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Please submit the Proposal using the online platform
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Enquiries to: proposals@gavialliance.org or representatives of a GAVI partner agency. The documents can be shared with GAVI partners, collaborators and the general public. The Proposal and attachments must be submitted in English, French, Spanish, or Russian.
Note: Please ensure that the application has been received by the GAVI Secretariat on or before the day of the deadline.
 The GAVI Secretariat is unable to return submitted documents and attachments to countries. Unless otherwise specified, documents will be shared with the GAVI Alliance partners and the general public. 



	GAVI ALLIANCE
GRANT TERMS AND CONDITIONS

	FUNDING USED SOLELY FOR APPROVED PROGRAMS

	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 program(s) described in the Country's application. Any significant change from the approved program(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 program(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 program(s) described in its application. The country's reimbursement must be in US dollars and be provided, unless otherwise decided by GAVI Alliance, within sixty (60) days after the Country receives the request from GAVI Alliance's for a reimbursement and must be paid to the account or accounts as directed by 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 programs 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 programs 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 for the Country, under the Country's law, to perform the programs 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 USD 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 programs 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 programs described in its application.


	

	

	


	1. Application Specification

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


	
	
	Type of Support
Vaccine
Start Year
End Year
Preferred second presentation[1]
Preventive Campaign Support
Meningococcal type A, 10 dose(s) per vial, LYOPHILISED
2014
2014

	[1] GAVI may not be in a position to accommodate every country's first product preferences, and in such cases, GAVI will contact the country and the 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 data coverage (as reported on the WHO/UNICEF Joint Reporting Form)

Birth cohort, targets and immunization coverage by vaccines

Country preparation level

Summary of EVM assessment and progress on EVM improvement plan

The nature of the stakeholders' participation in developing this proposal

Inter-Agency Coordinating Committee

Partners
SUMMARY
1. Background
The Ivory Coast is in West Africa, south of the Equator, on the 10th degree latitude north and between the 4th and the 8th degree longitude west. It covers an area of ​​322,462 km ². It is bordered in the north by Burkina Faso and Mali, in the west by Liberia and Guinea, in the east by Ghana, and in the south by the Gulf of Guinea. 
The population of the Ivory Coast was estimated at 23,875,466 in 2013 according to projections by the National Institute of Statistics (NIS) made using data from the 1998 General Census of Population and Housing Census (GCPHC). 
According to the 2008 Survey of Living Standards (SLS), the literacy level is relatively low (55.8% for 15 to 24 years olds). The rate of primary school enrollment has increased from 56.5% in 2002 to 56.1% in 2008 with 58.8% boys and 53.1% girls. 49.8% of the country is rural and 68.2% urban. 
The country has experienced a series of political and military crises since 1999, the last dating back to November 2010. Since the new Government took office in May 2011 the political climate has been calm, making it possible for health programs to be set up. 
The improvement in the macro economy and the stable political environment made it possible for a three-year program, supported by the Extended Credit Facility between 2009 and 2011, to be completed. The effective resumption of financial cooperation and the decision to be part of the HIPC initiative led to an increase in the growth rate the of real GDP of 3.8% in 2009 and about 6% in 2012. Meanwhile, per capita GDP has shown very weak growth, only 0.24% per year, over the period 2004-2010.
The 2008 Survey of Household Living Standards evaluated the poverty rate at 48.9%. This rate was 29.5% in urban areas and 62.5% in rural areas.
The Ivory Coast remains an important economic player in the West African sub-region, with 39% of the money supply, and it accounts for nearly 40% of the West African Economic and Monetary Union (WAEMU) GDP.http://fr.wikipedia.org/wiki/Afrique_de_l%27Ouest

