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GAVI Alliance
Application Form for Country Proposals
For Support to New and Under-Used Vaccines (NVS)
Submitted by
The Government of
Mozambique
Date of submission: Not submitted yet
Deadline for submission: 1 Jun 2011
Select Start and End Year of your Comprehensive Multi-Year Plan (cMYP)
	Start Year
	2012
	End Year
	2016


Revised in January 2011
(To be used with Guidelines of December 2010)
Please submit the Proposal using the online platform https://AppsPortal.gavialliance.org/PDExtranet.
Enquiries to: proposals@gavialliance.org or representatives of a GAVI partner agency. The documents can be shared with GAVI partners, collaborators and general public. The Proposal and attachments must be submitted in English, French, Spanish, or Russian.
Note: Please ensure that the application has been received by the GAVI Secretariat on or before the day of the deadline.
The GAVI Secretariat is unable to return submitted documents and attachments to countries. Unless otherwise specified, documents will be shared with the GAVI Alliance partners and the general public.
	GAVI ALLIANCE
GRANT TERMS AND CONDITIONS
FUNDING USED SOLELY FOR APPROVED PROGRAMMES
The applicant country (“Country”) confirms that all funding provided by the GAVI Alliance will be used and applied for the sole purpose of fulfilling the programme(s) described in the Country’s application.  Any significant change from the approved programme(s) must be reviewed and approved in advance by the GAVI Alliance.  All funding decisions for the application are made at the discretion of the GAVI Alliance Board and are subject to IRC processes and the availability of funds.
AMENDMENT TO THE APPLICATION
The Country will notify the GAVI Alliance in its Annual Progress Report if it wishes to propose any change to the programme(s) description in its application.  The GAVI Alliance will document any change approved by the GAVI Alliance, and the Country’s application will be amended.
RETURN OF FUNDS
The Country agrees to reimburse to the GAVI Alliance all funding amounts that are not used for the programme(s) described in its application. The country’s reimbursement must be in US dollars and be provided, unless otherwise decided by the GAVI Alliance, within sixty (60) days after the Country receives the GAVI Alliance’s request for a reimbursement and be paid to the account or accounts as directed by the GAVI Alliance.
SUSPENSION/ TERMINATION
The GAVI Alliance may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purpose other than for the programmes described in the Country’s application, or any GAVI Alliance-approved amendment to the application.  The GAVI Alliance retains the right to terminate its support to the Country for the programmes described in its application if a misuse of GAVI Alliance funds is confirmed.
ANTICORRUPTION
The Country confirms that funds provided by the GAVI Alliance shall not be offered by the Country to any third person, nor will the Country seek in connection with its application any gift, payment or benefit directly or indirectly that could be construed as an illegal or corrupt practice.
AUDITS AND RECORDS
The Country will conduct annual financial audits, and share these with the GAVI Alliance, as requested. The GAVI Alliance reserves the right, on its own or through an agent, to perform audits or other financial management assessment to ensure the accountability of funds disbursed to the Country.
The Country will maintain accurate accounting records documenting how GAVI Alliance funds are used. The Country will maintain its accounting records in accordance with its government-approved accounting standards for at least three years after the date of last disbursement of GAVI Alliance funds.  If there is any claims of misuse of funds, Country will maintain such records until the audit findings are final.   The Country agrees not to assert any documentary privilege against the GAVI Alliance in connection with any audit.
CONFIRMATION OF LEGAL VALIDITY
The Country and the signatories for the Country confirm that its application, and Annual Progress Report, are accurate and correct and form legally binding obligations on the Country, under the Country’s law, to perform the programmes described in its application, as amended, if applicable, in the APR.
CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE TRANSPARANCY AND ACCOUNTABILITY POLICY
The Country confirms that it is familiar with the GAVI Alliance Transparency and Accountability Policy (TAP) and complies with the requirements therein.
USE OF COMMERCIAL BANK ACCOUNTS
The Country is responsible for undertaking the necessary due diligence on all commercial banks used to manage GAVI cash-based support. The Country confirms that it will take all responsibility for replenishing GAVI cash support lost due to bank insolvency, fraud or any other unforeseen event.
ARBITRATION
Any dispute between the Country and the GAVI Alliance arising out of or relating to its application that is not settled amicably within a reasonable period of time, will be submitted to arbitration at the request of either the GAVI Alliance or the Country. The arbitration will be conducted in accordance with the then-current UNCITRAL Arbitration Rules. The parties agree to be bound by the arbitration award, as the final adjudication of any such dispute. The place of arbitration will be Geneva, Switzerland. The language of the arbitration will be English.
For any dispute for which the amount at issue is US$ 100,000 or less, there will be one arbitrator appointed by the GAVI Alliance.  For any dispute for which the amount at issue is greater than US $100,000 there will be three arbitrators appointed as follows: The GAVI Alliance and the Country will each appoint one arbitrator, and the two arbitrators so appointed will jointly appoint a third arbitrator who shall be the chairperson.
The GAVI Alliance will not be liable to the country for any claim or loss relating to the programmes described in the application, including without limitation, any financial loss, reliance claims, any harm to property, or personal injury or death.  Country is solely responsible for all aspects of managing and implementing the programmes described in its application.


	1. Application Specification

	Please specify for which type of GAVI support you would like to apply to.


Important note: To enable proper functioning of the form, please first select the cMYP years on the previous page.
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	Type of Support
	Vaccine
	Start Year
	End Year
	Preferred second presentation[1]
	Action

	New Vaccines Support
	Pneumococcal (PCV13), 1 doses/vial, Liquid
	2012
	2016
	Pneumococcal (PCV10), 2 doses/vial, Liquid
	


[1] This "Preferred second presentation" will be used in case there is no supply available for the preferred presentation of the selected vaccine ("Vaccine" column). If left blank, it will be assumed that the country will prefer waiting until the selected vaccine becomes available.
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3. Executive Summary
Pneumococcal disease is the number one vaccine-preventable cause of child mortality worldwide, with an estimated 1.0 million deaths annually among children <5 years of age. In Mozambique also, pneumococcal disease remains an important cause of illness and death among children <5 years of age. Data on the burden of invasive pneumococcal disease (IPD) and pneumococcal pneumonia in Mozambique, come primarily from the Manhiça Health Research Centre (CISM) where active population-based surveillance for pneumococcal disease has been conducted since 2001. Surveillance data shows that from 2004 to 2006, severe pneumonia accounted for 16% of almost 5,000 hospital admissions among children <2 years of age, for an incidence of 45/1,000 per child-year at risk. Of those children with severe pneumonia, 43% had radiographic findings consistent with bacterial pneumonia (according to WHO criteria for standardized interpretation), and Streptococcus pneumoniae was the leading cause of bacterial pneumonia. Death from severe pneumonia accounted for 32% of in-hospital mortality in this age group, and almost one third of deaths occurred within the first day of admission. In addition, the IPD incidence rate was highest among children <2 years of age during 2001 to 2010 (475/100,000 per child-year at risk).

To address this problem and contribute towards achieving MDG 4, Mozambique plans to introduce the 13-valent Pneumococcal Conjugate Vaccine (PCV13) in January 2012. The choice of PCV13 was fed by the Manhiça Health Research Centre (CISM) studies that showed that among 767 paediatric IPD cases from 2001 to 2010, from which 70% were serotyped,the serotype coverage of the 7-valent, 10-valent, and 13-valent conjugates vaccines would be 29%, 65% and 83%, respectively; meanwhile, the case fatality rate among children <2 years of age was higher among cases of serotypes included in PCV13 (11%) compared with those included PCV10 (9%). In addition, even though penicillin susceptibility was high 89-90%, data shows progressively trends of penicillin-resistant strains. 

The introduction of PCV is aligned with the comprehensive Multi-Year Plan 2012-2016. All children under 1 year of age will be eligible to receive 3 doses of PCV13 with 4 weeks intervals. 

With a minimum of 3 shipments of PCV per year, the national level cold chain capacity will be sufficient to accommodate PCV in addition to the other EPI vaccines for the next 5 years. At sub-national level, basically provincial level, based on the net annual positive storage capacity required for the annual amount of vaccines, including new vaccine PCV13 to be received by each province, it has been identified 7 provinces out of 11 that will require additional positive cold chain storage capacity for the maximum number of 4 shipments per year, as per national shipment plan. 

For these provinces with gap in their storage capacity the MOH will purchase and distribute to all them Dometic TCW3000 refrigerators, with 126.5 liters net capacity at + 5o C, at a cost of $4,370.00 per unit. The number of refrigerators per province took into account the necessary quantity to close the existing gap. A total of 24 refrigerators will be purchased between June and September 2011, for a total cost of $104,880.00. This is the most practical scenario, as it does not demand any additional costs with building of infrastructure and contract of specialized services for installation. All provinces have enough space to install the refrigerators expected to be received. The necessary funds have been planned and secured in the 2011 budget.

At district-level and facility-level cold chain capacity is expected to be sufficient. The cold chain inventory for district and health facility levels to be updated in June 2011 will confirm final information regarding cold chain capacity and additional requirements and inform redistribution and replacement of refrigerators at these levels where needed.

PCV13 will be transported quarterly with the other freeze-sensitive EPI vaccines through the existing routine immunization transportation system from national to provincial level. To facilitate the rapid nation-wide roll-out of PCV13, the first quarter of supplies will be distributed in a campaign mode where budget will be allocated to the districts to collect vaccines from the provincial or regional vaccine deposits. The districts will also receive budget to deliver the vaccines to all health facilities. 

The MOH has started the implementation of the 2009 VMA recommendations on computerization of stock control tools in all provincial and regional vaccine deposits and training of users, training of all districts on vaccine management, monitoring of wastage rate and VVM use. In light of the high freeze sensitivity of PCV13, all vaccine deposits at national, provincial, regional and district levels have been equipped with temperature monitor devices (freeze tags).

Other measures put in place to support vaccine management, as well as cold chain management were basically the appointment and training of the EPI logisticians in all provinces, the appointment of EPI cold chain maintenance technicians for all provinces, cold chain inventory in early 2010 and started replacement of old and depleted CC at district and health facility levels, and supportive supervision.

The introduction of pneumococcal vaccine adds an average of $52.0 million to the EPI costs ($51.0 million for PCV13 and $1.0 million for injection safety devices) over the 5 year period (2012-2016) and is dependent on GAVI support, without which, funding from national government would not be feasible. However, it should be noted that this amount includes only vaccine and injection safety devices costs, and has not taken into consideration the associated costs of pneumococcal vaccine introduction in terms of cold chain expansion, training, update of M&E tools and social mobilization materials. 

The MOH of Mozambique will start co-financing PCV13 from June 2012. The bulk of the vaccines and associated costs will be borne by GAVI and other donors, if the proposal is approved. The Mozambican government’s investment in pneumococcal vaccine will be limited to a total co-financing amount of $2,825,021.00. The cost of the rollout will be covered by the GAVI introduction grant, the MOH and local partners. With probable funding secured the current funding gap for PCV will be totally covered as the government has secured its co-financing amount. 

In general, out of the total EPI resource requirement of $181.5 million, $49.5 million are secured over the life of the plan of the current cMYP. The average funding gap with secured funding as a proportion of total resource need is of 73%. The reasons for the gaps noted are markedly the high costs of new vaccine introduction, in this case PCV13 from 2012 and Rotavirus vaccine from 2014, OPV campaign in 2013 and measles follow up campaign in 2015, for which funds are not yet guaranteed. However, when probably funds are taken into account, the funding gap reduces significantly to 2%.

To address the gaps above described, the country has developed a financial sustainability strategy, which is detailed in the appropriate section of the cMYP, with the objective of capturing more resources for the program over the life span of the cMYP and turn the non secured funds into secured ones. The fact that about 71% of the gap is represented by the cost of new vaccines, if the country application is approved the gap will reduce to less to than 30% with huge potential of being addressed with success through internal resource mobilization efforts. 

Therefore, the EPI, through the Ministry of Health, submits this plan to GAVI to secure the additional resources needed for the introduction of PCV. It seeks similar commitment from the Ministry of Health, the Ministry of Finance and local Partners to support program’s efforts to enhance the effectiveness of the EPI, which impacts directly on the reduction of the child mortality, and on the improvement of the health of the target population.

