization (AEFI), the already established National
AEFI Review Committee is working to strengthen AEFI surveillance system following the
recommendation of WHO led International AEFI Workshop for ensuring vaccine safety. The
committee is chaired by Professor of Pediatrics and Director Research, Agha Khan University,
Karachi and notable pediatricians from across the country are members of the committee. The
strength of the committee is being enhanced with participation of member from
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pharmacovigilance department of the DRAP and co-opted members that may be needed time to
time for causality assessment if required.
The COVID-19 vaccine is to be introduced in the country and its introduction is expected to be
vigilantly monitored in terms of AEFIs and the scope of this committee would enable to
investigate each of the serious AEFI and keep an eye on all AEFIs in general. Besides this, the
Pharmaco-vigilance section of the DRAP has also been revitalized and it has made connections
with National, Provincial focal points while the district level representatives are been nominated
to strengthen the AEFI surveillance system in the country prior to vaccine introduction.

Planning, Coordination, Reporting and Management Structure:
Effective deployment of vaccines and vaccination depends on the processes and management of
the planned activities and the ability to make rapid decisions at all levels.
Existing Structures for
Immunization to be
leveraged:

Coordination for
Vaccine Deployment
NCOC

NITAG on technical
decisions
NICC for COVAX and
partner / CBO
coordination

Provinces have been requested to:
1. Identify frontline HCWs for Phase-1a
2. Nominate provincial focal persons
3. Establish committees to develop
operational plans

National
Vaccine
Task Force

Expert
Committee

National
Focal
Point

Federal EPI

Provincial
EPI

Provincial
Focal Point

Area Focal
Point

District EPI

District
Focal Point

District
Focal Point

Facility Focal
Point

Adult
Vaccination
Centre

Facility Focal
Point

Adult
Vaccination
Centre

Facility Focal
Point

Facility Focal
Point

Adult
Vaccination
Centre

Adult
Vaccination
Centre

Area EPI

District EPI
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*Existing country coordination mechanisms would leverage for COVID 19 vaccine roll-out to smoothly deploy safe
and potent vaccines across Pakistan; NCOC, Mo NHSR&C, EPI, inter-ministerial platforms, NICC, NITAG, and donors
and partners organizations (Gavi, World Bank, ADB, WHO, UNICEF, FCDO, CBOs, NGOs, etc.)

Roles and Responsibilities
For provincial coordination the NCOC has agreed on certain set of responsibilities for EPI and
health department to work collectively in the planning and introduction phase of COVID-19
vaccine. There has been consensus that the EPI vaccinator would not be engaged in vaccinating
13

the adult population as they have a large cohort of children under 2 years to immunize and the
vaccination process has already suffered during the initial lock down. In this regard, Mo NHSR&C
has taken provinces on board over the assigned roles and responsibilities mentioned below:
Role of EPI:
i.

Development and submission of application (s) to Gavi for COVAX Facility

ii.

Technical Assistance needs identification for COVAX application

iii.

Vaccine supply chain management for COVID-19 for COVAX Facility and bilateral
procurements

iv.

Sharing of CVC, vaccine, AEFI and trainings guidelines, recording and reporting tools.

v.

Monitoring and supportive supervision if requested

vi.

Documenting lesson learned on COVID-19 introduction

Role and Responsibility of Provincial Health Department/Health Facility:
i.

Designate focal person at each hospital/health facility for administeringCOVID-19
vaccine to serve as coordinating points in planning and implementation phase

ii.

Designate space for CVC with adequate infrastructure, IT equipment, power supply

iii.

Notify a nurse who would be administering COVID-19 vaccine

iv.

Ensure training of nurse in vaccine administration, infection prevention and control,
and use of recording and reporting tools

v.

Identify and enlist health care workers to be vaccinated in first phase, outlined by the
expert committee/vaccine task force

vi.

AEFI and waste management

vii.

Ensuring compliance on COVID-19 SOPs while administering the vaccines.

Already existing EPI forums for routine vaccine introduction have been sensitized on the
upcoming COVID-19 vaccines and several meetings have been convened by arranging extraordinary sessions in various meetings to guide the vaccine introduction process. In this regard,
the NITAG and NICC were held in early December 2020.
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Following the approval of the NITAG and NICC, Pakistan submitted application for introduction
of COVID-19 vaccine through Gavi’s COVAX Facility for enabling Pakistan to acquire free of cost
COVID-19 vaccines for up to 20% of its population. The application to Gavi for support for COVID19 vaccine was developed through a comprehensive, consultative, and inclusive process. All
provinces, partner agencies, CSOs and key stakeholders were involved at different levels of
application development. The Mo NHSR&C played a lead role in this regard and on behalf of the
Mo NHSR&C, Federal EPI is acting as the focal point for collaboration and coordination with the
provinces, areas and partners for supply chain management of COVID-19 vaccines.

4. Regulatory Preparedness
There is defined mechanism in Drug Regulatory Authority of Pakistan (DRAP) through which all
drug products of public health emergency including COVID-19 related products are being
considered on priority basis, irrespective of their date of submission. If such product has been
approved by any of the reference regulatory authority or WHO Pre-qualified, then expedited
procedures are adopted on basis of reliance mechanism recommended by WHO after fulfillment
of the codal formalities. In absence of any such approval the applicant submits relevant data
pertaining to safety, efficacy & quality of the drug product for evaluation & consideration by
regulatory board on priority basis as per rule 30 (12) read with 29 (4) & 29 (6) of Licensing,
Registration and Advertising (LR&A) Rules 1976.
As per SOP of DRAP about 20-30 days are required for evaluation and assessment of routine
registration applications. However, evaluation time can be reduced to 10-15 days based on the
emergency use and in best of public interest. To get import permit documents like; Airway bill,
Commercial or proforma invoices, packing list, certificate of analysis, lot release certificate from
NRA of country of origin, product legalized certificate of pharmaceutical product/free sale
certificate and GMP certificate would be required. Last three certificate/documents can be
exempted if same can be verified by the official website of the relevant regulatory authority.
There is also a system in DRAP that can monitor and investigate safety of emergency medical
products and/or access to global pharmaco-vigilance information available as member of WHOUMC Pharmaco-vigilance network.
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The federal cabinet has approved the procurement of the COVID-19 vaccines by relaxing the
Public Procurement Regulatory Authority (PPRA) rules. As per the relaxation, there is no need to
fulfil the tender requirement to procure the vaccines, which will be procured from any of the six
companies registered with the Mo NHSR&C. In relation to Emergency Use Authorization (EUA) of
COVID-19 vaccines, so far, DRAP has given EUAs to six COVID-19 vaccines – AstraZeneca,
Sinopharm, Sputnik, Sinovac, CanSinoBio and Pfizer BioNTech.

In relation to indemnification/legislation for entering into an agreement to avail COVID-19
vaccine through Gavi's COVAX or bilateral agreement, Ministry of Law and Justice confirmed that
modalities are in place to enter into necessary indemnity and liability agreements. In this regard,
the objective of the provisions related to indemnity and liability is to indemnify and hold GAVI
and other donors, harmless against any claims and liabilities which may be made, filed or
assessed against GAVI or any donors to the COVAX AMC, on account of any bodily injury, illness,
suffering, disease or death caused by the use or administration of the approved vaccine,
equipment or supplies. However, the indemnity would not be applicable to the manufactures, if
a claim or liability associated with the approved vaccine results from (a) willful misconduct of the
manufacturer: or (b) a defect in the approved vaccine due to non-compliance with the terms of
marketing authorization; or (c) due to failure to comply with good manufacturing practices.

The existing statutes currently in vogue in Pakistan, i.e. the Drugs and Medicines (Indemnity) Act,
1957 (Act No. XVII of 1957) and the Drugs Act, 1975 (Act No. XXXI of 1976) contain provisions
relating to "indemnity" in Section 3 and Section 38 respectively. In view of the foregoing, the
Ministry of Law and Justice may conclude an agreement with GAVI with a provision of
"Indemnification", keeping in view its policy perspective. The draft indemnification agreement
with the manufacturer that needs to be signed between the Country and the Manufacturer has
also been vetted by the law division and once the manufacturer specific agreement is shared by
Gavi through COVAX facility, it would be processed within shortest duration of time in order to
expedite vaccine arrival in the Pakistan.
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In relation to preference of language of standard labels, Pakistan prefers Standard English
language. Therefore, additional agreement for other languages, such as other UN languages, is
not required.

5.

Identification of Target Population

Many countries have implemented phased distribution plans that prioritize those at highest risk
of complications, such as the elderly, those at high risk of exposure and transmission, such as
healthcare workers and marginalized population such refugees and internally displaced persons
(IDPs) Basis for the prioritization of population for vaccination against COVID-19 is based on the
following:

Based on the current epidemiological data available for COVID-19 for year 2020-21, along with
SAGE framework on priority population, the NCOC, NITAG and NICC have recommended
conducting vaccination by prioritizing population. Initially, COVID-19 vaccine was prioritized for
all healthcare workforce who are directly involved in handling/treating COVID-19 patients,
however, additional priority groups were subsequently added, such as elder population followed
by general population including refugees, internally displaced persons (IDPs), individuals going
abroad, etc. Various reasons are considered in order to prioritize a population category. For
instance, to ensure equity-based vaccination, marginalized population, such refugees are being
prioritized. Similarly, individuals going abroad are being prioritized due to various reasons, such
as to reduce hindrances in business/studies endeavors, to ensure safe and secure (fully
vaccinated) population leaving the country leading to the safety of the recipient country as well
and also to reduce the possibility of bringing new variants of the virus back home. Furthermore,
based on safety data, individuals below 18 years, however, are excluded from eligible population
for the time being.
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The M/o NHSR&C and Federal EPI have detailed plans for procuring the vaccine, distributing it
(respectively) and administering it (provincial health departments) to the targeted population.
These plans provide the broad framework for managing the task with projected timelines and
targeted numbers.

Pakistan’s approximate population is taken at 234 million people. Considering the current vaccine
safety data, individuals under the age of 18 are excluded from vaccination. If we take out
population below 18 (49.2%) from the total population, that leaves roughly 119 million people as
total eligible population. For the year 2021, the Government of Pakistan aims to vaccinate 70%
of the total eligible population. In approximate numbers, this means that 83 million population
will be targeted for COVID-19 vaccination in Pakistan. In 2022, this target will increase to
vaccinate all eligible population.
The country is vaccinating its frontline workforce as priority in the first phase. Frontline
Healthcare Workers (FLHCWs) include the following:
•

All staff of COVID-19 Hospitals (public and Private) and isolation centers. All staff
includes clerical, administrative and support staff (sanitary workers, guards, drivers etc.)
in addition to doctors, nurses, paramedics etc.

•

Public Health staff involved with test, track and quarantine: this is the staff visiting
patients, collecting data and samples from home, doing COVID related surveillance and
ambulance services.

•

All laboratory staff (both public and private laboratories who are collecting and
processing samples for COVID-19)

•

Vaccinators involved in COVID-19 Vaccine supply chain management
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•

Selected staff working in Fever screening clinics, dealing with suspected COVID patients
(on-COVID hospitals/PHC clinics) in public and private sector (with special consideration
to high risk areas).