 HYPERLINK "http://fr.wikipedia.org/wiki/Union_%C3%A9conomique_et_mon%C3%A9taire_ouest-africaine" \o "West African Economic and Monetary Union" 
http://fr.wikipedia.org/wiki/Union_%C3%A9conomique_et_mon%C3%A9taire_ouest-africaine
The Ivory Coast healthcare system includes public and private services and healthcare administration. The system is organized in a pyramid structure with three (3) levels and two main sectors: one management and the other service provision. 
The health system is dominated by the public sector but with a booming private sector, alongside which traditional medicine still plays a relatively important role.
The health care service provision consists of (i) the primary level with 1,910 First-Contact Health Facilities (FCHF) (1,237 rural health centers, 514 urban health centers, including 25 based in the community, 127 specialist urban health centers, 32 urban health facilities including 15 based in the community), (ii) the secondary level consists of reference health facilities (66 general hospitals, 17 Regional Hospital Centers, 2 Specialized Hospital Centers) and (iii) the tertiary level made up of secondary health facilities  (4 University Hospital Centers, 5 Specialized National Institutes (National Institute of Public Health (NIPH), the National Institute of Public Hygiene (NIH), the Raoul Follereau Institute (FRI), the Pierre Richet Institute (IPR), the Institute of Cardiology in Abidjan (ICA)), 4 other National Public Facilities (NPF) support centers (the National Blood Transfusion Centre (NBTC), the National Public Health Laboratory (NPHL) Public Health Pharmacies (PHP), and Emergency Medical Assistance Services (SAMU)). 
The managerial or administrative sector consists of (i) the central level with the minister's office, directorates and central services, which are responsible for defining strategy, supporting and coordinating the health service, (ii) the intermediate level consisting of Regional Directorates (20), which are responsible for supporting the health districts in the implementation of the Health Policy and (iii) the peripheral level consisting of Departmental Health Directorates (79) or Health Districts, which are responsible at their level for keeping the Health Policy functioning. 
The health district is the operational unit of the healthcare system, responsible for the provision of healthcare. It brings together public and private health facilities in its service area that provide essential care for its inhabitants. It is also the unit that plans and organizes everything necessary for the optimal management of healthcare problems for the population, with their full participation. 
The FCHF is the gateway for the public into the healthcare system and the hospitals take on cases which require higher levels of technical care, or treatment that cannot be handled at the FCHF level, in a way which complements the provision of services with no overlap. A system of reference and counter-reference ensures continuity of care between the first and second level.
Other departments involved in the provision of care through their healthcare infrastructure include the Ministries of Defense, Economy and Finance, the Ministry of the Interior and the Ministry of Social Welfare.
The Human Resources for Health (HRH) offer a wide range of different skills. In 2010 the number of agents had risen to 21,254, 85% of which were healthcare providers with 3,220 doctors, 7,361 nurses and 2,553 midwives. 
The private health sector has grown in recent years with the emergence of private health facilities of all classes and in all categories (polyclinics, clinics, GPs’ surgeries and medical welfare centers, pharmacies and private clinics). These can be found mainly in large cities or economic centers. In 2011, in this sector there were 2,036 private health facilities in the country, of which 1,482 (73%) were not licensed by the MHFA (Ministry of Health and AIDS). Under the guidance of the MHFA, following formal notice, compliance is being organized for 1,458 of them. 24 unlicensed facilities were closed down.
Together with 49 medical institutions, the religious sector, Community Based Associations and Community Based Organizations (CBAs/CBOs) are also involved in the provision of care, especially at primary level. 
In 2007, the human resource workforce consisted of 790 doctors, 1,173 nurses and 184 midwives.
Traditional medicine plays an important role with more than 8,500 Traditional Healers (GST) recognized by the National Program for the Promotion of Traditional Medicine (NPPTM). In 2010, 1,204 Traditional Healers were given training; some in anatomy and some in conventional hygiene practices, others in intellectual property rights. 
A Medicine and Traditional Pharmacopoeia policy document is available.
2. Application Specification
The Ivory Coast Government, in line with the 2013-2014 strategic plans for the fight against meningitis, is planning a mass vaccination campaign with the MenAfriVac vaccine in the fourth quarter of 2014 to prevent epidemics in seven (7) regions identified as being at high risk: Poro-tchologo-bagoué, Hambol, Kabadougou-bafing-folon, Worodogou-béré, Boukani-gontougo, Gbêké and Marahoué. These regions were identified using the District Prioritization Tool (DTP) provided by the WHO (AFRO, IST and HQ). For this reason the Ivory Coast is submitting this application to the GAVI Secretariat. It has been prepared under the guidance of the Ministry of Health and the Fight Against AIDS by a national technical committee with the support of its partners (the WHO, UNICEF), and was validated by the Inter-Agency Coordinating Committee on September 9, 2013.
3. Rationale for Request
The Ivory Coast is in the African meningitis belt. Five of its regions are regularly affected by meningitis epidemics (Poro-tchologo-Bagoue, Hambol, Kabadougou-Bafing-Folon, Worodougou-Bere, and Boukani-gontougo). Meningococcal A is the most common bacterium found in these outbreaks. Cases of meningococcal meningitis A are also regularly reported in the Gbêké and Marahoué regions, which share borders with the regions listed above. This campaign will help to prevent epidemics of meningococcal meningitis A in the Ivory Coast.
4. Chosen Formulation 
The country has chosen the type A Meningococcal vaccine, 10 dose(s) per vial 
5. The cold chain
The cold chain storage capacity at all levels is sufficient for the introduction of the MenAfriVac vaccine in the Ivory Coast in 2014.
The central level has four positive cold rooms with a total capacity of 140 m3 (the volume taken up by the campaign vaccines is 12.33 m3) and three negative cold rooms of 60 m3. This is sufficient capacity for the campaign at the central level.
There are four refrigerated trucks of 9 m3 each, two refrigerated trucks of 17 m3 each and two utility trucks of 25 m3 each, available for the distribution of vaccines and consumables.
At the regional level, six NIPH (National Institute of Public Hygiene) ​​branch offices will provide storage for the seven regions involved in the campaign. The total capacity of these six branch offices is 88 m3 at positive temperatures and 89 m3 at negative temperatures. The total capacity of these six branch offices is: 
 Bouaké: Positive Cold Room: 8 m3; Negative: 20 m3
 Daloa: Positive Cold Room: 12 m3; Negative: 20 m3
 Odienné Positive Cold Room: 12 m3
 Bondoukou: Positive Cold Room 8 m3
 Yamoussoukro: Positive Cold Room: 40 m3; Negative: 20 m3
 Korhogo: Positive Cold Room: 8 m3; Negative: 20 m3
To summarize, storage capacity is sufficient at all levels for the proposed MenAfriVac mass immunization campaign.
6. Plan for the introduction of new vaccines 
The Ivory Coast has had experience of immunization campaigns (polio, AC meningitis, yellow fever, measles etc.) and has learned valuable lessons about the introduction of new vaccines from them. As part of this campaign, the main strategies will be: 
 The improvement of social mobilization and communication, especially at the local level, by bringing on board community leaders 
 Training of all personnel on the various components of the vaccination campaign
 The efficient supply of vaccine and consumables and monitoring their use 
 Improving AEFI surveillance and management 
 Drawing up an effective plan for the collection and management of waste 
The improvement of case by case surveillance, taking into account the experience gained from measles, yellow fever and polio immunization programs and learning from countries that have already introduced the MenAfriVac vaccine 
7. Expected Results
The mass immunization campaign with the MenAfriVac vaccine has a target population of 4,456,378 people aged between 1-29 years old in 2014. The vaccination coverage target is 100%. The vaccination campaign will last for 10 days.
8. Partners 
The WHO and UNICEF will help ensure there is coordination at all levels (national, regional and district) by setting up a coordination committee comprising four technical subcommittees (social communication/mobilization, logistics and cold chain, monitoring and evaluation, and finance). The terms of reference for each sub-committee will be laid down by the central NIPH​/ CDEPI coordination team.
Each sub-committee will be responsible for developing its own specific TORs and for creating a work plan for the critical operations and for monitoring its progress at regular meetings held before, during and after the vaccination campaign.
The Central Committee is responsible for coordination between regional and district committees and reports to the central level concerning the status of the preparation and implementation of the campaign
9. Funding
The campaign budget is 6,721,252 USD with an operational cost of 2,987,390 USD. This budget will be mobilized by GAVI, the country and its partners.


	

	


			
	4. Signatures

	4.1. Signatures of the Government and National Coordinating Bodies

	4.1.1. Government and the Inter-Agency Coordinating Committee for Immunization

	The Ivory Coast Government would like to expand the existing partnership with the GAVI Alliance for the improvement of the infants routine immunization program in the country, and specifically hereby GAVI support requests for:

			
		Meningococcal type A, 10 dose(s) per vial, LYOPHILISED preventive campaigns
	
			
	The Ivory Coast Government commits itself to developing national immunization 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 the immunization of children as outlined in this application.

			
	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 NO.: 1 and 2 in Section 10. Attachments.

			
	Minister of Health (or delegated authority)
Minister of Finance (or delegated authority)
Name
RAYMONDE GOUDOU COFFIE
Name
KABA NIALE
Date
Date
Signature
Signature

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

			
	Full name
Position
Telephone
Email
ASSA CLARICE PATRICIA EPSE KOUAME-ASSOUAN
ASSISTANT DIRECTOR EPI COORDINATOR 
(00225) 07 51 24 18
assa.clarice@gmail.com
BOSSOH EMMA
EPI COMMUNICATIONS MANAGER
(00225) 07 58 66 40
yehovajire@gmail.com
BROU AKA
CHIEF COORDINATOR OF EPI
(00225) 05 86 73 96 (00225) 07 82 70 94
alloukassi.am@gmail.com
COULIBALY DAOUDA
HEAD OF NIPH EPIDEMIOLOGICAL SURVEILLANCE 
(00225) 07 98 47 52 (00225) 02 67 39 50
daocoul@yahoo.fr
DAGNAN N'CHO SIMPLICE
NIPH DIRECTOR
(00225) 01081759 (00225) 05666071 (00225) 21259799
dagans@yahoo.fr
KANGA ARMEL JONAS
HEAD OF THE EPI PROJECT PLANNING STUDY
(00225) 07 47 87 67
armel_kanga@yahoo.fr
KOFFI AKOUA ISABELLE
CONTRACEPTIVE LOGISTICS ASSISTANT/ DCPNSR/PF
(00225) 02 54 87 52
kofiisou@yahoo.fr
KOFFI GUY DONATIEN
HEAD OF THE EPI LOGISTICS STUDY
(00225) 07 97 95 13
kguydonatien@yahoo.fr
KOFFI KOUADIO FELIX
NIPH MENINGITIS REGIONAL REPRESENTATIVE
(00225) 06 84 60 10 (00225) 48 70 37 35
dr_kkflix@yahoo.fr
KONE FATOUMATA
HEAD OF THE EPI SERVICE DELIVERY STUDY
(00225) 21242529 (00225) 06 10 19 95
mdfatoukd@yahoo.fr
KOUACOU  EPA
EPI UNICEF COTE D'IVOIRE REPRESENTATIVE
(00225) 07 56 74 57
ekouakou@unicef.org
KOUASSI COMOE JEAN CLAUDE
HEAD OF THE MULTISECTORAL PARTNERSHIP STUDY 
(00225) 05 89 70 47
comoekouassi@hotmail.com
MAYET KOUTOUAN 
DEPUTY CHIEF OF EPIDEMIOLOGICAL SURVEILLANCE
(00225) 01 45 21 37
mavidaph@yahoo.fr
MIVUMBI NDICUNGUYE VICTOR 
WHO CONSULTANT 
00250788615979
mivumbi.victor@gmail.com
N'GUESSAN KONAN ELVIS NEZI
NIPH DOCTOR
(00225) 07 55 34 68
elvisnezi@yahoo.fr
SAFOU KINIMO HERVE
EPI PLANNING MANAGER
(00225) 02 08 46 08
yorandj1@yahoo.fr
SORO GOTIANWA
HEAD OF THE NSUHP PREVENTATIVE HEALTH PROGRAM
(00225) 20 32 43 25 (00225) 06 13 21 63
sorogogo@yahoo.fr
YAO KOSSIA
EPI DOCTOR
(00225) 21 24 25 29 (00225) 07 86 27 12
yaokossia@yahoo.fr
YEBOUA KOFFI DJABAN JACQUES
DMSWS/MNETE ASSISTANT DIRECTOR
(00225) 01 02 18 80
koffidjaban@yahoo.fr