4. Signatures
4.1. Signatures of the Government and National Coordinating Bodies
4.1.1. Government and the Inter-Agency Coordinating Committee for Immunisation
The Government of Mozambique would like to expand the existing partnership with the GAVI Alliance for the improvement of the infants routine immunisation programme of the country, and specifically hereby requests for GAVI support for Pneumococcal (PCV13) 1 doses/vial Liquid introduction.
The Government of Mozambique commits itself to developing national immunisation services on a sustainable basis in accordance with the Comprehensive Multi-Year Plan (cMYP) presented with this document. The Government requests that the GAVI Alliance and its partners contribute financial and technical assistance to support immunisation of children as outlined in this application.
Tables 6.(n).5. (where (n) depends on the vaccine) in the NVS section of this application shows the amount of support in either supply or cash that is required from the GAVI Alliance. Tables 6.(n).4. of this application shows the Government financial commitment for the procurement of this new vaccine (NVS support only).
Following the regulations of the internal budgeting and financing cycles the Government will annually release its portion of the co-financing funds in the month of May.
Please note that this application will not be reviewed or approved by the Independent Review Committee (IRC) without the signatures of both the Minister of Health & Minister of Finance or their delegated authority.
Enter the family name in capital letters.
	Minister of Health (or delegated authority)
	Minister of Finance (or delegated authority)

	Name
	Alexandre Lourenco Jaime Manguele
	Name
	Manuel Chang

	Date
	
	Date
	

	Signature
	
	Signature
	


This report has been compiled by
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
Enter the family name in capital letters.
	Full name
	Position
	Telephone
	Email
	Action

	Nuno Gaspar
	EPI Manager
	+ 258 824171622
	ngaspar10@gmail.com or ngaspar@misau.gov.mz
	

	Manuel Novela
	WHO EPI Focal Person
	+258 8007610
	novelam@mz.afro.who.int
	

	John Lebga
	UNICEF EPI Specialist
	+258 9774262
	jlebga@unicef.org
	

	Betuel Sigaúque
	Researcher at Manhiça Health Research Center, Mozambique
	+258 824351280
	betuel.sigauque@manhica.net
	


4.1.2. National Coordinating Body - Inter-Agency Coordinating Committee for Immunisation
We the members of the ICC, HSCC, or equivalent committee[1] met on the 05.05.2011 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.
[1] Inter-agency Coordinating Committee or Health Sector Coordinating Committee, or equivalent committee which has the authority to endorse this application in the country in question.
The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: 1.
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
Enter the family name in capital letters.
	Name/Title
	Agency/Organisation
	Signature
	Action

	Proper Tummusiine
	WHO Representative
	
	

	Jesper Morch
	UNICEF Representative
	
	

	Narciso Matos
	Community Development Fund (FDC)
	
	

	Maria Gomes
	Village Reach Country Coordinator
	
	


In case the GAVI Secretariat has queries on this submission, please contact
Enter the family name in capital letters.
	Name
	Nuno Gaspar
	Title
	EPI Manager

	Tel no
	+258 824171622
	
	

	Fax no
	
	Address
	Av. Eduardo Mondlane 1078

	Email
	ngaspar10@gmail.com
	
	


4.1.3. The Inter-Agency Coordinating Committee for Immunisation
Agencies and partners (including development partners and NGOs) supporting immunisation services are co-ordinated and organised through an inter-agency coordinating mechanism (ICC, HSCC, or equivalent committee). The ICC, HSCC, or equivalent committee is responsible for coordinating and guiding the use of the GAVI NVS support. Please provide information about the ICC, HSCC, or equivalent committee in your country in the table below.
Profile of the ICC, HSCC, or equivalent committee
	Name of the committee
	Inter agency Coordinating Committee (ICC)

	Year of constitution of the current committee
	Since 2000

	Organisational structure (e.g., sub-committee, stand-alone)
	Stand alone committee

	Frequency of meetings
	On a quarterly basis


Composition
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
Enter the family name in capital letters.
	Function
	Title / Organisation
	Name

	Chair
	National Director of Health - Ministry of Health
	Dr Mouzinho saide

	Secretary
	
	

	Members
	WHO Representantive
	Dr. El Hadi Benzerroug
	Action

	
	UNICEF Representative
	
	

	
	
	
	


Major functions and responsibilities of the committee
	Major functions and responsibilities of the ICC:

Coordinate all efforts to cover EPI needs in order to avoid duplication

Monitor the implementation of both EPI annual and multi annual plans

Identify program technical and financial gaps and provide guidance and support to EPI, in order to achieve the goals set in both annual and multi annual plans, and in emergency situations.

Advocate enhancing interest on EPI at national level

Decide on national polices in support to EPI and follow up their implementation

Follow up the implementation of Government compromises with regard to EPI 



Three major strategies to enhance the committee's role and functions in the next 12 months
	1.
	Establish and maintain regular meetings

	2.
	Share all relevant information on EPI with all ICC Members

	3.
	Evaluate the coordination mechanisms and its impact on the EPI performance


4.2. National Immunization Technical Advisory Group for Immunisation
(If it has been established in the country)
We the members of the NITAG met on the 26.04.2011 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.
The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: 2.
In case the GAVI Secretariat has queries on this submission, please contact
Enter the family name in capital letters.
	Name
	Prof. Helder MARTINS 
	Title
	President of CoPI (NITAG)

	Tel no
	+258823198360 or +258826038580
	
	

	Fax no
	+25821415114
	Address
	C. P. 3646 00310 – Maputo MOZAMBIQUE

	Email
	hmartins@ed3milenio.co.mz
	
	


4.2.1. The NITAG Group for Immunisation
Profile of the NITAG
	Name of the NITAG
	Comité de Peritos para a Imunização (CoPI)

	Year of constitution of the current NITAG
	2011

	Organisational structure (e.g., sub-committee, stand-alone)
	The Committee stands alone and is an advisory group to the Ministry of Health. 

	Frequency of meetings
	Twice a year (2 or 3 days meetings) 


Composition
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
Enter the family name in capital letters.
	Function
	Title / Organisation
	Name

	Chair
	Prof. Dr. 
	Helder MARTINS – Public Health Specialist

	Secretary
	Dr. 
	Mouzinho Saíde - National Director of Public Health - Ministry of Health

	Members
	Vice President - Prof. Doctor
	Jahit SACRALAL- Epidemiologist and Researcher
	Action

	
	Prof. Doctor
	João Leopoldo da COSTA - Epidemiologist
	

	
	Prof. Doctor
	Moshin SIDAT - Epidemiologist
	

	
	Prof. Doctor
	Elena FOLGOSA - Microbiologist
	

	
	Doctor
	Eduardo SAMO GUDO Jr. - Immunologist
	

	
	Prof. Dr.
	Ana GRAÇA - Pediatrician
	

	
	Dr. 
	Benedita SILVA - Pediatrician
	

	
	Prof. Doctor
	Antonio BUGALHO - Gynecologist
	

	
	Prof. Dr.
	Paula CAUPERS – Specialist of Internal Medicine
	

	
	Doctor
	Eusébio MACETE – Specialist in Clinical Trials of Vaccines / Researcher
	

	
	Doctor. 
	Betuel SIGAÚQUE – Researcher / Pediatrician
	

	
	Dr. 
	Estrela POLÓNIA – Health Economist
	

	
	Dr.
	Neusa TORRES – IEC Specialist 
	

	
	Mrs.
	Margarida MATSINHE – Logistics Specialist
	


Major functions and responsibilities of the NITAG
	The general objective of this Committee is to provide technical advice that can guide the health authorities at the highest level and program managers to enable them to make decisions of health policy and strategy based on scientific evidence resulting from a rigorous analysis of available information in matters relating to immunization and vaccine-preventable diseases, including the choice of new vaccines, technologies and other prevention tools as well as the need for adjustments of existing immunization programs and immunization schedule.

To fulfil this General Objective the CoPI has the following tasks:

?
Conduct policy and immunization plans analysis and, on this basis, to make recommendations on its optimization,

?
Perform analysis and, if necessary, to encourage further research on the characteristics of vaccines (including their safety, efficacy, immunogenicity, cost and Cost / benefit ratios) and on the epidemiology of vaccine-preventable diseases (including disease weight and severity, its impact on mortality, distribution by age groups, circulating strains, etc.). for from them, advise and make recommendations to national authorities and the management of the Expanded Program on Immunization (EPI) on the formulation of strategies for prevention and control of vaccine-preventable diseases through immunization,

?
Advise and make recommendations to national authorities on monitoring and evaluation of EPI, so that the quality of the program and its impact can be measured and, if possible, quantified and on that basis, advise and make recommendations to national authorities on the continuation or modification of existing programs,

?
Identify the data needs for the development of immunization policy and strategies and, on that basis, advise and make recommendations to national authorities on improving procedures for collecting, processing and quality assurance of these data and of other important information,

?
Follow very closely the data from pharmacovigilance of vaccines already on the market, in order to assess their safety and efficiency and thus advise and make recommendations to national authorities on actions to be taken,

?
Advise and make recommendations to national authorities and to the management of EPI on programmatic aspects, particularly with regard to cold chain, waste management, immunization schedule, calculation of the size of the target groups, mobile brigades and other forms of outreach activities, need of supplementary immunization activities, interconnection of EPI activities with other programs, etc.,

?
Keep the national authorities and EPI managers informed of the latest scientific advances in immunization and the prevention and control of vaccines preventable diseases,

?
Advise and make recommendations to national authorities and, wherever appropriate, to government organizations and institutions and partners, in formulating policies, plans and strategies for research, development and evaluation of new vaccines and future technologies for the administration of vaccines, showing its relevance for the Health of the population. 

?
Promote intra and intersectoral links for action and for coordination with partners, on relation to the development and distribution of vaccines and of potential vaccines for priority diseases,

?
Promote partnership between government, civil society and funding agencies for advocacy of immunization, so that immunization activities are recognized as sustainable, having scientific basis and credible,

?
Perform analysis on the financing of vaccines and immunization programs, as well as on funding mechanisms, for from them, advise and make recommendations to national authorities and the management of the Expanded Program on Immunization (EPI)

?
Establish partnerships and collaborative relationships with national (other countries) and International committees for immunization,

?
Analyze, give advice and make suggestions and recommendations on all matters referred to it by the Minister of Health.



Three major strategies to enhance the NITAG’s role and functions in the next 12 months
	1.
	During its first meeting the CoPI made a very deep analysis of the performance of EPI Program in Mozambique. Everybody agrees that this was the best radiography of the EPI performance in the last 30 years in Mozambique.

This allowed to identify the problems and to make appropriate recommendations to to solve these problems. Furthermore the CoPI set indicators for monitoring the implementation of those Recommendations. Everybody, including the Honorable Minister of Health, agreed that the true problems were identified and the appropriate recommendations were made. It is now up to the Ministry of Health to implement those recommendations. The Honorable Minister of Health already instructed its staff to give maximum priority to the implementation of these recommendations.

Our strategy is to continue to identify problems accurately, to make pertinent and adequate recommendations on how to solve those problems and to monitor implementation.

First meeting of CoPI was a success. We hope to continue to make appropriate recommendations. CoPI team is a strong team.


	2.
	CoPI also analyzed the needs, priorities and mechanisms of introduction of new vaccines and made recommendations on these issues. CoPI recommendations are ambitious but realistic and in line with GIVS goals. CoPI showed that introduction of those new vaccines is the right way to attain the MDG nº4. The time table for introduction of new vaccines is set for the coming years. The Honorable Minister of Health already approved it. Mozambique needs now a strong civil society movement to improve people’s awareness about immunization and to raise also funds, internally and externally, to cope with the costs of this program.
Several of the members of CoPI are also members of the Colleges of Public Health, Pediatrics, Gynecologists and Internal Medicine of the Medical Council. Those Colleges and the Professional associations are now going to set up a big Public / Private/ Civil Society initiative to promote immunization, new vaccines and to raise funds to participate on the costs of the introduction of new vaccines.
We will succeed! 


	3.
	By making a work of good quality (identification of the actual problems and recommendation of the adequate solutions) the CoPI will consolidate its prestige and pertinence and this will make the CoPI a very respected body. We had a excellent start. We will continue to improve. 


