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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 case-based support. The Country confirms that it will take all responsibility for replenishing GAVI case 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]
Preventive Campaign Support
Meningococcal type A, 10 dose(s) per vial, LYOPHILISED
2014
2014

	[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
1. Background
Togo is a country located in the Gulf of Guinea. It covers an area of 56,600K square kilometres. It is bordered in the north by Burkina Faso, in the south by the Atlantic Ocean, in the east by Benin and in the west by Ghana.
According to the National Healthcare Accounts (CNS) for the year 2008, total healthcare expenditures in Togo amounted to more than 70 billion CFA Francs, which is a per capita expense of 13,178 CFA Francs in 2008 and around 6.9% of GDP.
The resources devoted to healthcare are still accounted for primarily by direct expenses by households (51% of healthcare expenditures).
Togo has a population of 6,614,217 in 2013, according to an estimate based on the latest census carried out in 2010. The cohort of people aged 15 or less in the total population is estimated at 42%, the age cohort of 0 to 5 years .is estimated at 14.6%, the less than one year cohort at 3.08% and the 1-29 year age cohort is estimated at 70%. 
Life expectancy at birth is 49, according to the 1999 World Bank report, the maternal mortality rate is 478 for 100,000 live births, the infant mortality rate is 80 per 1,000 live births (78 per 1,000 according to the 2010 MICS), and the infant-child mortality rate is 146 per 1,000 (123 per 1,000 according to the 2010 MICS). The birth rate is estimated at 3.5%. The child-bearing rate is 5.4% in rural areas and 3.3% in urban areas. Natural growth per year is on the order of 2.84% with an average density of 105 inhabitants per square kilometre, unequally distributed. This is mostly a rural population (63%) despite the fast pace of urbanization (5.2% per annum). 
Togo is divided into six healthcare regions (Savanes, Kara, Centrale, Plateaux, Maritime and Lomé Commune) divided into 40 districts. The decentralization process is underway, and the government is again vowing to complete it as soon as possible. This means that neither the regions nor the city of Lomé yet has administrative or financial autonomy.
In terms of Human Resources in the healthcare sector in Togo, there is a shortage of certain categories of qualified healthcare personnel. Most importantly, the distribution of healthcare workers is extremely unequal. There are four physicians for every 10,000 inhabitants in the Lomé Commune healthcare region, while the percentage is only 0.3 to 5 for the rest of the regions in Togo.
Togo has three university hospitals (two in Lomé and one in the Kara region), six regional hospitals (one for each healthcare region), 36 public district hospitals, nine accredited private hospitals and 16 accredited private clinics. There are also 730 Outreach Care Units (USP) of which 251 private medical centres. In all, according to the report on the Principal Health Indicators in 2009, Togo had 789 healthcare facilities, which meets the standard all sectors and categories combined.
With regard to the EPI, according to the results of the vaccine coverage survey conducted at year-end 2012, coverage has increased regularly in the country.
( On the whole, the raw data on vaccine coverage (card or history) are satisfactory regardless of the antigen: in children from 12-22 months, the data show 96.9% for BCG, 93.5% for Penta 1, 84.1% for Penta 3, 71.7% for the measles vaccine and 71.6% for the YF vaccine.
( Parental neglect (96.6%) is one of the chief stumbling blocks to immunization. In many cases this is due to a lack of information: i.e. some parents do not know that immunization is necessary (26.9%) and that people have to return to the centre to continue the series (25.6%). Other reasons for the failure to immunize children ages 12 to 23 months include financial affordability (16.2%), geographical accessibility (13.7%) and lack of available parents. 
The comprehensive EPI Multi-year Plan (cMYP) covering the period 2011-15 calls not only for introducing new vaccines and implementing measures designed to control and reduce vaccine waste but also for implementing strategies aimed at improving vaccine coverage. National planning for healthcare follows a five-year cycle. The current National Healthcare Development Plan (NHPD) was designed for a period of four years (2012 to 2015) for consistency with the Poverty Reduction Strategy Paper (PRSP). From this NHDP, Annual Operating Plans that are funded for execution. Hence the cMYP is aligned with the current NHDP and will be revised in 2014.
2. Nature of the request-
The Government of Togo is requesting support from GAVI Alliance for an immunisation campaign against meningococcal meningitis A with the new conjugate vaccine MenAfriVac.
Togo is requesting this support for the four regions in the north of the country (Savanes, Kara, Centrale and Plateaux), which have suffered every year and which still suffer from epidemics of meningitis. These regions have a total of 2,865,388 persons in the I to 29 year age cohort.
Togo is located in the meningitis belt, which has been struck by numerous epidemics of meningococcal meningitis A with devastating effects on the population, especially in the north.
