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	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 languages of the arbitration will be English or French.

	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.


	
	
	Type of Support
Vaccine
Start Year
End Year
Preferred second presentation[1]
Routine New Vaccines Support
Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
2015
2020
Preventive Campaign Support
MR, 10 dose(s) per vial, LYOPHILISED
2015
2015

	[1] GAVI may not be in a position to accommodate all countries first product preferences, and in such cases, GAVI will contact the country and partners to explore alternative options. A country will not be obliged to accept its second or third preference, however GAVI will engage with the country to fully explore a variety of factors (such as implications on introduction timing, cold chain capacity, disease burden, etc.) which may have an implication for the most suitable selection of vaccine. If a country does not indicate a second or third preference, it will be assumed that the country prefers to postpone introduction until the first preference is available. It should be noted that this may delay the introduction in the country.
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	3. Executive Summary


	
	
	Please provide a summary of your country's proposal, including the following the information:

For each specific request, NVS routine support or NVS campaign : 

The duration of support

The total amount of funds

Details of the vaccine(s), if applicable, including the reason for the choice of presentation

Projected month and year of introduction of the vaccine

Relevant baseline data, including:

DTP3 and Measles coverage data (as reported on the WHO/UNICEF Joint Reporting Form)

Birth cohort, targets and immunisation coverage by vaccines

Country preparedness

Summary of EVM assessment and progress on EVM improvement plan

The nature of stakeholders' participation in developing this proposal

Inter-Agency Coordinating Committee

Partners
National Comprehensive Multi-Year Plan 2011-2015 for EPI in Solomon Islands was issued in 2010, where PCV vaccine is scheduled to be introduced in 2014-2015 and Measles SIAs for children 12-59 months in 2015. Administratively, the country is divided into nine provinces and Honiara City Council with a total of 38 zones. The estimated total population is 515,870 (2009 census) with children under one aged of 16,769 (JRF2012), 84% of the population lives in rural areas.  Under-5 mortality rate is 22 per 1000 live births (World Health Statistics (WHS published 2013) and pneumonia accounted for 16%  of the U5MR in the country (WHI2013).  

Solomon Islands is highly committed to maintaining and achieving EPI Global and Regional Goals for reduction of Child mortality and morbidity due to VPDs, such as Polio eradication, Measles and MNTE elimination. Thanks to GAVI support, DPT-HepB-Hib vaccine has been introduced for child vaccination since 2008 with high coverage. However, besides the burden of child mortality due to pneumococcal diseases, a lab-confirmed outbreak of rubella was reported from Honiara City Council, Western and other provinces in 2012. And due to this rubella outbreak in susceptible women of child bearing age, esp. pregnant women during their first months of pregnancy in 2012,from March to May 2013 there were 13 CRS cases identified by National Referral Hospital’s pediatricians with 2 case confirmed rubella IgM (+). The country already planned a measles follow-up campaign in 2012. In response to the rubella outbreak, the MHMS-NIP, in collaboration with UNICEF and WHO, decided to vaccinate using MR rather than measles vaccine in the 2012 campaign. This campaign targeted all children 1-4 years of age in June 2012.The country is continuing to make further efforts to achieve the WPRO goal of measles elimination. Although national routine measles vaccine coverage MCV1 has been increased, but not reached to >80% before 2011, therefore the risk of focal measles outbreaks due to gaps in measles herd immunity is exists. The country therefore needs to conduct regular follow-up measles vaccination campaigns, with the next one scheduled in 2015. With GAVI support, the NIP and MOH would plan to target in 2015 all children 1-14 years of age with MR vaccine in order to prevent rubella and reduce CRS as well as achieve elimination goal for Measles and Rubella according to WPRO recommendations.”
This New Vaccine Support application is developed for Solomon Islands to achieve child immunization objectives, especially on prevention of pneumonia, meningitis and other invasive pneumococcal diseases as well as elimination measles, rubella and reduction of Congenital Rubella Syndrome. Following are specific targets for the PCV13 vaccine introduction and MR preventive vaccination campaign in 2015:
(i)               95% of children under 1 year old vaccinated with three doses of PCV13 in routine programme and
(ii)              98% of children 1-14 years old immunized with MR vaccine in nation-wide catch-up vaccination campaign 
Once approved for implementation, this new GAVI vaccine support will also become a great opportunity for the country EPI to strengthen quality of routine vaccination services as well as sentinel surveillance and communication-education activities for increased community awareness and its active participation in the coming years. Besides, monitoring, supportive supervision before and during new PCV13 vaccine introduction as well as Rapid Coverage Assessment after MR vaccination campaign,  Post Introduction Evaluation is planned using standard methodology with WHO technical assistance by early 2016. 

a) Summary information on each of specific requests for the country’s NVS application:

PCV routine vaccination support

MR preventive vaccination  campaign

The duration of support

From 2015 to 2020
(Note:  application for GAVI continued support in the next cMYP 2016-2020 will be submitted in 2015)

2015 catch up wide age-range for children 1-14 years old nation-wide

The total amount of funds for GAVI support (this application) in 

$  345,086, including:

· Cost of the vaccine: $241,502

· Cost of Injection supplies: $3,583

· Vaccine introduction grant: $100,000

$ 302,701, including:

· Cost of the vaccine: $145,471

· Injection equip.: $15,465

· Operational support: $141,765

Details of the vaccine, incl.

Pneumococcal (PCV13),  single-dose vial, LIQUID

PCV13 is the best choice for Solomon Islands because it covers 79% of serotypes present in invasive pneumococcal disease in Oceania, as compared to 75% of serotypes for PCV10.  

In addition, the cost for PCV13 will be  reduced compared to PCV10 thanks to lower wastage rate of single dose vial. Lastly, there is no additional cold chain capacity  is required for PCV13 vaccine introduction in Solomon Islands 

Measles-Rubella vaccine , 10-dose vial, LYOPHILIZED 

To reach the objective of prevention rubella. measles  and reduction of Congenital Rubella Syndrome/ Infections, the  MR vaccine is the best choice for Solomon Islands. The vaccine  has been used  safely and successfully for  SIAs  of children 1-4 years old  in 2012 and it is affordable vaccine  for SIG. 

Projected month and year of the vaccine introduction

January 2015

May-June 2015

b) Relevant baseline data, including:

b.1Birth cohort, targets and immunization coverage by vaccine in 2012:

Vaccines

Surviving infants

Target  infants

Immunization coverage

BCG

16,769

16,640 

83%  (14,317vaccinated)

Hepatitis B birth dose

17,286 (live births)

16,640

-59% (10,175 vaccinated  within 24 hrs)

-89% (15,479 vaccinated in total)

DPT-HepB-Hib 3

16,769

15,015 

90%  (15,053 vaccinated)

Oral Polio Vaccine 3

16,769

15,766 

86%  (14,375 vaccinated)

Measles 1

16,769

13,138 

85%  (14,220 vaccinated)

b.2 DPT3 and Measles Coverage baseline data (in 3 consecutive years as reported on the WHO/UNICEF Joint Reporting Form):

Years

2010

2011

2012

DPT 3

79

89%

90%

Measles 1

69

75%

85%

c) Country preparedness: 

The Solomon Islands EPI International Review (November 2012) and EVM Report (August 2012) noted several structural and institutional challenges that could affect implementation of vaccination service delivery in general and of this new vaccine proposal, in particular with relation to supportive supervision, cold chain and vaccine management.  As noted in the EVM Improvement Plan Progress Report of July 2013, the National Immunization Program has been making steady progress in addressing key concerns such as documentation, Vaccine Cold Chain Policy, clarification of TORs, roles and functions as well as training in good practices and also cold chain equipment replacement  However, underlying issues related to management and reporting structures at and between Provincial service delivery levels, Provincial Management, and NIP and National Medical Stores Management, will require more robust, medium term solutions. These are currently being addressed by the Ministry of Health and Medical Services through the implementation of its Policy on Universal Health Coverage and Role Delineation, which will imply a streamlining and clarification management structures at all levels.  During the transition phase, NIP will accord extra attention to the vulnerabilities identified in the EPI Review and EVM Report, in order to ensure that roll out of the NVS program is as effective as possible.
Pls. refer to the Executive summary report and progress report on the implementation of the improvement plan enclosed under Attachment section of this application for more details.
d) The nature of stakeholders’ participation in developing this proposal:

· Inter-Agency Coordinating Committee: reviewed  and endorsed the NVS proposal

Partners, esp. WHO has  provide technical consultation and assistance  for  development this  NVS proposal 


	

	


			
	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 Solomon Islands 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 GAVI support for:

			
		Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID routine introduction
MR, 10 dose(s) per vial, LYOPHILISED preventive campaigns
	
			
	The Government of Solomon Islands commits itself to developing national immunisation services on a sustainable basis in accordance with the Comprehensive Multi-Year Plan 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.

			
	Table(s) 6.2.4 in the NVS Routine section of this application shows the amount of support in either supply or cash that is required from the GAVI Alliance. Table(s) 6.2.3 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 October.
The payment for the first year of co-financed support will be around August 2015 for Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID.

			
	Please note that this application will not be reviewed or recommended for approval by the Independent Review Committee (IRC) without the signatures of both the Minister of Health and Minister of Finance or their delegated authority. These signatures are attached as DOCUMENT NUMBER : 1 and 2 in Section 10. Attachments.

			
	Minister of Health (or delegated authority)
Minister of Finance (or delegated authority)
Name
Charles Sigoto
Name
Rick Houenipwela
Date
Date
Signature
Signature

			
	This report has been compiled by (these persons may be contacted in case the GAVI Secretatiat has queries on this document): 

			
	Full name
Position
Telephone
Email
Dr Divinal OGAOGA
Director Reproductive and Child Health Division,MHMS
(677)202212/7513627
dogaoga@moh.gov.sb
Dr. Hoa CAO Viet
STC-EPI, WHO Solomon Islands
(677) 7667025
hoac@wpro.who.int
Mr. Raymond MAURIASI
National EPI Coordinator, RCHD-MHMS
(677)21202
rmauriasil@moh.gov.sb
Mr. Richard TARO
National Cold Chain Manager,NMS- MHMS
(677)-7488643
taro.richard@gmail.com

			
	4.1.2. National Coordinating Body - 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 routine support and/or campaign 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
Interagency Coordinating Committee
Year of constitution of the current committee
2009
Organisational structure (e.g., sub-committee, stand-alone)
ICC is sub-committee under Family Health Inter-Agency Coordinating Committee MHMS
Frequency of meetings
quarterly

			
	The Terms of Reference or Standard Operating Principles for the ICC, including details on the ICC membership, quorum, dispute resolution process and meeting schedules is attached as DOCUMENT NUMBER : 4.