5. Immunisation Programme Data
Please complete the tables below, using data from available sources. Please identify the source of the data, and the date. Where possible use the most recent data and attach the source document.
· Please refer to the Comprehensive Multi-Year Plan for Immunisation (cMYP) (or equivalent plan) and attach a complete copy (with an Executive Summary) as DOCUMENT NUMBER 3
· Please refer to the two most recent annual WHO/UNICEF Joint Reporting Forms (JRF) on Vaccine Preventable Diseases.
· Please refer to Health Sector Strategy documents, budgetary documents, and other reports, surveys etc, as appropriate.
5.1. Basic facts
For the year 2010 (most recent; specify dates of data provided)
	
	Figure
	Year
	Source

	Total population
	22,416,881
	
	2010
	National Institute of Statistics - Projectins from the 2007 Population Census 

	Infant mortality rate (per 1000)
	93
	
	2008
	Multi Indicator Cluster Survey (MICS)

	Surviving Infants[1]
	874,258
	
	2010
	National Institute of Statistics - 3.9% of the projected population

	GNI per capita (US$)
	354
	
	2010
	Projections from The World Bank

	Total Health Expenditure (THE) as a percentage of GDP
	9.00
	%
	2010
	Projections from National Health Account 

	General government expenditure on health (GGHE) as % of General government expenditure
	30.00
	%
	2010
	Projections from National Health Account 


[1] Surviving infants = Infants surviving the first 12 months of life
Please provide some additional information on the planning and budgeting context in your country; also indicate the name and date of the relevant planning document for health
	The planning and budgeting process in the MoH of Mozambique is performed on an annual basis and is aligned with the General Health Strategic Plan (PES) of the MoH. By the end of second quarter of every year the Directorates of the MoH identify the activities for the following year taking into account the priorities set in the PES. These activities are budgeted and the final draft of the plan is presented to the Minister of Health for evaluation and approval. The MoH discusses with the cabinet and approves the plan. Subsequently the plan is presented and discussed with the partners in a special forum that occurs twice a year (Health Coordination Committee – CCS) and gaps in terms of budget discussed and pledges are made from the partners to fulfill the gaps according to the areas of interest of each of the partners. Finally the plan is sent to the Ministry of Plan and Development


Is the cMYP (or updated Multi-Year Plan) aligned with this document (timing, content, etc.)?
	Yes the cMYP is well aligned with the this document in the sense that it captures all the needs for the introduction of new vaccines (in this case pneumoccocal vaccine), which is planned for 2012. This document is an application for the introduction of PCV13 in 2012. Therefore it is aligned in time and content with the cMYP. In its turn, the cMYP is also aligned with the Health Sector Strategic Plan (HSSP) in a sense that the HSSP also aims at achieving the MDG, and the cMYP captures and costs strategies and activities that will contribute to the achievement of the MGD4&5.Therefore, it can be said that this New Vaccine Support Application is an activity contained in the cMYP, which is embedded in the HSSP through costed strategies and activities that will hugely contribute to the achievement of the MDG4&5, one of the HSSP goals. 


Please indicate the national planning budgeting cycle for health
	As described above, the National Planning and Budgeting cycle of the MoH is annual and it starting in the end of the second quarter of each year.


Please indicate the national planning cycle for immunisation
	The National planning and budgeting cycle of the immunization program follows the overall planning and budgeting cycle of the MoH


Please indicate if sex disaggregated data (SDD) is used in immunisation routine reporting systems
	Yes, it is used for children fully immunized. However, it is worth noting that according to different surveys that have been conducted in this country, there is no difference in the utilization of immunization services between girls and boys.


Please indicate if gender aspects relating to introduction of a new vaccine have been addressed in the introduction plan
	Yes. Even though no differences are found among girls and boys concerning utilization of immunization services, differences are found in education. As a general strategy the country always try to address gender imbalances whenever a new intervention is offered. 


5.2. Current vaccination schedule
Traditional, New Vaccines and Vitamin A supplement (refer to cMYP pages)
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	Vaccine
(do not use trade name)
	Ages of administration
(by routine immunisation services)
	Given in
entire country
	Comments
	Action

	BCG
	At birth
	Yes
	
	

	Polio
	At birth, 2, 3 and 4th month
	Yes
	
	

	Measles
	At 9 month
	Yes
	
	

	Penta
	2, 3 and 4 month
	Yes
	
	

	TT
	For pregnant women at first PN contact, then at least 4 weeks later
	Yes
	
	

	Vitamin A
	Given from 6 month of age, and every 6 month until 5 years of age (children)
	Yes
	


5.3. Trends of immunisation coverage and disease burden
(as per last two annual WHO/UNICEF Joint Reporting Form on Vaccine Preventable Diseases)
	Trends of immunisation coverage (percentage)
	Vaccine preventable disease burden

	Vaccine
	Reported
	Survey
	Disease
	Number of reported cases

	
	2009
	2010
	2003
	2008
	
	2009
	2010

	BCG
	
	119
	87
	88
	Tuberculosis
	46
	46

	DTP
	DTP1
	
	87
	88
	88
	Diphtheria
	
	

	
	DTP3
	
	69
	72
	74
	Pertussis
	0
	0

	Polio 3
	
	95
	70
	73
	Polio
	0
	0

	Measles (first dose)
	
	81
	77
	74
	Measles
	568
	2,325

	TT2+ (Pregnant women)
	
	
	57
	67
	NN Tetanus
	
	72

	Hib3
	
	69
	72
	74
	Hib[2]
	
	

	Yellow Fever
	
	
	
	
	Yellow fever
	
	

	HepB3
	
	69
	72
	74
	HepBsero-prevalence[1]
	
	

	Vitamin A supplement 
Mothers (< 6 weeks post-delivery)
	
	
	21
	
	

	Vitamin A supplement 
Infants (>6 months)
	
	43
	50
	72
	


[1] If available
[2] Note: JRF asks for Hib meningitis
If survey data is included in the table above, please indicate the years the surveys were conducted, the full title and if available, the age groups the data refers to
	Demographic Health Survey (DHS) was performed in 2003 and Multi Indicador Cluster Survey (MICS) in 2008.


5.4. Baseline and Annual Targets
(refer to cMYP pages)
Table 1: baseline figures
	Number
	Base Year
	Baseline and Targets

	
	2010
	2012
	2013
	2014
	2015
	2016
	

	Total births
	963,900
	1,019,104
	1,047,716
	1,076,775
	1,106,272
	1,136,186
	

	Total infants' deaths
	89,643
	94,777
	97,437
	100,140
	102,884
	105,665
	

	Total surviving infants
	874,257
	924,327
	950,279
	976,635
	1,003,388
	1,030,521
	

	Total pregnant women
	1,120,844
	1,185,036
	1,218,306
	1,252,096
	1,286,396
	1,321,181
	

	Number of infants vaccinated (to be vaccinated) with BCG
	1,043,222
	937,576
	974,375
	1,012,169
	1,050,958
	1,079,377
	

	BCG coverage (%)[1]
	108%
	92%
	93%
	94%
	95%
	95%
	

	Number of infants vaccinated (to be vaccinated) with OPV3 
	814,529
	739,462
	788,731
	839,906
	882,982
	927,469
	

	OPV3 coverage (%)[2]
	93%
	80%
	83%
	86%
	88%
	90%
	

	Number of infants vaccinated (or to be vaccinated) with DTP1[3]
	758,459
	840,298
	876,368
	922,974
	949,443
	976,283
	

	Number of infants vaccinated (to be vaccinated) with DTP3[3]
	586,387
	739,462
	788,731
	839,906
	882,982
	927,469
	

	DTP3 coverage (%)[2]
	67%
	80%
	83%
	86%
	88%
	90%
	

	Wastage[1] rate in base-year and planned thereafter for DTP (%)
	5%
	10%
	10%
	10%
	10%
	10%
	

	Wastage[1] factor in base-year and planned thereafter for DTP
	1.05
	1.11
	1.11
	1.11
	1.11
	1.11
	

	Target population vaccinated with 1st dose of Pneumococcal
	
	840,298
	876,368
	922,974
	949,443
	976,283
	

	Target population vaccinated with 3rd dose of Pneumococcal
	
	739,462
	788,731
	839,906
	882,982
	927,469
	

	Pneumococcal coverage (%)[2]
	0%
	80%
	83%
	86%
	88%
	90%
	

	Infants vaccinated (to be vaccinated) with 1st dose of Measles
	792,946
	702,489
	760,223
	820,373
	882,982
	927,469
	

	Measles coverage (%)[2]
	91%
	76%
	80%
	84%
	88%
	90%
	

	Pregnant women vaccinated with TT+
	726,219
	841,376
	877,180
	914,031
	951,933
	990,886
	

	TT+ coverage (%)[4]
	65%
	71%
	72%
	73%
	74%
	75%
	

	Vit A supplement to mothers within 6 weeks from delivery
	698,539
	774,519
	817,218
	861,420
	907,143
	954,397
	

	Vit A supplement to infants after 6 months
	1,319,913
	1,576,761
	1,698,221
	1,824,655
	1,956,145
	2,092,751
	

	Annual DTP Drop-out rate[ (  DTP1 - DTP3 ) / DTP1 ]  x 100[5]
	23%
	12%
	10%
	9%
	7%
	5%
	


[1] Number of infants vaccinated out of total births
[2] Number of infants vaccinated out of total surviving infants
[3] Indicate total number of children vaccinated with either DTP alone or combined
[4] Number of pregnant women vaccinated with TT+ out of total pregnant women
[5] The formula to calculate a vaccine wastage rate (in percentage):[ ( A – B ) / A ] x 100. Whereby: A = the number of doses distributed for use according to the supply records with correction for stock balance at the end of the supply period; B = the number of vaccinations with the same vaccine in the same period.
5.5. Summary of current and future immunisation budget
(or refer to cMYP pages)
	
	Estimated costs per annum in US$ (in thousand US$)

	Cost category
	Base Year
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	2010
	2012
	2013
	2014
	2015
	2016
	
	
	

	Routine Recurrent Cost

	Vaccines (routine vaccines only)
	8,511,500
	15,575,618
	15,385,925
	34,547,621
	34,191,357
	36,415,694
	
	
	

	Traditional vaccines
	1,500,000
	1,124,904
	1,209,942
	1,299,759
	1,388,283
	1,468,093
	
	
	

	New and underused vaccines
	7,011,500
	14,450,714
	14,175,983
	33,247,862
	32,803,074
	34,947,601
	
	
	

	Injection supplies
	426,000
	623,245
	667,694
	717,201
	763,455
	808,880
	
	
	

	Personnel
	2,505,597
	2,774,491
	3,050,283
	3,334,688
	3,609,209
	3,850,980
	
	
	

	Salaries of full-time NIP health workers (immunisation specific)
	1,993,780
	2,211,311
	2,433,891
	2,664,490
	2,903,340
	3,112,823
	
	
	

	Per-diems for outreach vaccinators / mobile teams
	511,817
	563,180
	616,392
	670,198
	705,869
	738,157
	
	
	

	Transportation
	549,436
	597,173
	652,772
	703,148
	612,827
	660,601
	
	
	

	Maintenance and overheads
	420,040
	512,912
	632,011
	790,914
	911,278
	998,020
	
	
	

	Training
	210,000
	435,144
	456,309
	478,346
	501,277
	525,129
	
	
	

	Social mobilisation and IEC
	190,000
	326,359
	342,232
	358,758
	375,958
	393,847
	
	
	

	Disease surveillance
	370,000
	870,291
	912,618
	956,689
	1,002,554
	1,050,257
	
	
	

	Program management
	235,000
	543,931
	570,386
	597,930
	626,595
	656,411
	
	
	

	Other
	196,018
	219,725
	244,036
	267,362
	272,710
	278,165
	
	
	

	Subtotal Recurrent Costs
	13,613,591
	22,478,889
	22,914,266
	42,752,657
	42,867,220
	45,637,984
	
	
	

	

	Routine Capital Costs

	Vehicle
	250,000
	271,320
	333,968
	386,280
	166,695
	214,192
	
	
	

	Cold chain equipment
	400,000
	491,380
	1,021,367
	357,250
	418,986
	466,500
	
	
	

