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STATE LEVEL
TRAINING

AT

TCC, MAMC

Glimpses from the
training activity

The Stafte AEFI TCC under the department The AEFI surveillance system is a reporting system

of Community Medicine, MAMC has where any suspected adverse event following
been conducting periodic trainings since  immunization should be recorded and reported
its inception on 18t October 2021. Till as per national AEFI Surveillance guidelines. The
date capapcity building of reporting of serious/severe AEFI is done using
approximately 80 officers involved in Case Reporting Format (CRF) which is prepared
various apsects of AEFI reporting, by the Medical Officer of the PHC or the

investigating and assessment have been reporter and then sent to the District

done. This hands on training conducted  Immunization Officer within 24 hours of getting
on 11t and 12th October 2022 was the the information of the case. In the next 24 hours,
first in series of new 6 batches of similar the DIO verifies the case details and sends it
frainings to be conducted till March 2023. simultaneously to the state and national level.
This hands on training was attended by The goal of a case investigation is to make a
District Immunization officers and their link  clinical diagnosis based on the chronology of
officers. A total of 21 participants medical events and avaialable evidence.
attended two day long training with

more than 10 hands on sessions.

B 7 ORS: Dr. Pragya Sharma, Dr. Shivani Rao, Dr. Amod Laxmikant Borle, Dr. Warisha Mariam, Dr. Gurmeet Singh, Dr. Amita Rau
I m il id: aefitechnicalcenfre.mamc2021@gmail.com



ISSUE NO 5 | OCT-DEC, 2022 | VOLUME 1

The participants were administered pre test Table: Questionnaire Item wise Distribution of Training Participants
before starting & post-test following the
sessions on AEFI reporting, case investigation,
records and format filling and basics of
caudlity assessment. They were then taken to
pediatric ward attched with MAMC and LNH
for case investigation of identified dummy
AEFI cases. A simulation exercise of the whole
process from case reporting to investigation
and conducting of district review meetings
was done on day two of the training. Before
the wrap up post test was also administered
which showed a median improvement in
score from 11 to 13 (out of total score of 15).
The minimum score received by any
participant before and after training
improved by 5 points.

Type of AEFT to be reported

Onset of interval of severe AEFI associated with which

wvaccine 12 57.14 20

AFFI reporting after 3 months of onset of AEFT 18 85.71 20
Reporting serious/severe AEFI conditions 17 20.95 19
Factors determining causal relationship for cluster AEFI
cases 15 7143 is

Serious AEFI notification 14 66.67 | 20

AFFI Reporting formats and platform for reporting 3 14.29 5
Causality Assessment of AEFI 14 66.67 | 15

Sequence of steps 1n Causality Assessment 9 42.86 | 14

AFFT register 13 61.90 | 15

Documentation for AEFI 20 95.24 20
Pre-requisites for assessing Causality in AEFI 20 95.24 | 20
CRF format filling 16 76.19 | 20
Reporting of AEFT causality 19 90.48 | 18
Serious AEFI reporting 14 66.67 | 18

Despite devastating outbreaks, low-
and middle-income economies still

only have limited access to COVID-19

The Vaccine Indusiry: Demand oveimied _
Clnd SU pply |SSU9$: have already vaccinated more than

Dr. Yogesh Arora, Dr. Gurmeet Singh half of their populations and are

reopening.

Blame has been placed on supply bottlenecks. Although vaccine producers claim to have ample capacity, it is understandable
that crucial supplies for vaccine production, such as enormous plastic bags and glass vials, are difficult to find since more countries
order many vaccines at once. These supply-side difficulties are overstated, though. Because there is not enough demand,
vaccination campaigns in low-and middle-income countries have not progressed as much as they should. Advance purchases aid
vaccine producers in overcoming three difficulties from a commercial standpoinft.

1) Inventory risk comes first. Increased inventory reduces the return on capital if vaccines are produced but not sold.
Manufacturers often won't let customers reserve capacity in advance because they make money by being able to divide
their capacity between customers. This works when demand is steady and they can keep just the right amount of inventory
on hand to meet demand. Advance purchases are used to activate additional capacity, though, when demand spikes.
For example, Tesla recently bought chips in advance from the semiconductor industry, which has a shortage of chips

because of arise in demand for durable goods that use them. This was done to ensure a steady supply.

2) The second difficulty is getting credit. A company might not have the working capital to purchase inputs even though it has
a legally binding commitment. Giving the money up front can solve this issue with advance purchases. Banks will be more

willing fo lend when companies have commitments to buy, even if the money is not paid upfront.