			
	Major functions and responsibilities of the ICC/HSCC:

			
	1/. Main Responsibilities of the Inter-Coordinating Committee for Immunization (Committee is functioning under Family Health Inter-Agency Coordinating Committee- MHMS)
-          Set strategic direction for national and provincial EPI activities.
-          Review reports related to Child Vaccination programme, including coverage and vaccine preventable disease data. 
-         Review and endorse action plan and proposals with financial support for EPI strengthening and strategic development .
-          Ensure sufficient human resources to support EPI activities, e.g. support for increased EPI staff capacity  at diffrent levels of services via coordination of EPI training plan
-          Support to ensure appropriate logistics related to EPI, esp. vaccine, injection and cold chain supply and management 
-     Perform other designated activities from FHICC 
2/. Main Functions of the Inter-Coordinating Committee for EPI 
a)      Technical coordination
- Support for development of a National Policy Framework for vaccine and immunization that give priority to immunization targets setting and respective guidelines and activities
Support for periodic  review, evaluation/ assessment of national EPI programme
- Advisory role for national strategic plans of actions; the implementation of strategies
- Role of monitoring of service performance; on disease surveillance data
Monitoring  on adherence of international standards in child Immunization
-Reviewing and endorsement of proposals for continued program development
b)      Financial coordination
Financial planning (short and long term)
Mobilization of additional resources when necessary
Evaluation of the use of resources
c)       Political coordination
Support for Advocacy and Soc Mob for increased commitment to immunization at all levels

			
	Please describe how partners have provided support in preparation of the proposal:

			
	Partner agencies have involved in different stages of development of this proposal as follows:
- WHO provides technical consultative assistance for development objectives and vaccination strategy.  Consultation on technical issues was closely made between MHMS and WHO at country, regional and HQ levels  using latest international published knowledge and evidences, incl. WHO positions papers on PCV and MR vaccination as well as GAVI Policy and Guidelines Documents. WHO has also provided  data related to  VPD burden and also supported country to  obtain CRS surveillance information from Hospital-based Surveillance  with laboratory testing results as well 
- UNICEF continues its support for cold chain improvement plan and in the cMYP 2011-2015 there was $ 100,000 defined from UNICEF resources to support  Solomon Islands’ 2015 vaccination campaign , which originally planned for Measles  vaccine.
- Partner agencies are Inter-Agency Coordinating Committee’s  active members and they have reviewed  and endorsed this NVS proposal 
Beside, WHO and UNICEF are collaborating with the country’s programme   for its successes as  long-term technical and financial supporters. Their cooperation and involvement in the process of planning, implementation and monitoring evaluation are important for EPI development with new vaccine introduction in the years to come:
-          Implementation: UNICEF and WHO are expected to continue their technical and financial supports for selected activities under NVS introduction plan, esp.  micro-planning for both routine and also MR catch-up vaccination, Communication / Advocacy, VPD sentinel surveillance  and surveillance for AEFIs
-          Monitoring and Evaluation: Supportive supervision for PCV13 and other routine vaccination and/or monitoring during and after MR catch-up vaccination campaign, incl. Rapid Coverage Assessment (RCA) and also Post-Introduction Evaluation (PIE) will be conducted with these key  EPI  partner agency’s involvement and technical assistance. 

			
	4.1.3. Signature Table for the Coordinating Committee for Immunisation

			
	We the members of the ICC, HSCC, or equivalent committee [1] met on the 21/08/2013 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached. The minutes of the meeting endorsing this proposal are attached as Document number 5. The signatures endorsing the proposal are attached as Document number 6 (please use the list for signatures in the section below).

			
	Please refer to Annex D of the Guidelines for more information on ICCs.

			
	Function
Title / Organisation
Name
Please sign below to indicate the attendance at the meeting where the proposal was endorsed
Please sign below to indicate the endorsement of the minutes where the proposal was discussed
Chair
Director of Reproductive Child Health Division-MHMS
Dr Divinal Ogaoga.
Secretary
National EPI Coordinator, RCHD-MHMS
MR. Raymond Mauriasi.
Members
WHO Representative/ WHO Solomon Islands.
Dr Juliet Fleischl
Chief Field Office/ UNICEF Solomon Islands.
Mr Kang  Yun Jong.
Pediatrician, representing Head of Pediatric Dept. NRH-MHMS
Dr. Carol Titiulu

			
	By submitting the proposal we confirm that the quorum has been met. Yes

			
	The minutes from the three most recent ICC meetings are attached as DOCUMENT NUMBER : 7.

			
	4.2. National Immunization Technical Advisory Group

			
	Has a NITAG been established in the country ? No

			

	

	


	5. Immunisation Programme Data


	
	
	5.1 Background information

	
	Please complete the table 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 10. Please attach the cMYP costing tool as DOCUMENT NUMBER 11.
▪ 
Please attach relevant Vaccine Introduction Plan(s) as DOCUMENT NUMBER : 12
▪ 
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.

	
	Please use the most recent data available and specify the source and date.

	
	Figure
Year
Source
Total population
552,722
2012
National Census 2009.
Infant mortality rate (per 1000)
15
2012
MHMS core indicator report 2012
Surviving infants[1]
16,769
2012
JRF 2012
GNI per capita (US$)
1,130
2013
World Bank, July 2013
Total Health Expenditure (THE) as a percentage of GDP
9
%
2011
World Bank
General government expenditure on health (GGHE) as % of General government expenditure
5
%
2009
SIG Health Report

	
	[1] Surviving infants = Infants surviving the first 12 months of life

	
	5.1.1 Lessons learned

	
	Routine New Vaccines Support

	
	If new or under-used vaccines have already been introduced in your country, please give details of the lessons learned from previous introduction(s) specifically for: storage capacity, protection from accidental freezing, staff training, cold chain, logistics, coverage and drop-out rates, wastage rate, etc., and suggest action points or actions taken to address them. Please refer to previous Post Introduction Evaluations (PIE), if applicable.

	
	Lessons Learned
Action Points
  Pre-introduction activities were planned and implemented well in advance with available  financial resources, e.g. GAVI, SIG, other key partners (WHO,UNICEF)
 - Inclusion of NV introduction plan into Annual EPI and RCH  Operational plans at different levels
 - NV Introduction plan to be costed with defined  funding sources 

2. Supply of vaccine, cold chain  equipment and logistic were scheduled for in-country delivery and distribution at least 2 months prior the  expected vaccine introduction date 
- Bundled Vaccine and other supply forecast to be completed on time for  confirmation of actual supply schedule by GAVI  and UNICEF
3. Completion of revision and dissemination of newly revised National immunization Policy, vaccination schedule and all recording and reporting instruments 
 - Time table to be developed and followed for all required Pre-introduction activities to be undertaken and completed accordingly 
4. Training plan on new vaccine for  all health staff under EPI network to be scheduled with available materials and revised working instruments for completion  at the lowest service delivery levels at least 1 month prior the vaccine introduction date
- Adaptation/revision of training materials and respective EPI recording and reporting materials to be completed and distributed in advance to the local level
- Training schedule and program to be planned concretely at different implementing levels, so that  related staff at all provinces, zones, AHCs, RHCs and NAPs  can complete training and be ready for implementation 2 weeks  before the expected introduction date.
5. Challenges of availability of effective media communication channels and materials for community  awareness raising on new vaccine introduction
 - Material and financial resources as well as mobilization of involvement or participation of health professionals and local stake holders such as network of  churches, community and women leaders.

 - Development and timely distribution of printed communication materials at service delivery level.
6. Limitation of supportive supervision on new vaccine introduction at local levels due to lack of human resources and sufficient budget for transportation and other required expenses for field work.
 - Development of local capacity ( Provincial and Area Health Level) on supportive supervision for routine vaccination including new vaccines.
 - Budget line for supportive supervision and monitoring to be included and secured in the new vaccine introduction plant mn and annual operation plan

	
	Preventive campaign support
If campaigns with MR vaccines have already been conducted in your country, please give details of the lessons learned, specifically for: storage capacity, protection from additional freezing, staff training, cold chain, logistics, coverage, wastage rate, etc, and suggest action points to address them in future campaigns.
Lessons Learned
Action Points
Delayed  distribution of  Vit A , Abendazole tablets and IEC materials  due to transportation problems 
Detailed and accurate logistics and transportation plans to be developed and implemented in advance through the system 
Supervision and monitoring at  sub-provincial levels  ( by prov’ l and zonal supervisors) were not adequate enough during the vaccination campaign ( other competing activities)
Training  and planning for  supervision activities to be done for prov’l and zonal supervisors 
Budget lines with define funding to be included in MR  operational plan for supervision monitoring  activities planned  at sub-prov’l levels 

Delay report of coverage data from zonal to provincial and National level 
Special mechanism of reporting between different levels  of services to be clarified and established at Prov’l planning –implementation  workshop  to ensure  SIAs timeliness and completeness reporting 
Inadequate involvement of stakeholders  in the  MR campaign 
Identify and  invite related stakeholders  for participation at planning 

	
	5.1.2 Health planning and budgeting

	
	Please provide information on the planning and budgeting cycle in your country
The planning and budgeting of the Solomon Islands Government begins in June of each year for the  following fiscal year. The process involves the whole of government approach. All Ministries, including the Ministry of Health and Medical Services are given a ceiling by the Ministry of Finance and Treasury. The ceiling covers costs for human resource, overheads and operations. Development and capital costs requires a bidding process that requires submission to the Ministry of Planning and Aid Coordination and the Ministry of Finance and Treasury for consideration against bids from other Ministries. The other bidding process includes bidding for funds up and beyond the ceiling allocation.  
Planning and budgeting for development partners budget support has been harmonized with Solomon Islands planning and budgeting cycle, which is from June to September, before the Parliament budgeting sitting,  
Please indicate the name and date of the relevant planning document for health
1. National Health Strategic Plan 2011- 2015.
2. Solomon Islands Child Health Strategy 2011 - 2015.
3. National Reproductive Health Policy and Strategy 2011 -2013.
4.Comprehensive Multi Year Plan (cMYP) for EPI 2011 - 2015
Is the cMYP (or updated Multi-Year Plan) aligned with the proposal document (timing, content, etc.)
Yes: (i) Pneumococcal  vaccine (PCV) introduction has been  planned for 2014-2015 and  (ii) Measles-Rubella ( MR) vaccine introduction has been required and Addendum to  cMYP 2011-2015 was developed and attached with this application (RCV introduction plan will be included for the cMYP updating in Q4/2014).
Please indicate the national planning budgeting cycle for health
National Planning Cycle January to December annually, and planning begins in June each year. 
Please indicate the national planning cycle for immunisation
The national planning cycle for immunization is aligned with the Ministry of Health and Medical Services and the Solomon Island’s Government planning and budgeting cycle.  


	

	


	
	5.1.3 Preparatory activities

	
	Please provide an outline of all preparatory activities for vaccine(s) introduction
1. Activities for program Management,e.g. Development plan for vaccine introduction and costing  and presentation for approval by the MHMS, Re-assessment of cold chain capacity Updating of National Immunization Policy ,revision of National Immunization Schedule and  Vaccine Cold chain management Guidelines, vaccination recording and reporting instruments, vaccine licensing with National Medicine and Therapeutics Committee as well as continued implementation of activities for EVM and Cold Chain improvement, etc .....
2.Staff Capacity development Activities for quality vaccination services with new vaccine, e.g development, revision and printing training manuals, Operation Guide (for planning-implementation of MR vaccination campaign) ,Training activities for related staff, esp. at sub-national service delivery levels on new vaccine and planning, implementation for vaccination services with PCV13, etc .....
3. Advocacy, communication and soc mob for new vaccine introduction, incl.development and distribution of relevant communication materials to all levels, national workshops to raise awareness and advocate on MR and PCV vaccination for other EPI stakeholders, incl. media , media campaign and launching of  new vaccine introduction or campaign at different levels in the country
4. Activities for improved surveillance of VPDs, particularly Acute Fever and Rash (AFR), rubella, measles and Congenital Rubella Syndrome(CRS); AEFIs; strengthened Monitoring and Supervision; Evaluation, e.g. Sentinel surveillance, Supportive supervision, Rapid Coverage Assessment after MR campaign and Post-Inroduction Evaluation ,etc...