	Other capital equipment
	211,400
	266,526
	266,526
	266,526
	266,526
	266,526
	
	
	

	Subtotal Capital Costs
	861,400
	1,029,226
	1,621,861
	1,010,056
	852,207
	947,218
	
	
	

	

	Campaigns

	Polio
	
	
	2,083,303
	
	
	
	
	
	

	Measles
	
	
	
	
	4,219,377
	
	
	
	

	Yellow Fever
	
	
	
	
	
	
	
	
	

	MNT campaigns
	
	
	
	
	
	
	
	
	

	Other campaigns
	
	
	
	
	
	
	
	
	

	Subtotal Campaign Costs
	0
	0
	2,083,303
	0
	4,219,377
	0
	
	
	

	GRAND TOTAL
	14,474,991
	23,508,115
	26,619,430
	43,762,713
	47,938,804
	46,585,202
	
	
	


5.6. Summary of current and future financing and sources of funds
Please list in the tables below the funding sources for each type of cost category (if known). Please try and indicate which immunisation program costs are covered from the Government budget, and which costs are covered by development partners (or the GAVI Alliance), and name the partners (or refer to cMYP).
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	
	Estimated costs per annum in US$ (in thousand US$)

	Cost category
	Funding source
	Base Year
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	
	2010
	2012
	2013
	2014
	2015
	2016
	
	
	

	Routine Recurrent Cost

	
	
	13,613,591
	22,478,889
	22,914,266
	42,752,657
	42,867,220
	45,637,984
	
	
	
	

	
	

	Routine Capital Costs
	

	Cold Chain
	
	400,000
	491,380
	1,021,367
	357,250
	418,986
	466,500
	
	
	
	

	Other Capital Investment Costs
	
	461,400
	537,846
	600,494
	652,806
	433,221
	480,718
	
	
	
	

	
	

	Campaigns
	

	
	
	
	
	2,083,303
	
	4,219,377
	
	
	
	
	

	GRAND TOTAL
	14,474,991
	23,508,115
	26,619,430
	43,762,713
	47,938,804
	46,585,202
	
	
	
	


6. New and Under-Used Vaccines (NVS)
Please summarise the cold chain capacity and readiness to accommodate new vaccines, stating how the cold chain expansion (if required) will be financed, and when it will be in place. Please indicate the additional cost, if capacity is not available and the source of funding to close the gap.
	Cold Chain Capacity for new vaccine (PCV) introduction IN 2012 at central level (entry point)

Mozambique is applying for the introduction of Pneumococcal vaccine in 2012, which will be stored at + 5o C. The analysis of the net positive cold chain storage capacity shows that annual volume requirement including new vaccine (in this case PCV13) at + 5o C is of 59,484 liters, while the currently annual net storage capacity installed is of 26,106 liters. Therefore, the total amount of vaccines the country needs for 2012 can be shipped in 2.3 times, this is, 3 consignments. Considering that the national vaccine shipment plan contemplates 4 consignments per year (14,817 liters per shipment), this leaves an extra positive storage space of around 11,000 liters (see table 6.1 bellow). Thus it can be concluded that for the introduction of new vaccine PCV13 in 2012, the country has enough space to accommodate vaccine to be received in a minimum of three consignments. This is well within the acceptable number of shipments per year (4).

The storage capacity continues to be sufficient for the following years, with extra capacity above 10,000 liters per year, until 2014, by the time the country expects to introduce Rota vaccine. 


Note1. *Please note that the gap and cost of the cold chain presented in the table above, refers only to central store, at the entry point. In the cMYP it has been captured the total gap and costs (central and provincial level, plus investment cost for cold chain at district level – for expansion and replacement of old & depleted cold chain). Therefore, the total cost above differs from the one in the cMYP. For details, please refer to the cold chain plan. 


Note2. For the introduction of PCV13 in 2012, the country has enough cold chain capacity at central level, for the 4 estimated shipments per year. In 2014, with the expected introduction of Rota vaccine, the storage needs increase considerable at central level so that the country will need to acquire additional 3 WICR40m3 to meet the storage needs for 4 shipments per year. In the following year, with an increase in the number of children of the target group expected to be vaccinated, there will be a need for an additional WICR40m3. Then up to the end of the current cMYP life span, no additional storage capacity is needed for the vaccines the country will be applying for. Therefore, a total of 4WICR40m3 are needed between 2014 and 2015. In the cMYP these 4WICR were split in a way to by 3 in 2013 and the remaining 1 in 2014. This will allow that by 2014 the country will have enough space for Rotavirus vaccine introduction if it is approved and by 2015 with enough space to store Rotavirus vaccine for the following years, at least until the end of the life span of the current cMYP. 


Cold Chain Capacity for new vaccine (PCV) introduction in 2012 at Provincial level (Please see tbale X in chapter Z of the new vaccine introduction plan)

In its analysis, the country went further to look at the situation at provincial level. Following the same reasoning as presented above for the central level store, based on the net annual positive storage capacity required for the annual amount of vaccines, including new vaccine PCV13, to be received by each province, and taking into account quarterly shipments, it has been identified 7 provinces out of 11 that will require additional positive cold chain storage capacity for the maximum number of 4 shipments per year, as per national shipment plan. The table bellow illustrates the analysis. 

For these provinces with gap in their storage capacity the MOH will purchase and distribute to all them Dometic TCW3000 refrigerators, with 126.5 liters net capacity at +5oC, at a cost of $4,370.00 per unit. The number of refrigerators per province will vary deepening on the necessary quantity to close the existing gap (see table below). 

A total of 24 refrigerators will be purchased, for a total cost of $104,880.00. This is the most practical scenario, as it does not demand any additional costs with building of infrastructure and contract of specialized services for installation. All provinces have enough space to install the refrigerators expected to be received. The Government will provide funds for purchasing these refrigerators, as stated in the financing sheet of the cMPY costing tool.




Please give a summary of the cMYP sections that refer to the introduction of new and under-used vaccines. Outline the key points that informed the decision-making process (data considered etc)
	


6.1. Capacity and cost (for positive storage)
	
	
	Formula
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	
	
	2012
	2013
	2014
	2015
	2016
	
	
	

	A
	Annual positive volume requirement, including new vaccine (litres or m3)
Litres
	Sum-product of total vaccine doses multiplied by unit packed volume of the vaccine
	59,484
	63,279
	209,284
	220,054
	230,937
	
	
	

	B
	Existing net positive cold chain capacity (litres or m3)
Litres
	#
	26,106
	26,106
	26,106
	54,678
	64,202
	
	
	

	C
	Estimated minimum number of shipments per year required for the actual cold chain capacity
	A / B
	3
	3
	9
	5
	4
	
	
	

	D
	Number of consignments /
shipments per year
	Based on national vaccine shipment plan
	4
	4
	4
	4
	4
	
	
	

	E
	Gap (if any)
	((A / D) - B)
	-11,235
	-10,286
	26,215
	336
	-6,468
	
	
	

	F
	Estimated additional cost of cold chain
	US$
	
	
	185,207
	
	61,736
	
	
	


Please briefly describe how your country plans to move towards attaining financial sustainability for the new vaccines you intend to introduce, how the country will meet the co-financing payments, and any other issues regarding financial sustainability you have considered (refer to the cMYP)
	
Baseline Financing 

The baseline financing of the EPI program in Mozambique indicates that GAVI bears 45% of the program cost. This is followed by Government at 28% (25% for general routine recurrent costs and 3% for Pentavalent DPT-HepB-Hib vaccine Co-financing), then PROSAUDE (Common Basket Fund) at 10%, UNICEF and FDC at 7% each, and finally WHO at 2% each. The combined donor contribution is 72% to the program. The details are shown in Figure 5.2 of the cMYP. The two main immunization strategies implemented were routine (basically RED approach) and periodic intensification of routine immunization (PIRI) activities conducted in integration with other essential mother and child health interventions under the National child Health Weeks, twice a year, (Table 10, chapter 5 of the cMYP), but the bulk of the costs for the planned period were for routine. Capital investment represented 6% of total immunization cost, excluded shared costs. 

Program Cost Resource requirement for 2012-2016

The Government of Mozambique will strive to achieve the Global Immunization Vision and Strategy (GIVS) targets. Therefore, the future resource requirement of the immunization program is based on current objectives of the program, elaborated in programmatic section of the new Comprehensive Multi-Year Plan (cMYP) 2012-2016. The main assumptions for the costing were as following:

•
Population growth of 2.14% per annum based on the census data of 2007 
•
Increased coverage target for traditional vaccines 
•
SIAs in 2013 (OPV) and 2015 (Measles)
•
The introduction of the Pneumococcal vaccine (PCV) in 2012 and Rotavirus vaccine in 2014

The total resource requirements for the EPI in Mozambique for the period 2012-2016 excluding shared costs are estimated at $188.4 million (see chapter 5.3 of the attached cMYP 2012-2016). This gives an average of $37.7 million per annum. Out of the total, routine immunization accounts for $182.1 million, while the remaining $6.3 million is for SIAs($2.1 million for Polio in 2013 and $4.2 million for Measles in 2015). The last Polio Supplementary Immunization Activities (SIAs) in Mozambique took place in 2005. One reason is that Mozambique has been declared polio-free and so all the efforts in polio eradication are directed towards active surveillance. However, with the risk of importation in areas of low OPV3 vaccination coverage along with contacts with people from infected areas (with active Wild Poliovirus transmission), there might be a need to conduct a Polio campaign at national or sub-national level as appropriate, at the same time that surveillance is strengthened.

In the context of GIVS, the EPI has proposed the introduction of Pneumococcal vaccine (PCV13) into immunization system in 2012. The introduction of Rotavirus vaccine in Mozambique is planned for 2014. 


Projected financing from all sources 


The composition of the future resource requirement is shown in Figure 5.3 of the cMYP. The resource requirement increases from around $23.5 million in 2012 to $46.6 million in 2016. The major driving costs are new vaccines, underused vaccines, personnel and other recurrent costs. Traditional vaccines, injection safety materials, cold chain, transport and vehicles have a small share requirement.


Future Financing


Out of the total resource requirement of $188.4 million, $51.3 million are secured over the life of the plan of the current cMYP. The average funding gap with secured funding as a proportion of total resource need is of 73%. The funding gap increases from 51% in 2012 to a peak of 84% in 2015 and then falls to 83% in 2016. The reasons for the gaps noted here are markedly the high costs of new vaccine introduction, in this case PCV13 from 2012 and Rotavirus vaccine from 2014, for which funds are not yet guaranteed, pending GAVI financial approval if the application is recommended for approval by the independent review committee (IRC). Therefore, these funds have been classified as not secured. 

While the 58% gap in 2013 has the contribution of the OPV campaign funds, which were classified as not secured, the huge jump in the program financial gap between 2013 and 2014 (58% to 72%) is due to the introduction of Rotavirus vaccine in 2014. Meanwhile, the pick in the gap in 2015 has a significant contribution of the additional cost of the follow up measles campaign in 2015, for which financing has also been classified as not secured. However, when probably funds are taken into account, the global funding gap reduces significantly to 3% (table 12, chapter 5 of the cMYP). 


Additional cost of introducing Pneumococcal vaccine


The introduction of pneumococcal vaccine adds an average of $52.0 million to the EPI costs ($51.0 million for PCV13 and $1.0 million for injection safety devices) and is dependent on GAVI support, without which, funding from national government would not be feasible. This means that when the direct cost of pneumococcal vaccines is factored out, the total resource requirements for the planning period will reduce by $52 millions. However, it should be noted that this reduction includes only vaccine and injection safety devices costs, and has not taken into consideration the associated costs of pneumococcal vaccine introduction in terms of cold chain expansion, training, update of M&E tools and social mobilization materials and pneumoccocal disease surveillance(please see new vaccine introduction plan). 

It should also be noted that the bulk of the vaccines and associated costs are borne by GAVI and other donors. The Mozambican government’s investment in pneumococcal vaccine will be limited to total co-financing amount of $2,825,021. 



STRATEGIES FOR RESOURCE MOBILIZATION



In order to fill the funding gap, the program relies on the Government resources allocated to the immunization program, which have been increasing over the years, and on direct donor support, mainly provided by WHO, UNICEF and FDC (a civil society organization), and other donors providing support to Government budget under the Common Fund for drugs and vaccines and Central and Provincial Common Funds for recurrent and capital expenditures.