			
	4.1.2. National Coordinating Body - Inter-Agency Coordinating Committee for Immunization

			
	Agencies and partners (including development partners and NGOs) supporting immunization services are coordinated and organized 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
–Inter-Agency Coordination Committee
Year of constitution of the current committee
2001
Organizational structure (e.g., sub-committee, stand-alone)
                  Stand-alone committee 
Frequency of meetings
Four regular meetings and extraordinary meetings as the situation demands  

			
	The Terms of Reference or Standard Operating Principles for the ICC, including details on ICC membership, quorum, dispute resolution process and meeting schedules is attached as DOCUMENT NO.: 4.

			
	Major functions and responsibilities of the ICC/HSCC:

			
	The ICC's main tasks are:
· To approve the current annual action plan proposed by the CDEPI and NIPH
· To monitor the planned vaccination campaign activities
· To give their opinion on the operation of the CDEPI  
· To give their opinion on the draft CDEPI budget financed by the state budget and partners, and to monitor its implementation 
· To examine and approve the annual report prepared by the CDEPI/EPI Chief Coordinator 
There are three major strategies in place to strengthen the role and operation of the ICC over the next 12 months
· Involving the private sector, especially in the mobilization of financial resources 
· Increasing the membership of civil society organizations (CSOs) and their role in the planning and monitoring of the immunization program 
· Involving the Ivory Coast National Pediatric Society in raising public awareness, providing information and in assessing the impact of the new vaccines.

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

			
	The Ivory Coast government would like to expand the current partnership with the GAVI Alliance to vaccinate at-risk populations with the aim of eliminating meningococcal A from the country. The government hereby requests financial, technical and logistical support from the GAVI Alliance and its partners for the vaccination of at-risk populations with the Meningococcal conjugate vaccine, in accordance with the operational plan for the fight against meningitis in Ivory Coast. The two partners are the WHO and UNICEF.   
UNICEF 
· will provide services for the purchase of vaccines
· will make the vaccines available to the Ivory Coast
· will support the country's logistics sector
WHO
· will participate in training the vaccination campaign personnel
Both these partners will participate in preparatory meetings and in the coordination of the campaign.

			
	4.1.3. Signature Table for the Coordinating Committee for Immunization

			
	We the members of the ICC, HSCC, or equivalent committee [1] met on the 09/09/2013 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 no. 5. The signatures endorsing the proposal are attached as Document no. 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 / Organization
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
INSPECTOR GENERAL of HEALTH / Ministry of Health and the Fight against AIDS
GNAMIAN FRANCOIS
Secretary
Director General of Health / Ministry of Health and the Fight against AIDS
PR BOA YAPO FELIX
Members
Assistant Director General of Health / Ministry of Health and the Fight against AIDS
EDITH KOUASSI 
Director of Financial Affairs / Ministry of Health and the Fight against AIDS 
KONAN N'GORAN SEBASTIEN
Director of Infrastructure, Equipment and Maintenance / Ministry of Health and the Fight against AIDS
KOUASSI BLAISE
Director of Human Resources / Ministry of Health and the Fight against AIDS
LOUKOU DIA
Director of Community Health and Local Medical Care / Ministry of Health and the Fight against AIDS
SEYDOU OUATTARA
Director of Pharmacies and Medicines / Ministry of Health and the Fight against AIDS
DUNCAN RACHEL
Director of Information, Planning and Evaluation / Ministry of Health and the Fight against AIDS
GUELA MICHEL
Director of Health Facilities and Professions / Ministry of Health and the Fight against AIDS
KOUASSI DJE CLAVAIRE
Director of the National Institute of Public Health / Department of Health and the Fight against AIDS
DAGNAN N'CHO SIMPLICE
Director General of the Public Health Pharmacy / Ministry of Health and the Fight against AIDS
DR HAIDARA HAMADOU
Director of the National Institute of Public Health / Ministry of Health and the Fight against AIDS
KOUASSI DINARD
Chief Coordinator of the Expanded Program on Immunization /  Ministry of Health and the Fight against AIDS  
BROU AKA NOEL
Head of the Prospection and Strategy Unit / Ministry of Health and the Fight against AIDS
OHOUO BROU SAMUEL
Head of Support for External and Decentralized Services / Ministry of Health and the Fight against AIDS
BASSALIA DIAWARA
Head of the Communication and Public Relations Department / Ministry of Health and the Fight against AIDS
AKOUTO KOUASSI OLIVIER
Financial Controller for the Ministry of Health and the Fight against AIDS / Ministry of Health and the Fight against AIDS 
ANOH FAMIE SERGE LANDRI 
National Coordinator of the National EPIVAC Network / Ministry of Health and the Fight against AIDS  
ANOUAN N'GUESSAN JEAN
Central Treasury Accountant / Ministry of Economy and Finance
BANGASSARO AWA
Director of Police Health Services/ Ministry of the Interior
ADOU INOCENT
Representative / Ministry of Culture and Communication  
DIABATE JOSEPH
Director of the Pasteur Institute in the Ivory Coast / Ministry for Higher Education and Scientific Research
DOSSO MIRIELLE
Director of the Faculty of Science and Health Training & Research / Ministry for Higher Education and Scientific Research 
DAGNAN N'CHO SIMPLICE
ROTARY CLUB INTERNATIONAL / CSO
RICHMOND AWA MARIE-IRENE
AMP (African Peer Review Monitoring Project) / CSO
APLOGAN ARISTIDE
FENOSCI
KONE SOLANGE
 REPRESENTATIVE / WHO
ALLARANGAR YOKOUIDE
REPRESENTATIVE / UNICEF
ELI RAMAMONJRSOA

			
	By submitting the proposal we confirm that the quorum has been met. Not selected

			
	The minutes from the three most recent ICC meetings are attached as DOCUMENT no.: 7.