	
	5.1.4 Gender and equity

	
	Please describe any barriers in access to immunisation services that are related to geographic, socio-economic and/or gender equity and actions taken to mitigate these barriers. Highlight where these issues are addressed in the vaccine introduction plan(s).
There is no barriers in access to immunization services that related to socio-economic and gender equity,however due to geographical characteristics of an islands country there are geographical barriers to  immunization services. Actions are being taken to mitigate these barriers include:
1. Local Micro-planning to increase availability and access to immunization services is being conducted by different level of health care to identify hard-to reach, remote target population and plan and conduct outreach and mobile vaccination activities for them
2.Cold Chain improvement plan has been implemented to expand vaccine storage network and capacity to cover hard to reach and remote areas, e.g.  by June 2013 seventy seven (77) solar fridges were distributed to area where there no electricity; National Medical Store is establishing new secondary medical/ vaccine store; new cold room with storage volume of 10,000 Litres has put into function after installation of the stabilizer in Aug.2013
3. Additional financial resources are being used and allocated to provincial level for increased/ improved  transport capacity in the context  of islands geography, e.g. budget for supply of fuel and OBM & boats
Discuss how equity issues (geographic, socio-economic and/or gender) are being taken into account in the design of social mobilisation and other strategies to increase immunisation coverage. Highlight where these issues are addressed in the vaccine introduction plan(s).
Equity issues are being taken as described above
The issues are addressed in the vaccine  introduction plan under planning, communication advocacy, implementation strategy components. 
Please indicate if sex disaggregated data is collected and used in immunisation routine reporting systems.
There is no gender inequity on health care service provision in general as well as vaccination services for girls and boys. However, currently the National Immunization program does not have sex-disaggregated data.
Is the country currently in a situation of fragility (eg. insecurity, conflict, post-conflict, refugees/and or displaced persons and recent, current or potential environmental disaster, such as flooding, earthquake or drought)? If Yes, please describe how these issues may impact your immunisation programme, planning for introduction of routine vaccines or campaigns and financing of these activities.
no

	
	5.1.5 Data quality

	
	Please attach a data quality assessment report, if one has been completed within the previous 36 months (DOCUMENT NUMBER : 13). If available, an improvement plan and progress report on the implementation of the improvement plan should also be submitted (DOCUMENT NUMBER : 14, DOCUMENT NUMBER : 15).

	
	5.1.6 MCV Immunisation coverage
Please provide information concerning immunisation coverage related to measle-containing vaccines (MCV)
Table 5.1.6: MCV Immunisation coverage
Coverage
2005
2006
2007
Administrative(1)
WHO/UNICEF(2)
Administrative(1)
WHO/UNICEF(2)
Administrative(1)
WHO/UNICEF(2)
Measles 1st dose (%)
70
70
75
84
77
78
Measles 2st dose (%)
0
0
0
0
0
0
Supplementary Immunisation Activities (SIA) (%)
0
0
98
0
0
0
Coverage
2008
2009
2010
Administrative(1)
WHO/UNICEF(2)
Administrative(1)
WHO/UNICEF(2)
Administrative(1)
WHO/UNICEF(2)
Measles 1st dose (%)
75
60
60
60
69
68
Measles 2st dose (%)
0
0
0
0
0
0
Supplementary Immunisation Activities (SIA) (%)
0
0
94
0
0
0
Coverage
2011
2012
Administrative(1)
WHO/UNICEF(2)
Administrative(1)
WHO/UNICEF(2)
Measles 1st dose (%)
75
73
85
85
Measles 2st dose (%)
0
0
0
0
Supplementary Immunisation Activities (SIA) (%)
0
0
96
0
Note:
(1) National reported Administrative Coverage
(2) WHO/UNICEF estimated coverage
Was the last Measles Supplementary Immunization Activities (SIA) administrative coverage or results of a survey of acceptable methodology Administrative coverage


	

	


	5.2. Baseline and Annual Targets (NVS Routine Support)


	
	
	Please refer to cMYP pages to assist in filling-in this section.

	
	Number
Base Year
Baseline and Targets
Baseline and Targets
Baseline and Targets
2012
2015
2016
2017
Total births
17,286
18,450
18,880
19,319
Total infants’ deaths
517
554
566
580
Total surviving infants
16,769
17,896
18,314
18,739
Total pregnant women
17,286
18,450
18,880
19,319
Target population vaccinated with BCG
14,317
16,605
16,992
17,387
BCG coverage
83 %
90 %
90 %
90 %
Target population vaccinated with OPV3
OPV3 coverage
86 %
90 %
90 %
90 %
Number of infants vaccinated (to be vaccinated) with DTP1
15,842
17,002
17,398
17,802
Number of infants vaccinated (to be vaccinated) with DTP3
15,053
16,107
16,482
16,865
DTP3 coverage
90 %
90 %
90 %
90 %
Wastage[1] rate in base-year and planned thereafter (%) for DTP
5
5
5
5
Wastage[1] factor in base-year and planned thereafter for DTP
1.05
1.05
1.05
1.05
Target population vaccinated with 1st dose of Pneumococcal (PCV13)
0
17,002
17,398
17,802
Target population vaccinated with 3rd dose of Pneumococcal (PCV13)
0
17,002
17,398
17,802
Pneumococcal (PCV13) coverage
0 %
95 %
95 %
95 %
First Presentation: Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
Wastage[1] rate in base-year and planned thereafter (%) {0}
5
5
5
5
Wastage[1] factor in base-year and planned thereafter (%)
1.05
1.05
1.05
1.05
Maximum wastage rate value for Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
5 %
5 %
5 %
5 %
Number of infants vaccinated (to be vaccinated) with 1st dose of TT+
13,368
15,867
16,426
17,000
TT+ coverage
77 %
86 %
87 %
88 %
Annual DTP Drop out rate [ ( DTP1 – DTP3 ) / DTP1 ] x 100
5 %
5 %
5 %
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.


	

	


		Number
	Baseline and Targets
	Baseline and Targets
	Baseline and Targets

			2018
	2019
	2020

	Total births
	19,768
	20,228
	20,699

	Total infants’ deaths
	593
	607
	621

	Total surviving infants
	19,175
	19,621
	20,078

	Total pregnant women
	19,768
	20,228
	20,699

				
	Target population vaccinated with BCG
	17,791
	18,205
	18,629

	BCG coverage
	90 %
	90 %
	90 %

				
	Target population vaccinated with OPV3
			
	OPV3 coverage
	90 %
	90 %
	90 %

				
	Number of infants vaccinated (to be vaccinated) with DTP1
	18,216
	18,640
	19,074

	Number of infants vaccinated (to be vaccinated) with DTP3
	17,257
	17,659
	18,070

	DTP3 coverage
	90 %
	90 %
	90 %

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

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

				
	Target population vaccinated with 1st dose of Pneumococcal (PCV13)
	18,216
	18,640
	19,074

	Target population vaccinated with 3rd dose of Pneumococcal (PCV13)
	18,216
	18,640
	19,074

	Pneumococcal (PCV13) coverage
	95 %
	95 %
	95 %

	First Presentation: Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
			
	Wastage[1] rate in base-year and planned thereafter (%) {0}
	5
	5
	5

	Wastage[1] factor in base-year and planned thereafter (%)
	1.05
	1.05
	1.05

	Maximum wastage rate value for Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
	5 %
	5 %
	5 %

				
	Number of infants vaccinated (to be vaccinated) with 1st dose of TT+
	17,593
	18,205
	18,629

	TT+ coverage
	89 %
	90 %
	90 %

				
	Annual DTP Drop out rate [ ( DTP1 – DTP3 ) / DTP1 ] x 100
	5 %
	5 %
	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.


	
	

	

	


	5.3. Baseline and Annual Targets for Preventive Campaign(s)


	
		
	5.3.1 Baseline and annual targets (MR campaign)
Please specify cohort for rubella-containing vaccines (RCV):
RCV Start 1 year
RCV End 14 years
Cohort population = population 1 year - 14 years old
GAVI will only provide support to countries for rubella catch-up campaign by providing MR vaccine for a target population of males and females aged 9 months to 14 years (the exact range in the scope of 9 months to 14 years old will depend on rubella epidemiology in the country.
Table 5.3.1 Baseline NVS preventive campaign figures for MR
Base Year
Baseline and Targets
2012
2015
Total births
17,286
18,450
Total population 1 year - 14 years old
207,206
222,562
Target population vaccinated with MR
64,483
218,110
MR (campaign) coverage (%) [1]
31 %
98 %
Wastage rate (%) for MR (campaign)
0
15
Wastage factor for MR
1
1.18
[1] Number of persons vaccinated out of total target population
	

	

	


	6. New and Under-Used Vaccines (NVS Routine)


	
	
	6.1. Assessment of burden of relevant diseases (if available)

	
	Disease
Title of the assessment
Date
Results
Pneumococcal meningitis
Western Pacific Region meningitis surveillance network
2012
Data from the site closest to Solomon Islands, Papua New Guinea, showed that 31% of probable bacterial meningitis cases were due to pneumococcus in 2012, thus documenting the importance of pneumococcus as a cause of serious childhood disease in this region.
Pneumococcal related diseases 
WHO estimates that in 2000, pneumococcus caused 
2000 (Updated estimates for 2008 are under preparation but not yet available)
 1390 cases of pneumonia, 
 13 cases of meningitis, and 
 78 cases of other invasive disease among children under 5 years old in Solomon Islands, 
 resulting in 35 deaths.


	

	

	


	6.2. Requested vaccine (Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID)

	As reported in the cMYP, the country plans to introduce Pneumococcal (PCV13), using Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID.

	When is the country planning to conduct this vaccine? January 2015

	Please note that, due to a variety of factors, the launch date may vary compared to the date stipulated in the application. GAVI will work closely with countries and their partners to address these issues.


	
			
	6.2.1. Co-financing information
If you would like to co-finance an amount higher than the minimum, please provide information in Your co-financing row.

			
	Country group
Intermediate
		
			
	Year 1
Year 2
Year 3
2015
2016
2017
Minimum co-financing
0.20
0.23
0.26
Your co-financing (please change if higher)
0.20
0.23
0.26
	
			
	Year 1
Year 2
Year 3
2018
2019
2020
Minimum co-financing
0.30
0.35
0.40
Your co-financing (please change if higher)
0.30
0.35
0.40
	
			
	6.2.2. Specifications of vaccinations with new vaccine

			
	Data from
Year 1
Year 2
Year 3
2015
2016
2017
Number of children to be vaccinated with the first dose
Table 5.2
#
17,002
17,398
17,802
Number of children to be vaccinated with the third dose
Table 5.2
#
17,002
17,398
17,802
Immunisation coverage with the third dose
Table 5.2
#
95.00 %
95.00 %
95.00 %
Country co-financing per dose
Table 6.2.1
$
0.2
0.23
0.26
	
			
	Data from
Year 1
Year 2
Year 3
2018
2019
2020
Number of children to be vaccinated with the first dose
Table 5.2
#
18,216
18,640
19,074
Number of children to be vaccinated with the third dose
Table 5.2
#
18,216
18,640
19,074
Immunisation coverage with the third dose
Table 5.2
#
95.00 %
95.00 %
95.00 %
Country co-financing per dose
Table 6.2.1
$
0.3
0.35
0.4
	
			

	

	

	

	
	


	6.2.3. Portion of supply to be procured by the country (and cost estimate, US$)

	2015
2016
2017
Number of vaccine doses
#
3,700
3,500
4,100
Number of AD syringes
#
3,800
3,600
4,200
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
50
50
50
Total value to be co-financed by the Country [1]
$
14,000
13,500
15,500
[1] The co-financing amount for intermediate and graduating countries indicates costs for the vaccines, related injection safety devices and any freight charges. The total co-financing amount does not contain the costs and fees of the relevant Procurement Agency, such as contingency buffer and handling fees. Information on these extra costs and fees will be provided by the relevant Procurement Agency as part of the cost estimate to be requested by the Country.
2018
2019
2020
Number of vaccine doses
#
4,800
5,700
6,700
Number of AD syringes
#
4,900
5,900
6,800
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
75
75
100
Total value to be co-financed by the Country [1]
$
18,000
21,500
25,000
[1] The co-financing amount for intermediate and graduating countries indicates costs for the vaccines, related injection safety devices and any freight charges. The total co-financing amount does not contain the costs and fees of the relevant Procurement Agency, such as contingency buffer and handling fees. Information on these extra costs and fees will be provided by the relevant Procurement Agency as part of the cost estimate to be requested by the Country.