In accordance with the plan to introduce [words missing] into the meningitis belt, Togo is planning to introduce this vaccine in 2014. The immunization plan will cover the country in a single round.
3. Justification for the request for the meningitis A conjugate vaccine (MenAfriVac)
A mission conducted from WHO headquarters to evaluate the risk of  meningitis yielded the following findings:
“The Republic of Togo is one of the countries at high risk for meningitis epidemics and there are plans for introducing the conjugate vaccine against NmAest in 2014. This makes Togo eligible to submit to GAVI, the Global Alliance for Vaccination and Immunisation, before the end of August 2013 a request to fully fund vaccines and injection supplies at a fixed amount for operating costs ($0.65 per person vaccinated), which should also cover the full cost, including for conducting post-immunisation vaccine coverage surveys. The proposal to GAVI must outline in detail the complete strategy for introducing the vaccine. In order to clarify Togo’s request and to argue for justification, an assessment of the risk of meningitis was made in the country using the district prioritization tool for immunization against Nm A (district prioritization tool) developed by WHO HQ and the Inter-country Support Team for West Africa (IST-W).”
Cerebro-spinal meningitis vacillates in Togo with epidemics peaking in some years.
Since 2007, no district in the country has experienced a full-blown meningitis epidemic despite the cases recorded during the period. In 2012, the country recorded 408 cases with a total infection rate of 6.2% and total mortality of 8.6%; in 2011, 440 cases were reported with a total infection rate of 7.3% and total mortality of 9.8%; in 2010, 460 cases were reported with a total infection rate of 7.8% and total mortality of 20.4%. Despite a relatively low total infection rate, the overall mortality rate is relatively high. The deaths reported are due mainly to the new bacteria Neisseria meningitidis W135, Neisseria meningitidis X and Streptococcus Pneumoniae, which have appeared since 2007. It should be noted that the space between epidemics varies between three and six years.
The northern regions (Savanes, Kara, Centrale and some Plateaux districts) belonging to the regions included in the African meningitis belt are the most affected.
4.  Formulations Chosen
At less than US$0.50 per dose, MenAfriVac provides a highly affordable solution to one of the region’s major health problems. Thanks to a highly unique public-private partnership, developing MenAfriVac cost only 50 million dollars, a fraction of the amount generally required for developing and placing a new vaccine on the market.
Developed by the Meningitis Vaccine Project (MVP), an international partnership between the World Health Organisation (WHO) and PATH with the support of the Bill & Melinda Gates Foundation, the new meningococcal A conjugate vaccine, ,MenAfriVac, offers African health authorities for the first time an affordable long-term solution that even protects young children against meningitis A (group A neisseria meningitides).
The MenAfriVac conjugate vaccine is the only one that now offers ten-year protection and more from meningococcal A meningitis, which is responsible for devastating epidemics.
5. Cold Chain
The effective vaccine management evaluation was done in April 2011 and pointed to gaps by levels. An improvement plan has been in effect for two years, which has led to an improvement in the cold chain situation.
Vaccines will be supplied from central and regional warehouses.
There is a process underway to strengthen the cold chain using HSS-GAVI funds through a request for reprogramming.
In terms of transport, the vaccines will be carried from the central level to the districts in coolers equipped with cold storage batteries. From healthcare facilities to immunization sites, the vaccines will be transported in vaccine carriers equipped with foam pads and conditioned cold packs. During immunization activities, every team will use two vaccine carriers equipped with conditioned cold packs and foam pads to secure the vials of vaccine during use.
6. Plan for introducing MenAfriVac
Togo has already held successful mass immunisation campaigns, in particular mass campaigns against yellow fever in 2006 – 2007, against the AH1N1 flu pandemic in 2009 and 2010 as well as numerous annual campaigns against polio and measles.
The measures always taken for the success of such campaigns will again be appropriate in the areas of planning, implementation and evaluation. These measures will apply to the following areas:
 Advocating for high level political commitment
 Micro-planning in the districts in collaboration with district-level religious and governmental authorities
 Training of supervisors and vaccination workers
 Mobilising community support and communication with the establishment of a committee to manage rumours, inform and educate the population as well as professional bodies, the media and authorities/leaders.
  Strengthening the cold chain and improving waste management
  Putting in place surveillance systems for targeted diseases and Alleged Adverse Effects Following Immunisation (AEFI)
  Putting in place case-based surveillance
7. Results Expected