			
	4.2. National Immunization Technical Advisory Group

			
	Has a NITAG been established in the country? No

			

	

	


	5. Immunization Program 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 Immunization (cMYP) (or equivalent plan) and attach a complete copy (with an Executive Summary) as DOCUMENT NO. 10. Please attach the cMYP costing tool as DOCUMENT NO. 11.
▪ 
Please attach relevant Vaccine Introduction Plan(s) as DOCUMENT NO.: 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
23,186,882
2012
NIS
Infant mortality rate (per 1000)
43
2012
EDS
Surviving infants[1]
840.046
2012
NIS
GNI per capita (USD)
1.220
2012
WORLD BANK
Total Health Expenditure (THE) as a percentage of GDP
25
%
2008
REVIEW OF PUBLIC EXPENDITURE
General government expenditure on health (GGHE) as % of General government expenditure
36
%
2008
NATIONAL HEALTH ACCOUNTS

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

	
	5.1.1 Lessons learned

	
	New Routine Vaccines Support

	
	Preventive campaign support
If campaigns with Meningococcal type A 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
Although this is the first use of the MenAfriVac vaccine in the Ivory Coast, the country has had experience in similar campaigns and learned the following lessons: 

1. The successful introduction of a new vaccine requires the involvement of all interested parties in the planning process.
2. Good management of population data is a prerequisite for a proper needs assessment of vaccines and consumables.
3. Preventing breaks in the supply chain of vaccines and consumables depends largely on the flexibility of the supply system and managing the target population accurately.
4. Regular monitoring of activities at all levels of the health pyramid is crucial to detect and correct any deficiencies in the implementation of the program.
5. Training personnel at all levels of the health pyramid is an important step before the introduction of any new vaccine.
6. Setting up an AEFI reporting and monitoring system makes it possible to properly document the side effects of any new vaccine.
7. Effective communication is a very important part of such programs and should precede and accompany the introduction of any new vaccine
8.     The availability of up-to-date management tools and software allows accurate monitoring of the processes involved in the introduction of any new vaccine. 
9. A monitoring system for the diseases targeted by the new vaccine will make it possible to measure any progress made in the fight against these diseases

Although this is the first use of the MenAfriVac vaccine in the Ivory Coast, the country has experience of similar campaigns in which the following measures were taken:

1. In the CDEPI and NIPH
 Make up-to-date management tools and support materials available at all levels of the health pyramid
 Coordinate the counting of target populations for the program in all health areas
 Prepare the cold chain equipment and transportation inventory
 Improve cold chain equipment and transportation in the regions, districts and health areas
 Improve the cold chain equipment maintenance system
 Equip the refrigerated trucks used to transport vaccines with continuous temperature recording devices
 Bring the immunization data transmission network up to date by involving the regional level
 Review and disseminate guidelines on data archiving at all levels of the health pyramid
 Advocacy should be undertaken to make it possible to construct incinerators in reference hospitals in the health regions
 Provide all health facilities with vaccination communication tools
 Integrate the monitoring of pediatric bacterial meningitis into the national network of bacterial meningitis surveillance
 Set up collection procedures for the collection of safety boxes from the health facilities to the district centers and from the districts to the waste disposal sites
 Develop a system for the routine reporting, management and monitoring of AEFI


2. In the health regions
 Improve the monitoring of immunization activities in the health districts
 Coordinate the counting of target populations for the program in all health areas
 Monitor cold chain equipment and transportation maintenance
 Monitor the provision of safety equipment at the biomedical waste destruction sites in the regional and general hospitals

3. In the districts and vaccination centers 
 Improve the monitoring of immunization procedures in all health facilities
 Count the target population in all health areas
 Provide funding for vaccine transportation costs from the district to the health centers
 Record the temperature of the freezer/ refrigerator twice a day including weekends and holidays
 Provide information on the vaccine at Behavior Change Communication (BCC) meetings, which will be held before the immunization sessions
 Make sure the biomedical waste destruction sites are safe.



	
	5.1.2 Health planning and budgeting

	
	Please provide information on the planning and budgeting cycle in your country
The five-year National Development Plan (NDP), prepared with the participation of the public, is used as a guide for the State and its technical and financial partners when drawing up sustainable development policies.  Measures identified in the Multi-Annual Priority Program (MPM) are included in the Government Work Plans (GWP).  The current NHDP covers the period 2012-2015.
Five-year sector strategic plans have been developed with the participation of all stakeholders: staff (whatever their level), technical and financial partners, NGOs etc. For the health sector this strategic plan is the National Health Development Plan (NHDP). The current NHDP covers the period 2012-2015.
Each central or program directorate develops, in turn, a five-year strategic plan with input from all those involved in the management or running of the program (agents at any level, technical and financial partners, NGOs etc.). For the Expanded Program on Immunization the Comprehensive Multi-Year Plan (cMYP) covers the period 2011-2015. 
Each regional office develops its own annual plan based on guidelines in the strategic plan for its sector, in collaboration with all those involved (the departmental team, departmental level managers, etc.). 
Each departmental directorate develops its own annual plan based on guidelines in the regional plan, in collaboration with those involved (the departmental team, operational unit managers, etc.).
BUDGET PREPARATION 
General State Budget (GSB)
The annual budget forecast (for n +1) is made at the end of the first six months of the year (n). Therefore, the budget conferences are organized successively at district, regional and central level after notification to the relevant Ministry of the budget allocated by the Minister of Economy and Finance.
Local resources budget
The budget forecast for health facilities to cover their health service expenditure in the year (n +1) is made in the last quarter of the year (n). The justification for each budget is made in the presence of members of the health center management committees (MC) in each community. 
BUDGET NOTIFICATION
The General State Budget (GSB) notification is made at the beginning of the year
MONITORING BUDGET EXPENDITURE
General State Budget (GSB)
Monitoring expenditure in the state budget is done by means of quarterly reports sent by the health districts at the regional level and from the regional level to central level. Periodic checks of expenditure and financial commitments are carried out by the Directorate of Financial Affairs (DFA) at all levels of the health system through the Integrated Public Finance Management.
Local resources budget
Monthly monitoring reports are prepared and sent to the supervisors 
Please indicate the name and date of the relevant health planning document
The relevant health planning document is the National Health Development Plan (NHDP) 2012-2015.
Is the cMYP (or updated Multi-Year Plan) aligned with the proposal document (timing, content, etc?)
The 2012-2015 NHDP incorporates elements of the 2011-2015 cMYP
However, the 2011-2015 cMYP, drafted in 2011 does not take into account the bid for the HPV demonstration project or the meningococcal vaccination campaigns. However, the introduction of HPV and meningococcal vaccines will be incorporated in the revised 2011-2015 cMYP, scheduled to be published in December 2013.    
Please indicate the national planning budgeting cycle for health
The national planning cycle for immunization (cMYP) is 5 years. The drafting of project budget proposals for state funding in the year (n +1) takes place later in September in the year (n). Activity planning for the year (n +1) is carried out in the January of the same year.
Please indicate the national planning cycle for immunization
The national planning cycle for immunization (cMYP) is 5 years. Each year, an annual plan is drawn up in accordance with the cMYP.  

	

	

	


	
	5.1.3 Preparatory activities

	
	Please provide an outline of all preparatory activities for the introduction of vaccines 
Revitalize the coordination committee and supervise the setting up of the technical sub-committees
Develop and revise procedural documentation and tools and ensure their availability at district level
Develop the implementation plan
Develop the monitoring and evaluation plan
Inform key stakeholders (State and Districts)
To adapt IEC materials and the community communication and mobilization plan
Develop management tools
Verify the storage capacity of the cold storage areas and districts
Register the meningococcal A vaccine with the DPM (Department of Pharmacy and Medicine - National Regulatory Authority)
Establish a process of rapid customs clearance for vaccines and injection equipment
Develop training plans for all personnel
Develop the logistics plan (supply, distribution, waste management) 
Develop the AEFI management and monitoring plan
Develop the district and regional micro plans
Increase the surveillance of meningitis
Evaluate the preparatory activities 