	6.2.4. Portion of supply to be procured by the GAVI Alliance (and cost estimate, US$)

	2015
2016
2017
Number of vaccine doses
#
65,100
53,500
54,200
Number of AD syringes
#
67,700
54,800
55,600
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
775
625
625
Total value to be co-financed by GAVI
$
245,500
201,500
204,000
2018
2019
2020
Number of vaccine doses
#
54,800
55,200
55,700
Number of AD syringes
#
56,200
56,700
57,200
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
625
650
650
Total value to be co-financed by GAVI
$
206,500
208,000
209,500


	

	

	

	

	


	6.2.5. New and Under-Used Vaccine Introduction Grant


	
		
		Calculation of Vaccine Introduction Grant for the Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID

		
		Year of New Vaccine Introduction 
Births (from Table 5.2)
Share per Birth in US$
Total in US$
2015
18,450
0.80
100,000

		The Grant will be based on a maximum award of $0.80 per infant in the birth cohort with a minimum starting grant award of $100,000

		
	Please describe how the GAVI Vaccine Introduction Grant will be used to facilitate the timely and effective implementation of critical activities in advance of and during the introduction of the new vaccine (refer to the cMYP and the Vaccine Introduction Plan).

		
	Planning for pre-introduction activities will be initiated well in advance with concrete timeline  and costed activities ( pls. refer to the Summary Timeline for PCV13 routine introduction and MR preventive campaign Operational Plans) . 
GAVI grants as well as SIG and WHO/UNICEF financial resources  have been identified for concrete activities in the Vaccine introduction plan (pls. refer to the details in the Vaccine introduction and/or campaign operational plan). 
Since Solomon Islands planned both  application for PCV13 and also MR catch-up vaccination campaign, so NIP  has developed a consolidated timetable for pre-introduction activities for both NVS supports.  These  pre-introduction activities will be taken place in late 2013 and the year 2014 and completed prior the expected introduction date for PCV13 in January 2015 and MR vaccination campaign in May-June 2015. 
Expected pre-introduction activities are categorized in  following main areas: (i) programme management (ii) staff capacity building for services ( iii) Communication, advocacy for soc-mob  and demand generation(iv) Surveillance; monitoring and evaluation (v) Specific activities during MR catch-up vaccination campaign.
These planning documents are attached with the submitted application form. 

		
		Please summarise in the table below the full costs of preparing for and introducing the vaccine, and specify which items are expected to be covered with the one-time GAVI grant. Please note that the country will be required to submit a detailed budget for the Vaccine Introduction Grant prior to release of funds.

		
	Cost (and finance) to introduce the Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID US$

		
	Cost Category
Total cost for preparation of and delivery of campaign in US$
Funded with GAVI introduction grant in US$
Training
40,000
40,000
Social Mobilization, IEC and advocacy
13,000
10,000
Cold Chain Equipment & Maintenance
0
0
Vehicles and Transportation
0
0
Programme Management
2,000
0
Surveillance and Monitoring
30,000
20,000
Human Resources
0
0
Waste Management
25,000
15,000
Technical Assistance
15,000
0
Other (please specify)
Post -introduction evaluation for PCV13 & MR
15,000
15,000
Total
140,000
100,000

		
	Where GAVI support is not enough to cover the full needs, please describe other sources of funding and the expected amounts to be contributed, if available, to cover your full needs.

		
	Other sources of funding are expected to cover the gap of the needs:(i) SIG with $25,000 and (ii) WHO with $15,000 for  Technical Assistance (TA) on training for PCV 13 vaccination and Post Introduction Evaluation (PIE).

		

	

	

	

	


	7. NVS Preventive Campains


	
		
	7.1. Assessment of burden of relevant diseases related to campaigns (if available)

		
	Disease
Title of the assessment
Date
Results

		
	7.1.1 Epidemiology and disease burden for Measles-Rubella
Please select at least one of the following information sources to justify RCV diseases burden results: 
Epidemiological information on burden of disease:

1 - Rubella data from the measles case-based surveillance system (including the age distribution of rubella cases)

2 - Rubella seroprevalence surveys

3 - Congenital Rubella Syndrome (CRS) burden information, e.g. retrospective search, modelled estimates for CRS burden, prospective surveillance

4 - Other
	
		

	

	


	7.2.Request for MR, 10 dose(s) per vial, LYOPHILISED campaign support

	7.2.1. Summary for MR campaign support

	When is the country planning to conduct the MR catchup campaign? May 2015

	When is the country planning to introduce MR into routine immunisation? January 2013

	Please note that, due to a variety of factors, the launch date may vary compared to the date stipulated in the application. GAVI will work closely with countries and their partners to address this issue.

	Please give a summary of the cMYP and/or the MR, 10 dose(s) per vial, LYOPHILISED introduction plan sections that refer to the introduction of MR, 10 dose(s) per vial, LYOPHILISED. Outline the key points that informed the decision-making process (data considered etc) and describe the plans for social mobilisation and microplanning, including strategies for insecure or hard-to-reach areas.

	A lab-confirmed outbreak of rubella was reported from Honiara City Council, Western and other provinces in 2012. And due to rubella outbreak in  susceptible women of child bearing age, especially pregnant women during their first months of pregnancy in 2012, from March to May 2013 there were 13 CRS cases identified by National Referral Hospital pediatricians with 2 cases confirmed rubella IgM(+). The country already planned a measles follow-up campaign in 2012. In response to  the rubella outbreak, the MHMS-NIP, in collaboration with UNICEF and WHO, decided to vaccinate using MR rather than measles vaccine in the 2012 campaign. This campaign targeted all children 1-4 years of age in June 2012.The country is committed to achieving the WPRO goal of measles elimination. Although national routine measles vaccine coverage MCV1 has been increased, but not reached to >80% before 2011, therefore the risk of focal measles outbreak due  to gaps in measles herd immunity is exists. The country therefore needs to conduct regular follow-up measles vaccination campaign, with the next one scheduled in 2015. With GAVI support, the NIP and MOH would plan to target in 2015 all children 1-14 years of age with MR vaccine in order to prevent rubella and reduce CRS as well as achieve elimination goal for Measles and Rubella according to WPRO recommendations. Since 2013, after the vaccination campaign, SIG MHMS has decided to use MR vaccine for routine vaccination in replacement of MCV1 for children 12 month of age and MR vaccine has been supplied using National budget since then.
Below were key considerations regarding the choice of target age range for 2015 MR preventive vaccination campaign in Solomon Islands:
(a) the 2015 campaign should target children born since 2012, that is all children less than 5 years old , with measles and rubella vaccination
(b) the 2015 campaign should  also target children too old to have been targeted in 2012, that is all children 8 and older
However, leaving a gap in the target age ( not targeting 4-7 years of age children) is operationally very challenging and poses also public communication difficulties. During 2012  MR  vaccination campaign, no vaccination cards were issued for target children, recording was made on  tally sheets and finger maker. Another point of consideration is that those children, who normally missed-out are those out of school and leaving in hard-to-reach, remote and disadvantaged areas and catch-up measles and rubella vaccination for them is very important for the objective of MR nation-wide campaign in 2015.
Therefore MHMS-NIP recommended targeting all children from 1 to 14 years of age and not exclude those already vaccinated in 2012.

	Please summarise the cold chain capacity and readiness to accommodate new vaccines, taking into consideration training, cold chain and other logistic requirements. If cold chain expansion is required state how it will be financed, and when it will be in place. Please indicate if the supplies for the campaign will have any impact in the shipment plans for your routine vaccines and how it will be handled.

	The introduction of MR vaccine into the routine immunization schedule will be cold chain neutral, as this involve the switch measles vials (estimate volume per dose = 3.5 cm3) to measles/rubella vials which have a smaller volume per dose requirement (2.5 cm3 vs. 3.5 cm3 - WHO Vaccine Volume Calculator 2009*). At the national level, MR vaccine introduction results in a decreased storage space. An analysis of the cold chain capacity for the introduction of new vaccines ( incl. PCV13 and MR) was undertaken, which concluded that no additional cold storage is required for PCV13, MR routine  vaccine introduction at national, provincial and sub-provincial levels in Solomon Islands (EVM assessment 2012). Measles/rubella (MR) vaccination campaign, that targets all children from 1  to 14 years of age in 2015, will be conducted in two phases based on cold chain and human resource capacity at different provinces, zones as described above in “Operational strategy” and "cold chain capacity assessment" in July 2013 based updated cold chain inventory at national/ provincial and sub-provincial level. Cold chain capacity at sub-national levels will be increased substantially  in 2013-2014  with  additional supply of Ice Line Refrigerators and Solar Chills Fridges from GAVI HSS project and other sources for the most populated provinces in the country  namely Malaita, Guadalcanal and Western and also Makira. 
(Pls. refer for details to MR Addendum to cMYP 2011-2015 and Cold Chain Impact Assessment July 2013 under the  attachment section #10)

	Please describe how the campaign activities will contribute to strengthening routine immunisation services. Please refer to specific activities to be undertaken during planning and implementation, to evaluate the implementation of the routine strengthening activities completed during the campaign, and to assess, via an independent survey, the quality and coverage achieved through the campaign.

	MR campaign will contribute to strengthen routine EPI services through following specific activities, which will be undertaken, during planning, implementation and evaluation stages:
1.       Planning stage: (i) revision of National Immunization Policy and Routine Vaccination Schedule  and also EPI Hand Book as well as other tools for routine  data recording and reporting.  System of vaccine storage and supply delivery and cold chain capacity will be also reviewed with  refresh training on vaccine and cold chain management for Prov’l and sub-provincial focal points. (ii) Micro-planning and  training on MR vaccination, incl. AEFIs surveillance for EPI staff  at service delivery levels, i.e. AHCs, RHCs and NAPs to improve staff capacity for better  routine vaccination performance ( quantity and quality). Micro plans developed for MR catch-up campaign can be used for planning routine vaccination services, esp. in reaching hard-to reach target children in remote or more isolated areas  (iii) Communication and Advocacy activities through media and community levels Information-Education- Communication  with  availability of  disseminated and communication materials, i.e. fact sheets on MR vaccination, Rubella, Measles and CRS can increase community awareness and participation for increased utilization of vaccination services during catch-up campaign and  routine services afterwards. Messages to raise public/ community awareness on the availability and use of MR and other routine vaccination services for children <1y will also be delivered.
2.       Implementation stage: (i) Intensive monitoring and supervision activities during and after MR catch-up campaign,  incl. Standard Methodology of Rapid Coverage Assessment  by independent consultant and local trained surveyors will provide clear evidence-based information for immediate mop-up vaccination activities for MR preventive campaign and then afterward plan for suitable routine vaccination strategy . Monitoring and supervision activities during MR campaign by local trained professionals will help them to plan and conduct better supervision for routine services later.  Community’s knowledge and behaviors for vaccination services learned from RCA also help to develop and undertake corrective actions for improved routine services at local levels. (ii) Improved Acute Fever and Rash (AFR) surveillance at HFs levels and also activities for strengthening sentinel surveillance at National Referral Hospital and hospitals at two populated provinces for Measles, Rubella and CRS (iii) Supply of suitable incinerators for waste management during the MR vaccination campaign  will help to develop good model for improving safe disposal in routine vaccination system afterward
3.      Evaluation: Post Introduction Evaluation will be scheduled in Quarter I/ 2016 for PCV13 and MR under  PCV vaccine introduction plan after 12 month of the introduction. The PIE can serve as a good opportunity to include questions for MR catch-up post-campaign evaluation in term of reaching unreached or hard-to-reach  children.  While RCA, which will be conducted straight after MR vaccination campaign, can also included questions on routine dose of Measles or 3 doses of Penta, PCV for eligible kids at the visited households  and reasons why children un-immunized if that is the case.