In addition to FLHCWs and elderly population, marginalized groups of the society, such as
refugees and internally displaced persons (IDPs) are also being prioritized. This approach is
adopted to ensure an equity-based prioritization of the population. According to UNHCR, to date,
out of 90 countries currently developing national COVID-19 vaccination strategies, 51-57% have
included refugees in their vaccination plans. Pakistan is among these countries who have
included refugees and IDPs in their prioritized population for COVID-19 vaccination. The delivery
and administration of the vaccines to refugees and other people in UNHCR care is coordinated
by M/o NHSR&C in close collaboration Ministry of States and Frontier Region (SAFRON), WHO
and UNHCR. A closely coordinated Technical Working Group (TWG) has been constituted to plan
and coordinate the vaccination of refugee’s in Pakistan.

In terms of prioritization among refugees and IDPs, only those refugees and other people under
the care of UNHCR, having the Proof of Registration (PoR), are receiving vaccinations initially.
According to recent statistics from UNHCR, there are roughly 1.4 million registered refugees
having PoR card. Significant percentage of this population (32%) is living in refugees’ camps, now
known as Refugees Villages (RVs), whereas the rest are residing outside the RVs. Similar to host
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population, age-wise prioritization of population for COVID-19 vaccination is planned for
refugees in Pakistan. In the first phase, population above 65 years are prioritized, followed by 60
to 64 years and 18 to 60 years. Prioritization of refugees may be challenging due to uncertainties
in production capacities, supply and logistics bottlenecks; however, the important aspect is to
ensure that refugees are accessing vaccination alongside national host populations. This is
ensured by the Mo NHSR&C and partners as Pakistan is working with international partners to
ensure that ‘leaving no one behind’ and ‘equitable access to vaccines’ are not just phrases, but
practice.

Apart from the registered 1.4 million refugees in Pakistan, there are roughly 500,000
unregistered refugees having no PoR card. Similarly, there are significant number of Pakistani
citizens without Computerized National Identify Card (CNIC). However, considering the fact that
refugees having no documentation and Pakistani citizens having no CNIC may be the most
vulnerable, Pakistan has plans to also include the unregistered population in the COVID-19
vaccination process. Refugees with no PoR card and Pakistani citizens with no CNIC will be
facilitated in producing a duly stamped and verified proof of residence by their respective District
Administration/Elected Legislators/Area Councilor etc. This document will be considered enough
to vaccinate them against COVID-19.
Phases

Refugees’ Age Category

Refugees Number

1st Phase

Above 60 years

71,821

2nd Phase

18 to 59 years

728,956

Total

800,777

Diplomats, foreigners, UN and INGOs Officials, foreign healthcare workers, etc. in Pakistan are
being vaccinated as equal to the Pakistani nationals as per notified age groups, subject to having
valid proof of registration.
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Vaccination Updates
As of June 22, 2021, EPI Pakistan has received approximately 18.6 million doses of different
COVID-19 vaccines. As stated earlier, these doses are being utilized to vaccinate the front-line
health care workers, followed by remaining health care workers, elderly population and
remaining eligible population. For some of the priority age groups, walk-in vaccinations are going
on. However, for rest of the age groups, prior to vaccination, registration on NADRA’s National
Immunization Management System (NIMS) is conducted to register and schedule COVID-19
vaccination. Registration for vaccination of population is also carried out in a phased manner.
Moreover, vaccine availability also plays a vital role in terms of deciding when to open
registration for a targeted age group. Age-wise vaccination is carried out in descending order.
Summary of vaccination detail is given below:

Total number of Vaccinations as of 22th June 2021
7,023,085

3,276,264
1,648,267
196,801
Punjab

Sindh

Khyber
PakhtunKhwa

Balochistan

465,362

237,641

AJK

Gilgit Baltistan

638,828
Islamabad

6. Costing and Funding
Under the guidance of the Cabinet Committees and other national committees for COVID-19
vaccination, the Mo NHSR&C has adopted a two-pronged strategy. It is not only looking forward
to receiving vaccine through the COVAX Facility free of cost for its 20% of population, but also
working on bilateral agreements to procure doses of safe and effective vaccines to vaccinate its
essential frontline workers who are at the forefront in the battle against the pandemic and by
enlarge to cover all eligible populations. Confidentiality disclosure agreements are being signed
and further details are being acquired from the manufacturers. The government is committed to
ensuring transparency in all procurement procedures following the PPRA guidelines for such
procurements.
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Currently three avenues for procuring the vaccine are explored: first, bilaterally from
manufacturers, second, via COVAX Facility, and third by financial assistance from International
Financial Institutions (IFIs). In this context, various scenarios are being considered to vaccinate
prioritized population groups and accordingly costing has been undertaken. M/o NHSR&C plans
to target around 119 million of population for COVID-19 vaccine by the end of 2021.
Description
(In millions)

Govt.
of Pak

World
Bank
(Loan)

COVAX
ADB
(Donation) (Loan)

IsDB
(Loan)

Total
Covered

Total
Required

Gap

Target
population

7.6

6.49

45.4

20.87

2.6

83.0

119

36.0

Total doses

16

13.64

95.3

43.82

5.45

174.21

249.9

75.7

Vaccine
Cost

$176

$150

$1,048

$482

$60

$1,916

$2,749

$833

Operational
cost

$2.81

$3.00

$0.00

$18.00

$10.00

$33.81

$44.00

$10.19

Total cost

$178.81 $153.00

$1,048.30

$500.00 $70.00 $1,950.11 $2,792.90 $842.79

*Green illustrates available/committed funding, orange indicates the total requirement, whereas, blue indicates the
gap.

In terms of secured/committed funding to vaccinate the total eligible population of 119 million
(18 years and above), the scenario seems to be promising as a significant funding is
available/committed due to the continuous efforts of the Federal government, particularly, the
Ministry of Planning Development & Special Initiatives, M/o NHSR&C, and the Ministry of
Finance, to mobilize resources through national and international channels. International
Financial Institutions have also played a significant role to provide the financial assistance.
However, there are financial gaps (requirements) which need continuous efforts to address the
gap of around $ 843 million, wherein $833 million is the vaccine cost and $ 10 million is the
operational cost in order to enable Pakistan to vaccinate all of the eligible population.

In order to vaccinate eligible population with COVID-19 vaccine, Pakistan would be targeting 20%
of its population through Gavi’s COVAX Facility. This 20% is not expected to reach all at once but
will be in tranches not exceeding 5% per delivery schedule for any of the 92 AMC countries (as
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updated by Gavi). This financial assistance would cover the cost of vaccine and associated costs
of supplies, however, operational costs, such as training, cold chain management, monitoring
and evaluation, healthcare waste management and ACSM are not covered. Detailed operational
cost for vaccinating approximately 119 million population in Pakistan is as follows:
COVID-19 Operational Budget Financing
Vaccine Cost
Total

Govt. of
Pak

ADB

Total
Available

Total
Required

Transportation
& Distribution

Gap

1,307,098

10,742,522

3,677,419

15,727,039

20,467,014

4,739,974

Procurement of
Ancillary Goods

753,994

4,694,133

709,677

2,914,271

9,072,076

11,806,310

2,734,234

Miscellaneous

417,333

1,183,204

1,410,806

2,010,017

5,021,360

6,534,748

1,513,388

Contingency

89,739

600,000

90,000

300,000

1,079,739

1,405,161

325,423

Human
Resource

80,203

484,065

400,742

965,010

1,255,854

290,844

Logistics

51,475

567,871

619,346

806,010

186,665

Risk
Communication

34,644

257,484

124,706

416,833

542,463

125,629

Training

29,782

258

328,297

358,337

466,336

107,999

Printing

32,277

270,288

351,751

81,462

118,065

153,648

35,583

98,510

128,200

29,690

33,282

43,313

10,031

Evaluation

World
Bank

IsDB

238,012
58,065

60,000

M&E Visits

8,187

12,903

IT

2,766

30,516

77,419

9,077
Meeting
2,503
27,613
30,116 39,193
Operational
Cost Total
2,810,000
18,000,000 3,000,000 10,000,000 33,810,000
44,000,000 10,190,000
*Green illustrates available/committed funding, orange indicates the total requirement, whereas, blue indicates the
gap.

The overall operational cost that would be required to vaccinate 119 million population is around
$ 44 million, wherein $ 33.8 million is available/committed and around $ 10 million is the financial
gap. It is essential to fill this gap to specifically address vaccine transportation and in country
logistics needs, procurement of additional Ultra Cold Chain (UCC) equipment, freezers (-18°C),
refrigerated trucks, enhancement of dry storage facilities within the country, installation of
additional cold rooms, etc. Although the country has substantial capacity in terms of traditional
23

vaccine storage facilities (+2 °C to +8 °C), there is increasing need to enhance such facilities as
well considering the target to vaccinate 119 million population. The Government of Pakistan is
looking for avenues to address the financial gaps so that all the eligible population is fully
vaccinated.

As a result of ongoing negotiations with the COVAX Facility, Pakistan has been allocated
approximately 14.4 million doses and 100,620 doses of AstraZeneca and Pfizer vaccines
respectively in the first half of 2021. So far, Pakistan has received 1.2 million doses of AstraZeneca
and 100,620 doses of Pfizer vaccines. Despite the delivery challenges of the Pfizer mRNA vaccine,
the ultra-cold chain requirement (-70°C storage and non-standard 0.3 ml syringe requirements),
is properly being worked out for targeted population and 21 Ultra-Cold-Chain (UCC) equipment
has been deployed across the country in top 15 districts. Additionally, in-country transportation,
installation and electric back up support cost is being met with the support of Asian Development
Bank, repurposing its available grant with the Mo NHSR&C. Gavi’s is supporting TA for vaccine
introduction in terms of HR and Cold Chain Equipment (CCE) is other than ultra-cold chain needs.

Similarly, World Bank, Asian Development Bank and Islamic Development Bank have committed
to provide technical and financial support to the Government of Pakistan in relation to COVID-19
vaccination. A joint PC-1 supported by the aforementioned banks is under process for approval
from the Planning Commission of Pakistan. This would include covering vaccine cost along with
supplies and operational cost.

7. Vaccine Delivery Strategy
The health system of Pakistan has already been tested in terms of receiving COVID-19 vaccine
and its vaccination through-out the country. Distribution of vaccines to all provinces and
federating areas is rationalized on the basis of number of COVID-19 confirmed cases. Successful
vaccination is under way through the COVID-19 Vaccination Counters (CVCs).
COVID-19 vaccine delivery strategy is based on the following determinants:
•

Vaccine properties and availability

•

Characteristics of the target population

•

Existing platforms for delivering vaccination to different target groups
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•

Vaccine forecasting based on the near exact estimation of priority population

In Pakistan, COVID-19 vaccination is carried out through CVCs. This decision was reached out in
order to continue adult vaccination against the COVID-19 vaccines (deputing a nurse/medical
technician/dispenser trained in vaccine administration) without disturbing childhood vaccination
through EPI vaccinators. As per the national decision, vaccine administration is the responsibility
of the health department through CVCs in health facilities (tertiary, secondary level and few
primary-RHCs) only. Every CVC is established in a prominent place in the hospital/HF with a
computer, printer, android phone, internet connectivity and consistent power supply to facilitate
uninterrupted vaccination process.

The designated health facility where the CVC has been established is responsible for the
following to:
•

Designate a focal person at each hospital/health facility destined coordinate in planning
and implementation phase

•

Designate space for the COVID-19 Vaccination Counter (if not already designated)

•

Notify a nurse/skilled vaccination staff who would be administering Covid-19 vaccine

•

Identify and enlist health care workers to be vaccinated in first phase, outlined by the
expert committee/vaccine task force

•

Ensure training of the nurse/skilled vaccination staff in vaccine administration, infection
prevention and control, and use of recording and reporting tools on prescribed formats

•

Designate a doctor trained in managing medical emergencies, as AEFI focal person.