	
	5.1.4 Gender and equity

	
	Please describe any barriers in access to immunization 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).
No geographic, socio-economic or gender-specific barriers have been observed during previous immunization programs but the results of the 2011-2012 EDS III show that 5% more boys than girls were vaccinated (65%). Immunization coverage for children increases with the mother's level of education: it is 44% for children of mothers with no education, 58% for children of mothers with primary education and 75% of mothers with secondary education and higher. The proportion of children aged 12 -23 months who received all the vaccines is higher in urban than in rural areas.
To overcome these obstacles, several initiatives have been put in place: with the organization of weeks of increased routine EPI activity, since July 2012. The organization of African immunization weeks. The organization of mobile medical consultations for all programs concerned with child survival.
Discuss how equity issues (geographic, socio-economic and/or gender) are being taken into account in the design of social mobilization and other strategies to increase immunization coverage. Highlight where these issues are addressed in the vaccine introduction plan(s).
The results of the 2011-2012 EDS III show that vaccination coverage for children increases with the level of education of the mother: it is 44% for children of mothers with no education, 58% for children of mothers with primary level and 75% of mothers with secondary and higher education. The proportion of children aged 12 -23 months who received all the vaccines is higher in urban than in rural areas.
A national plan for social communication will be drawn up and will take into account the following three principal strategies:
advocacy of political leaders and administrative authorities
social mobilization and partnership 
Behavior Change Communication (BCC)
A campaign of effective advocacy will be carried out to ensure the enrollment, support and involvement of decision makers. The target groups for advocacy are the political and administrative authorities, traditional and religious leaders, elected officials and other community leaders. There will therefore be a variety of advocacy measures to be taken, including:
Developing a plan for resource mobilization
Organizing ICC meetings
Organizing meetings at central, regional and local level with all the leaders involved 
Enrolling distinguished individuals to launch the campaign
The key messages of the advocacy campaign will focus on the social burden the disease is responsible for, the efficacy of the campaign, the social and economic benefits, and the safety of vaccines and injections during the immunization program.
Social mobilization activities will be organized to gain the support of local partners, NGOs and NGAs etc. The main channels of engagement will be the mass media (TV, radio) and information meetings with organized groups. Activities will include:
Meetings with NGOs
Preparation of the messages
Broadcasting the messages
Designing posters and banners
Holding a press conference
Briefing the media
The campaign must reach all the people it will impact, particularly those whose parents are uneducated or just too busy. Therefore, clear and simple messages will be prepared and distributed. Other activities will include family discussions, the raising of awareness in public places (bus stations, markets, etc.). Given the important role of interpersonal communication or "word of mouth" in convincing parents to help meet the program’s targets, the mobilization plan will give prominence to going "door to door". Community volunteers, health workers and other key resource persons will carry out this task. Activities will also include:
Identifying and briefing those members of the community who can help to get the message across (MC, community health workers, community liaison officers, etc.)
Organizing outreach visits by these local communicators
Organizing meetings with local officials (administrative and religious leaders and village heads, teachers)
The CDEPI has also initiated the sponsorship of children targeted by the campaign (0-11 months) by members of the community. This initiative is to raise the awareness of parents and dependents of the children targeted by the campaign and consist of actively seeking out any children lost to view.
Please indicate if sex disaggregated data is collected and used in immunization routine reporting systems.
The vaccination data collection system makes no distinction by gender.
Is the country currently in a situation of fragility (e.g. 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 immunization program, planning for introduction of routine vaccines or campaigns and financing of these activities.
No, the country is not in a situation of fragility.

	
	5.1.5 Data quality

	
	Please attach a data quality assessment report, if one has been completed within the past 36 months (DOCUMENT NO.: 13). If available, an improvement plan and progress report on the implementation of the improvement plan should also be submitted (DOCUMENT NO.: 14, DOCUMENT NO.: 15).

	

	

	


	5.2. Baseline and Annual Targets (NVS Routine Support)


	
	
	No NVS Routine Support is requested

	

	

	


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


	
		
	5.3.1 Baseline and annual targets (Meningococcal type A campaign)
Cohort for Meningococcal type A is population 1-29 years old
Table 5.3.1 Baseline NVS preventive campaign figures for Meningococcal type A
Base Year
Baseline and Targets
2014
2014
Total births
825.342
836.765
Total population 1-29 years old
4,314,015
4,314,015
Target population to be vaccinated with Meningococcal type A
4,314,015
4,314,015
Meningococcal type (campaign) coverage (%) [1]
100 %
100 %
Wastage rate (%) for Meningococcal type A (campaign)
10
10
Wastage rate for Meningococcal type A
1.11
1.11
[1] Number of persons vaccinated out of total target population
	

	

	


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


	
	
	No NVS Routine Support is requested

	

	

	


	7. NVS Preventive Campaigns


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

	
	Disease
Title of the assessment
Date
Results
MENINGOCOCCAL MENINGITIS A
Routine surveillance 
January 2002 - August 2013
6,084 suspected cases have been reported in the country. 11 epidemic outbreaks were recorded. Among these 11 outbreaks, 10 were reported in high risk areas. The meningococcus bacterium (neisseria meningitidis) is the one responsible for most epidemic outbreaks. There have been eight outbreaks of meningitis A and three of W135 recorded in the country. 

	

	

	


	7.2. Request for Meningococcal type A, 10 dose(s) per vial, LYOPHILISED campaign support

	7.2.1. Summary for Meningococcal type A campaign support

	When is the country planning to conduct this vaccine? October 2014

	Please give a summary of the cMYP and/or the Meningococcal type A, 10 dose(s) per vial, LYOPHILISED introduction plan sections that refer to the introduction of Meningococcal type A, 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 mobilization and micro planning, including strategies for insecure or hard-to-reach areas.

	The decision-making process:
The Ivory Coast is part of the African meningitis belt. From 2004 to 2012 the country was hit by several epidemic outbreaks. The most extensive was that of 2008 (1,132 cases and 185 deaths). The areas affected by these epidemics were Poro-tchologo-Bagoue, Hambol, Kabadougou-Bafing-folon, Worodougou-Bere and Bounkani gontougon. Marahoué and Gbêké, two regions that have never experienced epidemics, regularly report confirmed cases of meningococcal meningitis A. From 2002 to August 2013 the Ivory Coast recorded 6,093 suspected cases and 1,045 deaths with a mortality rate of 17.15%. Despite enhanced epidemiological surveillance and better care, the mortality rate has always remained above 10%. Between 2004 and 2012, the Ivory Coast experienced regular epidemics of meningococcal meningitis A (2004-2005-2006-2007-2008). The inter-epidemic period between 2004 and 2008 lasted 1 year.  In the Ivory Coast, the largest number of suspected meningitis cases and outbreaks occur during the dry season, between the months of January and March. This is the period during in which there are the most meningitis epidemics in the Ivory Coast. In 2013, there were confirmed cases of meningococcal meningitis A in high-risk areas, but these did not lead to epidemics.
From May 13 to 17, 2013, a mission made up of members of the Inter-country Support Team (IST) for West Africa and from the World Health Organization headquarters have worked together in partnership with the WHO Country and Liaison Offices and the Ministry of Health and the fight against AIDS. This mission has made it possible to:
- assess the risk level of meningitis epidemics in the Ivory Coast: 7 regions (25 districts) have been identified as being at risk
- set priorities for immunization and propose an operational action plan for the MenAfriVac vaccine
- Estimate the target population and the number of doses needed to successfully complete the meningococcal conjugate vaccine mass immunization campaign in the Ivory Coast.
· Advocacy of decision-makers to make the necessary resources available for the campaign
Social Mobilization to inform and educate health workers and the community:
o   Using the Media (information and public awareness broadcasts, spreading the message on radio and television)
o    Briefings and public awareness meetings 
o   Raising public awareness through the use of public speakers, religious leaders and social networks (NGOs, CBOs)
Micro planning
o   Training of key personnel
o   Help with the development of micro plans
o   Organize consolidation and validation workshops 
Strategies for difficult to reach areas
o   Strengthening vaccination teams 
o   Intensify outreach and mobile strategies
o   Supply transport 
o   Vaccinate in places where people are passing through or gather together (stations, markets, along main roads and border areas)

	Please summarize 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 central level has four positive cold rooms with a total capacity of 140 m3 (volume required by vaccines for campaigns = 12.33 m3) and three negative cold rooms of 60 m3.
This is sufficient capacity for the campaign at the central level.
There are four refrigerated trucks of 9 m3 each, two refrigerated trucks of 17 m3 each and two utility trucks of 25 m3 each, available for the distribution of vaccines and consumables.