	Please submit relevant documentation to support the estimates of the size of the campaign target population (as DOCUMENT NUMBER : 18).


	
	
	7.2.2. Grant Support for Operational Costs of the MR Campaign

	
	Table 7.2.2: calculation of grant to support the operational costs of the campaigns

	
	Year of MR support
Target population vaccinated (from Table 5.3) 
GAVI contribution per target person in US$
Total in US$
2015
218,110
0.65
141,772

	[1] The Grant will be based on a maximum award of $0.65$ per target person

	
	Please describe how the grant will be used to facilitate the preparation and timely and effective delivery of the campaigns to the target population (refer to the cMYP and the Vaccine Introduction Plan).
The grant will be used in accordance with the approved operational activity plan and timeline. Activities are being categorized on: (i) the programme  management (ii), staff capacity development for quality services, (iii) advocacy and social mobilization for demand and utilisation of vaccination services,(iv) surveillance, monitoring-evaluation and (v) group of operational activities for implementation of MR vaccination campaign.

	
	Cost (and finance) of the MR, 10 dose(s) per vial, LYOPHILISED campaign US$

	
	Cost Category
Total cost for preparation of and delivery of campaign in US$
Funded with GAVI introduction grant in US$
2015
2015
Training
18,000
18,000
Social Mobilization, IEC and advocacy
44,000
10,000
Cold Chain Equipment & Maintenance
11,000
0
Vehicles and Transportation
22,000
22,000
Programme Management
8,500
3,500
Surveillance and Monitoring
20,000
0
Human Resources
0
0
Waste Management
30,000
30,000
Technical Assistance
15,000
0
Planning
46,500
26,500
Volunteer incentives
0
Other (please specify)
Mopping-up vaccinations(expenses for staff travel, transport & incentives)
25,765
11,765
operational &implementation expenses e.g. Transport,fuel,perdiem
70,000
10,000
Supervision during after SIA incl.Rapid coverage assessment.
35,000
10,000
Total
345,765
141,765

	
	Where GAVI support is not enough to cover the full needs, please describe other sources of funding and the expected amounts to be contributed, if available, to cover your full needs.

	
	We expect to fill the gap of the Budget to fully cover the need from following funding sources:(i) UNICEF with $90,000(ii)WHO with $30,000 and (iii)  SIG $84,000. The details of the costed activities  are included in  MR  vaccine introduction plan

	
	7.2.3 Evidence of introduction of RCV in routine programme
Please provide evidence that the country can finance the introduction of Rubella-Containing-Vaccine (RCV) into the routine programme through one of the following:

1 - A commercial contract for purchase of MR/MMR (Meales Rubella/Meales Mumps Rubella) vaccine together with shipping documents, invoice, etc.

2 - Proof that RCV has been integrated into the cMYP with the budget line for vaccines increased to include purchase of RCV as part of the health sector budget to indicate that RCV funds are allocated

3 - A letter from the Minister of Finance or Budget ensuring additional funding for RCV purchase. In this case, the country must show additional evidence that the country will include MR vaccination in the routine immediately after the campaign.

4 - An MOU between government and donor(s) (or other written document that proves donor commitment) for at least one year for purchase of RCV for use in the routine programme

5 - Other
Please attach one or more of these documents AS DOCUMENT NUMBER  in Section 10. Attachments
Please briefly describe the document used as evidence:
Solomon Islands Government (SIG) - MHMS has committed to Vaccine Independent Initiative  agreement within the Pacific Countries Region, and UNICEF Supply Procurement System is  being selected for supply of routine vaccines  using  SIG  budget. In 2013,as for other routine vaccines, e.g. BCG, Pentavalent vaccine,TT,OPV,  MHMS/NMS has procured Measles-Rubella Vaccine  through UNICEF Supply Division based on the existing VII agreement within PICs region. And by June 2013,  82,000 doses of  MR lyophilized vaccine in 10-dose vials for routine vaccination programme were delivered to Solomon Islands.
7.2.4 Introduction planning for RCV
Countries should describe their plan for introduction including surveillance activities:
Does Solomon Islands’s cMYP include a plan for the introduction of RCV into the national programme? No
Please specify the timeline for updating the cMYP Not Selected 
Please summarise the Introduction Plan for the introduction of RCV into the national programme. Please refer to the instructions described below.
After completion of nation-wide MR vaccination campaign ( SIAs) for children from 12 months to 59 months of age in June 2012 as the specific  disease control response to the  laboratory confirmed Rubella outbreak in the country, MHMS approved the plan for  introduction of Measles–Rubella vaccine in replacement of measles vaccine into routine services for children 12 months of age. Training  activities on MR vaccine and its vaccination  techniques  for  EPI staff at service delivery levels and community advocacy and mobilisation activities  for MR were done during 2012 MR campaign. In addition, AEFI surveillance and monitoring supervision activities were conducted through-out  SIAs as well, so  MR vaccine introduction plan in 2013 has been focused mainly on SIG vaccine supply through UNICEF procurement services. By  June  2013, 82,000 doses of  lyophilized MR vaccine in a vials of 10 doses  was delivered to the country for distribution according to EPI plan to all HFs for routine vaccination services.
MHMS has decided to conduct MR wide age-range  catch-up vaccination for children  from 1 to 14 years old  based on  lab confirmed cases of Congenital Rubella Syndrome  at National Referral Hospital from Mar. to May 2013 as well as WHO technical recommendation and GAVI policy paper (Pls. refer for more information in the Exec.Summary section of this Application )
Upcoming  activities for planning, implementation and evaluation of MR catch-up campaign will help to strengthening routine MR vaccination services ( Pls refer for more details in the section 7.2.1 of the application and also in the Addendum  to cMYP 2011-2015 on MR vaccine Introduction. 


	

	

	

	


	INSTRUCTIONS

		
	Components of the introduction plan should include:

	a. Comprehensive vaccination strategy for the introduction of RCV including a description of:

		i. Initial Measles and rubella (MR) campaign

		ii. Replacing Measles containing vaccine (MCV) with Measles and rubella (MR) / Measles, mumps, and rubella (MMR) in the routine childhood vaccination programme

		iii. Strategies for targeting Women of Childbearing Age (WCBA), such as vaccination during routine services, post-partum, at 1st well baby visit, SIAs

		iv. Linkage to the current routine immunisation schedule

		v. Linkage to measles second dose, if applicable

		vi. Description of how the country plans to continue to maintain high MR/MMR vaccine coverage either through routine immunisation or through Supplementary Immunization Activities (SIAs)

	b. A brief description of the following surveillance activities:

		i. Integration of Rubella surveillance with case-based measles surveillance

		ii. Congenital Rubella Syndrome (CRS) surveillance or plans to establish sentinel site CRS surveillance

		iii. Adverse Event Following Immunization (AEFI) surveillance

	c. Vaccine coverage monitoring and reporting

	d. The communication strategy for the introduction of RCV


	
		
	7.2.5 Measles surveillance indicators 

	Please provide information on the following indicators of the quality of measles surveillance for at least two years prior to application (if available):

		
	Surveillance indicator
2011
2012
Reporting rate at national level (1)
0
0
100,000
100,000
Laboratory confirmation rate (%) (2)
0
0
	
		
	Note:
(1) Reporting rate at national level = number of discarded measles cases per 100,000 population per year
(2) Laboratory confirmation rate (%) = number of suspected cases with specimens collected for testing divided by the number of suspected cases not confirmed through epidemiological linkage


	

	

	

	

	

	


	
	7.2.6 Rubella Containing Vaccine introduction Grant

	
	Has a Rubella Containing vaccine already been introduced nationally on a routine basis? Yes


	

	

	

	

	

	


	8. Procurement and Management


	
	
	8.1 Procurement and Management of New and Under-Used Vaccines Routine

	
	Note: The PCV vaccine must be procured through UNICEF to be able to access the price awarded by the Advance Market Commitment (AMC).

	
	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):
As it has been applied for other NVS from GAVI in the past, Solomon Islands is expecting the support for PCV13 routine introduction and MR vaccine for catch-up wide age-range campaign will be done through UNICEF supply procurement system. Solomon Islands Government has procured co-financed vaccines, e.g. DPT-HepB-Hib since 2008  and now there will be PCV 13  and MR for routine vaccination via UNICEF Supply Division in Copenhagen. 
b) If an alternative mechanism for procurement and delivery of vaccine 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.
No
c) Please indicate how funds should be transferred by the GAVI Alliance (if applicable)
It is expected that GAVI grants for PCV13 vaccine introduction and Operational Support  for MR preventive campaign should  be transferred by GAVI Alliance to Bank Account name " GAVI Health Sector Support Programme", which has been opened by Central Bank of Solomon Islands (CBSI). Commercial Bank Account at ANZ Bank in Honiara namely " GAVI Health Sector Operating Account " will involve in the  procedures for GAVI cash grants according to replenishment  procedures defined by MHMS together with MoFT  and  Aide Memoire signed by Ministers of Finance and Health and GAVI in July 2013.
d) Please indicate how the co-financing amounts will be paid (and who is responsible for this)
As it has been practiced for Pentavalent vaccine since 2008, the co-financing amount will be paid for supply procurement to UNICEF  and Ministry of Health and Medical Services- Solomon Islands Government is responsible for this co-financing.
e) Please describe the financial management procedures that will be applied for the management of the NVS cash support, including procurement.
The  Financial Management Procedures for the management of the NVS cash support, incl. procurement will be applied according to National Financial Instructions, which includes budgeting and procurement through banking system with auditing by internal and external bodies.
f) Please outline how coverage of the new vaccine will be monitored and reported (refer to cMYP)
Once NVS application approved for introduction plan, the new  PCV13 vaccine will be included officially into revised National Immunization Policy and the Routine Immunization Schedule, as well as all recording and reporting tools-instruments  in the country programme.  Performance coverage of PCV13  as well as other vaccines under the country's national schedule will be monitored  and reported routinely through Monthly National Health Information System ( MHIS) and also National  Immunization Programme System from service delivery levels with Rural Health Centres, Nurse Aid Posts and Area Health Centres and Provincial Health Management level. According to the vaccine introduction plan, in addition to training on new PCV 13 vaccine  and its data monitoring and management for local EPI staff  for quality vaccination service delivery, NIP will use budget to conduct training on supportive supervision to enhance  provincial and zonal supervision capacity for routine and new vaccine monitoring in 2015 and beyond. Post-Introduction Evaluation (PIE) is scheduled under PCV vaccinae introduction plan in QI/2016 ( about 12 months after the vaccine introducted to the country).    In preparation for  the next cMYP 2016-2020, Household EPI cluster survey can be planned to verify reported vaccination coverage both for routine vaccination with PCV13-MR and the preventive MR campaign and other social-community related aspects for appropriate actions to further improve routine vaccination services in the country. 
g) If applying for measles second dose, does the country wish to have the support in cash or in-kind? In-kind