For new and underutilized vaccines specifically, the Ministry of Health and Partners have decided to set aside each year, the necessary amount to meet the co-financing payments regardless of the shortages in the global budget that might be faced. Additionally, the program has also acquired financial support from the Global Alliance for Vaccines and Immunization (GAVI) that largely covers the funding gap for new vaccines and related injection supplies for the whole duration of the cMYP. 


Apart form introducing new vaccines, the current EPI Multi-Year Plan (2012-2016) focuses on improving the quality, coverage, and a range of immunization services. In addition to strengthening the routine immunization program, supplementary immunization activities have been planned to take place for polio eradication and measles elimination. Therefore, the program shell devises strategies to maintain adequate program funding during and beyond this period. There are basically three strategies to be employed, which include the mobilization of additional resources (from both local and external sources); ensuring increased reliability of resources and improving the efficiency of the program.


1.
Mobilizing additional resources (local and external sources)


Mozambique’s Country Multi Year Plan 2012-2016 has clearly illustrates the expenditure predicted for EPI as well as the gaps both probable and secured for the whole duration of the plan. Therefore, the Country Multi Year Plan shall be presented to various partners with clear identification of opportunities for improving the overall health of the Countries Children and their mothers. These presentations will be either in formal regularly occurring meetings within the SWAP/ICC or through circulation of the document for other potential partners. This will continue for the entire life of the current cMYP.

Firstly, the programme aims at increasing the proportion of resources assigned by the Ministry of Health to the Expanded Program on Immunization. The increase should be in proportion to the increase in the Ministry of Health's budget and to Mozambique's economic growth. HIPC and Debt relief initiatives offer an opportunity for this to happen.

Secondly, the MOH through its vaccine procurement department will aim at obtaining more competitive prices for traditional EPI vaccines and related injection supplies. This will be done through, direct negotiations with vaccine manufacturers and other relevant firms, taking into account that GAVI is already tackling this issue for new and underutilized vaccines at global level. The present support from GAVI is expected to guarantee supplies up to the end of 2016. Meanwhile, additional partners locally shall be sensitized to support vaccine supplies from the outset. 

Next, probable funds should be turn into secured ones, and EPI shall advocate regarding this aspect. There shall be targeted resource mobilization from specific partners, based on the respective cost category for which funds are required. For example, funding gaps for SIAs shall be taken up with the multilateral partners through whom most of the funds are usually channeled. The program shall have discussions with key partners that could support the introduction of Pneumococcal vaccine (PCV) in 2012, Polio SIAs in 2013 and measles SIAs in 215. The program shall engage the traditional SIA partners such as Measles Partnership, UNICEF and WHO for funds at least 12 months prior to the planned SIAs. That will transform the probable funds to secured ones.

Secure some resource input from decentralized local governments

In addition, the programme aims to advise and advocate for local governments to mobilize resources for their constituencies to cover some selected cost items, especially for Information, Education and Communication and social mobilization activities. The strategy shall aim to integrate the immunization programme activities within those already being carried out by the local governments for efficiency gains. This might include, for instance, having local authorities using its structure already in place to mobilizing communities for increased utilization of immunization services, or even to provide transport or fuel for outreach.

Resources from local, non-governmental sources

Avenues for resource mobilization and partnerships with the private sector shall be sought. This has proven successful with mass immunization campaigns.


2.
Ensuring increased reliability of resources


The financial forecasts for immunization should be incorporated into the MTEF and LTEF planning and budgeting cycles, and updated regularly. The strategy to have an increasing proportion of the vaccine expenditure covered by the Government increases the reliability of the resources required. In addition, the Ministry of Health shall protect its contribution to vaccine purchase within its health sector expenditures.

At the national level, resources saved from debt relief and HIPC initiatives and reallocated to health sector should be proportionally increased by the MOH to the EPI programme. The program will advocate for that to happen by conducting a cost-effectiveness analysis of the EPI program and presenting that to the MOH and partners (e.g. SWAp). 

The programme shall work with the Health Planning Department, Ministry of Health to improve fund appropriation by building capacity for financial management at all levels. In addition, improvements in cash flow and accountability measures at the implementing units shall be the focus to enable faster release of resources and an increase in its allocation.


3.
Improving efficiency


The EPI program shall seek to ensure efficient utilization of its resources with the best possible outcomes. There are a number of issues that lead to inefficiencies within the MOH in general and EPI in particular. Low numbers and skills of health workers is a health sector-wide problem, which leads to poor resource management. Inadequately trained personnel coupled with brain drain are key weaknesses that hamper the implementation of health programs. Therefore, providing staff that could efficiently deliver services is key to the success of the implementation of the cMYP. 

Regarding the human resources, the EPI unit at the central level needs to be strengthened with additional personnel. In this regard, the MOH with support from partners has recently developed a new EPI structure that captures all operational and support components of the EPI program. The vacancies in this new organogram are being gradually filled out with trained human resources at various levels. In addition, the unit shall work with the MOH to explore better ways to ensure staff retention and motivation.

High vaccine wastage and poor maintenance of equipment also lead to poor utilization of limited resources. Therefore, putting in place strategies to work towards limiting these inefficiencies shall free such resources and be a strong advocacy tool to attract additional resources. In this regard, the MOH with support from its internal partners has conducted a cold chain inventory and an effective vaccine management assessment, which informed the cold chain and vaccine management improvement plans. 

In the last 4 years, the MOH with support from its internal partners has improved its cold chain capacity by purchasing new units for extending its fixed vaccination posts and replacing old and depleted cold chain at provincial and district levels. This activity will continue as planned in the EPI cMYP. Additionally, in its effort to implement the new EPI organogram, the MOH has deployed a cold chain maintenance technician in each province to support cold chain maintenance activities at provincial and district levels. For places were cold rooms have been installed (central and provincial levels), specialized services have been contacted for assistance to the cold rooms.

The present wastage rates at around 5% for underutilized vaccines and between 10 and 15 for other liquid vaccines shall be reduced through training on vaccine management and utilization of vaccine management tools at different levels (central, provincial and district). 
In addition, the EPI program and the MOH shall seek to strengthen the monitoring and evaluation capacity of the program. At present, monitoring information especially for vaccine receipts, utilization and wastage are not accurately recorded in a manner that can guide management decision. This shall be done at the central level and replicated at the provincial and District level. The utilization of the vaccine management tools (SMT and DVDMT), the training of the users along with supportive supervision will allow for this to happen. Again, in the context of its new EPI organogram, the MOH has recently deployed an EPI logistician in each province o support basically EPI logistic including effective vaccine management.

Finally, the National Immunization Program (NIP) is committed at improving the program efficiency through fostering integration and sharing of resources whenever possible at all levels, particularly at service delivery level. For instance, Reach Every District (RED) Strategy, which is aiming at more efficient use of resources through better planning, EPI will improve its efficiency. One of the main aspects of RED strategy is integration during outreach activities, meaning that during outreach EPI activities, other interventions will be offered to the population, such as deworming, Vit. A, mosquito treated bed nets, etc. The delivery of supplies is another area to explore for efficiency gains through integration with other programs. Integrated supervision and monitoring will also be considered. This means that in all these areas there shall be co-participation in the allocation and utilization of resources which will improve efficiency for EPI.


Progress monitoring

The CCI and EPI program shall monitor the implementation of the financial sustainability following up on the strategies outlined, with monitoring indicators. The strategies with key players and indicators for monitoring the progress are outlined in the table 12 of the cMYP.


6.2. Assessment of burden of relevant diseases (if available)
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	Disease
	Title of the assessment
	Date
	Results

	for recurrent and capital expenditures.
	1- Severe Pneumonia in Mozambican Young Children: Clinical and Radiological Characteristics and Risk Factors 2- Estimating
	March 2004 to March 2006 (Pneumonia among children <2 years of age) 
	1- Pneumonia accounted for 16% of almost 5,000 hospital admissions among children <2 years of age

2- 43% had radiographic findings consistent with bacterial pneumonia (according to WHO criteria for standardized interpretation)

3- Minimum community-based incidence rates of severe pneumonia and radiological confirmed were 45/1,000 and 19/1,000 per child-year at risk

4- Death from severe pneumonia accounted for 32% of in-hospital mortality 
	

	B.
 Invasive pneumococcal disease (IPD) burden (For details, please see annex Y)
	Invasive pneumococcal disease in children <5 years of age in rural Mozambique 
	2001-2003 Included unpublished data from 2006 to 2010
	1- IPD incidence rate was 416/100,000 per child-year at risk (<5years of age)

2- 10-12% of CFR among children <5 years of age

3- incidence rate of 735/100,000 among young children <2 years of age
	

	C.
 Serotypes distribution and pneumococcal vaccine coverage (For details, please see annex Y)
	Pneumococcal surveillance data (CISM, unpublished data; Sigaúque communication)* 
	2001 to 2010
	Incidence rate: Between 2001 and 2010 the minimum community-based incidence rates of IPD among children <1y and <2y of age were 522 and 475 per 100,000 per child-year at risk, respectively.

Vaccine coverage

a) 7-valent PCV: 29%

b) 10-valent PCV: 65%

c) 13-valent PCV: 83%
	

	D.
 Antibiotic susceptibility (For details, please see annex Y)
	Pneumococcal penicillin susceptibility (CISM, unpublished data; Sigauque communication) *4
	2001 - 2010
	penicillin susceptibility is high 89-90%
	


If new or under-used vaccines have already been introduced in your country, please give details of the lessons learned from storage capacity, protection from accidental freezing, staff training, cold chain, logistics, drop-out rate, wastage rate etc., and suggest action points to address them
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	Lessons Learned
	Action Points

	Areas with high number of unimmunized children and drop out rate up to 20% in some districts.














Wastage rate not recorded; EVMA found waste due to VMM reaching discard point, expire date, stock out in some places and overstock in others; 





















Shortage of CC caopacity in some provinces in northern zone of the country, leading to more shipments than normal. Depleted CC in some districts with frequent breakdown due essentially to lack of spare parts and kerosene. Sometimes kerosene of bad quality



	Implement RED approach – community involvement in planning of immunization sessions, defaulter tracing using the child vaccination register book.

Support districts in the microplaning process to make sure that unserved or underserved (with high number of immunized children)areas are identified and targeted, and provide additonl funds for districts to reach those places at peast 4 times per year.

Empower districts to conduct regular data analysis for action

Regular supportive supervision at all levels




Improve data collection tools to include wastage rate, and make its reporting mandatory

Training on vaccine management

Start purchasing vaccine with VVM

Apointment and training of EPI logisticians at national and provincial levels

Introduction of SMT at central and provincial levels

From 2011, expectd introduction of DVDMT at district level

Central level conducts effective vaccine management assessemnt each 2 years

Empower districts to regularly conduct vaccine management assessment to their health facilities

Regular supportive supervision



Inventory of cold chain equipment countrywide

Centralization of cold chain spare parts procurement and their distribution according to the needs expressed by each province

Started replacement of obsolete cold chain equipment and gradual replacement of kerosene refrigerators by gas\electric, electrics and solar, as appropriate

Storage capacity was improved at central, provincial and district level (expansion and replacement of depleted CC), as planned in the cMYP. The 3 most critical provinces (Cabo-Delgado, Nampula and Zambezia) had their CC completely renwed in all their districts (in the health facilities with fixd vaccination post) by RCW50 Gas/Electric or Solar refrigerators and the provincial deposits renwed and expanded.

The country has also installed 4 WICR and 4WIFR in 4 provinces to be used as regional vaccine deposits, with enough capacity to accommodate vaccines for the respective region.

Training of provincial cold chain technicians and provision of funds for cold chain maintenance activities 

Training of users at the health facility level on daily basic maintenance of refrigerators 


At peripheral level, most refrigerators have between 20 to 24 liters storage capacity. It is enough to accommodate the necessary vaccines for any health area, considering the monthly shipment policy the country in use.
	


Please list the vaccines to be introduced with support from the GAVI Alliance (and presentation)
	The first preference is the Pneumococcal vaccine(PCV13), 1 dose/vial, liquid vaccine. The second preference is the Penumococcal vaccine(PCV10), 2 dose/vial, liquid vaccine.