•

Ensure availability of adequate medicine (e.g. adrenaline, hydrocortisone, I/V line
maintenance etc.) and supplies (Oxygen, Ambu bags, BP apparatus etc.) for AEFI
management.

•

In case of any unexpected situation, the facility should be prepared for immediate
coordinated response

•

Ensure proper disposal of vaccine waste

•

Ensuring compliance on COVID-19 SOPs while administering the vaccines

•

Manage the crowd and manage and resolve issues that emerge at the CVCs
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At every CVC, COVID-19 Vaccination Team (CVT) is responsible to complete the vaccination
process. CVT is comprised of a qualified nurse/ skilled vaccination staff to administer the vaccine,
a vaccinator to ensure vaccine logistics and a team assistant to assist in the vaccination process.
Furthermore, it is ensured that the socio-cultural needs and gender sensitivities are well taken
care off.

IEC material including AEFI reporting and investigation forms are available in adequate quantities
in every CVC. Considering the novelty of COVID-19 vaccination, sign posting is of paramount
importance for facilitation of vaccination process. Every CVC at the designated health facility have
an Entry and Exit sign. Signs of, before and after vaccination Waiting Area, along with Registration
Counter and Vaccine Administration, are properly displayed. Furthermore, signs for gender
segregation where required are also displayed ostensibly. Increasing visibility of the CVC/
vaccination site through banners and standees is encouraged.
Infection prevention and control measures are in place at all CVCs. The health facility is ensuring
that every CVC has adequate quantity of IPC supplies (masks and sanitizers), physical distancing,
and training of CVT on IPC measures. Monitoring and quality assurance visits of the CVCs are
taking place on frequent basis. Currently CVC assessment is underway with the support of World
Bank to better equip for the smooth implementation of upcoming task of vaccine administration
to eligible population.

Overall, the designated health facility where the CVC is established is responsible for the security
of the CVC. The health facility is ensuring that security guard/chowkidar is in place to ensure
crowd management, etc. In addition, designated health facilities at the federal and provincial
levels are encouraged to ensure that CCTV cameras are in place for monitoring and surveillance.
Quality assurance mechanism at the CVCs is also being planned.

Standard Operating Procedures (SOPs) of CVC
•

EPI vaccinator will deliver the allocated vaccines in vaccine carrier to the CVC
maintaining cold chain and record in EPI-MIS

•

Nurse will receive the vaccines based on daily vaccination schedule
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•

Nurse or team assistant (where available) will complete two-step verification of
individuals through CNIC and One Time Password (OTP)

•

Upon verification of OTP, citizen/client will be eligible for vaccination

•

Nurse will administer the vaccine to the citizen/client upon consent and explaining the
process including effects the client may experience following vaccination

•

Nurse will ensure that used vaccination supplies are properly disposed as per the waste
management SOPs.

•

Team assistant will duly fill the tally sheet after every vaccination

•

Team assistant will ensure that every individual is advised to wait in the designated
waiting area for 30 minutes

•

The AEFI section of NIMS to be filled by the nurse in case of an AEFI at the time of
vaccination

•

By the end of the day, nurse will return unused vaccines (to be used first, the next day)
and filled tally sheet to EPI vaccinator and match the tally including AEFI reporting (in
EPI-MIS as well)

•

EPI vaccinator will generate a daily consumption report outlining administered doses
and wastage, without which he would not be able to make entries on the next day

•

EPI vaccinator will ensure that unused vaccines are properly stored at the HF in the ILR.

•

The same process will be repeated the next day.

Vaccine deployment strategy
Vaccine
reaching the
Port of Entry
EPI supply
chain
Management
System
COVID-19
Vaccination
Counter
HCW and adult
population
receiving
COVID-19
vaccines
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8. Supply Chain Management
The supply chain management is the responsibility of the EPI Program which has sufficient cold
chain capacity available to accommodate COVID-19 vaccine requiring storage condition of 2-8° C
if the vaccine administration is implemented through fixed sites without being overlapped with
any other immunization campaign. The cold chain capacity of the National and Provincial stores
has been enhanced through installation of cold rooms and freezer rooms provided through New
Vaccine Introduction Grants by Gavi during the last five years. In addition to that the cold chain
capacity of districts and health facilities stores have been enhanced by Cold Chain Equipment
Optimization Platform (CCEOP) (a project of 50% partnership between Government of Pakistan
and GAVI the Vaccine Alliance) for which year 1 and 2 deployment has been completed. Through
this more than 11,277 cold chain equipment has been provided bundled with in country logistics,
training, temperature monitoring devices and installation. Considering 2 doses per client, 10
doses vial presentation the total number of doses in each tranche will be 27,625,000 (11,050,000
as 5% total population x 1.25 wastage x 2 doses). For Ultra-cold chain (-70c), 21 UCC are installed
across the country in top 15 districts, however, there is a need to install more.
Moreover, additional delivery of 3,350 cold chain equipment is planned in year-3 through CCEOP
in 2021 which would further enhance the cold chain capacity (2-8°C) at district and health facility
level. Considering the additional requirement of cold rooms and freezer rooms at National,
Provincial, divisional and districts levels the Federal EPI in consultation with provinces have
developed a Non CCEOP deployment through which 89 Walk in Cold Rooms and Walk in freezer
rooms would be procured through UNICEF and installed in selected sites in 2021.

The deployment of vaccine up to health facility level is executed through EPI Supply Chain
Management System. Federal EPI is designated as consignee for shipments Vaccine and logistics.
The Vaccine shipments would be cleared at Islamabad International Airport and logistics
shipments would be cleared at dry ports. Federal EPI is also managing necessary regulatory
approvals from DRAP for vaccine shipments. After arrival of vaccine the vaccine and logistics are
transported to the Provinces as per their share according to target population which are further
distributed to the districts and health facility level according to the National strategy for vaccine
administration. The vaccine and logistics stock are managed through web-based management
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information system up to the health facility level. Moreover, the transportation cost including
custom clearance has also been incorporated in budget/costing section (operational cost) of this
document.

The vaccine management human resource is trained for the upcoming COVID-19 vaccines
according to be familiarized with vaccine characteristics for which training package is included in
training plan. Pakistan submitted cold-chain equipment (CCE) application to Gavi’s COVAX Facility
in January 2021.
Type of Equipment

Unit Cost

Quantity Total Cost

Walk in cold rooms 30 cbm

49,121

5

245,605

Walk in cold rooms 40 cbm

56,405

8

451,240

On grid ILR without freezer comp.

5,700

120

684,000

Off grid SDD refrigerators without freezer comp.

11,275
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270,600

Temperature monitoring device 30DTR

73

300

21,900

13
748
12
3

20,800
471,240
4,608
1,479
$2,171,472

Remote temperature monitoring devices RTMDs 1,600
Standard Vaccine Cold Boxes
630
Spare parts for new ILR equipment w/o freezer
384
Spare parts for new SDD w/o freezer comp
493
Total equipment cost (excluding leasing cost)

9. Micro-Planning
The administration of vaccine to the recipient depends upon microplanning exercise entailing the
following below information:

A. Site Identification – COVID-19 Vaccination Centre are established at the health facility
level. The targeted population visiting the HF for vaccination are directed towards the
CVC in order to get COVID-19 vaccine. Provincial Department of Health have identified
the site in consultation with the district administration. Furthermore, disease burden has
been also considered in determining the location of the fixed site (CVC). In mega cities,
several CVCs are established to cater to the target.
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B. Identification of HR – HR is identified by the Provincial Department of Health to work on
the CVC. The HR, also known as the COVID-19 Vaccination Team (CVT) includes a qualified
nurse, vaccinator and a team assistant/data entry person.

C. Calculation of per day team target – daily target to vaccinate population is calculated on
the basis of total number of working days, number of CVCs, and target population. When
vaccine availability improves, HR and CVCs will be increased accordingly.

D. Training of HR – Identified HR has been trained in the context of COVID-19 vaccination.
The training was based on data entry into the system, the type of vaccine, equipment use,
targeted population, counseling and overcoming perceptions/myths of the community.

E. Mapping and linkage of identified population – As NADRA has developed the National
Immunization Management System (NIMS), therefore, with the help of NIMS, the
identified population is being mapped and linked with the COVID-19 Vaccination Centre.

F. Availability of cold chain equipment – Mo NHSR&C through EPI has ensured timely
availability of cold chain equipment at the COVID-19 Vaccination Centre.

G. Key information about eligible population:
•

Population < 18years are excluded from priority population (as current evidence
below this age group is deficient)

•

People suffering from COVID-19 or strong suspects will not get the vaccine

•

Allergic reaction to any vaccine in the past

•

Immuno-compromised individuals

•

Vaccine specific guidelines would also be adhered to where applicable
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10. Human Resource Management and Training:
Having sufficient human resources and equipping them with the right knowledge, skills and
attitudes is an essential part of the introduction of COVID-19 vaccine in Pakistan. Mo NHSR&C
has identified its human resource needs, prepared a training plan, decided on training modalities,
and plan for supportive supervision. COVID-19 vaccine implementation can provide an
opportunity to build on or scale-up innovative systems, such as digital tools, for training and
supportive supervision.

Training HR preparation can be started from:
•

Designating a training focal point

•

Conducting a quick training need assessment

•

Adapting global level training materials

•

Identifying partners to support training

Salient Features of High-Quality Training
•

Assess who should attend training, when and the size of the group

•

Ensure training facilities enable hand hygiene, mask wearing, and social distancing

•

Training should include small group discussions, demos and skills practice

•

Supportive supervision should be provided to health workers following training

•

Share short videos or infographics through mobile apps or text message

Additional HR would be required to manage immunization supply chain, cold chain maintenance,
training, surveillance and AEFI guidelines development some of which is being requested through
TA from Gavi.

Training on EPI-MIS, NIMS and on administration of different COVID-19 vaccines is already under
way at all levels. These trainings are conducted to ensure that concerned HR is well equipped
regarding storage, administration, AEFI knowledge, initial management and reporting,
indications and contra-indication, drug interaction, reconstitution (if applicable), etc.
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In addition, Pakistan has technical assistance needs in relation to human resource. This HR will
support in smooth vaccination of COVID-19 in Pakistan in terms of policy and implementation.
Pakistan submitted the below TA request for HR in December 2020 to Gavi’s COVAX Facility. The
below list of HR support is assisting at the federal as well as provincial level to support COVID-19
vaccination.