At regional level, six NIPH (National Institute of Public Hygiene) ​​branch offices will provide storage for the seven regions involved in the campaign. The total capacity of these six branch offices is 88 m3 at positive temperatures and 89 m3 at negative temperatures.
The total capacity of these six branch offices is: 
- Bouaké: Positive Cold Room: 8 m3; Negative: 20 m3
- Daloa: Positive Cold Room: 12 m3; Negative: 20 m3
- Odienné Positive Cold Room: 12 m3
- Bondoukou: Positive Cold Room 8 m3
Yamoussoukro: Positive Cold Room: 40 m3; Negative: 20 m3
Korhogo: Positive Cold Room: 8 m3; Negative: 20 m3
AT DISTRICT LEVEL
STORAGE CAPACITY
ROUTINE/ MONTH (liters)    Pop target       SIAs (liters)    Total (liters)     VOLUME DHD     SHORTFALL (REQUIRED/AVAIL in liters)
HEALTH DISTRICTS
1 -  MINIGNAN                                           53.60                                   66,278            180.8            234.54              221.50                  13.04                               
2 -  ODIENNE                                          127.90                                 159,996          436.79            564.69              449.00                   115.69
3 - TOUBA                                                 112.97                                 141,689          386.81            499.78              728.50                  -228.72
4 -  BOUAFLE                                           191.81                                 257,163         702.02             893.86             761.50                   132.36       
5 - SINFRA                                                 138.00                                 189,650         517.74             655.74             460.50                   195.24
6 - ZUENOUNLA                                       120.77                                  167,750         457.96             578.73            1049.00                 -470.27
7 -  BOUNDIALI                                         133.08                                 156,902          428.34            561.42              208.00                  353.42
8 - FERKESSEDOUGOU                       112.85                                  127,087         346.95              459.80            383.00                    76.80
9 - KORHOGO                                           366.88                                 451,885          1233.54           1600.41         1323.00                  277.41
10- OUANGOLODOUGOU                      90.14                                   108,022           294.90             385.04            254.00                   131.04
11-TENGRELA                                          52.39                                    55,274             150.90            203.29            264.00                     -60.71
12-BEOUMI                                               96.75                                     131,135           358.00            454.75            454.00                    0.75
13- BOUAKE NORD EST                       135.70                                   240,298           656.01             791.71            90.00                      701.71
14- BOUAKE NORD OUEST                  222.40                                   227,626          621.42             843.82            135.00                    708.82
15- BOUAKE SUD                                  140.09                                    184.955          504.93             645.02             90.00                      555.02
16- DABAKALA                                       84.63                                      101,962          278.36             362.98             804.00                   - 441.02
17- KATIOLA                                            61.25                                       72,961            199.18             260.44             403.00                 - 142.56
18- NIAKARAMADOUGOU                    74.00                                       88,664             242.05            316.06             506.00                  - 189.94
19- SAKASSOU                                       64.55                                       90,218            246.30             310.85             200.00                   110.85
20- MANKONO                                         167.53                                     264,642          722.47              890.01            435.50                  454.51
21- SEGUELA                                          140.09                                     230,258           628.60              768.69           438.00                   330.69       
22- BONDOUKOU                                    238.01                                    320,255           874.30             1112.31           417.00                  695.31
23- BOUNA                                               122.42                                     174,693           476.91               959.33            203.00                 396.33
24- NASSIAN                                             23.50                                       50,227             137.12              160.62             407.00                 -246.38
25- TANDA                                                185.77                                     254,465            694.69              880.46             960.00                -79.54
IVORY COAST TOTAL  2,014                3,257                                       431,4015            11,777               15,034              11,645
Please note that the monthly volume calculated for the storage of routine vaccines includes the pneumococcal vaccine, to which we have added the volume of MenAfriVac vaccines.
To make up the shortfall, we will use the cold rooms in the neighboring districts for vaccine storage and make regular supply runs.
For example, the BOUAKE, SAKASSOU and BEOUMI Health Districts, will all use the Bouaké unit, which has a cold room.
The BONDOUKOU and BOUNA districts will use the BONDOUKOU unit and the one in ODIENNE will be used as back-up for the ODIENNE and MINIGNAN districts. 

	Please describe how the campaign activities will contribute to strengthening routine immunization 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.

	The campaign will contribute to the improvement of immunization services through social mobilization activities 
Raising awareness and providing information about the MenAfriVac vaccine during the campaign will have the advantage of making it familiar and acceptable to the communities involved and will facilitate its introduction into the routine EPI.
The involvement of policy makers in this campaign will be an asset in persuading the community to take part 
The training of key personnel involved will enable better planning and management of routine immunization  
Improving strategies for difficult to reach areas (such as vaccinating people in places where people are passing through or gather together, such as railway stations, markets, along main roads and border areas) will increase routine immunization coverage and reduce dropout rates 
In conclusion, the lessons learned will help us to improve our routine immunization strategies  

	Please submit relevant documentation to support the estimates of the size of the campaign target population (as DOCUMENT NO.: 18).


	
	
	7.2.2. Grant Support for Operational Costs of the Meningococcal type A Campaign

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

	
	Year of Meningococcal type A support
Target population vaccinated (from Table 5.3) 
GAVI contribution per target person in USD
Total in USD
2014
4,314,015
0.65
2,804,110

	[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 funds allocated to the campaign will be used to finance the following activities:
•             Planning/Coordination 
•             Communication / mobilization
•             Training
•             Development of management tools and vaccination accessories
•             Supply and distribution of injection equipment and materials
•             Waste Management
•             Transportation for personnel in the districts
•             Vaccination (fixed, outreach and mobile strategies)
•             Monitoring and management of AEFIs
•             District, regional and national supervisory services
•             Campaign evaluation
•             Support for epidemiological surveillance
•             A coverage survey (by an independent institution or partner of the Ministry of Health) following WHO procedures    
A breakdown by district will be made after the preparation of micro plans. A monitoring system will be put in place. (Commission finance).

	
	Cost (and finance) of the Meningococcal type A, 10 dose(s) per vial, LYOPHILISED campaign USD

	
	Cost Category
Total cost for preparation of and delivery of campaign in USD
Funded with GAVI introduction grant in USD
2014
2014
Training
28.512
28.512
Social Mobilization, IEC and advocacy
370.189
360.031
Cold Chain Equipment & Maintenance
16.253
0
Vehicles and Transportation
778.081
768.939
Program Management
202.652
151.861
Surveillance and Monitoring
238.111
238.111
Human Resources
42.291
42.291
Waste Management
79.279
79.279
Technical Assistance
0
0
Planning
117.820
117.820
Volunteer incentives
868.538
868.538
Other (please specify)
AEFI surveillance
148.726
148.726
Total
2,890,452
2,804,108

	
	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.

	
	The shortfall will be made up by the Ivory Coast Government and local partners.