3) The identification and removal of supply bottlenecks represent the third challenge. Once vaccine manufacturers have
made purchases, they can then make purchases from suppliers, and so forth. For instance, businesses won't learn where to
find more bioreactor bags until they start looking.

Castillo et al. (2021) showed that early investment in COVID-19 vaccine production capacity could be the highest-return public

investment ever: "Capacity already in place, some of which was installed at risk’ before clinical trials were completed, is more

valuable than the capacity that comes online later because it can produce vaccine courses without delay.” Advance purchase

contracts are the way to invest "at risk" in capacity. Attempts at direct procurement also face obstacles. Early in May, only five out
of fifty-five African Union members had paid a 15% deposit to secure vaccines through the African Vaccine Acquisition Trust, despite
establishing a lending facility to cover the remaining cost. Moreover, as we describe in our paper, vaccines must be authorized for
emergency use before they can be purchased through vaccine loan facilities established by multilateral development banks. This
requirement may reduce the possibility that ineffective vaccines are procured. Sfill, it prevents these facilities from funding early "at-
risk" capacity investments in the style of Operation Warp Speed or COVAX. To be ready for future pandemics, a facility like COVAX

will be allowed to buy vaccines before they are approved by regulators. This will make Operation Warp Speed possible for the

poorest countries. In this pandemic, donors realized this one year too late. Some have argued that releasing vaccines from patent
protection would help end the pandemic by encouraging additional manufacturers to enter the market and increasing supplier

diversity. This could be the case, though, just like with the current supply, governments would need to commit to buying from those

o

manufacturers
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https://science.sciencemag.org/content/371/6534/1107

To increase vaccine coverage, it is vital to understand the reasons why uptake is low or stagnating. Studies often find lower
coverage among people living in poverty, with lower education and health literacy, with larger families, with less access to health
services, living in rural or remote areas, or in areas with high levels of instability, conflict, or violence. These studies of root causes
need to be complemented with an assessment of the more proximal behavioural and social causes of low uptake. The BeSD of
vaccination are defined as beliefs and experiences specific to vaccination that are potentially modifiable to increase vaccine
uptake. These drivers are often not measured comprehensively or systematically. When they are, the measures vary in their quality
regarding validity, conceptual clarity, and comparability within and across countries. These limitations make it difficult to track
frends and make comparisons across countries and time. Furthermore, several existing measures often assume a single )
explanation for low coverage focused on what people think and feel, without giving sufficient attention to social influences and
practical issues related to vaccination. To support measurement of a wider range of drivers of vaccination, and based on
discussions with core partners, WHO established the Measuring Behavioural and Social Drivers of Vaccination global working
group in October 2018. Members of the BeSD working group included representatives of global agencies and experts from
multiple geographical regions, covering a range of behavioural and social science disciplines with practical and programmatic
experience in low- and middle-income settings.

The framework has 4 domains of behavioural and social drivers of vaccination:

1) Thinking and feeling, which includes the cognitive and emotional responses of people to vaccine preventable diseases
and vaccines

2) Social processes, which includes social norms about vaccination and receiving recommendations to be vaccinated

3) Motivation, which includes the intention, willingness, and hesitancy of people to get vaccinated

4) Practicalissues, which includes the experiences people have when trying to get vaccinated, including barriers faced, e.g.

accessing the clinic or costs of fransport to the clinic.

The framework includes influences that are measurable, potentially changeable, and specific to vaccination. Within each of the
4 domains of the framework, the working group identified underlying constructs (themes). An example of a construct is “*Vaccine
confidence”, located in the Thinking and Feeling domain. Each construct was matched with one indicator, for example the
measure of “Percentage of parents who say vaccines are important”. The definitions of key BeSD constructs reflect current
evidence and support standardization and reliable measurement. “Vaccine confidence” was defined as the belief that vaccines

are effective, safe, and part of a trustworthy medical system. Low vaccine confidence is distinct from, but may conftribute to,

vaccine hesitancy. “*Vaccine hesitancy” is part of the Motivation domain and defined as a motivational state of being conflicted
about, or opposed to, getting vaccinated; this includes intentions and willingness. This definition replaces that given by SAGE in
2014, where vaccine hesitancy was defined as a delay in acceptance or refusal of vaccination despite availability of vaccination
services. The new definition recognizes hesitancy as an intfenfion or moftivation and is separate to the resulting behaviour. This
enables behaviours and their many other influences to be better understood and measured separately. The sections below
summarize key aspects of the development, testing and validation processes of the tools for both BeSD childhood vaccination
and COVID-19 vaccination, and highlights notable findings and outcomes that led to finalization of the tools and indicators for

use.
The behavioural and social drivers of vaccination framework
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