COVID-19 Technical Assistance
Programmatic Area
Planning &
Coordination

Activity
A.6 Develop the National Deployment and Vaccination Plan
(NDVP) with input from relevant bodies (National COVID-19
Response Coordinating Committee, CNCC, CTWG, NITAG,
National Immunization Program, National Regulatory Authority,
AEFI committee and other relevant groups such as private sector).
The NDVP should be in line with WHO guidance and SAGE
recommendations (plan can be developed by adapting the
Pandemic Influenza NDVP, if existing)

Cost

37,450
Prioritization,
Targeting & Covid-19
Surveillance
Training & Supervision

D.3 Coordinate with national COVID-19 disease surveillance group
to ensure relevant epidemiological data will be collected to
inform planning of subsequent rounds of COVAX vaccination,
including outbreak responses
F.1 Develop a training plan to prepare for COVID-19 vaccine
introduction that includes key groups of participants, content
topic areas, key training partners and training methods (in-person
or virtual). WHO will provide a template for guidance

211,860

294,250
Safety Surveillance

I.5 Plan active surveillance of specific COVID-19 vaccine related
adverse events. If this is not possible, develop provisions that
allow reliance on active surveillance data, decisions, and
information from other countries or regional or international
bodies

Training & Supervision

F.1 Develop a training plan to prepare for COVID-19 vaccine
introduction that includes key groups of participants, content
topic areas, key training partners and training methods (in-person
or virtual). WHO will provide a template for guidance

Vaccine, Cold Chain &
Logistics

H.4 Assess dry storage and cold chain capacity at all levels with
regards to the COVID-19 vaccines characteristics and fill the
identified supply and logistics gaps

Vaccine, Cold Chain &
Logistics

H.3 Map the potential port(s) of entry, points of storage (stores),
and fallback facilities in the country with their respective cold
chain storage (2-8C, -20C, -60/70C) and transportation capacity
for vaccines and ancillary products

37,450

112,350

32,400

51,840
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Vaccine, Cold Chain &
Logistics

H.4 Assess dry storage and cold chain capacity at all levels with
regards to the COVID-19 vaccines characteristics and fill the
identified supply and logistics gaps

Vaccine, Cold Chain &
Logistics

H.7 Update vaccine stock management tools and operating
procedures to reflect the characteristics of COVID-19 vaccines
(i.e. vial size, VVM)

21,060

20,520
Vaccine, Cold Chain &
Logistics

H.7 Update vaccine stock management tools and operating
procedures to reflect the characteristics of COVID-19 vaccines
(i.e. vial size, VVM)

RCCE

Technical support to a Risk communication and community
engagement strategy adapted to the target groups (Health
workers, adults over 50 years with underlying conditions, law
enforcement agencies)

Demand Generation &
Communication

J.2 Establish data collection systems, including 1) social media
listening and rumor management, and 2) assessing behavioral
and social data
J.1 Design a demand plan (includes advocacy, communications,
social mobilization, risk and safety comms, community
engagement, and training) to generate confidence, acceptance
and demand for COVID-19 vaccines. Must include a crisis
communications preparedness planning

20,520

Demand Generation &
Communication

Demand Generation &
Communication

Reaching Out Adult and elderly Population through
communication using Malaria, HIV, RMNCH Programs to improve
vaccination coverage

110,160
6,480

20,196

137,376

Total
$1,113,912
11. Recording and Reporting:
The Management information System of EPI is entering the vaccine with its visibility up to the
health facility level for which the system has been scaled up till HF level. NADRA has developed
National Immunization Management System (NIMS) to enroll the eligible/prioritized population
and send SMS alerts for possible vaccine administration site to the population. 1166 Help line is
being used by the callers to get insight into their possible vaccination site and process to be
adopted for vaccination. Private sector is also allowed to complete the verification process
through NIMS with CNIC. The NIMS is linked with EPI MIS to exactly map availability of vaccine in
the HF to direct the population toward each HF based upon vaccine availability. In this regard,
each eligible person will receive a unique One Time Password (OTP) upon entering his/her CNIC
that will be shown at the CVC to verify the individual before receiving the vaccine. The nurse will
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enter the data of the recipient of the vaccine in the NIMS to track for the second dose. Enrollment
of beneficiaries prior to the vaccination, to efficiently reach targeted beneficiaries; they all will
be enrolled prior to the vaccination through three mechanisms:

1. Health Institutions:
Using the NIMS, the NADRA will enroll all categories of health workers from their duty
stations, and the CNIC # will be used as unique identifier in the electronic database. In this
regard the healthcare worker details form has been added into the Resource
Management System (RMS)of the HF enrolled already in the RMS. Currently both Public
sector hospitals and Private hospitals (through RMS or Health Care Commissions) are
entering data of their healthcare staff both frontline and other staff.

2. The NADRA:
The National Database & Registration Authority is an independent and autonomous
agency under the control of the Interior Ministry of Pakistan that regulates government
databases and statistically manages the sensitive registration data of all the national
citizens of Pakistan (also records foreign nationals). This data set will be reference for
certification of population of more than 60 years for inclusion as beneficiary for the
vaccines. Furthermore, registration process is elaborated in below Flow Chart of NIMS.

A National Immunization Management system (NIMS) being developed by NADRA will work as
data repository of all the citizens that will be vaccinated for COVID-19 vaccine in future. NIMS has
been connected with MIS system of EPI to fetch information regarding the vaccine availability
from EPI-MIS system and schedule appointments at CVCs accordingly.
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FLOW CHART OF THE MONITORING SYSTEM &NIMS:

National Immunization Management System
Citizen
1. Citizen sends
CNIC Number
on 1166

Ministry of Health

NADRA

Input from NITB
System for
Health Worker
Registration

SMS

NIMS

Intimation of
Regret to
Citizen

Input form
Vaccine Supply
Chain
Management
Apply Business Rules
to Identify Vulnerable
Group

No

Intimation of
Appointment
after availability
of Vaccine

Yes

No

Feedback from
Health Facility

In case of
HF
Change

Vaccine
available at
HF

Intimation
Appointment to
Citizen

Min istry of Health
will run a
comprehensive
media campaign
for citizen
awareness

Yes
Citizen has option if he/she wants to change
Vaccination Center, a portal (NADRA) as well
as call center option (MoH) will be provided

Interface to Pvt.
Labs

Issuance of eCertificate

12. Healthcare Waste Management
Health-Care Waste Management in COVID-19 context is a legal covenant according to hospital
waste management rules 2005 pertaining to Environment Protection Act 1997. As under the NISP
project, the Federal & Provincial Governments have committed to implement the Environmental
& Social Management Plan (ESMP) plan regarding proper waste management to reduce the
disease burden and Grievances Redress Mechanism (GRM) to provide a platform for parents &
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caregivers to ask questions about vaccine preventable diseases, EPI vaccines including COVID-19,
their safety and efficacy and to report their complaints accordingly.

To establish the quality healthcare waste management system, the protocols for waste
collection, segregation, interim storage, transportation and environment friendly disposal of the
waste according to national regulation& environment quality standards are being ensured at all
centers/healthcare facilities. The already implemented protocols like in Punjab (waste collection
and disposal through a private contractor) would be strengthened further and other provinces
including Gilgit Baltistan, Merged Areas and Azad Jummu & Kashmir will be facilitated for the
provision of quality healthcare supplies (foot operated color-coded waste bins, waste trolleys
waste liners, waste displays, PPEs for workers, disinfectants & mops, etc.). There will be a need
to install environment friendly incinerator (triple chamber with double scrubbing) for the proper
disposal of the used syringes. These incinerators are proposed to install at least in one capital city
of all provinces including GB, Merged Areas and AJK. The already installed incinerator is being
used for the disposal of the waste from catchment areas.

The waste from secondary & tertiary healthcare centers is being collected under the supervision
of the hospital waste management committees for the safe collection and disposal of the
immunization waste. The waste from the primary healthcare centers is being disposed through
designated burial pits, brick kiln incinerators where available, and those facilities near the
incinerator sites are being entertained for the safe disposal of the waste accordingly.
Occupational health & safety of the workers is ensured by providing quality PPEs and training of
the staff. IEC material is provided to all workers for proper handling and disposal of the waste.
Special focus would also be given towards wastewater from the healthcare facilities to reduce
biotransformation and antimicrobial resistance in the environment. All waste generated both
from primary and secondary healthcare facilities is being disposed according to Hospital waste
Management Rules, 2005 and daily waste generation record is maintained through waste audit
protocols.

In the context of designated vaccination center, it is important to note that with a potential
increase of influx, the demand for WASH/IPC i.e. hand washing, environmental disinfection,
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water and sanitation services might be higher than the available services and that will be essential
to support the gap to avoid any potential contamination and ensure continuation of health
service. In such a case, it may require to set-up WASH/IPC services in place or strengthened,
where already available.

13. RCCE / Vaccine Acceptance / Uptake
Current landscape
Pakistan has established several robust mechanisms for planning and deployment of COVID-19
vaccine in the country. Led by the National Command and Operations Center (NCOC), several
oversight committees and their focal persons are managing all steps at the national, provincial,
district and health facility level. The Expanded Program on Immunization (EPI) has a pivotal role
in this planning and deployment across the country.

A National Identity Card or NIC - sensitive software mechanism called NIMS is the backbone of
vaccine information, registration and documentation system. In this system, a person sends their
NIC number via text message at 1166 and receive a response about their successful registration
and date/time and venue of vaccination, along with a one-time password (OTP) number for
verification at the vaccination center. Upon visit as per appointment, they receive the vaccination
after due verification, and are observed for 30 minutes for any immediate side effects after the
vaccination.

Several Risk Communication and crisis management steps have been put in place for this initial
phase. These include appropriate policy information through press statements, public service
messages on mass and social media about availability of vaccine, mobile phone text messages
for registration and final appointments, and client-focused health education ensured through
checklists developed specifically for this purpose.

Moving forward, the same mechanisms will be expanded along with increased involvement of
some additional Risk Communication and Community Engagement (RCCE) platforms for
improving vaccine uptake among bigger populations in the country.
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Current Evidence on Vaccine Acceptance in Pakistan1
Pakistan has moderate levels of vaccine acceptance, with the UNICEF Pakistan Risk
Communication and Community Engagement Survey for COVID-19 reporting vaccine acceptance
at 65% in the country. The ongoing trend analysis released by Johns Hopkins Center for
Communication Program (CCP) confirms that while more information on the vaccine has become
available, Pakistan has experienced a small decrease in vaccine acceptance, especially in rural
populations, it has fallen to 50% in September 2020. Qualitative and limited quantitative research
have indicated the following three key barriers in vaccine acceptance in the country.

1. Government-led public communication on the COVID-19 vaccine has not increased,
even though the government is seen as a credible source of information and the public is
eager to learn about the vaccine availability, eligibility and steps to avail the vaccination.
However, only 3% of people in Pakistan report that they have access to information from
government officials. Vaccine acceptance can be increased if the government starts
sharing more information with the public on the COVID-19 vaccine.

2. Fragmented views on trust in the COVID-19 vaccine, as people are trusting different
sources of information to determine their position towards the vaccine. The UNICEF RCCE
survey shows that people who trust religious leaders, family and community are least
likely to accept the COVID-19 vaccine if it becomes available to them. Vaccine acceptance
can be increased with targeted engagement in such group settings through interpersonal
communication at the community level, and specific mobilisation/capacity building of ingroup ‘influencers’, such as religious and community leaders and media.

3. Risk perception on immunity from COVID-19, whereby people believe that Pakistan has
already achieved an effective herd immunity for the virus; therefore, people have no need
of the vaccine. This specific misconception has resulted in a serious decline in COVID-19

1

UNICEF Social Media Sentiment Analysis; UNICEF Behaviour Pattern Insight from Anthropological and Social Data;
Media Analysis from Directorate of Electronic Media and Publications (DEMP) Media Monitoring Data and UNICEF Media
Monitoring Data; Pakistan Polio Eradication Programme’s Daily 1166 Helpline Data on Corona Calls; Community
Feedback from UNICEF COVID-19 Radio Program; Johns Hopkins Center for Communication Program (CCP) Global KAP
COVID-19 Dashboard; UNICEF Pakistan Risk Communication and Community Engagement Survey for COVID-19.
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related prevention and health-seeking behaviours. To address this barrier, the
government needs to increase public communication on the risk and severity of COVID19 while promoting the benefits of the vaccine as a high priority.