6.3.1. Requested vaccine ( Pneumococcal (PCV13), 1 doses/vial, Liquid )
As reported in the cMYP, the country plans to introduce Pneumococcal (PCV13), 1 doses/vial, Liquid vaccine.
6.3.2. Co-financing information
If you would like to co-finance higher amount than minimum, please overwrite information in the “Your co-financing” row.
Note: Selection of this field has direct impact on automatic calculations of support you are requesting and should not be left empty.
	Country group
	Low


	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	2012
	2013
	2014
	2015
	2016
	
	
	

	Minimum co-financing
	0.20
	0.20
	0.20
	0.20
	0.20
	
	
	

	Your co-financing (please change if higher)
	0.20
	0.20
	0.20
	0.20
	0.20
	
	
	


6.3.3. Wastage factor
Please indicate wastage rate:
Countries are expected to plan for a maximal wastage rate of:
· 50% - for a lyophilised vaccine in 10 or 20-dose vial,
· 25% - for a liquid vaccine in 10 or 20-dose vial or a lyophilised vaccine in 5-dose vial,
· 10% - for a lyophilised/liquid vaccine in 2-dose vial, and
· 5% - for a liquid vaccine in 1-dose vial
Note: Selection of this field has direct impact on automatic calculations of support you are requesting and should not be left empty.
	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	2012
	2013
	2014
	2015
	2016
	
	
	

	Vaccine wastage rate in %
	5%
	5%
	5%
	5%
	5%
	
	
	

	Equivalent wastage factor
	1.05
	1.05
	1.05
	1.05
	1.05
	
	
	


6.3.4. Specifications of vaccinations with new vaccine
	
	Data from
	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	
	
	2012
	2013
	2014
	2015
	2016
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	840,298
	876,368
	922,974
	949,443
	976,283
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	739,462
	788,731
	839,906
	882,982
	927,469
	
	
	

	Immunisation coverage with the third dose
	Table 1
	#
	80.00%
	83.00%
	86.00%
	88.00%
	90.00%
	
	
	

	Estimated vaccine wastage factor
	Table 6.(n).3[3]
	#
	1.05
	1.05
	1.05
	1.05
	1.05
	
	
	

	Country co-financing per dose[2]
	Table 6.(n).2[3]
	$
	0.20
	0.20
	0.20
	0.20
	0.20
	
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Total price per-dose includes vaccine cost, plus freight, supplies, insurance, visa costs etc.
[3] Where (n) depends on the vaccine
6.3.5. Portion of supply to be procured by the country (and cost estimate, US$)
	
	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	
	2012
	2013
	2014
	2015
	2016
	
	
	

	Number of vaccine doses
	#
	176,700
	149,000
	157,300
	160,900
	165,400
	
	
	

	Number of AD syringes
	#
	188,700
	157,600
	166,400
	170,100
	174,900
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	2,100
	1,750
	1,850
	1,900
	1,950
	
	
	

	Total value to be co-financed by country
	$
	662,000
	558,000
	589,000
	602,500
	619,500
	
	
	


6.3.6. Portion of supply to be procured by the GAVI Alliance (and cost estimate, US$)
	
	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	
	2012
	2013
	2014
	2015
	2016
	
	
	

	Number of vaccine doses
	#
	3,132,100
	2,640,100
	2,786,900
	2,850,800
	2,931,100
	
	
	

	Number of AD syringes
	#
	3,344,100
	2,792,300
	2,948,000
	3,014,700
	3,099,700
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	37,125
	31,000
	32,725
	33,475
	34,425
	
	
	

	Total value to be co-financed by GAVI
	$
	11,731,500
	9,887,000
	10,437,000
	10,676,000
	10,977,000
	
	
	


6.3.7. New and Under-Used Vaccine Introduction Grant
Please indicate in the tables below how the one-time Introduction Grant[1] will be used to support the costs of vaccine introduction and critical pre-introduction activities (refer to the cMYP).
Calculation of lump-sum for the Pneumococcal (PCV13), 1 doses/vial, Liquid
If the total is lower than US$100,000, it is automatically rounded up to US$100,000
	Year of New Vaccine Introduction 
	Births (from Table 1)
	Share per Birth in US$
	Total in US$

	2012
	1,019,104
	0.30
	306,000


[1] The Grant will be based on a maximum award of $0.30 per infant in the birth cohort with a minimum starting grant award of $100,000
Cost (and finance) to introduce the Pneumococcal (PCV13), 1 doses/vial, Liquid (US$)
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	Cost Category
	Full needs for new vaccine introduction in US$
	Funded with new vaccine introduction grant in US$

	Training
	188,250
	

	Social Mobilization, IEC and Advocacy
	217,672
	

	Cold Chain Equipment & Maintenance
	109,880
	

	Vehicles and Transportation
	
	

	Programme Management
	162,500
	

	Surveillance and Monitoring
	139,375
	

	Human Resources
	
	

	Waste Management
	75,000
	

	Technical assistance
	10,000
	

	Vaccine delivery
	73813
	
	

	Post-intrduction Evaluation
	35000
	
	

	Totals
	1,011,490
	0


7. Procurement and Management of New and Under-Used Vaccines
Note: The PCV vaccine must be procured through UNICEF
a) Please show how the support will operate and be managed including procurement of vaccines (GAVI expects that most countries will procure vaccine and injection supplies through UNICEF)
	Mozambique has already benefited from the introduction of Hepatitis B vaccine as tetravalent (DTP-HepB) in 2001 and of hemophillus influenza type B vaccine as pentavalent presentation (DTP-HepB-Hib) in 2009, both with GAVI support. The procurement was through UNICEF mechanisms. With this previous experience, we propose that the same procedure be used for PCV. 

The procedure is as follows:

1. Mozambique presents the needs for the vaccine for the following years in the Annual Progress Report (APR) of the current year to receive the vaccine in the following year;
2. GAVI’s decision letter is received with the quantities and cost of the vaccines to be delivered and the co-financing amount
3. UNICEF solicits the Ministry of Health the plan for the reception and the MOH sends the proposed plan to UNICEF; The country co-financing amount is transferred to UNICEF.
4. Vaccines are shipped according to the plan;



b) If an alternative mechanism for procurement and delivery of supply (financed by the country or the GAVI Alliance) is requested, please document
· Other vaccines or immunisation commodities procured by the country and descriptions of the mechanism used.
· The functions of the National Regulatory Authority (as evaluated by WHO) to show they comply with WHO requirements for procurement of vaccines and supply of assured quality.
	Traditional vaccines and respective injection supplies devices are bought directly by MOH through CMAM (center for medicines and medical supplies). All them are purchased from WHO pre-qualified producers. The mechanism is the same as described above, with exception that the EPI sends the shipment plan to CMAM. For GAVI supported vaccines, as stated above,UNICEF is the procuring agency on behalf of MOH. 


c) Please describe the introduction of the vaccines (refer to cMYP)
	Mozambique is requesting the introduction of its third new vaccine in a period of 10 years. In 2001 the Hepatitis B vaccine was introduced as a tetravalent presentation (DTPHepB). In 2009, Mozambique introduced the Hib vaccine as a pentavalent vaccine (DTPHepBHib). For the introduction of the PCV the following plan is proposed:

Vaccine is expected to be received in the last quarter of 2011, preferable in the 3rd week of December 2011 and according to the quantities requested, to allow the distribution of vaccines to all the districts and its utilization during the 1st quarter of 2012. 

Vaccines will be received at Central level and stored in the EPI Central vaccine storage Deposit. The necessary quantities of vaccine will be sent to each province by air (for the three Northern Provinces and four Central Provinces) and by land (to the four Provinces of the South). The Provinces are requested to provide the Vaccine Arrival Report (VAR) in a period of 48 hours upon reception of the vaccine. The distribution cycle is every trimester (four times a year)

The provinces are requested to distribute the vaccines to the district and regional deposits on a monthly basis. 

In order to assure the quality of the vaccine, temperature monitoring devices (Frizz tags) have been distributed to all Provinces to be allocated inside Provincial cold rooms and district/regional deposits. These monitoring devices will allow the monitoring of temperature variations in the cold/rooms and immediate action in case there are problem with maintenance of adequate temperatures.


d) Please indicate how funds should be transferred by the GAVI Alliance (if applicable)
	The funds for some of the activities for new vaccine introduction (according to GAVI policy, Mozambique expects receiving $0.30 per child from GAVI to support new vaccine introduction process)should be transferred directly to MOH Bank account provided bellow. 


e) Please indicate how the co-financing amounts will be paid (and who is responsible for this)
	The co-financing will be paid by MOH through direct bank transfer of the necessary amount to UNICEF bank account. Every year, by June the Planning Department will issue an order to MOH financial directorate for transference of co-payment fund to UNICEF, as agreed in the MoU already in place for Pentavalent (DPT-HepB-Hib) vaccine, equally supported by GAVI. It will be direct responsibility of the Finance Directorate of the MoH to pay directly the co-financing amounts to UNICEF. The ICC and EPI will monitor the process.


f) Please outline how coverage of the new vaccine will be monitored and reported (refer to cMYP)
	The new vaccines will be monitored by district, focusing on coverage rate, dropout rate and vaccine wastage


7.1. Vaccine Management (EVSM/EVM/VMA)
When was the last Effective Vaccine Store Management (EVSM) conducted?   - 
When was the last Effective Vaccine Management (EVM) or Vaccine Management Assessment (VMA) conducted? November  - 2009
If your country conducted either EVSM, EVM, or VMA in the past three years, please attach relevant reports. (Document N°4)
A VMA report must be attached from those countries which have introduced a New and Underused Vaccine with GAVI support before 2008.
Please note that EVSM and VMA tools have been replaced by an integrated Effective Vaccine Management (EVM) tool. The information on EVM tool can be found at http://www.who.int/immunization_delivery/systems_policy/logistics/en/index6.html
For countries which conducted EVSM, VMA or EVM in the past, please report on activities carried out as part of either action plan or improvement plan prepared after the EVSM/VMA/EVM.
	


When is the next Effective Vaccine Management (EVM) Assessment planned? September   - 2011
Under new guidelines, it will be mandatory for the countries to conduct an EVM prior to an application for introduction of new vaccine.
8. Additional Comments and Recommendations
Comments and Recommendations from the National Coordinating Body (ICC/HSCC)
	After several meetings, in which the introduction of Pneumococcal vaccine was discussed in all its aspects, the ICC agreed that:
1. The pneumococcal disease burden among children is extremely higher in Mozambique.

2. The logistical aspects for the introduction of pneumococcal vaccine, including the cold chain capacity and vaccine distribution system, are adequate at central level and few additional storage capacity is required in some provinces. The cost of installing the required additional capacity is minimum ($109,880.00), and MOH has secured funds for this purpose.