	
	8.2 Procurement and Management for NVS Preventive Campaign(s)

	
	8.2.1 Procurement and Management for MR, 10 dose(s) per vial, LYOPHILISED campaign
 a) Please show how the support will operate and be managed including procurement of vaccines (GAVI expects that countries will procure vaccine and injection supplies through UNICEF): 
As it has been applied for other NVS from GAVI in the past, Solomon Islands is expecting the support for PCV13 routine introduction and MR vaccine for catch-up wide age-range campaign will be done through UNICEF supply procurement system. Solomon Islands Government has procured co-financed vaccines, e.g. DPT-HepB-Hib since 2008  and also MR vaccine  in 2013 for under 1 year old children . The Government will co-finance for  PCV 13  vaccine supply  via UNICEF Supply services ( Supply Division-UNICEF in Copenhagen). 
b) Please describe the financial management procedures that will be applied for the management of the preventive campaign cash support, including any procurement to be incurred.
It is expected that GAVI grants for PCV13 vaccine introduction and Operational Support  for MR preventive campaign should  be transferred by GAVI Alliance to Bank Account name " GAVI Health Sector Support Programme", which has been opened by Central Bank of Solomon Islands (CBSI). Commercial Bank Account at ANZ Bank in Honiara namely " GAVI Health Sector Operating Account " will involve in the  procedures for GAVI cash grants according to replenishment  procedures defined by MHMS together with MoFT  and  Aide Memoire signed by Ministers of Finance and Health and GAVI in July 2013
c) Please indicate if the campaign is going to be phased, and if so, how this will be done.
According to MR catch-up campaign plan, this nation-wide campaign will be done in two phases in 4 populated provinces, namely Guadalcanal and Honiara City Council, Malaita and Western where the number of target children aged 1-14 years old is estimated to be  159,089 (71% of total target population). These two phases will be conducted in May and June 2015 with advanced and careful planning / microplanning at provincial and sub-provincial levels. Since the 6 other provinces have only 29% of the total target population, MR catch-up vaccination will also be started and conducted in May 2013 for one phase. This arrangement for phase-based  MR campaign implementation in the country  will allow better human resource and  logistics arrangements and also  media advocacy communication and social mobilization activities on Measles, Rubella diseases, CRS and MR vaccination for the disease prevention/ control at national, provincial and sub-provincial levels.  Micro planning will be also conducted locally in details during preparatory steps for campaign in all the 10 provinces. Rolling-out strategy will be applied for the Campaign, which means that MR vaccination should be fully completed in a certain schools, areas before moving to the next areas or schools ( timeline and areas will be specified in the detailed local micro-plans for MR catch-up campaign according to the Operation Guidelines). 
Given the target age cohorts, MR catch-up vaccination will be undertaken in schools with close collaboration between the Ministry of , ealth and Ministry of Education and Human Resource Development.  
Micro-planning process will be carried out at sub-national levels  in advance to make specific plans with identified quantity and locations of vaccination sites as well as complete all necessary preparatory activities, which will be most suitable to the local context with concrete network of  primary-secondary schools and  health clinics/ facilities. These locally developed micro-plans for MR  1-14 years old vaccination campaign  will be shared with the education system and its respective schools for their effective participation, collaboration and mobilization of target children at the time of MR campaign in June-July 2015.
In addition to school-based vaccination strategy, MR vaccination campaign in 2015 will be conducted at other fixed sites in areas where a hospital, health center or health post is available and easy accessible. In an areas where people live further away from schools, health facilities, outreach sites will be used. Mobile vaccination teams will also be established and used for mop-up vaccination at local markets, transport stations and/or ports, the local HFs and mobile vaccination posts at community levels are necessary to reach all eligible target children, especially those vulnerable, hard-to-reach out-of school  children leaving in remote, isolated or disadvantaged areas.
d) Please outline how coverage of the new vaccine will be monitored and reported (refer to the cMYP and/or the MR, 10 dose(s) per vial, LYOPHILISED campaign introduction plan)
According to the MR preventive vaccination plan,  monitoring and supervision activities during and after SIAs will be  funded and conducted by trained national, provincial and zonal supervisors with involvement of  international agency's experts.  Techniques of vaccination, recording and injection safety will be closely supervised at all vaccination sites during the vaccination campaign. At national level there will be daily review meeting to discuss any encountered problem during the campaign and immediate solutions will be recommended for actions.  Provincial and zonal supervisors will have  to involve and  supervise the campaign activities at their responsible areas according to local micro-plans with concrete activity and time schedule. Recording and reporting of vaccination performance  for MR  vaccination campaign will be done from all fixed or outreach vaccination sites, including  schools, HFs and/or community places to RHCs, AHCs, Provincial level and finally to National  Immunization Programme secretariat for consolidation according to MR campaign planning and implementation guidelines. Rapid Coverage Assessment will be conducted with standard methodology by independent trained supervisors under WHO technical assistance. 
Rapid coverage assessment (RCA) is conducted immediately after the vaccination activities in an area within the catchment area of the vaccination team are declared to have been completed. RCA will be conducted independently with WHO technical/ international expert and trained independent monitors.  Eight to ten independent monitors will be trained in each province. Selection of villages for RCA particularly includes hard-to-reach areas and under-served populations. At least 20 households in a village will be randomly selected for assessment using  a standard RCA monitoring forms.  Beside assessment MR vaccination status of an eligible child  1-14 years old in the visited household, reasons for missed children and knowledge of family about the vaccination campaign and the sources of information will also be collected for analysis.  During 2012 MR vaccination campaign, the RCA monitoring forms were revised and  field-tested and proved practical, informative  for the  assessment in the field.  Key steps for household / community RCA include:
<%


	

	


	8.3 Vaccine Management (EVSM/EVM/VMA)


	
	
	Under the new guidelines, it is mandatory for countries to conduct an Effective Vaccine Management (EVM) assessment prior to an application for introduction of new vaccine. This EVM should have been conducted within the preceding 36 months.
Did the country have Effective Vaccine Management (EVM) in the past? Yes
When was the EVM conducted? August 2012
Please attach the most recent EVM report (DOCUMENT NUMBER : 20,21,22), the corresponding EVM improvement plan (DOCUMENT NUMBER : 21) and progress on the EVM improvement plan (DOCUMENT NUMBER : 22). The improvement plan should include a timeline, budget of committed resources for these activities and funding gaps, if any, as well as M&E indicators to monitor progress of implementation.
Does the country plan to conduct an Effective Vaccine Management (EVM) Assessment in the future? Yes
When is the next Effective Vaccine Management (EVM) Assessment planned? December 2015

	
	8.4 Waste management

	
	Please describe the country’s waste management plan for immunisation activities (including campaigns). Include details on the safe handling, storage, transportation and disposal of immunisation waste.
The vaccination waste will be disposed according to existing National waste disposal policy  using safety boxes and in order to ensure  safe disposal, an additional of  20  high temperature incinerators suitable for Solomon Islands context are requested for supply and use for 2015 MR catch-up vaccination campaign. A total amount of $50,000 from GAVI  vaccine introduction grant for PCV13 and operational support for MR campaign as well as $10,000 from SIG is expected for supply the above mentioned 20 incinerators  to establish and strengthen adequate waste disposal with incinerators at provincial and/or zonal health facilities. Appropriate use of  suitable high temperature incinerators for safe disposal of  injection waste  will help NIP to improve quality of services not only for  MR vaccination campaign with expected vaccination serviese for more than 200,000 target children, but also for routine vaccination with PCV13  vaccine introduction. According to safe injection practices, health workers, vaccinators will have to put used syringes straight to safety boxes without recapping, then safety boxes with used syringes will be transported/ collected for disposal in an incinerator if it is available at AHCs or Prov'l Hospitals. For an isolated and/or remote areas, traditional waste disposal with burning and burying of safety boxes will be applied.


	

	


	9. Additional Comments and Recommendations from the National Coordinating Body (ICC/HSCC)


	
	
	Comments and Recommendations from the National Coordinating Body (ICC/HSCC)

	
	- High burden of under-5 mortality due to pneumonia, meningitis and other diseases caused by pneumococcal bacteria is one of the main reasons for introduction of PCV13 vaccine into Solomon Islands National Immunization Policy and Routine Vaccination Schedule.
- The need  for MR Preventive Catch-up Campaign in Solomon Islands has been identified based on a number of cases of Congenital Rubella Syndrome(CRS), which were reported and lab-confirmed in the first half of 2013  as well as the persistent risk of rubella outbreaks and subsequent increased of CRS due to gaps of immunity among the older groups of the susceptible. However, there is a lack of well documented surveillance study or research data on the actual  disease burden, NIP is therefore seeking  technical support from WHO to narrow these shortcomings. A question on exclusion of the birth cohort targeted in the 2012 MR campaign, i.e. children aged 4-7 years old by 2015, has been brought for ICC review. Since this is not practically feasible due to operational and public communication constraints, therefore ICC recommended that all children from 1 to 14 years of age should be targeted in the coming MR catch-up vaccination campaign in 2015.
- ICC recognized that MHMS and NIP are well aware of and have continued to take actions recommended by 2012 National EPI Review and EVM Assessment  for improving the EVM management at different levels of Vaccine-Cold Chain and EPI service delivery system. The ICC Chairman emphasized that within the context of ongoing implementation of the Health Ministry Policy on Role Delineation and Universal Health Coverage many of these recommendations will be addressed in more systematic, structural and sustainable ways.
-MHMS in Solomon Islands is highly committed to the MDGs especially on reduction of under-5 mortality and continues allocating its resources and making efforts to improve routine vaccination services and increase vaccination coverage towards these Goals, particularly elimination of measles and prevention and control of rubella/CRS and  pneumonia  due to pneumococcus in the years to come.
- ICC already reviewed and endorsed the objectives, targets , strategies and timeline for PCV13 vaccine introduction and MR preventive campaign plans, which are presented in the country's online NVS application, therefore  ICC recommended to submit the NVS Application to GAVI. 