Strategic Directions for the next phase
Overall, the Ministry of National Health Services Regulations and Coordination is the lead for
Pakistan’s COVID-19 vaccine communication plan in terms of policy and implementation. In
addition, federal EPI, provincial programs and partners are assisting in the formulation and
implementation of the communication strategies and plans for COVID-19 roll-out in Pakistan.
The operational plan and its provincial chapters will elaborate on the national guidance by
developing provincial- and district-level operational strategies based on socio-cultural, political
and health infrastructure diversity.

Data Driven Approaches to Increase Vaccine Uptake and Address Vaccine Hesitancy
The information and education requirements of all forms of audience differ during the
introductory, deployment and mass rollout phases. The Risk Communication and Community
Engagement (RCCE) strategies are cognizant of these phases and plan to carry out activities
accordingly. As an essential principle of RCCE, the communication strategies for COVID-19
vaccine will be founded on dynamic social listening and vaccine-acceptance surveys.

During the introductory phase, gaining trust through clear and effective communication is
essential to implement a successful COVID-19 vaccine campaign. The availability of timely,
accurate and updated information is critical in building public’s confidence and dispelling vaccine
related misinformation. To this end, government spokespersons from NHSRC and NCOC have
been issuing statements via national media and internet channels, which need to continue. These
include relevant information on the importance of the vaccine in Pakistan, its safety, and an
appeal to unite around its acceptance and collectively dispel misinformation. This initial
information also addresses possible procedures and eligibility. Other media including electronic,
print and social media are being engaged as the vaccine deployment goes on.
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Once the vaccine is introduced, additional and diverse communication channels/platforms will
be used to engage the public in the vaccine drive, as shown in the diagram below. These include
mass and social media, 1166 helpline, mobile phone text, robocalls and ringtones messages,
health education provided to clients during vaccine administration, and other community
engagement activities. The dynamic management of vaccine messaging and content will be
centralized with the RCCE task force. Messages will be harmonized, controlled, and founded from
a shared and credible source of information. The information will then be disseminated to users
and media through various dissemination channels.

A social-evidence team will be dedicated to collect and analyze data that will inform and orient
RCCE approaches. This will also insure that messages on the new vaccine are relevant and
responsive to actual concerns and perceptions amongst the different participant groups, as well
as better understand vaccine hesitancy, identify new opportunities, map hard-to-reach
populations, and adapt to the new social evidence in real-time and used to fine-tune messages
and address misinformation.

To ensure communication is effective, messaging and information content will be tailored to each
participant group. The adoption of differentiated approaches will independently analyze social
differences triggered per gender, urban/rural, education, or age.
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KEY RCCE OBJECTIVES:
▪

Provide accurate, timely and actionable information to the audience about vaccine
availability, eligibility, steps to avail the vaccination, and measures needed in case of
AEFIs.

▪

Build trust and address misinformation by providing accurate information, and debunking
misinformation in a timely manner so that public has confidence in the safety and efficacy
of COVID-19 vaccine.

▪

Build capacities and ensure there is a sufficient level of understanding around the new
vaccine(s) from concerned leaders, media agencies, Frontline Workers, CSOs, faith-based
organizations, administration, women and youth, and special populations.

▪

Generate credible evidence through social data collection and analysis to track and
monitor public receptiveness to COVID-19 vaccination, with a special emphasis on
misinformation, AEFI and spread of rumors.

▪

Address crisis situations through evidence-based crisis communications (complementing
the system-level measures) for crises due to AEFI or wave of negative rumors that may
discourage or halt public acceptance to the new vaccine.

▪

Strengthen existing coordination mechanisms between internal, external and intersectoral partners.

▪

Provide technical assistance and guidance to provincial EPI and RCCE teams.
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RCCE STRATEGIC PILLARS:

Coordination, Advocacy and Partnerships
The purpose is to secure high-level political support and assure coordination at both Federal and
Provincial levels by unifying government departments, key influencers, development partners,
private health sector and CSOs/NGOs around messaging on COVID-19 vaccination. The team will
also systematically engage and coordinate with intersectoral teams including Health, EPI, IPC,
PSS, and Education. RCCE will support advocacy with provincial policy makers, key influencers,
CSO leaders, and media agencies and journalists on COVID vaccination. Creating an accessible
Knowledge Management platform is critical to ensure that all COVID-19-vaccine information is
shared, reported, analyzed and verified.
Evidence Generation and Use of Social Data Analytics
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Utilizing the above model, the social data will provide information on public’s trust in vaccine
safety and benefits, perceived risk about COVID-19 and intention to get vaccinated, vaccination
norms, trust in vaccine providers (Public vs Private) and access to the vaccine. The data will help
in developing customized strategies for each segment of population and improve vaccine uptake.
Data from observations carried out in the initial 582 vaccination sites, quantitative and qualitative
explorations from the community, and digital and social media will be central to the interactive
process of vaccine introduction and rollout. Continual social and behavioral data will be collected
and analyzed reflecting perceptions of the population towards the vaccine with special focus on
eligible participant groups. Analysis will be differentiated by gender, age, education, and
rural/urban. This will be collected via anthropological studies, online surveys and tracking of
digital media and social listening. The 1166 Helpline will also collect critical feedback, complaints
and shared misinformation from callers.

Using a Media-mix to Encourage Positive Behaviors and Address Misinformation
Recent COVID-19 surveys in Pakistan show that doctors, scientists and other health providers
remain the most trusted sources of health information 2. Our emphasis, therefore, will be on
providing adequate training on client counselling and adequate IEC materials to the staff at CVCs;
the number which eventually will expand to over 4000 vaccination sites. EPI has introduced a
checklist that COVID-19 vaccination staff has to follow while giving inoculations (Annex A). This
checklist ensures that a client’s information needs are fulfilled, and any apprehensions addressed
in a step by step manner. Staff have been provided orientation on these principles, and these
steps have been included in the national guidelines as well.

National media channels and newspapers are the next frequently used and trusted source of
information among listeners. A strong commitment will be made to engage national TV, Radio,
and disseminate print materials. Briefings with key media groups will be a central to the vaccine
deployment strategy. As Media is the most trusted, Social Media is considered the most used.
Expert Social Media teams will help facilitate, inspire, and moderate social dialogue around the
new COVID-19 vaccine. Digital media includes internet sources, Social media platforms such as

2

https://ccp.jhu.edu/kap-covid/kap-covid-country-profiles-with-demographic-disaggregation/
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Facebook, Instagram, Twitter, and You Tube, SMS and Robocalls, and Chatbots. Vaccination
related content development will be managed by a harmonized and centralized RCCE team, and
disseminated through the message board, that also includes messages on Standard Operating
Procedures (SOPs), stigma, Frequently Asked Questions (FAQs), Vaccine acceptance, and positive
Health seeking behaviors.

Data through social listening will help in planning and implementation of pre-emptive
communication messaging/interventions to inoculate the public against misinformation and
encourage them to accept information from credible sources. Key influencers at community level
or on digital media will be engaged in advance to help the government address misinformation.
To further ensure national upscale of positive behaviors on COVID vaccination, an RCCE capacity
building plan will be developed for FLHWs, HWs, and CSOs staff. A similar set of guidelines will
be developed for partners, journalists, leaders, youth, women, administration, and RCCE
taskforce teams at Federal and provincial levels.

Community Engagement
This critical element will have a strong focus on engaging Religious and Community Leaders to
take ownership of the pandemic and vaccine acceptance. RCCE strategies will also engage with
existing community structures through CSOs/NGOs and social mobilizers (LHWs, CHWs, Polio
CBVs/COMNET). The frontline workers (FLWs) in Pakistan are the first point of contact with local
communities and will influence others to get vaccinated. FLWs will require specialized training
on the vaccine, its benefits, how to respond to local community’s concerns and address
misinformation. Initial briefings with community leaders will aim to clearly explain who is eligible
for the vaccine, why others are not, and supporting information related to the roll-out, including
vaccine introduction procedures and registration. Community leaders and frontline workers will
play a key role to ensure that all eligible high-risk citizens, including the elderly, receive the
vaccine and will also advocate for its safety.

Crisis communication
The Government of Pakistan elaborated a National guidance for Surveillance of Adverse Events
Following Immunization (AEFI) for COVID-19 vaccination. Crisis communication is an integral part
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of the National COVID-19 Deployment Plan, and in which RCCE plays a supporting role in its
implementation. A crisis-communications plan has specific Standard Operating Procedures
(SOPs) that must be followed at all levels.

A crisis can be triggered by either multiple AEFI events within the population, or else a result of
an outbreak of negative rumours towards the vaccine. In either case, spokespersons, focal points
in NCOC, political leaders, Mo NHSR&C and EPI will be briefed on using the SOPs. Exact roles and
responsibilities with specific messages have been set-up within the teams at federal, provincial
and district levels to address AEFI and rumour cases in a timely and coordinated manner. It will
ensure that public concerns can be handled properly and the trust from the population is
regained. Please see Annex B for AEFI related crisis situations.

RCCE will also be positioned help prevent false blame arising from coincidental adverse events
following immunization and commit to reassuring the general public about vaccine safety,
however, side effects can occur with any medicine or vaccine.

Prior to the Vaccine rollout, RCCE modules are being included in all trainings, including training
for nurses, vaccinators, HWs, FLWs, administration, and hospital staff. This module will address
practical ways to discuss misinformation, interpersonal communication skills, and the
importance to continue practicing all preventive SOPs, in addition to the vaccine. The 1166
Helpline call-agents are also being trained on how to respond to AEFI and rumors.

A crisis can also emerge on media if routine side-effects are reported by blowing them out of
proportion, a misleading video becoming viral, or severe anaphylaxis or death reported as
associated with the vaccine. Crisis communications team will categorize these situations
according to their severity and work with officials for putting up the best response according to
the situation. Focal persons will be identified among the government most trusted leaders,
health officials, Government communications teams, and RCCE members. The government will
help create these teams at national, provincial and district level, and will have a designated
spokespersons and media focal points identified by the government. Please see Annex D for
media-related crisis situations.
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Steps to implementing the crisis communications plan

Pre-crisis

•

Establish a crisis communications team at federal and provincial level

•

Prepare a list of people who should be informed when a crisis occurs.

•

Prepare a list of key spokespersons.

•

Inform relevant teams about designated spokespersons.

•

Ensure potential spokespersons are trained to speak with the media.

•

Keep updated information/talking points on vaccine deployment

•

Identify and assign all tasks for responding to a crisis.

•

Factsheets, briefs and press statements on the vaccine

•

Assemble information about your media; identify current links, potential
new links that can be developed and their audiences, etc.

•

Prepare holding statement for reactive answers to respond to
misinformation or criticism of government efforts that have a potential to
raise public concerns

•

Distribute the communication plan to relevant people.

•

Laser-focused plan to ensure achievement of key objectives during a crisis.

•

Regular briefing of spokespersons.

•

Update factsheets, briefs and press statements to reflect the actual need

During
crisis

in a crisis.
•

Identify audience(s).

•

Update key messages/facts for each audience and for each scenario.

•

Identify delivery mechanisms for each audience (e.g. radio, newspaper,
television, social media or face to face interaction).