3. The cMYP contemplates activities that lead to an increase in the vaccine coverage among target group .

Therefore, the ICC highly recommends that Pneumococcal conjugate vaccine be universally introduced in Mozambique, as soon as possible. It also recommends that the introduction of new vaccine be implemented countrywide at once



9. Annexes
Annex 1
Annex 1.1 – Pneumococcal (PCV13), 1 doses/vial, Liquid
Table 1.1 A - Rounded up portion of supply that is procured by the country and estimate of related cost in US$
	Required supply item
	
	2012
	2013
	2014
	2015
	2016
	
	
	

	Number of vaccine doses
	#
	176,700
	149,000
	157,300
	160,900
	165,400
	
	
	

	Number of AD syringes
	#
	188,700
	157,600
	166,400
	170,100
	174,900
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	2,100
	1,750
	1,850
	1,900
	1,950
	
	
	

	Total value to be co-financed by the country
	$
	662,000
	558,000
	589,000
	602,500
	619,500
	
	
	


Table 1.1  B - Rounded up portion of supply that is procured by GAVI and estimate of related cost in US$.
	Required supply item
	
	2012
	2013
	2014
	2015
	2016
	
	
	

	Number of vaccine doses
	#
	3,132,100
	2,640,100
	2,786,900
	2,850,800
	2,931,100
	
	
	

	Number of AD syringes
	#
	3,344,100
	2,792,300
	2,948,000
	3,014,700
	3,099,700
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	37,125
	31,000
	32,725
	33,475
	34,425
	
	
	

	Total value to be co-financed by the country
	$
	11,731,500 
	9,887,000
	10,437,000
	10,676,000
	10,977,000
	
	
	


Table 1.1  C - Summary table for Pneumococcal (PCV13), 1 doses/vial, Liquid
	
	Data from
	
	2012
	2013
	2014
	2015
	2016
	
	
	

	Number of Surviving infants
	Table 1
	#
	924,327
	950,279
	976,635
	1,003,388
	1,030,521
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	739,462
	788,731
	839,906
	882,982
	927,469
	
	
	

	Immunisation coverage with the last dose
	Table 1
	#
	80.00%
	83.00%
	86.00%
	88.00%
	90.00%
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	840,298
	876,368
	922,974
	949,443
	976,283
	
	
	

	Number of doses per child
	
	#
	3
	3
	3
	3
	3
	
	
	

	Estimated vaccine wastage factor
	Table 6.(n).3[2]
	#
	1.05
	1.05
	1.05
	1.05
	1.05
	
	
	

	Number of doses per vial
	
	#
	1
	1
	1
	1
	1
	
	
	

	AD syringes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 

	Reconstitution syringes required 
	
	#
	No 
	No 
	No 
	No 
	No 
	 
	 
	 

	Safety boxes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 

	Vaccine price per dose
	
	$
	3.500 
	3.500 
	3.500 
	3.500 
	3.500 
	 
	 
	 

	Country co-financing per dose
	Table 6.(n).2[2]
	$
	0.20 
	0.20 
	0.20 
	0.20 
	0.20 
	 
	 
	 

	AD syringe price per unit
	
	$
	0.053 
	0.053 
	0.053 
	0.053 
	0.053 
	 
	 
	 

	Reconstitution syringe price per unit
	
	$
	 
	 
	 
	 
	 
	 
	 
	 

	Safety box price per unit
	
	$
	0.640 
	0.640 
	0.640 
	0.640 
	0.640 
	 
	 
	 

	Freight cost as % of vaccines value
	
	%
	5.00 
	5.00 
	5.00 
	5.00 
	5.00 
	 
	 
	 

	Freight cost as % of devices value
	
	%
	10.00 
	10.00 
	10.00 
	10.00 
	10.00 
	 
	 
	 


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Where (n) depends on the vaccine
Table 1.1 D - Estimated number of doses for Pneumococcal (PCV13), 1 doses/vial, Liquid associated injection safety material and related co-financing budget (page 1)
	
	
	Formula
	2012
	2013

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	5.34%
	
	
	5.34%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	840,298
	44,869
	795,429
	876,368
	46,803
	829,565

	C
	Number of doses per child
	Vaccine parameter
	3
	3
	3
	3
	3
	3

	D
	Number of doses needed
	B * C
	2,520,894
	134,606
	2,386,288
	2,629,104
	140,409
	2,488,695

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	1.05
	1.05
	1.05
	1.05
	1.05
	1.05

	F
	Number of doses needed including wastage
	D * E
	2,646,939
	141,337
	2,505,602
	2,760,560
	147,430
	2,613,130

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	661,735
	35,335
	626,400
	28,406
	1,518
	26,888

	I
	Total vaccine doses needed
	F + G
	3,308,674
	176,671
	3,132,003
	2,788,966
	148,947
	2,640,019

	J
	Number of doses per vial
	Vaccine parameter
	1
	1
	1
	1
	1
	1

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	3,532,719
	188,634
	3,344,085
	2,949,837
	157,538
	2,792,299

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	
	
	
	
	
	

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	39,214
	2,094
	37,120
	32,744
	1,749
	30,995

	N
	Cost of vaccines needed
	I * vaccine price per dose
	11,580,359
	618,347
	10,962,012
	9,761,381
	521,313
	9,240,068

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	187,235
	9,998
	177,237
	156,342
	8,350
	147,992

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	
	
	
	
	
	

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	25,097
	1,341
	23,756
	20,957
	1,120
	19,837

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	579,018
	30,918
	548,100
	488,070
	26,066
	462,004

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	21,234
	1,134
	20,100
	17,730
	947
	16,783

	T
	Total fund needed
	(N + O + P + Q + R + S)
	12,392,943
	661,735
	11,731,208
	10,444,480
	557,794
	9,886,686

	U
	Total country co-financing
	I * country co-financing per dose
	661,735
	
	
	557,794
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	5.34%
	
	
	5.34%
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Where (n) depends on the vaccine
Table 1.1 D - Estimated number of doses for Pneumococcal (PCV13), 1 doses/vial, Liquid associated injection safety material and related co-financing budget (page 2)
	
	
	Formula
	2014
	2015

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	5.34%
	
	
	5.34%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	922,974
	49,292
	873,682
	949,443
	50,706
	898,737

	C
	Number of doses per child
	Vaccine parameter (schedule)
	3
	3
	3
	3
	3
	3

	D
	Number of doses needed
	B * C
	2,768,922
	147,876
	2,621,046
	2,848,329
	152,118
	2,696,211

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	1.05
	1.05
	1.05
	1.05
	1.05
	1.05

	F
	Number of doses needed including wastage
	D * E
	2,907,369
	155,270
	2,752,099
	2,990,746
	159,724
	2,831,022

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	36,703
	1,961
	34,742
	20,845
	1,114
	19,731

	I
	Total vaccine doses needed
	F + G
	2,944,072
	157,230
	2,786,842
	3,011,591
	160,837
	2,850,754

	J
	Number of doses per vial
	Vaccine parameter
	1
	1
	1
	1
	1
	1

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	3,114,244
	166,318
	2,947,926
	3,184,784
	170,086
	3,014,698

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	
	
	
	
	
	

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	34,569
	1,847
	32,722
	35,352
	1,889
	33,463

	N
	Cost of vaccines needed
	I * vaccine price per dose
	10,304,252
	550,304
	9,753,948
	10,540,569
	562,928
	9,977,641

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	165,055
	8,815
	156,240
	168,794
	9,015
	159,779

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	
	
	
	
	
	

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	22,125
	1,182
	20,943
	22,626
	1,209
	21,417

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	515,213
	27,516
	487,697
	527,029
	28,147
	498,882

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	18,718
	1,000
	17,718
	19,142
	1,023
	18,119

	T
	Total fund needed
	(N + O + P + Q + R + S)
	11,025,363
	588,815
	10,436,548
	11,278,160
	602,319
	10,675,841

	U
	Total country co-financing
	I * country co-financing per dose
	588,815
	
	
	602,319
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	5.34%
	
	
	5.34%
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Where (n) depends on the vaccine
Table 1.1 D -: Estimated number of doses for Pneumococcal (PCV13), 1 doses/vial, Liquid associated injection safety material and related co-financing budget (page 3)
	
	
	Formula
	2016
	

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	5.34%
	
	
	
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	976,283
	52,140
	924,143
	
	
	

	C
	Number of doses per child
	Vaccine parameter (schedule)
	3
	3
	3
	3
	3
	3

	D
	Number of doses needed
	B * C
	2,928,849
	156,418
	2,772,431
	
	
	

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	1.05
	1.05
	1.05
	
	
	

	F
	Number of doses needed including wastage
	D * E
	3,075,292
	164,239
	2,911,053
	
	
	

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	21,137
	1,129
	20,008
	
	
	

	I
	Total vaccine doses needed
	F + G
	3,096,429
	165,368
	2,931,061
	
	
	

	J
	Number of doses per vial
	Vaccine parameter
	1
	1
	1
	1
	1
	1

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	3,274,485
	174,877
	3,099,608
	
	
	

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	
	
	
	
	
	

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	36,347
	1,942
	34,405
	
	
	

	N
	Cost of vaccines needed
	I * vaccine price per dose
	10,837,502
	578,785
	10,258,717
	
	
	

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	173,548
	9,269
	164,279
	
	
	

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	
	
	
	
	
	

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	23,263
	1,243
	22,020
	
	
	

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	541,876
	28,940
	512,936
	
	
	

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	19,682
	1,052
	18,630
	
	
	

	T
	Total fund needed
	(N + O + P + Q + R + S)
	11,595,871
	619,286
	10,976,585
	
	
	

	U
	Total country co-financing
	I * country co-financing per dose
	619,286
	
	
	
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	5.34%
	
	
	
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Where (n) depends on the vaccine
Annex 2
Estimated prices of supply and related freight cost: 2011 from UNICEF Supply Division; 2012 onwards: GAVI Secretariat
Table A - Commodities Cost
	Vaccine
	Presentation
	2011
	2012
	2013
	2014
	2015
	2016
	2017

	AD syringe
	0
	0.053
	0.053
	0.053
	0.053
	0.053
	0.053
	0.053

	DTP-HepB
	2
	1.600
	
	
	
	
	
	

	DTP-HepB
	10
	0.620
	0.620
	0.620
	0.620
	0.620
	0.620
	0.620

	DTP-HepB-Hib
	WAP
	2.580
	2.470
	2.320
	2.030
	1.850
	1.850
	1.850

	DTP-HepB-Hib
	WAP
	2.580
	2.470
	2.320
	2.030
	1.850
	1.850
	1.850

	DTP-HepB-Hib
	WAP
	2.580
	2.470
	2.320
	2.030
	1.850
	1.850
	1.850

	DTP-Hib
	10
	3.400
	3.400
	3.400
	3.400
	3.400
	3.200
	3.200

	HepB monoval
	1
	
	
	
	
	
	
	

	HepB monoval
	2
	
	
	
	
	
	
	

	Hib monoval
	1
	3.400
	
	
	
	
	
	

	Measles
	10
	0.240
	0.240
	0.240
	0.240
	0.240
	0.240
	0.240

	Pneumococcal(PCV10)
	2
	3.500
	3.500
	3.500
	3.500
	3.500
	3.500
	3.500

	Pneumococcal(PCV13)
	1
	3.500
	3.500
	3.500
	3.500
	3.500
	3.500
	3.500

	Reconstit syringe for Pentaval (2ml)
	0
	0.032
	0.032
	0.032
	0.032
	0.032
	0.032
	0.032

	Reconstit syringe for YF
	0
	0.038
	0.038
	0.038
	0.038
	0.038
	0.038
	0.038

	Rotavirus 2-dose schedule
	1
	7.500
	6.000
	5.000
	4.000
	3.600
	3.600
	3.600

	Rotavirus 3-dose schedule
	1
	5.500
	4.000
	3.333
	2.667
	2.400
	2.400
	2.400

	Safety box
	0
	0.640
	0.640
	0.640
	0.640
	0.640
	0.640
	0.640

	Yellow Fever
	WAP
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856

	Yellow Fever
	WAP
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856


Note: WAP - weighted average price (to be used for any presentation: For DTP-HepB-Hib, it applies to 1 dose liquid, 2 dose lyophilised and 10 dose liquid. For Yellow Fever, it applies to 5 dose lyophilised and 10 dose lyophilised)
Table B - Commodities Freight Cost
	Vaccines
	Group
	No Threshold
	200’000 $
	250’000 $
	2’000’000 $

	
	
	
	<=
	>
	<=
	>
	<=
	>

	Yellow Fever
	Yellow Fever
	
	20%
	
	
	
	10%
	5%

	DTP+HepB
	HepB and or Hib
	2%
	
	
	
	
	
	

	DTP-HepB-Hib
	HepB and or Hib
	
	
	
	15%
	3,50%
	
	

	Pneumococcal vaccine (PCV10)
	Pneumococcal
	5%
	
	
	
	
	
	

	Pneumococcal vaccine (PCV13)
	Pneumococcal
	5%
	
	
	
	
	
	

	Rotavirus
	Rotavirus
	5%
	
	
	
	
	
	

	Measles
	Measles
	10%
	
	
	
	
	
	


Table C - Low - Minimum country's co-payment per dose of co-financed vaccine.
	vaccine
	2012
	2013
	2014
	2015
	2016
	
	

	Pneumococcal(PCV13), 1 doses/vial, Liquid
	0.20
	0.20
	0.20
	0.20
	0.20
	
	