	

	

	

	

	


	8. Procurement and Management


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

	
	No NVS Routine Support is requested

	
	8.2 Procurement and Management for NVS Preventive Campaign(s)

	
	8.2.1 Procurement and Management for Meningococcal type A, 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): 
Funds will be allocated for the meningococcal type A immunization campaign using the current procedures.
1. Receipt of funds by the Central Bank
2. Transfer of funds into a State account at a private bank, under the management of an administrator
3. Execution of funds in accordance with the action plan. 
The country's supply of vaccines and injection equipment will be made available through UNICEF
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.
Transfer of funds into a State account at a private bank, under the management of an administrator
The administrator will make funds available to the health regions
The health regions make these funds available to the district in accordance with the finalized micro-plans.
· PURCHASING PROCEDURES
For amounts greater than thirty million USD, there will be a formal tendering process
For amounts less than thirty million USD, due consultation is carried out with at least three pro forma invoices 

c) Please indicate if the campaign is going to be phased, and if so, how this will be done.
The campaign will run in a single phase of 7 -10 days duration in the affected areas.
d) Please outline how coverage of the new vaccine will be monitored and reported (refer to the cMYP and/or the Meningococcal type A, 10 dose(s) per vial, LYOPHILISED campaign introduction plan)
Develop data management tools
Make these tools available to the personnel on the ground
Daily gathering of data from the various teams
Daily compilation and analysis of data at the district level
Compilation and analysis of data at central level
Monitoring of vaccination coverage
Production and distribution of the campaign newspaper 


	

	


	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 a 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? June 2012
Please attach the most recent EVM report (DOCUMENT NO.: 20, 21, 22), the corresponding EVM improvement plan (DOCUMENT NO.: 21) and progress on the EVM improvement plan (DOCUMENT NO.: 22). The improvement plan should include a time line, budget of committed resources for these activities and funding gaps, if any, as well as M&E indicators to monitor implementation progress.
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 immunization activities (including campaigns). Include details on the safe handling, storage, transportation and disposal of immunization waste.
Auto-disable syringes (ADS) are used in all of the vaccination centres, and used syringes are collected using safety boxes. These boxes are then collected by technical and logistics supervisors during the campaign from health centres and brought to health districts. At the district, a focal point for waste management receives the safety boxes and stores them in a dry protected place (container). At the end of the campaign, collection trucks, with trained drivers and materials-handling personnel on board, remove the safety boxes from the districts and bring them to incineration sites.

There are not enough authorized incinerators available at the health facility level for the destruction of vaccine waste. Waste is eliminated through incineration in 67% of the reference hospitals (CHR and HG), and through burning and burying in open unprotected pits in 42% of vaccination centres (PIE 2012 results). 

During mass immunisation sessions with injectable antigens, industrial sites that have high-temperature ovens (over 800°C) are asked to destroy waste. A national plan was developed in 2009 for the Directorate of Public Hygiene to construct an incinerator at the regional level. This plan is still being implemented.


	

	


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


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

	
	At the end of the session of the ICC held Monday, September 9, 2013 under the chairmanship of the Inspector General of Health, the following resolutions and recommendations were made:
I - RESOLUTIONS
· An immunization campaign against meningococcal meningitis A (MenAfriVac vaccine) with a target population between 1 and 29 years old, in seven high risk regions (25 districts) in the Ivory Coast. These are:
1  Poro-tchologo-bagoué, with 5 Districts
2 Hambol, with 2 Districts
3-Kabadougou Bafing-folon, with 2 Districts
4-Worodougou Béré, with 2 Districts
5-Boukani gontougo, with 5 Districts
6 Gbêké, with 6 Districts
7 Marahoué, with 3 Districts
II - RECOMMENDATIONS
· The pilot studies currently underway in the Ivory Coast have been taken into account in the GAVI bid 
· The committee of experts will be involved in the preparation of tender documents


	

	


	10. List of documents attached to this proposal


	
	
	10.1. List of documents attached to this proposal

	
	Document Number
Document
Section
Mandatory 
File
SIGNATURES MINISTRES.docx
1
MoH Signature (or delegated authority) of Proposal
[image: image2.png]



File desc: 
Date/time: 9/14/2013 8:13:59 AM
Size: 497297
SIGNATURES MINISTRES.docx
2
MoF Signature (or delegated authority) of Proposal
[image: image3.png]



File desc: 
Date/time: 9/14/2013 8:14:54 AM
Size: 497297
SIGNATURE HPV.docx
3
MoE signature (or delegated authority) of HPV Proposal
4.1.1
[image: image4.png]



File desc: 
Date/time: 9/14/2013 8:51:25 AM
Size: 431251
SIGNATURES.zip
3
Signatures of ICC or HSCC or equivalent in Proposal
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File desc: 
Date/time: 9/14/2013 8:22:22 AM
Size: 10739350
Arrêté CCIA Avr 2009.zip
4
Terms of Reference for the ICC
4.1.2
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File desc: 
Date/time: 9/4/2013 12:08:21 PM
Size: 2179790
PV CCIA ord 09 sept 2013 UNICEF+HKI.doc
4
Minutes of ICC/HSCC meeting endorsing Proposal
[image: image7.png]



File desc: 
Date/time: 9/13/2013 5:28:25 AM
Size: 835072
PPAC.zip
5
comprehensive Multi Year Plan - cMYP
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File desc: 
Date/time: 9/14/2013 3:09:10 AM
Size: 2726477
PV CCIA ord 09 sept 2013 UNICEF+HKI final.pdf
5
Minutes of NITAG meeting endorsing proposal
4.2
[image: image9.png]



File desc: 
Date/time: 9/14/2013 9:33:24 AM
Size: 2554719
cMYP_Costing_Tool_Vs.2.5_FR (2) version Septembre 2013 VF.xls
6
cMYP Costing tool for financial analysis
[image: image10.png]



File desc: 
Date/time: 9/14/2013 3:10:38 AM
Size: 3274240
PAO Men AfriVav bis 4_Final (3).doc
7
Plan for NVS introduction (if not part of cMYP)
5.1
[image: image11.png]



File desc: 
Date/time: 9/13/2013 5:04:31 AM
Size: 1843712
PV du CCIA extraordinaire 10mai2013.doc
7
Minutes of last three ICC/HSCC meetings
[image: image12.png]



File desc: 
Date/time: 9/4/2013 12:11:58 PM
Size: 4426240
Rapport Final_Cote d'Ivoire_GEV 2012.doc
8
Improvement plan based on EVM
[image: image13.png]



File desc: The improvement plan has been integrated into the EMV report
Date/time: 9/4/2013 12:20:25 PM
Size: 2265600
NITAG.zip
9
Minutes of three most recent NITAG meetings
4.2.1
[image: image14.png]



File desc: COMMITTEE OF IMMUNIZATION EXPERTS
Date/time: 9/14/2013 2:44:50 AM
Size: 5717137
Methodologie Evaluation HPV.docx
9
HPV summary of the evaluation methodology
5.1.1
[image: image15.png]



File desc: 
Date/time: 9/13/2013 2:59:34 PM
Size: 15367
Soumission HPV_CI_ finale_14092013_GAVI.docx
10
HPV roadmap or strategy
6.1.1
[image: image16.png]