•
Post crisis

Analyse the public and media response to evaluate the impact of RCCE
efforts.

•

Revise communications plan accordingly.

Crisis Mitigation Steps:
1. Media Monitoring: Monitor print, broadcast and digital media at all times to track rumors
and take relevant action on time.
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2. Removal/Block: Small posts with anti-vaccination content removed by Facebook as per
their pro-vaccination policy.
3. Positive Messaging: As per crisis communications plan, influencers like renowned health
specialists, epidemiologists, Government officials, local influencers, celebrities, media
and bloggers to be engaged in advance to spread positive messages to change public’s
opinion.
4. Retraction: Immediate coordination with relevant groups/individuals to retract negative
content and replace it with information/ statements in support of the campaign.
5. Urgent Responses: Official statements to be issued by the Prime Minister, NCOC Chair,
SAPM on Health, Provincial Health Ministers or DG Health from official accounts and
promoted extensively on social/mass media.
6. Rebuttal: The situation should first be handled with positive messaging, retraction of
negative content, issuance of official statements, extensive media support, and
highlighting achievement of coverage targets. Rebuttal statements are the last resort as
they highlight the negative aspect further.

Monitoring & Evaluation
The deployment of COVID vaccine will be in phases; each phase providing unique opportunities
for learning lessons about people’s perceptions and practices. Building on this information, the
RCCE and Crisis Communication activities will be carried out in an iterative manner. Development
of evidence-based strategies, content and materials, their execution in real time, and then
evaluation for learning lessons to re-invest into the next cycle of the communication process will
be key.
Following table provides an outline of our M&E approach during the future cycles of vaccine
administration. Guided by this framework, a detailed M&E plan will be developed, aligned with
the RCCE and Crisis Communication activities in the country.
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Table 1: Outline of the M&E Framework for RCCE and Crisis Communication
Data and analytics

Formative indicators Implementation

Outcome indicators

indicators
# of mix-methods

# of IEC materials

# of IEC materials

% HWs/population

surveys (quarterly)

developed

distributed

who will positively

# of 1166 call

# of training

# of capacity building

receive the vaccine

analyses (weekly)

programs developed

sessions conducted

% who know exact

# of social media

# of community

# of mass and social

steps to avail the

reports (weekly)

engagement

media campaigns

vaccine

# of 360-degree BI

interventions

conducted

% who have

reports (quarterly)

designed and

# of crisis

received the vaccine

# of explorations

developed

communication FPs

% wo advocate

with Health Workers

# of crisis

oriented/trained

vaccine to others

for their BIs

communication focal # of media

% of crisis events

persons identified

professionals

successfully

oriented

managed

# of influencers and
community elders
engaged/trained

14. Monitoring
There will be a strong and urgent demand for information on COVID-19 vaccine introduction and
rollout by stakeholders. Thus, the NCOC is working with the Mo NHSR&C and Partners to
anticipate the data needs and strengthening the Health Information Systems to be able to provide
fast, frequent and accurate reporting.

District Health Monitoring Team (DHMT) will be responsible to monitor the vaccination process
at the CVC. CVT will also assist in monitoring in terms of AEFI reporting to the designated medical
officer in the HF. Quality assurance during vaccination process will be ensured.
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In first instance, obtaining estimates for specific COVID-19 Vaccination target population to be
able to measure equitable coverage across different target populations was an important,
complex and urgent activity that has been already accomplished by the Mo NHSR&C for the
preparation of COVID-19 vaccine introduction Plan.

Data collection, recording and reporting Tools uploaded onto Digital system will be used to help
with several monitoring aspects of COVID-19 vaccine introduction in Pakistan. To meet the
anticipated needs of different stakeholders including bilateral Donors, the monitoring system for
COVID-19 vaccine Introduction in Pakistan shall enable to:

1. Monitor the quality of the Vaccine Introduction process, and to what extent national policies

to prioritize at-risk groups and settings (e.g. hospital and long- term care facilities) will be
effectively implemented. Quality assurance mechanism is to be established when
administering vaccines to support the DHMT.
2. Ensure equitable vaccination uptake and coverage overtime by geography, population

groups, and risk groups.
3. Provide a personal vaccination record/certificate for any health, occupational, educational

and travel purposes (as per national policies) through NADRA database.
4. Ensure that the necessary records and documentation will be in place for use in surveys
5. Safety monitoring, disease surveillance and vaccine effectiveness s t u d i e s .
6. Ensure that individuals can be monitored for the full course, in likely case that a multi-dose

schedule is required, to reduce the incidence of dropouts.

M&E Framework
1. Cold Chain Maintenance, Logistic, Transportation and Vaccine inventory – To ensure that
vaccine will be provided to targeted population beneficiaries with full potency from
manufacturers, after the arrival at the National Cold Chain Warehouse, the storage and
transportation of vaccines within recommended temperatures shall be efficiently monitored;
for the Vaccine supply chain management, EPI Management information system (EPI-MIS)
will be used with interface /integrated with NIMS.
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The MIS will capture and analyze vaccine data according to the inventory to monitor the
utilization, wastage and AEFI.

2. Monitoring of planning and pre-introduction activities - The COVAX Facility with support from
GAVI, has already launched VIRAT, recently merged with World Bank Readiness Assessment
Tool, VRAF; to monitor the level of preparedness during the application process including
financial aspect.

3. Monitoring of the Implementation – Monitoring during the implementation will involve both
qualitative/process findings based on the results of the supervisors’ reports and analysis of
checklists as well as quantitative coverage results. Monitoring of the qualitative aspect will
involve mainly observation of the Vaccination Counters and the teams in action. Some of
elements to be monitored will include the cold chain and handling of vaccines, injection
practices, the electronic registration and recording, monitoring of AEFIs, and the Vaccination
Counter post organization.

Most of COVID-19 vaccines are multi-doses, currently most at least 2 doses per individual;
implying that high coverage for the first does will be required. Therefore, it will be necessary
establishing a rapid evaluation pathway for Rapid Convenient Survey through Finger marking
so that a subsequent site mop-up activity can be decided in case of poor coverage.

15. Surveillance and AEFI
Surveillance system for COVID-19 is quite well functioning in the country and currently consists
of public and private hospitals with a network of laboratories for collection of data on the
incidence of the disease. Rapid Response Teams (RRTs) will continue to conduct case response
activities and respective Health Departments will further strengthen the surveillance system to
control spread of disease and for establishing the efficacy of vaccine following introduction of
COVID-19 vaccine.
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COVID-19 Surveillance system: Adverse Events Following Immunization (AEFI)
Any untoward medical event that follows immunization which may be any unfavorable or
unintended sign, abnormal laboratory finding, symptom or disease are referred to as Adverse
Event Following Immunization. It may not necessarily have a causal relationship with the usage
of the vaccine but can cause significant community concerns.
The unprecedented rapid development of the COVID-19 vaccines using fairly new technology
followed by its rapid large-scale use poses unique challenges in monitoring vaccine safety and
mitigating any potential risks.

Timely detection and reporting of adverse events following COVID-19 vaccination is the first step
in ensuring the continued safety of the vaccine. In the context of COVID-19 vaccination,
surveillance systems need to be prepared for identifying and responding to adverse events
following immunization (AEFIs) and adverse event of special interest (AESIs).
AEFI Detection and Reporting:
AEFI

detection

is

the

recognition

of

any

unusual

medical

event

following

vaccination/immunization which can be done by vaccine recipients, family members ofthe
immunized individuals, health care providers and staff in immunization or health care facilities.
Detection is followed by reporting of the event to health care provider working within the
healthcare system.
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Although there is limited data available on potential AEFIs/AESIs that may be linked to COVID-19
vaccine products, generally AEFIs that may occur include anaphylaxis, sepsis, rash, fainting, and
pain, redness and swelling at the site of injection.
The waiting time of 30 minutes at the Health Facility allows the identification and immediate
management of medical emergencies like anaphylaxis, which manifest most frequently within 5
to 30 minutes of vaccine administration. Upon the occurrence of any anaphylactic reactions,
vaccine administrating staff (nurses/AEFI focal person of the health facility) conducts the ABC of
emergency management and administers adrenaline, supplies high flow oxygen through nasal
prongs or oxygen masks, monitor vitals and initiates reporting protocol by immediately informing
the AEFI Focal person for further management of the case. Health facilities identified for
administration of Covid-19 Vaccines have been advised to ensure availability of ample quantities
of life saving medicines.
An AEFI focal person (medical doctor) identified at each health facility (carrying out COVID-19
Vaccine administration) is responsible for medical management of the detected case and for
reporting the AEFIs (both minor and major) to district health office.
AEFI Investigation:
All major AEFIs/AESIs are required to be investigated. Major/serious AEFI is an event that results
in death, hospitalization or prolongation of an existing illness or hospitalization and persistent or
significant disability. All major AEFIs will be investigated by investigation committee notified by
District Heath Authorities.

Causality assessment:
It is the systematic review and evaluation of available data about an AEFI to determine the
likelihood of a causal association between the event(s) and the vaccine received. All provinces
have provincial AEFI Focal Persons and AEFI review committees who are overseeing investigation
and causality assessment of AEFIs and the National AEFI Review Committee is engaged for
guidance whenever necessary for causality assessment. National AEFI Review Committee which
under usual circumstances reviews and analyses AEFI Surveillance data biannually is meeting at
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a weekly frequency for ensuring safe roll-out of the vaccine. This step is critical to ensure the
scientific evaluation of potential COVID-19 vaccine-related AEFIs.
Managing Adverse Events Following Immunization (AEFI)

AEFI Surveillance and Management Flow Chart
COVID-19 vaccines being introduced by the country have undergone extensive trials and will
qualify for use after authorization from stringent regulatory authorities. However, some of the
potential vaccine products are using technologies that have never been licensed before.
Therefore, robust and efficient AEFI Management mechanism in line with global guidelines is in
place to minimize any adverse outcomes.

All vaccine delivery points identified for administration of COVID-19 vaccine/CVCs have
nominated AEFI focal persons who have been trained on identification and management of
adverse events following immunization. Training on AEFI identification, reporting, investigation
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and management have been guided by Global Vaccine Safety Manuals and the National AEFI
guidelines.