	

	


	10. List of documents attached to this proposal


	
	
	10.1. List of documents attached to this proposal
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4
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	11. Annexes


	
	
	Annex 1 - NVS Routine Support

	
	Annex 1.1 - NVS Routine Support (Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID)
Table Annex 1.1 A: Rounded up portion of supply that is procured by the country and estimate of relative costs in US$
2015
2016
2017
Number of vaccine doses
#
3,700
3,500
4,100
Number of AD syringes
#
3,800
3,600
4,200
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
50
50
50
Total value to be co-financed by the Country [1]
$
14,000
13,500
15,500
2018
2019
2020
Number of vaccine doses
#
4,800
5,700
6,700
Number of AD syringes
#
4,900
5,900
6,800
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
75
75
100
Total value to be co-financed by the Country [1]
$
18,000
21,500
25,000
Table Annex 1.1 B: Rounded up portion of supply that is procured by GAVI and estimate of relative costs in US$
2015
2016
2017
Number of vaccine doses
#
65,100
53,500
54,200
Number of AD syringes
#
67,700
54,800
55,600
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
775
625
625
Total value to be co-financed by GAVI
$
245,500
201,500
204,000
2018
2019
2020
Number of vaccine doses
#
54,800
55,200
55,700
Number of AD syringes
#
56,200
56,700
57,200
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
625
650
650
Total value to be co-financed by GAVI
$
206,500
208,000
209,500


	

	


	Table Annex 1.1 C: Summary table for vaccine Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID


	
		
	ID
Data from
2015
2016
2017
Number of surviving infants
Table 5.2
#
17,896
18,314
18,739
Number of children to be vaccinated with the first dose
Table 5.2
#
17,002
17,398
17,802
Number of children to be vaccinated with the third dose
Table 5.2
#
17,002
17,398
17,802
Immunisation coverage with the third dose
Table 5.2
%
95.00 %
95.00 %
95.00 %
Number of doses per child
Parameter
#
3
3
3
Estimated vaccine wastage factor
Table 5.2
#
1.05
1.05
1.05
Number of doses per vial
Parameter
#
1
1
1
AD syringes required
Parameter
#
Yes
Yes
Yes
Reconstitution syringes required
Parameter
#
No
No
No
Safety boxes required
Parameter
#
Yes
Yes
Yes
g
Vaccine price per dose
Table Annexes 4A
$
3.5
3.5
3.5
cc
Country co-financing per dose
Table 6.4.1
$
0.2
0.23
0.26
ca
AD syringe price per unit
Table Annexes 4A
$
0.0465
0.0465
0.0465
cr
Reconstitution syringe price per unit
Table Annexes 4A
$
0
0
0
cs
Safety box price per unit
Table Annexes 4A
$
0.58
0.58
0.58
fv
Freight cost as % of vaccines value
Table Annexes 4B
%
6.00 %
6.00 %
6.00 %
fd
Freight cost as % of devices value
Parameter
%
0
0
0
ID
Data from
2018
2019
2020
Number of surviving infants
Table 5.2
#
19,175
19,621
20,078
Number of children to be vaccinated with the first dose
Table 5.2
#
18,216
18,640
19,074
Number of children to be vaccinated with the third dose
Table 5.2
#
18,216
18,640
19,074
Immunisation coverage with the third dose
Table 5.2
%
95.00 %
95.00 %
95.00 %
Number of doses per child
Parameter
#
3
3
3
Estimated vaccine wastage factor
Table 5.2
#
1.05
1.05
1.05
Number of doses per vial
Parameter
#
1
1
1
AD syringes required
Parameter
#
Yes
Yes
Yes
Reconstitution syringes required
Parameter
#
No
No
No
Safety boxes required
Parameter
#
Yes
Yes
Yes
g
Vaccine price per dose
Table Annexes 4A
$
3.5
3.5
3.5
cc
Country co-financing per dose
Table 6.4.1
$
0.3
0.35
0.4
ca
AD syringe price per unit
Table Annexes 4A
$
0.0465
0.0465
0.0465
cr
Reconstitution syringe price per unit
Table Annexes 4A
$
0
0
0
cs
Safety box price per unit
Table Annexes 4A
$
0.58
0.58
0.58
fv
Freight cost as % of vaccines value
Table Annexes 4B
%
6.00 %
6.00 %
6.00 %
fd
Freight cost as % of devices value
Parameter
%
0
0
0
	
		

	

	

	

	


	Table Annex 1.1 D: Estimated numbers for Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 1)


	
	
	Formula
2015
Total
Government
GAVI
A
Country co-finance
5.31 %
B
Number of children to be vaccinated with the first dose
Table 1
17,002
904
16,098
C
Number of doses per child
Vaccine parameter (schedule)
3
D
Number of doses needed
B x C
51,006
2,710
48,296
E
Estimated vaccine wastage factor
Wastage factor table
1.05
F
Number of doses needed including wastage
D x E
53,557
2,846
50,711
G
Vaccines buffer stock
(F – F of previous year) * 0.25
13,390
712
12,678
I
Total vaccine doses needed
(((F + G) / Vaccine package size) + 1) * Vaccine package size
68,747
3,652
65,095
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
71,480
3,798
67,682
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) /100 * 1.11
794
43
751
N
Cost of vaccines needed
I x g
240,615
12,783
227,832
O
Cost of AD syringes needed
K x ca
3,324
177
3,147
P
Cost of reconstitution syringes needed
L x cr
0
0
0
Q
Cost of safety boxes needed
M x cs
461
25
436
R
Freight cost for vaccines needed
N x fv
14,437
767
13,670
S
Freight cost for devices needed
(O+P+Q) x fd
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
258,837
13,751
245,086
U
Total country co-financing
I 3 cc
13,750
V
Country co-financing % of GAVI supported proportion
U / T
5.31 %

	

	
	Table Annex 1.1 D: Estimated numbers for Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 2)
Formula
2016
Total
Government
GAVI
A
Country co-finance
6.11 %
B
Number of children to be vaccinated with the first dose
Table 1
17,398
1,064
16,334
C
Number of doses per child
Vaccine parameter (schedule)
3
D
Number of doses needed
B x C
52,194
3,190
49,004
E
Estimated vaccine wastage factor
Wastage factor table
1.05
F
Number of doses needed including wastage
D x E
54,804
3,349
51,455
G
Vaccines buffer stock
(F – F of previous year) * 0.25
312
20
292
I
Total vaccine doses needed
(((F + G) / Vaccine package size) + 1) * Vaccine package size
56,916
3,478
53,438
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
58,282
3,562
54,720
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) /100 * 1.11
647
40
607
N
Cost of vaccines needed
I x g
199,206
12,173
187,033
O
Cost of AD syringes needed
K x ca
2,711
166
2,545
P
Cost of reconstitution syringes needed
L x cr
0
0
0
Q
Cost of safety boxes needed
M x cs
376
23
353
R
Freight cost for vaccines needed
N x fv
11,953
731
11,222
S
Freight cost for devices needed
(O+P+Q) x fd
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
214,246
13,092
201,154
U
Total country co-financing
I 3 cc
13,091
V
Country co-financing % of GAVI supported proportion
U / T
6.11 %

	Table Annex 1.1 D: Estimated numbers for Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 3)
Formula
2017
Total
Government
GAVI
A
Country co-finance
6.91 %
B
Number of children to be vaccinated with the first dose
Table 1
17,802
1,230
16,572
C
Number of doses per child
Vaccine parameter (schedule)
3
D
Number of doses needed
B x C
53,406
3,689
49,717
E
Estimated vaccine wastage factor
Wastage factor table
1.05
F
Number of doses needed including wastage
D x E
56,077
3,874
52,203
G
Vaccines buffer stock
(F – F of previous year) * 0.25
319
23
296
I
Total vaccine doses needed
(((F + G) / Vaccine package size) + 1) * Vaccine package size
58,196
4,020
54,176
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
59,635
4,120
55,515
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) /100 * 1.11
662
46
616
N
Cost of vaccines needed
I x g
203,686
14,069
189,617
O
Cost of AD syringes needed
K x ca
2,774
192
2,582
P
Cost of reconstitution syringes needed
L x cr
0
0
0
Q
Cost of safety boxes needed
M x cs
384
27
357
R
Freight cost for vaccines needed
N x fv
12,222
845
11,377
S
Freight cost for devices needed
(O+P+Q) x fd
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
219,066
15,131
203,935
U
Total country co-financing
I 3 cc
15,131
V
Country co-financing % of GAVI supported proportion
U / T
6.91 %

	Table Annex 1.1 D: Estimated numbers for Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 4)
Formula
2018
Total
Government
GAVI
A
Country co-finance
7.97 %
B
Number of children to be vaccinated with the first dose
Table 1
18,216
1,452
16,764
C
Number of doses per child
Vaccine parameter (schedule)
3
D
Number of doses needed
B x C
54,648
4,356
50,292
E
Estimated vaccine wastage factor
Wastage factor table
1.05
F
Number of doses needed including wastage
D x E
57,381
4,574
52,807
G
Vaccines buffer stock
(F – F of previous year) * 0.25
326
26
300
I
Total vaccine doses needed
(((F + G) / Vaccine package size) + 1) * Vaccine package size
59,507
4,743
54,764
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
61,022
4,864
56,158
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) /100 * 1.11
678
55
623
N
Cost of vaccines needed
I x g
208,275
16,600
191,675
O
Cost of AD syringes needed
K x ca
2,838
227
2,611
P
Cost of reconstitution syringes needed
L x cr
0
0
0
Q
Cost of safety boxes needed
M x cs
394
32
362
R
Freight cost for vaccines needed
N x fv
12,497
997
11,500
S
Freight cost for devices needed
(O+P+Q) x fd
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
224,004
17,853
206,151
U
Total country co-financing
I 3 cc
17,853
V
Country co-financing % of GAVI supported proportion
U / T
7.97 %

	Table Annex 1.1 D: Estimated numbers for Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 5)
Formula
2019
Total
Government
GAVI
A
Country co-finance
9.30 %
B
Number of children to be vaccinated with the first dose
Table 1
18,640
1,734
16,906
C
Number of doses per child
Vaccine parameter (schedule)
3
D
Number of doses needed
B x C
55,920
5,200
50,720
E
Estimated vaccine wastage factor
Wastage factor table
1.05
F
Number of doses needed including wastage
D x E
58,716
5,460
53,256
G
Vaccines buffer stock
(F – F of previous year) * 0.25
334
32
302
I
Total vaccine doses needed
(((F + G) / Vaccine package size) + 1) * Vaccine package size
60,850
5,658
55,192
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
62,442
5,806
56,636
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) /100 * 1.11
694
65
629
N
Cost of vaccines needed
I x g
212,975
19,803
193,172
O
Cost of AD syringes needed
K x ca
2,904
271
2,633
P
Cost of reconstitution syringes needed
L x cr
0
0
0
Q
Cost of safety boxes needed
M x cs
403
38
365
R
Freight cost for vaccines needed
N x fv
12,779
1,189
11,590
S
Freight cost for devices needed
(O+P+Q) x fd
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
229,061
21,298
207,763
U
Total country co-financing
I 3 cc
21,298
V
Country co-financing % of GAVI supported proportion
U / T
9.30 %

	Table Annex 1.1 D: Estimated numbers for Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 6)
Formula
2020
Total
Government
GAVI
A
Country co-finance
10.63 %
B
Number of children to be vaccinated with the first dose
Table 1
19,074
2,027
17,047
C
Number of doses per child
Vaccine parameter (schedule)
3
D
Number of doses needed
B x C
57,222
6,081
51,141
E
Estimated vaccine wastage factor
Wastage factor table
1.05
F
Number of doses needed including wastage
D x E
60,084
6,385
53,699
G
Vaccines buffer stock
(F – F of previous year) * 0.25
342
37
305
I
Total vaccine doses needed
(((F + G) / Vaccine package size) + 1) * Vaccine package size
62,226
6,613
55,613
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
63,897
6,790
57,107
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) /100 * 1.11
710
76
634
N
Cost of vaccines needed
I x g
217,791
23,143
194,648
O
Cost of AD syringes needed
K x ca
2,972
316
2,656
P
Cost of reconstitution syringes needed
L x cr
0
0
0
Q
Cost of safety boxes needed
M x cs
412
44
368
R
Freight cost for vaccines needed
N x fv
13,068
1,389
11,679
S
Freight cost for devices needed
(O+P+Q) x fd
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
234,243
24,891
209,352
U
Total country co-financing
I 3 cc
24,891
V
Country co-financing % of GAVI supported proportion
U / T
10.63 %


	
	

	

	

	

	

	


	Annex 2 - NVS Routine – Preferred Second Presentation


	
	
	No NVS Routine – Preferred Second Presentation requested this year


	

	


	Annex 3 - NVS Preventive campaign(s)


	
	