File desc: 
Date/time: 9/14/2013 12:06:44 PM
Size: 1230463
VACCIN ANTIRUBEOLEUX.docx
11
Evidence of introduction of RCV in routine program
7.c.3
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File desc: THE MEASLES VACCINE USED IN ROUTINE IMMUNIZATION PROGRAMS IS NOT EFFECTIVE IN THE IVORY COAST
Date/time: 9/14/2013 9:06:34 AM
Size: 11529
CIV Rapport DQS 2013_vf(1).pdf
13
Data quality assessment (DQA) report
5.1.5
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File desc: 
Date/time: 9/13/2013 3:02:57 PM
Size: 1446815
CIV Rapport DQS 2013_vf(1).pdf
14
DQA improvement plan
5.1.5
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File desc: 
Date/time: 9/13/2013 3:01:41 PM
Size: 1446815
CIV Rapport DQS 2013_vf(1).pdf
15
Progress report on implementation of DQA improvement plan
5.1.5
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File desc: THE DQS EVALUATION IS NOT COMPLETE WE DO NOT HAVE THE PROGRESS REPORT
Date/time: 9/13/2013 3:07:18 PM
Size: 1446815
RAPPORT (1) DPT GENEVRE.doc
18
Campaign target population documentation
7.x.1
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File desc: 
Date/time: 9/4/2013 12:35:08 PM
Size: 2919936
Rapport Final_Cote d'Ivoire_GEV 2012.doc
20
EVM report
8.3
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File desc: 
Date/time: 9/4/2013 12:19:19 PM
Size: 2265600
Rapport_MEO_Evaluation_Gev_CIV_avril_2013.doc
22
EVM improvement plan progress report
8.3
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File desc: 
Date/time: 9/4/2013 12:21:52 PM
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	11. Annexes


	
	
	Annex 1 - NVS Routine Support

	
	No NVS Routine Support is requested


	

	


	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) (Meningococcal type A, 10 dose(s) per vial, LYOPHILISED)
Table Annex 3.1 C: Summary table for CAMPAIGN Meningococcal type A, 10 dose(s) per vial, LYOPHILISED
Data from
2014
Total campaign population
Table 5.3.1
#
4,314,015
Immunization coverage
Table 5.3.1
%
100.00 %
Number of persons to be vaccinated
Table 5.3.1
#
4,314,015
Number of doses per persons
Parameter
#
1
Estimated vaccine wastage factor
Table 5.3.1
#
1.11
Vaccine stock on 31st December * (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
#
No
Vaccine price per dose
Table Annexes 4A
$
0.5544
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
%
10.00 %
Freight cost as % of devices value
Parameter
%
10.00 %


	

	


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


	
		
	Formula
GAVI
2014
B
Number of persons to be vaccinated with the first dose
4,314,015
C
Number of doses per persons
1
D
Number of doses needed
B x C
4,314,015
E
Estimated vaccine wastage factor
Wastage factor table
1.11
F
Number of doses needed including wastage
D x E
4,788,557
G
Vaccines buffer stock
0
0
I
Total vaccine doses needed
(((F + G) / Vaccine package size) + 1) * Vaccine package size
4,789,057
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
4,788,557
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
531.586
N
Cost of vaccines needed
I x g
0.55
O
Cost of AD syringes needed
K x ca
222,667.9
P
Cost of reconstitution syringes needed
L x cr
19.669
Q
Cost of safety boxes needed
M x cs
0
R
Freight cost for vaccines needed
N x fv
0
S
Freight cost for devices needed
(O+P+Q) x fd
24.234
T
Total fund needed
(N+O+P+Q+R+S)
2,921,624.9
	
		
	Note: There is no co-financing for NVS preventive campaigns

		

	

	

	

	


	Annex 4


	
				
	Table Annex 4A: Cost of Commodities

				
	Vaccine
Presentation
2014
2015
2016
DTP-HepB-Hib, 1 dose(s) per vial, LIQUID
1
2.036
1.986
1.927
DTP-HepB-Hib, 10 dose(s) per vial, LIQUID
10
2.036
1.986
1.927
DTP-HepB-Hib, 2 dose(s) per vial, LYOPHILISED
2
2.036
1.986
1.927
HPV bivalent, 2 dose(s) per vial, LIQUID
2
4.600
4.600
4.600
HPV quadrivalent, 1 dose(s) per vial, LIQUID
1
4.500
4.500
4.500
Measles second dose, 10 dose(s) per vial, LYOPHILISED
10
0.286
0.296
0.322
Meningococcal type A, 10 dose(s) per vial, LYOPHILISED
10
0.554
0.582
0.611
MR, 10 dose(s) per vial, LYOPHILISED
10
0.532
0.565
0.591
Pneumococcal (PCV10), 2 dose(s) per vial, LIQUID
2
3.500
3.500
3.500
Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
1
3.500
3.500
3.500
Rotavirus, 2 dose schedule
1
2.550
2.550
2.550
Rotavirus, 3 dose schedule
1
3.500
3.500
3.500
Yellow Fever, 10 dose(s) per vial, LYOPHILISED
10
0.907
0.923
0.923
Yellow Fever, 5 dose(s) per vial, LYOPHILISED
5
0.907
0.923
0.923
	
				
	Supply
Form
2014
2015
2016
AD-SYRINGE
SYRINGE
0.047
0.047
0.047
RECONSTIT-SYRINGE-PENTAVAL
SYRINGE
0.037
0.037
0.037
RECONSTIT-SYRINGE-YF
SYRINGE
0.037
0.037
0.037
SAFETYBOX
SAFETYBOX
0.580
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 lyophilized and 10 dose liquid. For Yellow Fever, it applies to 5 dose lyophilized and 10 dose lyophilized)

				
	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
			
				

	

	
	


	Table Annex 4D: Wastage rates and factors


	
	
	The following table shows the wastage rates for routine and campaign vaccines, set for 2014.

	
	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 the WHO, UNICEF and the GAVI Secretariat

	Note: HPV demonstration projected 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
PCV7
liquid
IM
3
PFS
55.9
Pneumo. conjugate vaccine 7-valent
PCV7
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 GAVI Alliance, the Ivory Coast Government hereby requests that a payment be made via electronic bank transfer as detailed below:
Name of Institution (Account Holder):
MINISTRY OF HEALTH AND FIGHT AGAINST AIDS / GAVI FUND BOARD
Address:
CITE ADMINISTRATIVE TOUR C 16 e ETAGE BP V 16 ABIDJAN
City Country:
ABIDJAN IVORY COAST
Telephone no.:
(00225) 20 21 08 71
Fax no.:
Currency of the bank account:
FRANC CFA (BCEAO)
For credit to:
Bank account's title:
REGIE D'AVANCE SSV GAVI 
Bank account no.:
CI059 01001 131224652501 41
Bank's name:
ECOBANK COTE D'IVOIRE

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

		
	By whom is the account audited?  AUDITEURS ASSOCIES EN AFRIQUE-KPMG CI 

		
	Signature of Government's authorizing official

		
	Seal
Name:
RAYMONDE GOUDOU COFFIE
Title:
MINISTER FOR HEALTH AND FIGHT AGAINST AIDS
Signature:
Date:

		
	FINANCIAL INSTITUTION
Bank Name:
ECOBANK COTE D'IVOIRE
Branch Name:
Address:
01 BP 4107 ABIDJAN 01
City Country:
ABIDJAN IVORY COAST
Swift Code:
ECOCCIAB
Sort Code:
01001
ABA No.:
Telephone No.:
(00225) 20 3192 00
FAX No.:
	CORRESPONDENT BANK
(In the United States)

		
	I certify that the account no. 131224652501 is held by REGIE D'AVANCE SSV GAVI at this banking institution
The account is to be signed jointly by at least 1 (no. of signatories) of the following authorized signatories:
1
Name:
Ms. BANGASSARO AWA COULIBALY
Title:
MANAGER OF ADVANCE FUNDS AT THE MINISTRY OF HEALTH AND FIGHT AGAINST AIDS FOR GAVI-ISS PROGRAM MANAGEMENT
2
Name:
Title:
3
Name:
Title:

		
	Name of bank's authorizing official
Signature:
Date:
Seal:
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