AEFI Surveillance Cycle

16. Evaluation
To understand vaccine effectiveness (VE) and impact of vaccination, in a short or longterm, depending on the characteristics of the vaccine, which will be used and the schedule;
Scientific vaccine effectiveness (VE) and vaccine impact studies will be conducted; at the same
time but basic monitoring of vaccination status of cases will continue to be collected in COVID19 surveillance system by the NEOC.
In addition, post introduction surveys assessing the coverage among health workers; two
stage cluster sampling will be applied to select Districts and Health facilities in COVID-19.
Vaccination Counters will be deployed and collect data on vaccination status, a sample of health
to be decided by the time of the survey. The coverage among elders will be assessed through
Traditional WHO immunization Survey Protocol.
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Annex A: Checklist for COVID-19 Vaccine Administration

CHECKLIST FOR COVID-19 VACCINE ADMINISTRATION
Client Name:

Age:

ID Card:

Gender:

Address:
Staff name/Signatures
1. Greet the Client
2. Make sure that you and client are wearing face mask
3. Complete the 2-step verification of client
4. Ensure consent by stating that "you are receiving this COVID-19
vaccine because you registered yourself in the system"
5. Prepare dose
6. Explain the procedure. Inform that some pain on giving injection, and
discomfort or fever after the injection can appear
7. Administer injection
8. Properly dispose the injection waste
9. Send the client to observation section for 30 minutes
10. After 30 minutes, and with no acute AEFI, handover the letter of
next appointment to the client
11. Explain the next steps
12. Respond to Qs if any
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Annex B: COVID-19 Vaccine Introduction Readiness Assessment Tool (VIRAF)/ Vaccine Readiness Assessment Framework (VRAF)
Status

Activities
Sep-Oct 20

Nov-Dec
20

Jan 21

Feb-May
21

June 21

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

In progressmaturity
stage

Completed

Completed

Completed

Completed

In progressearly stage

Completed

Completed

Completed

Completed

(Pre-planning
Baseline)

A.1 Establish (or engage an existing committee) a National
Coordinating Committee (NCC) for COVID-19 vaccine introduction
with terms of reference, roles and responsibilities and regular
meetings. The body and its leadership should be accountable and
functional.
A.2 Establish (or engage an existing working group) a National
Technical Working Group (NTWG) for COVID-19 vaccine
introduction with terms of reference, roles and responsibilities and
regular meetings.
A.3 Establish or engage existing NTWG subcommittees, if required,
to cover the following workstreams: 1) service delivery 2) vaccine,
cold chain & logistics, 3) demand generation & communication (4)
prioritization, targeting and COVID-19 surveillance, (5) Monitoring
and Evaluation: determination and proof of eligibility, proof of
vaccination, monitoring of coverage among at-risk groups, and
monitoring of vaccine impact (6) Safety, including injury
prevention and AEFI detection and response.
A.4 Brief key ministries, NITAG, stakeholders and partners about
COVID-19 vaccine introduction and their expected roles. Inform
regularly & disseminate global and regional guidance (i.e. SAGE)
with NITAGs & RITAGs and support NITAG working groups on
COVID-19 vaccines.
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A.5 Identify and plan for the national vaccine access/procurement
approach (e.g. COVAX Facility, bilateral purchase agreement,
procurement through UN agency, self-procurement), including
costs of items, due diligence mechanisms; identify key needs,
ensure regulatory compliance, and complete required paperwork.
Ensure that the procurement plan and purchasing strategy
includes vaccines, ancillary supplies, and Personal Protective
Equipment. Budget has been approved; and monitoring
arrangements are agreed and updated as needed.
A.6 Plan and procure waste management supplies and equipment
for appropriate implementation of waste management protocols.

In progressearly stage

Completed

Completed

Completed

Completed

In progressearly stage

Completed

Completed

Completed

Completed

In progressearly stage

In
progressearly stage

In
progressearly stage

Completed

Completed

A.8 Develop the National Deployment and Vaccination Plan
(NDVP) with input from relevant bodies (National COVID-19
Response Coordinating Committee, CNCC, CTWG, NITAG, National
Immunization Program, National Regulatory Authority, AEFI
committee and other relevant groups such as private sector). The
NDVP should be in line with WHO guidance and SAGE
recommendations (plan can be developed by adapting the
Pandemic Influenza NDVP, if existing).

Not started

In
progressmaturity
stage

Completed

Completed

Completed

B.1 Include COVID vaccine program costs (vaccine, operating costs,
HR and capital costs) in government budgetary and/or planning
documents approved by the appropriate authority; in addition,
include appropriation or allocation (from MOF/treasury) in the
cash planning as an additional means to ensure that financing is
indeed readily available.

In progressearly stage

In
progressmaturity
stage

In
progressmaturity
stage

In
progressmaturity
stage

Completed

A.7 Ensure that program objectives are defined and agreed to by
key stakeholders at the central and sub-national levels, including
representatives of target populations, community leaders,
religious leaders, etc., and reflect the epidemiological situation
and are adaptable to vaccine supply scenarios (protection of
vulnerable populations, continuity of essential services, equity).
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In
progressmaturity
stage

Completed

Completed

B.2 Ensure management aspects of appropriations from the
MOF/Treasury are in place.

Not started

In
progressearly stage

C.1 Confirm the existence of any expedited regulatory pathway for
approval of COVID-19 vaccines (i.e. emergency use authorization,
exceptional approval/approval mechanism based on
reliance/recognition, abbreviated procedure, fast track, etc.). Time
lines and maximum number of days should be mentioned.

In progressearly stage

Completed

Completed

Completed

Completed

C.2 Ensure the national regulatory authority or other concerned
authority has clarified the regulatory requirements, and
documents needed for regulatory approvals of COVID-19 vaccines
and related supplies.

In progressearly stage

Completed

Completed

Completed

Completed

C.3 Ensure that regulatory procedures are in place for import
permit of COVID-19 vaccines and related supplies, and identify the
requirements and documents needed to import COVID-19
vaccines and related supplies, including for taxes and tariffs.

In progressearly stage

Completed

Completed

Completed

Completed

C.4 Confirm to WHO the existence of an expedited import
approval from appropriate authorities. Time lines and maximum
number of days should be mentioned. (expected timeline:
maximum 5 working days).

In progressearly stage

Completed

Completed

Completed

Completed

In progressearly stage

Completed

Completed

Completed

Completed

In progressearly stage

Completed

Completed

Completed

Completed

C.5 Ensure COVID-19 vaccines can be released (lot release) in less
than two days by reviewing the summary lot protocol only (testing
is not required). Identify the requirements and documents needed
for NRA lot release for COVID-19 vaccines. Time lines and
maximum number of days for lot release/waiver process should be
mentioned.
D.1 Monitor progress of NITAG working groups on COVID-19
vaccines and interim recommendations focusing on prioritization
and risk groups.
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D.2 Identify potential target populations that will be prioritized for
access to vaccines, estimate their numbers, and identify their
geographic location, i.e. prepare first to define, identify and
estimate no. of HCWs.
D.3 Coordinate with national COVID-19 disease surveillance group
to ensure relevant epidemiological data will be collected to inform
planning of subsequent rounds of COVAX vaccination, if applicable,
including outbreak responses.
E.1 Update protocols for infection prevention and control
measures including adequate personal protection equipment (PPE)
to minimize exposure risk during immunization sessions.
E.2 Identify potential COVID-19 vaccine delivery strategies and
outreach strategies leveraging both existing vaccination platforms
and non-vaccination delivery approaches to best reach identified
target groups. Develop a master list and strategy of service
providers, points of delivery, including fixed and outreach (e.g.
health facilities, community centers, by appointments, house-tohouse) and associated medical supplies that could effectively
deliver COVID-19 vaccine to target populations, and ensure that
the necessary planning for locations and logistics is carried out.
E.3 Identify implementing agencies and establish contractual
agreements to prepare for vaccine introduction (e.g., vaccine
warehousing, transport, waste management, cold chain capacity,
etc.) where applicable. For delivery through private facilities,
develop and approve Standard Operating Procedures, including
service quality and performance and reporting standards and
mechanisms for complaints-handling, certification of facilities,
financing, performance monitoring and integrity checks.
E.4 Ensure existence of protocols regarding consent to
vaccinations, process for agreeing to or refusing to be vaccinated,

In progressearly stage

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

In progressearly stage

In
progressmaturity
stage

Completed

Completed

Completed

In progressearly stage

Completed

Completed

Completed

Completed

Not started

In
progressearly stage

Completed

Completed

Completed
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and measures to protect those that refuse to be vaccinated are in
place.
F.1 Develop a training plan across all participating facilities to
prepare for COVID-19 vaccine introduction that includes key
groups of participants, content topic areas (including safe injection
practices), key training partners and training methods (in-person
or virtual). WHO will provide a template for guidance.

In progressearly stage

In
progressearly stage

Completed

Completed

Completed

F.2 Adapt and translate training materials developed by WHO and
develop additional training materials as outlined in the training
plan.

Not started

Not
started

In
progressearly stage

In
progressmaturity
stage

Completed

F.3 Ensure availability of plans to safeguard the security of staff
(e.g. during an emergency or major campaign) as well as security
at the central and/or regional storage facilities and for in-transit of
products. Ensure regulations are in place regarding personnel who
will be carrying out vaccinations, including all
staff/personnel/consultants etc. engaged in such activities (cover
military personnel also, if relevant), and include requirements
relating to chemical, physical and biological substances, not
engaging in sexual exploitation and abuse and sexual harassment,
participation in training, reporting and non-retaliation.

Not started

In
progressearly stage

Completed

Completed

Completed

F.4 Conduct virtual and/or in person trainings as outlined in the
training plan.

Not started

In
progressearly stage

Completed

Completed

Completed

G.1 Develop or adapt existing surveillance and monitoring
framework with a set of recommended indicators (coverage,
acceptability, disease surveillance etc.…) for COVID-19 vaccine,
including gathering information from facilities and contractors
participating in vaccine delivery, and ensuring necessary human
resource capacity is in place. Determine whether registration and
reporting will be individual or aggregate, and to what extent
existing tools and systems can be re-used.

In progressearly stage

In
progressearly stage

In
progressmaturity
stage

In
progressmaturity
stage

Completed

60

G.2 Develop or adapt necessary paper-based and/or electronic
monitoring tools and appropriate institutional arrangements,
including vaccination cards/certificates, facility-based nominal
registers and/or tally sheets, vaccination reports, medical records,
immunization records, systems entry and analytical tools to
monitor progress and coverage among different at-risk categories
and facilitate vaccine delivery and timely reporting.
G.3 Ensure measures are in place for data protection, and
appropriate data governance regulation is in place to monitor
legitimate, appropriate and proportionate use and processing of
data which may be routinely collected and managed in health
information systems.
G.4 Produce and distribute monitoring tools to eligible vaccination
providers, develop, test and roll-out any changes to electronic
systems, provide training for use of these tools and processes to
traditional and new providers.
G.5 Ensure a mechanism with multiple intake points has been
designed and is in place, and is operational for feedback and
grievances in relation to the vaccine program.
H.1 Establish/strengthen the national logistics working group with
appropriate terms of reference and standard operating procedures
to coordinate COVID-19 vaccines and ancillary products
deployment.
H.2 Map key roles and responsibilities needed for vaccine and
ancillary products deployment; collect and confirm contact
information for key personnel and facilities.
H.3 Create a distribution strategy, including mapping the potential
port(s) of entry, points of storage (stores) and stocking, and
fallback facilities in the country with their respective cold chain
storage (2-8C, -20C, -60/70C) and transportation capacity for
vaccines and ancillary products, and ensure necessary human
resource capacity is in place.

In progressearly stage

In
progressearly stage

In
progressmaturity
stage

Completed

Completed

In progressearly stage

In
progressearly stage

In
progressmaturity
stage

Completed

Completed

In progressearly stage

In
progressearly stage

Completed

Completed

In progressearly stage

In
progressearly stage

Completed

Completed

In progressmaturity
stage

In
progressmaturity
stage

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

In progressearly stage

In
progressmaturity
stage

Completed

Completed

Completed

In
progressmaturity
stage
In
progressmaturity
stage
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H.4 Map and develop plan to provide for infrastructure needs,
including for energy (primary and back-up power, especially in cold
chain), IT/communications (including internet connectivity) and
water.
H.5 Assess dry storage and cold chain capacity and infrastructure
needs at all levels with regards to the COVID-19 vaccines
characteristics and fill the identified supply and logistics gaps.
H.6 Provide COVID-appropriate standard operating procedures
(SOPs), protocols, or guidelines for collection and disposal of
medical waste, both hazardous and non-hazardous, to the relevant
stakeholders. Assure that properly-licensed waste management
providers (especially for hazardous waste storage, transportation
and disposal) are identified and can be operationalized.
H.7 Update and implement systems and protocols for tracking and
monitoring the stock management and distribution of vaccines
and key supplies through the Government's existing Vaccine
Logistics Management and Information System (VLMIS), including
operating procedures to reflect the characteristics of COVID-19
vaccines (i.e. vial size, VVM,...).
H.8 Disseminate delivery and acceptance protocols, ensure
monitoring arrangements are in place, and identify supervisory
focal points at each facility. Establish security arrangements to
ensure the integrity of COVID-19 vaccines and ancillary products
throughout the supply chain.
I.1 Ensure that guidelines, documented procedures and tools for
planning and conducting vaccine pharmacovigilance activities (i.e.
AEFI reporting, investigation, causality assessment, risk
communication and response), have been developed and
disseminated to surveillance facilities/sites.
I.2 Ensure adequate and trained human resources are available to
conduct surveillance of events attributable to vaccination.