	Annex 3.1 - NVS Preventive campaign(s) (MR, 10 dose(s) per vial, LYOPHILISED)
Table Annex 3.1 C: Summary table for CAMPAIGN MR, 10 dose(s) per vial, LYOPHILISED
Data from
2015
Total campaign population
Table 5.3.1
#
222,562
Immunization coverage
Table 5.3.1
%
98.00 %
Number of persons to be vaccinated
Table 5.3.1
#
218,110
Number of doses per persons
Parameter
#
1
Estimated vaccine wastage factor
Table 5.3.1
#
1.18
Vaccine stock on 31st December <span style="background-color:#D9D9D9">{0}</span> * (see explanation footnote)
Table 5.3.1
#
0
Number of doses per vial
Parameter
#
10
AD syringes required
Parameter
#
Yes
Reconstitution syringes required
Parameter
#
Yes
Safety boxes required
Parameter
#
Yes
Vaccine price per dose
Table Annexes 4A
$
0.565
AD syringe price per unit
Table Annexes 4A
$
0.0465
Reconstitution syringe price per unit
Table Annexes 4A
$
0.037
Safety box price per unit
Table Annexes 4A
$
0.58
Freight cost as % of vaccines value
Table Annexes 4B
%
13.00 %
Freight cost as % of devices value
Parameter
%
10.00 %


	

	


	Table Annex 3.1 D: Estimated number of MR, 10 dose(s) per vial, LYOPHILISED associated injection safety material and related co-financing budget (page 1)


	
		
	Formula
GAVI
2015
B
Number of persons to be vaccinated with the first dose
218,110
C
Number of doses per persons
1
D
Number of doses needed
B x C
218,110
E
Estimated vaccine wastage factor
Wastage factor table
1.18
F
Number of doses needed including wastage
D x E
257,370
G
Vaccines buffer stock
0
0
I
Total vaccine doses needed
(((F + G) / Vaccine package size) + 1) * Vaccine package size
257,470
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
242,103
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
28,580
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) /100 * 1.11
3,005
N
Cost of vaccines needed
I x g
0.57
O
Cost of AD syringes needed
K x ca
11,257.79
P
Cost of reconstitution syringes needed
L x cr
1,058
Q
Cost of safety boxes needed
M x cs
1,743
R
Freight cost for vaccines needed
N x fv
0
S
Freight cost for devices needed
(O+P+Q) x fd
1,406
T
Total fund needed
(N+O+P+Q+R+S)
160,935.79
	
		
	Note: There is no cofinancing for NVS preventive campaigns

		

	

	

	

	


	Annex 4


	
				
	Table Annex 4A: Commodities Cost

				
	Vaccine
Presentation
2015
2016
DTP-HepB-Hib, 1 dose(s) per vial, LIQUID
1
1.986
1.927
DTP-HepB-Hib, 10 dose(s) per vial, LIQUID
10
1.986
1.927
DTP-HepB-Hib, 2 dose(s) per vial, LYOPHILISED
2
1.986
1.927
HPV bivalent, 2 dose(s) per vial, LIQUID
2
4.600
4.600
HPV quadrivalent, 1 dose(s) per vial, LIQUID
1
4.500
4.500
Measles second dose, 10 dose(s) per vial, LYOPHILISED
10
0.296
0.322
Meningococcal type A, 10 dose(s) per vial, LYOPHILISED
10
0.582
0.611
MR, 10 dose(s) per vial, LYOPHILISED
10
0.565
0.591
Pneumococcal (PCV10), 2 dose(s) per vial, LIQUID
2
3.500
3.500
Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
1
3.500
3.500
Rotavirus, 2-dose schedule
1
2.550
2.550
Rotavirus, 3-dose schedule
1
3.500
3.500
Yellow Fever, 10 dose(s) per vial, LYOPHILISED
10
0.923
0.923
Yellow Fever, 5 dose(s) per vial, LYOPHILISED
5
0.923
0.923
		
				
	Supply
Form
2015
2016
AD-SYRINGE
SYRINGE
0.047
0.047
RECONSTIT-SYRINGE-PENTAVAL
SYRINGE
0.037
0.037
RECONSTIT-SYRINGE-YF
SYRINGE
0.037
0.037
SAFETY-BOX
SAFETYBOX
0.580
0.580
		
				
	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 Annex 4B: Freight cost as percentage of value

				
	Vaccine Antigen
Vaccine Type
No Threshold
500,000$
<=
>
DTP-HepB-Hib
HEPBHIB
25.50 %
6.40 %
HPV bivalent
HPV
3.50 %
HPV quadrivalent
HPV
3.50 %
Measles second dose
MEASLES
14.00 %
Meningococcal type A
MENINACONJUGATE
10.20 %
MR
MR
13.20 %
Pneumococcal (PCV10)
PNEUMO
3.00 %
Pneumococcal (PCV13)
PNEUMO
6.00 %
Rotavirus
ROTA
5.00 %
Yellow Fever
YF
7.80 %
			
				
	Table Annex 4C: Intermediate -  Minimum country's co-payment per dose of co-financed vaccine.

				
	Vaccine
2015
2016
2017
Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
0.2
0.23
0.26
	
				
	Vaccine
2018
2019
2020
Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
0.3
0.35
0.4
	

	

	
	


	Table Annex 4D: Wastage rates and factors


	
	
	The following table shows the wastage rates for routine and campaign vaccines, set for 2015.

	
	Vaccine
dose(s) per vial
Maximum Vaccine wastage rate*
Benchmark Wastage Rate**
DTP-HepB-Hib, 1 dose(s) per vial, LIQUID
1
5 %
DTP-HepB-Hib, 10 dose(s) per vial, LIQUID
10
25 %
15 %
DTP-HepB-Hib, 2 dose(s) per vial, LYOPHILISED
2
10 %
HPV bivalent, 2 dose(s) per vial, LIQUID
2
10 %
HPV quadrivalent, 1 dose(s) per vial, LIQUID
1
5 %
Measles second dose, 10 dose(s) per vial, LYOPHILISED
10
40 %
Meningococcal type A, 10 dose(s) per vial, LYOPHILISED
10
10 %
MR, 10 dose(s) per vial, LYOPHILISED
10
25 %
Pneumococcal (PCV10), 2 dose(s) per vial, LIQUID
2
10 %
Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
1
5 %
Rotavirus, 2-dose schedule
1
5 %
Rotavirus, 3-dose schedule
1
5 %
Yellow Fever, 10 dose(s) per vial, LYOPHILISED
10
40 %
Yellow Fever, 5 dose(s) per vial, LYOPHILISED
5
10 %

	
	Comments:

	* Source - WHO indicative wastage rates

	** Source - Country APRs and studies, approved by WHO, UNICEF, and the GAVI Secretariat

	Note: HPV demonstration project wastage rates are the same as the vaccine

	
	Table Annex 4E: Vaccine maximum packed volumes

	
	Kindly note that this table is for reference purposes only and includes GAVI- and non GAVI-supported vaccines.

	
	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
Diphtheria-Tetanus
DT
liquid
IM
3
10
3
Tetanus-Diphtheria
Td
liquid
IM
2
10
3
Tetanus Toxoid
TT
liquid
IM
2
10
3
Tetanus Toxoid
TT
liquid
IM
2
20
2.5
Tetanus Toxoid UniJect
TT
liquid
IM
2
Uniject
12
Measles
Measles
lyophilized
SC
1
1
26.1
20
Measles
Measles
lyophilized
SC
1
2
13.1
13.1
Measles
Measles
lyophilized
SC
1
5
5.2
7
Measles
Measles
lyophilized
SC
1
10
3.5
4
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
Measles-Rubella freeze dried
MR
lyophilized
SC
1
10
2.5
4
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
Measles-Mumps-Rubella freeze dried
MMR
lyophilized
SC
1
10
3
4
Polio
OPV
liquid
Oral
4
10
2
Polio
OPV
liquid
Oral
4
20
1
Yellow fever
YF
lyophilized
SC
1
5
6.5
7
Yellow fever
YF
lyophilized
SC
1
10
2.5
3
Yellow fever
YF
lyophilized
SC
1
20
1.5
2
Yellow fever
YF
lyophilized
SC
1
50
0.7
1
DTP-HepB combined
DTP-HepB
liquid
IM
3
1
9.7
DTP-HepB combined
DTP-HepB
liquid
IM
3
2
6
DTP-HepB combined
DTP-HepB
liquid
IM
3
10
3
Hepatitis B
HepB
liquid
IM
3
1
18
Hepatitis B
HepB
liquid
IM
3
2
13
Hepatitis B
HepB
liquid
IM
3
6
4.5
Hepatitis B
HepB
liquid
IM
3
10
4
Hepatitis B UniJect
HepB
liquid
IM
3
Uniject
12
Hib liquid
Hib_liq
liquid
IM
3
1
15
Hib liquid
Hib_liq
liquid
IM
3
10
2.5
Hib freeze-dried
Hib_lyo
lyophilized
IM
3
1
13
35
Hib freeze-dried
Hib_lyo
lyophilized
IM
3
2
6
Hib freeze-dried
Hib_lyo
lyophilized
IM
3
10
2.5
3
DTP liquid + Hib freeze-dried
DTP+Hib
liquid+lyop.
IM
3
1
45
DTP-Hib combined liquid
DTP+Hib
liquid+lyop.
IM
3
10
12
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
DTP-HepB-Hib liquid
DTP-HepB+Hib
liquid+lyop.
IM
3
2
11
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
Meningitis A/C
MV_A/C
lyophilized
SC
1
50
1.5
3
Meningococcal A/C/W/
MV_A/C/W
lyophilized
SC
1
50
1.5
3
Meningococcal A/C/W/Y
MV_A/C/W/Y
lyophilized
SC
1
10
2.5
4
Meningitis W135
MV_W135
lyophilized
SC
1
10
2.5
4
Meningitis A conjugate
Men_A
lyophilized
SC
2
10
2.6
4
Japanese Encephalitis
JE_lyo
lyophilized
SC
3
10
15
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
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
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
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
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


	

	


	12. Banking Form


	
		
	In accordance with the decision on financial support made by the GAVI Alliance, the Government of Solomon Islands hereby requests that a payment be made via electronic bank transfer as detailed below:
Name of Institution (Account Holder):
Central Bank of Solomon Islands (FEDERAL RESERVE BANK OF NEW ,YORK SWIFT BIC: FRNYUS33, Account No.021085554)
Address:
Mud Alley Str. PO BOX 634.
City Country:
Honiara, Solomon Islands
Telephone no.:
(677)21791/23492
Fax no.:
(677)23513
Currency of the bank account:
USD/SBD (dual currency)
For credit to:
Bank account's title:
GAVI Health Sector Support Programme.
Bank account no.:
0540-045
Bank's name:
Central Bank of Solomon Islands

		
	Is the bank account exclusively to be used by this program?  True

		
	By who is the account audited?  MoFT/internal or external

		
	Signature of Government's authorizing official

		
	Seal
Name:
Shadrack Fanega
Title:
Permanent Secretary Ministry of Finance and Treasures
Signature:
Date:

		
	FINANCIAL INSTITUTION
Bank Name:
Australia and New Zealand Banking Group Limited (ANZ)
Branch Name:
ANZ Honiara, Solomon Islands.
Address:
Point Cruz PO BOX 10
City Country:
Honiara Solomon Islands
Swift Code:
ANZ BSBSB 010950
Sort Code:
ABA No.:
Telephone No.:
(677) 20241
FAX No.:
(677) 21113
	CORRESPONDENT BANK
(In the United States)

		
	I certify that the account No 4966424 is held by  at this banking institution
The account is to be signed jointly by at least 2 (number of signatories) of the following authorized signatories:
1
Name:
Dr Lester Ross
Title:
Permanent Secretary-MHMS
2
Name:
Mr Stephen Dalipanda
Title:
Financial Controller MHMS
3
Name:
Dr Divinal(d) Ogaoga
Title:
Director Reproductive and Child Health Division MHMS

		
	Name of bank's authorizing official
Mr. Simon Kepui, Head of Business at ANZ bank
Signature:
Date:
8/28/2013 12:00:00 AM
Seal:
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