Table D - Wastage rates and factors
Countries are expected to plan for a maximal wastage rate of:
· 50% - for a lyophilised vaccine in 10 or 20-dose vial,
· 25% - for a liquid vaccine in 10 or 20-dose vial or a lyophilised vaccine in 5-dose vial,
· 10% - for a lyophilised/liquid vaccine in 2-dose vial, and
· 5% - for a liquid vaccine in 1-dose vial
	Vaccine wastage rate
	5%
	10%
	15%
	20%
	25%
	30%
	35%
	40%
	45%
	50%
	55%
	60%

	Equivalent wastage factor
	1.05
	1.11
	1.18
	1.25
	1.33
	1.43
	1.54
	1.67
	1.82
	2
	2.22
	2.5


WHO International shipping guidelines: maximum packed volumes of vaccines
Table E - Vaccine maximum packed volumes
	Vaccine product
	Designation
	Vaccine formulation
	Admin route
	No. Of doses in the schedule
	Presentation (doses/vial, prefilled)
	Packed volume vaccine (cm3/dose)
	Packed volume diluents (cm3/dose)

	BCG
	BCG
	lyophilized
	ID
	1
	20
	1.2
	0.7

	Diphtheria-Tetanus-Pertussis
	DTP
	liquid
	IM
	3
	20
	2.5
	

	Diphtheria-Tetanus-Pertussis
	DTP
	liquid
	IM
	3
	10
	3.0
	

	Diphtheria-Tetanus
	DT
	liquid
	IM
	3
	10
	3.0
	

	Tetanus-Diphtheria
	Td
	liquid
	IM
	2
	10
	3.0
	

	Tetanus Toxoid
	TT
	liquid
	IM
	2
	10
	3.0
	

	Tetanus Toxoid
	TT
	liquid
	IM
	2
	20
	2.5
	

	Tetanus Toxoid UniJect
	TT
	liquid
	IM
	2
	Uniject
	12.0
	

	Measles
	Measles
	lyophilized
	SC
	1
	1
	26.1
	20.0

	Measles
	Measles
	lyophilized
	SC
	1
	2
	13.1
	13.1

	Measles
	Measles
	lyophilized
	SC
	1
	5
	5.2
	7.0

	Measles
	Measles
	lyophilized
	SC
	1
	10
	3.5
	4.0

	Measles-Rubella freeze dried
	MR
	lyophilized
	SC
	1
	1
	26.1
	26.1

	Measles-Rubella freeze dried
	MR
	lyophilized
	SC
	1
	2
	13.1
	13.1

	Measles-Rubella freeze dried
	MR
	lyophilized
	SC
	1
	5
	5.2
	7.0

	Measles-Rubella freeze dried
	MR
	lyophilized
	SC
	1
	10
	2.5
	4.0

	Measles-Mumps-Rubella freeze dried
	MMR
	lyophilized
	SC
	1
	1
	26.1
	26.1

	Measles-Mumps-Rubella freeze dried
	MMR
	lyophilized
	SC
	1
	2
	13.1
	13.1

	Measles-Mumps-Rubella freeze dried
	MMR
	lyophilized
	SC
	1
	5
	5.2
	7.0

	Measles-Mumps-Rubella freeze dried
	MMR
	lyophilized
	SC
	1
	10
	3.0
	4.0

	Polio
	OPV
	liquid
	Oral
	4
	10
	2.0
	

	Polio
	OPV
	liquid
	Oral
	4
	20
	1.0
	

	Yellow fever
	YF
	lyophilized
	SC
	1
	5
	6.5
	7.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	10
	2.5
	3.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	20
	1.5
	2.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	50
	0.7
	1.0

	DTP-HepB combined
	DTP-HepB
	liquid
	IM
	3
	1
	9.7
	

	DTP-HepB combined
	DTP-HepB
	liquid
	IM
	3
	2
	6.0
	

	DTP-HepB combined
	DTP-HepB
	liquid
	IM
	3
	10
	3.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	1
	18.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	2
	13.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	6
	4.5
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	10
	4.0
	

	Hepatitis B UniJect
	HepB
	liquid
	IM
	3
	Uniject
	12.0
	

	Hib liquid
	Hib_liq
	liquid
	IM
	3
	1
	15.0
	

	Hib liquid
	Hib_liq
	liquid
	IM
	3
	10
	2.5
	

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	1
	13.0
	35.0

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	2
	6.0
	

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	10
	2.5
	3.0

	DTP liquid + Hib freeze-dried
	DTP+Hib
	liquid+lyop.
	IM
	3
	1
	45.0
	

	DTP-Hib combined liquid
	DTP+Hib
	liquid+lyop.
	IM
	3
	10
	12.0
	

	DTP-Hib combined liquid
	DTP-Hib
	liquid
	IM
	3
	1
	32.3
	

	DTP-HepB liquid + Hib freeze-dried
	DTP-Hib
	liquid
	IM
	3
	10
	2.5
	

	DTP-HepB liquid + Hib freeze-dried
	DTP-HepB+Hib
	liquid+lyop.
	IM
	3
	1
	22.0
	

	DTP-HepB-Hib liquid
	DTP-HepB+Hib
	liquid+lyop.
	IM
	3
	2
	11.0
	

	DTP-HepB-Hib liquid
	DTP-HepB-Hib
	liquid
	IM
	3
	10
	4.4
	

	DTP-HepB-Hib liquid
	DTP-HepB-Hib
	liquid
	IM
	3
	2
	13.1
	

	DTP-HepB-Hib liquid
	DTP-HepB-Hib
	liquid
	IM
	3
	1
	19.2
	

	Meningitis A/C
	MV_A/C
	lyophilized
	SC
	1
	10
	2.5
	4.0

	Meningitis A/C
	MV_A/C
	lyophilized
	SC
	1
	50
	1.5
	3.0

	Meningococcal A/C/W/
	MV_A/C/W
	lyophilized
	SC
	1
	50
	1.5
	3.0

	Meningococcal A/C/W/Y
	MV_A/C/W/Y
	lyophilized
	SC
	1
	10
	2.5
	4.0

	Meningitis W135
	MV_W135
	lyophilized
	SC
	1
	10
	2.5
	4.0

	Meningitis A conjugate
	Men_A
	lyophilized
	SC
	2
	10
	2.6
	4.0

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	10
	15.0
	

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	10
	8.1
	8.1

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	5
	2.5
	2.9

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	1
	12.6
	11.5

	Japanese Encephalitis
	JE_liq
	liquid
	SC
	3
	10
	3.4
	

	Rota vaccine
	Rota_lyo
	lyophilized
	Oral
	2
	1
	156.0
	

	Rota vaccine
	Rota_liq
	liquid
	Oral
	2
	1
	17.1
	

	Rota vaccine
	Rota_liq
	liquid
	Oral
	3
	1
	45.9
	

	Pneumo. conjugate vaccine 7-valent 
	PCV-7
	liquid
	IM
	3
	PFS
	55.9
	

	Pneumo. conjugate vaccine 7-valent 
	PCV-7
	liquid
	IM
	3
	1
	21.0
	

	Pneumo. conjugate vaccine 10-valent 
	PCV-10
	liquid
	IM
	3
	1
	11.5
	

	Pneumo. conjugate vaccine 10-valent 
	PCV-10
	liquid
	IM
	3
	2
	4.8
	

	Pneumo. conjugate vaccine 13-valent 
	PCV-13
	liquid
	IM
	3
	1
	12.0
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	PFS
	107.4
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	10
	2.5
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	1
	15.7
	

	Human Papilomavirus vaccine
	HPV
	liquid
	IM
	3
	1
	15.0
	

	Human Papilomavirus vaccine
	HPV
	liquid
	IM
	3
	2
	5.7
	

	Monovalent OPV-1
	mOPV1
	liquid
	Oral
	
	20
	1.5
	

	Monovalent OPV-3
	mOPV3
	liquid
	Oral
	
	20
	1.5
	


10. Attachments
10.1. List of Supporting Documents Attached to this Proposal
	Document
	Section
	Document Number
	Mandatory[1]

	MoH Signature (or delegated authority) of Proposal
	
	1
	Yes

	MoF Signature (or delegated authority) of Proposal
	
	5
	Yes

	Signatures of ICC or HSCC or equivalent in Proposal
	
	Missing
	Yes

	Minutes of ICC/HSCC meeting endorsing Proposal
	
	4
	Yes

	comprehensive Multi Year Plan - cMYP
	
	6
	Yes

	cMYP Costing tool for financial analysis
	
	2
	Yes

	Minutes of last three ICC/HSCC meetings
	
	Missing
	Yes

	Improvement plan based on EVM
	
	Missing
	Yes

	WHO/UNICEF Joint Reporting Form (JRF)
	
	3
	

	ICC/HSCC workplan for forthcoming 12 months
	
	
	

	National policy on injection safety
	
	
	

	Action plans for improving injection safety
	
	
	

	Plan for NVS introduction (if not part of cMYP)
	
	
	

	Banking details
	
	
	


[1] Please indicate the duration of the plan / assessment / document where appropriate
10.2. Attachments
List of all the mandatory and optional documents attached to this form
Note: Use the Upload file arrow icon to upload the document. Use the Delete item icon to delete a line. To add new lines click on the New item icon in the Action column.
	ID
	File type
	File name
	New file
	Actions

	
	Description
	Date and Time
	Size
	
	

	1
	File Type:
MoH Signature (or delegated authority) of Proposal *
File Desc:

	File name:
NVS Ministers Signatures.pdf
Date/Time:
17.05.2011 08:57:47
Size:
696 KB
	
	

	2
	File Type:
cMYP Costing tool for financial analysis *
File Desc:

	File name:
MOZ_cMYP_Costing_Tool_Vs.2.5_26_04_11.xls
Date/Time:
10.05.2011 13:29:57
Size:
3 MB
	
	

	3
	File Type:
WHO/UNICEF Joint Reporting Form (JRF)
File Desc:

	File name:
JRF_2010 com correccoes 03_05_2010.xls
Date/Time:
10.05.2011 13:37:01
Size:
453 KB
	
	

	4
	File Type:
Minutes of ICC/HSCC meeting endorsing Proposal *
File Desc:

	File name:
NITAG-R03-01-2011 - On Introduction of New Vaccines.doc
Date/Time:
10.05.2011 13:38:46
Size:
294 KB
	
	

	5
	File Type:
MoF Signature (or delegated authority) of Proposal *
File Desc:

	File name:
NVS Ministers Signatures.pdf
Date/Time:
17.05.2011 09:05:41
Size:
696 KB
	
	

	6
	File Type:
comprehensive Multi Year Plan - cMYP *
File Desc:

	File name:
Mozambique- MULTI-Year Plan - 2012-2016.doc
Date/Time:
17.05.2011 09:30:15
Size:
1 MB
	
	


Banking Form
	In accordance with the decision on financial support made by the GAVI Alliance, the Government of Mozambique hereby requests that a payment be made via electronic bank transfer as detailed below:
	

	
	
	

	Name of Institution (Account Holder):
	
	

	
	
	

	Address:
	
	

	City Country:
	
	

	Telephone no.:
	
	Fax no.:
	
	

	Currency of the bank account:
	
	

	For credit to:
	

	Bank account's title:
	
	

	Bank account no.:
	
	

	Bank's name:
	
	

	
	


Is the bank account exclusively to be used by this program? 
By who is the account audited? 
Signature of Government’s authorizing official
	Name:
	
	Seal

	
	
	

	Title:
	
	

	Signature:
	
	

	Date:
	
	


	FINANCIAL INSTITUTION
	CORRESPONDENT BANK
(In the United States)

	Bank Name:
	
	
	

	Branch Name:
	
	
	

	Address:
	
	
	

	City Country:
	
	
	

	Swift Code:
	
	
	

	Sort Code:
	
	
	

	ABA No.:
	
	
	

	Telephone No.:
	
	
	

	FAX No.:
	
	
	

	
	


I certify that the account no is held by (Institution name) at this banking institution.
	The account is to be signed jointly by at least 0 (number of signatories) of the following authorized signatories:

	1
	

	
	Name:
	

	
	Title:
	

	2
	

	
	Name:
	

	
	Title:
	

	3
	

	
	Name:
	

	
	Title:
	

	4
	

	
	Name:
	

	
	Title:
	


	Name of bank’s authorizing official

	

	Signature:

	

	Date:

	

	Seal:
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