In progressmaturity
stage

In
progressmaturity
stage

Completed

Completed

Completed

In progressearly stage

Completed

Completed

Completed

Completed

In progressearly stage

In
progressearly stage

Completed

Completed

Completed

Not started

In
progressearly stage

Completed

Completed

Completed

Not started

In
progressearly stage

In
progressmaturity
stage

Completed

Completed

In progressearly stage

In
progressmaturity
stage

Completed

Completed

Completed

In progressearly stage

Completed

Completed

Completed

Completed

62

I.3 Expedite appropriate representation, well defined ToRs and
training the AEFI committee to review COVID-19 Vaccine safety
data (e.g., causality assessment of serious AEFI, clusters of AEFI,
emerging safety concerns etc.).

In progressearly stage

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

In progressearly stage

In
progressearly stage

In
progressmaturity
stage

Completed

Completed

In progressearly stage

Completed

Completed

Completed

Completed

I.7 Identify and secure channels of data sharing mechanisms to
share COVID-19 vaccine safety data and findings with relevant
regional and international partners.

In progressearly stage

In
progressearly stage

In
progressmaturity
stage

Completed

Completed

I.8 Establish compensation schemes in the event that there are
unintended health consequences as result of vaccines, including
no-fault liability funds, and ensure that associated policies are in
place.

Not started

Not
started

Not started

In
progressearly stage

In progressearly stage

J.1 Design and distribute a social mobilization and engagement
strategy/demand plan and information awareness program
(including advocacy, communications, social mobilization, risk and
safety comms, community engagement, and training) to generate
confidence, acceptance and demand for COVID-19 vaccines,
including for engaging with national and local media, NGOs, social
platforms, etc. and human resources for community outreach and
risk communication management that also explains how

In progressearly stage

In
progressmaturity
stage

In
progressmaturity
stage

Completed

Completed

I.4 Identify provisions that require manufacturers to implement
risk management plans and collect and report COVID-19 vaccine
safety data to the NRA.
I.5 Plan active surveillance of specific COVID-19 vaccine related
adverse events. If this is not possible, develop provisions that
allow reliance on active surveillance data, decisions, and
information from other countries or regional or international
bodies.
I.6 Define roles and responsibilities and establish a coordination
mechanism between relevant stakeholders (NRA, EPI, MAH, MOH,
WHO and others) for exchange of COVID-19 Vaccine safety
information.
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complaints may be lodged and how they will be resolved, are
available at all levels. Must include crisis communications
preparedness planning.

J.2 Establish data collection systems, including 1) social media
listening and rumor management, and 2) assessing behavioral and
social data.
J.3 Develop key messages and materials for public
communications and advocacy, in alignment with demand plan.

Not started

Not
started

Not started

In
progressearly stage

In
progressmaturity
stage
In
progressmaturity
stage

Completed

Completed

Completed

Completed
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Annex C: Plan for AEFI-related crisis communication
Scenario

Vaccination staff

AEFI focal person

Hospital In-charge

EPI/DOH/NHSRC

Single case of
AEFI e.g.,
fainting

1. Ensures clinical steps as
per AEFI protocol
2. Call the AEFI focal person
3. Reassure the
client/family that safe
and effective vaccine is
being used and minor
side effects can appear

1. Attend if called
2. Explain that safe and effective
vaccines are being used; side
effects are an expected
phenomenon
3. Ensure that client goes back in
satisfactory health

No response required

Multiple AEFI
events at same
station

1. Ensure above steps for
each of these cases
2. Call the AEFI focal person

1. Attend the client
2. Ensure that basic clinical steps have
been implemented
3. Reiterate that safe and effective
vaccine is being used, however, minor
side effects can appear, as explained
prior to the vaccination
4. Call the higher administration (MS), if
required
1. Ensure above steps for each of these
cases
2. Report to MS

Provincial/Federal EPI to
weigh the situation, and
issue a careful press
statement

Severe
anaphylactic
reaction

1. Implement steps
according to AEFI
protocol
2. Inform AEFI focal person
immediately

1. Ensure the steps above
2. Ensure that AEFI database is
updated
3. Inform higher authorities if
these events are
disproportionately frequent
1. Attend the case
2. Ensure that expert medical care
is provided
3. Keep the follow up till the
outcome (recovery/
complication)

Death
attributed to
vaccination

1. Immediately inform AEFI
focal person
2. Refrain from making any
statement

1. Immediately attend
2. Ascertain that medical care was
provided
3. Appropriately communicates
about the situation to family
4. Says cause of death will be duly
ascertained
5. Informs relevant authority

Crisis communication team
works with provincial/federal
EPI or DOH/NHSRC for
appropriate release of
information

1. Immediately attend
2. Ensure that all steps for AEFI
management protocol are
implemented
3. Seek expert medical assistance if
required
4. Explain safety of vaccine to
patient/family
5. Inform MS
1. Immediately attend
2. Seek medical advice, if required
3. Appropriately communicate about the
situation to family
4. Medical expert attends, treats/confirms
death, and says cause of death will be
duly ascertained
5. Informs MS

Provincial/Federal EPI to
weigh the situation and issue
a careful press statement if
multiple incidents take place
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Annex D: Plan for media-related crisis situations
Scenario
Misleading
content on
media

Media monitoring team (Located at provincial DOH, NHSRC and NCOC
working interactively)
1. Identifies the video and categorizes for blue (observe and also
respond with +ve content), yellow (debunk and continue monitoring),
and red (consider deletion/rebuttal) category
2. If required, gets information from the field
3. Works with DOH/NHSRC/NCOC for developing appropriate response

Multiple
AEFI cases
being
reported
on media

1. Evaluates for the seriousness category i.e. blue (observe and also
respond with +ve content), yellow (debunk and continue monitoring),
and red (consider deletion/rebuttal) category
2. If required, gets information from the field
3. Works with DOH/NHSRC/NCOC for developing appropriate response

Vaccineattributed
death
reported
on media

1. Verifies the information
2. Works with DOH/NHSRC/NCOC for appropriate response

DOH

NHSRC/NCOC

Official spokesperson addresses the Official spokesperson
situation on media
addresses the situation on
media
Official SM accounts/websites are
used
Official SM
accounts/websites are
used
Official spokesperson addresses the Official spokesperson
situation on media
addresses the situation on
media
Official SM accounts/websites are
used
Official SM
accounts/websites are
used
Same as above
Same as above
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Annex E: Supportive Supervision Checklist

Expanded Program on Immunization
Ministry of National Health Services Regulations and Coordination

Supportive Supervision Checklist
COVID Vaccination Counter (CVC) Public/Private
S#

Status

CVC Components

Yes

No

Comments

Infrastructure (with social distancing protocol in place)
1
2

Client Registration Counter
Dedicated Waiting Area for COVID vaccination
clients
Covid Vaccination Centre Arrangements :
a-

3

Functional

Internet

connection

b-

Computer

c-

Printer

d
e

-

Trained

Android
/

Skilled

phone
Charge

Nurse

f- Trained Data Entry person
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4

Vaccine Administration Space

5

Privacy at Vaccine Administration Space

6

Observation Area for possible AEFI

7

Vitals Monitoring Counter ( BP, Pulse, Temp)

8

Functional Electricity Backup for the whole CVC

Display Boards with Directions/Signs
9

Entrance of CVC

10

Registration Counter CVC

11

Waiting Area for CVC

12

Vaccine Administration Area

13

Client Observation Area for AEFI

14

Exit from CVC

15

COVID SoPs and vaccination related IEC material
(Banners, Posters, Standees) displayed at CVC

16

CVC on duty Staff Names and duty roster

17

CVC Operational Days & Timings

Cold Chain/ Vaccine Storage
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18

ILR Placement as per guidelines ( Place in well
ventilated room/allow for space on all sides and top
)

19

ILR Temp maintained between +2C to +8C (For
Sinopharm Vaccine but will be revised when new
vaccines are available)

20

ILR Temp monitoring chart filled twice a day

21

Room Temperature (Outside ILR) maintained below
25C (As per Available Vaccine Guidelines)

22

Room Temp monitoring chart filled twice a day

23

Presence of 4 ice packs/cold packs in standard
vaccine carrier

Human Resource
24

Focal Person for the CVC Notified

25

Designated Doctor as AEFI Focal Person

26

Dedicated Skilled Staff for Vaccine Administration

27

Dedicated Team Assistant for Client Data Entry

Training of Staff deputed at CVC
28

CVC Guidelines & SoPs

29

Infection prevention & control measures
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30

Vaccine supply record and storage Protocols

31

Vaccine Administration Protocols

32

Client Data Entry Protocols

33

Client Counselling

34

Waste Management SoPs

35

AEFI Referral Strategy to be provided to all CVC staff

36

AEFI Referral Strategy to be displayed at CVC

Infection Prevention & Control (IPC) Measures
37

Implementation of Standard IPC COVID-19 Protocols
Ensure Availability
Equipment

38

of

Personal

Protective
(PPE):

a

-

Surgical

Gloves

(

1

Pack/day)

b

-

Surgical

Mask

(

1

Pack/day)

c- Disposable Cap &

Apron ( 2 sets/staff/day)

d - Surface & Floor disinfectants (1 solution/day)
e - Biohazard bags (10 bags/CVC/day)
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39

Utilization, Disposal & Restocking of PPEs

40

Sterilization and decontamination of all surfaces and
medical devices

41

Patient placement, Hand Hygiene, respiratory
hygiene and cough etiquette

42

Environmental cleaning (Static Surfaces, Furniture,
Equipment & personnel)

43

Safe injection practices, sharps management and
injury prevention

44

Separate Hand Washing Facilities for CVC Staff and
Clients

Waste Management
45

Ensure Infectious Waste Disposal as per protocol

46

Vaccine Vials safe disposal as per SoPs

47

Placement of Color Coded Push Peddle Waste Bins

AEFI Readiness
48

Display AEFI Management Plan

49

Availability of AEFI Client Counselling Guidelines
,Reporting & Referral Forms

50

Ensure Presence of Medical Doctor/AEFI Focal
Person at CVC
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51

Ensure Resuscitation Trolley ( Ambu Bag/Drugs &
Medicines /Disposables)

52

Availability of Fully Equipped Ambulance with Driver

Province :

District:

CVC:

Overall Comments:

COVID Vaccination Centre Monitored by :
Name :_______________________________________
Designation :__________________________________
Department /Org):_____________________________
Signatures:____________________________________
Date:_________________________________________
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