Togo is planning to vaccinate at least 95% of the target of 2,685,388 backed by strong community support and a strategy to mobilise even more of the age 15-29 cohort, one of the categories that participated the least in the campaigns in the other counties.
8. The Partners
The national immunisation programme is supported by several partners, all of which are members of the Inter-Agency Coordinating Committee / HIV Health Sector Committee. They include the following: 
• The other Government Ministries : Communications, Land Management, Finance, Plan 
• The traditional partners: WHO (technical and financial support), UNICEF (financial, technical and logistical support)
• The other partners: Rotary, Plan-Togo
9. Funding
The cost of the vaccines will be fully covered by GAVIAlliance.
The campaign operating costs will be paid by GAVI at the rate of US$0.65 per person vaccinated, which is the equivalent of approximately US$1,745,502. This funding will make it possible to cover the principal aspects of the campaign from planning to implementation and evaluation.
Togo’s technical and financial partners in the IACC will be called on to pay any additional costs.
<!--[endif]-->



	

	


			
	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 Togo 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:

			
		Meningococcal type A, 10 dose(s) per vial, LYOPHILISED preventive campaigns
	
			
	The Government of Togo 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.

			
	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
Pr. Kondi Charles AGBA
Name
Mr . Adji Oteth AYASSOR
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
ABOUBAKAR Mohamed Sadate   
Research Director Budget Division/Ministry of Economy and Finance
+228 90 29 31 50  22 52 34 06 
sadate2@yahoo.fr   
DARETEA Yawo 
Data manager at the Epidemiology Division 
+228 90 32 41 12 
daretea.yawo@yahoo.fr
Dr ADJEODA Kodjovi E.
In charge of EPI WHO
+228 2221 33 60/ 91 64 56 01
adjeodak@tg.afro.who.int
Dr AFANOU Akouete
 UNICEF Healthcare Specialist
+228 90041463
aafanou@unicef.org
Dr ASSANE Hamadi 
DPS Tchamba 
+228 90 28 68 44 
simpassane@yahoo.fr 
Dr N’TAPI Kassouta  
Head of the Family Health Division  
+228 90 16 25 36 
ntapi22@yahoo.fr 
Dr NASSOURY I. Danladi
Head of the Epidemiology Division
+228 22 21 41 94/90 22 34 97
dinassoury@yahoo.fr
Dr TAMEKLOE Tsidi Agbeko
Head of the Transmissible Disease Surveillance Department
+228 90012621
stantameklo@yahoo.fr 
Dr TOKE Yaovi Temfan
UNICEP EPI Administrator
+228 22 23 15 00/ 98 24 85 64
ytoke@unicef.org
EGOULOU E. Valérie 
Research Director MASSIN/DGPE  
+228 9021 73 76 
egoulval@yahoo.fr 
HOTWOSSI Komi 
Communications Director WHO/CAM 
+ 228 99 48 1919
hotowossiko@tg.afro.who.int 
KEDJEYI A.A Daalakiwé 
Research Director MATDTCL 
+228 90 3974 51 
jeannekedjieyi@yahoo.fr
KOURKOU KPANTE Kissaou  
Surveillance Focal Point at the Epidemiology Division
+228 90 18 38 90 
kourkoukpantekissaou@yahoo.fr 
Mme BABA-IHOU Aboubonou
National Education Inspector
+228 90021096
damela02@hotmail.fr
Mr. BAFEI Toï
National EPI Logistician
+228 90 33 18 07
justinbt2001@yahoo.fr
Mr. DJENDA Abeyeta
Executive Director of the Togolese Union of NGOs (UONGTO)
+228 90 14 68 27
aristidedjenda@yahoo.fr
NAMOU Mako 
Family Health Division
+22822214194
tmako2006@yahoo.fr 
ODJEKE Kassindéyém  
Family Health Division 
+228 90 34 76 17 
lonadobed@yahoo.fr
SAYA   Kokou  
EPI Focal Point  DSP Golfe 
+22890148542
azouma2@yahoo.fr 

			
	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
HIV/Health Sector Committee
Year of constitution of the current committee
2011
Organisational structure (e.g., sub-committee, stand-alone)
Details below 
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:

			
	With regard to the sector approach, the HIV/AIDS health sector committee was created at year-end 2011. This sector committee, which replaces the Healthcare Sector Coordinating Committee (HSCC) and also the IACC, is a high level coordinating body with branches in the intermediate and operational level. All the stakeholders sit on this committee: civil society organizations (UONGTO), the technical and financial partners (WHO, UNICEF, UNFPA, AFD) and the ministries in charge of economy and finance and primary and secondary education. This is the committee that approves the annual operating plans of the HSS proposal and other health sector plans. 
The steering committee, the group responsible for implementation is a body consisting of the members of the Ministry of Health and the partners of WHO and UNICEF, i.e.: 
-Managers and officials of the Ministry of Health: Staff Director, Director General, Director of planning, Director of Community Affairs, Head of the Family Health Division, Head of the Epidemiology Division, HSS Focal Point at the Ministry of Health.
-A representative of the Ministry of Economy and Finance : Head of the Research Division at the Ministry of Finance ; representatives of civil society organisations, notably the NGO Federation of Togo (FONGTO)  and the NGO Union of Togo (UONGTO), Executive Director, 
-Representatives of the technical and financial partners, notably the WHO (health policy and systems adviser and HSS Focal Point) as well as representatives of other national institutions like the Permanent Secretariat of the CCM-Togo (Permanent Secretary) and resource persons. They are all members of the group in charge of implementing GAVI-HSS support.
The steering committee will handle the leadership and coordination of all the activities under the proposal by issuing directives and guidelines on the implementation of those activities while the key players will participate actively in implementing the proposal.
The IACC is continuing its activities as a sub-committee answering to the HIV Health Sector Committee. This includes the technical, logistics and social mobilisation committees.

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

			
	- WHO: technical and financial support from the country desk to hold a proposal writing workshop with the participation of all the stakeholders. The inter-country team and WHO/AFRO have also provided an international consultant to support Togo in designing the proposal.
- UNICEF: technical support

			
	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 06/09/2013 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 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
Minister of Health
Pr.  Kondi Charles AGBA
Secretary
WHO Representative in  Togo
Dr. Lucile IMBOUA
Members
UNICEF Representative in Togo
Dr. Viviane Van STEIRTEGHEM
Director General of Health
Dr. Koku Sika DOGBE
Research Director – Budget Division/Ministry of Economy and Finance
Mr. Mohamed Sadate ABOUBAKAR
Advisor/Ministry of Development and Land Management
Mr. Issaka LAGUEBANDE
Rotary International/President  Polio Plus National Committee
Mr. Gbehomilo - Nyelolo TOMEGAH
Representative of the World Bank
Mr. ASSAH Hervé
International Development Cooperation Mission 
Mr. Philippe COLLIGNON
Resident Representative. United Nations Development Programme
Mme Khardiata Lo NDIAYE
Resident Representative Plan- Togo
Mr. Hada TCHINGUE
Health Coordinator/Togo Red Cross
Dr. Kuami Guy BATTAH
Director of Planning, Training and Research
Mr.  EDORH Hokameto
Director Primary Healthcare
Dr. Sylvain Atayi KOMLANGAN
Director/ Directorate of Healthcare Establishments
Dr. Afefa Amivi BABA
Dr. Atany NYANSA 
Director of Pharmacies, Laboratories and Technical Equipment
Mr. DJENDA Abeyeta
Executive Director of UONGTO
KOFFI-KUMA Edem
Head of the National Health Education Communications Department
Dr. N'TAPI Kassouta Komlan Tchiguiri
Head of the Family Health Division

			
	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
6,614,217
2013
Projection based on the 2010 General Population and Housing Census 
Infant mortality rate (per 1000)
78
2013
MICS 2010
Surviving infants[1]
274,424
2013
Projection based on the 2010 General Population and Housing Census
GNI per capita (US$)
466
2013
Projection based on 2009 figures (WHO NHA site)
Total Health Expenditure (THE) as a percentage of GDP
19
%
2013
Projection based on 2009 figures (WHO NHA site)
General government expenditure on health (GGHE) as % of General government expenditure
28
%
2013
Projection based on 2009 figures (WHO NHA site)

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

	
	5.1.1 Lessons learned

	
	Routine New 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
1- Storage capacity, cold chain and logistics:
•  The positive storage capacity is acceptable at the central warehouse and in some regional warehouses. However, necessary improvements are underway 

• Cold chain equipment not up to WHO standards (domestic refrigerators) in some outreach units 
• Diversity of types of refrigerators and energy sources for cold chain equipment, especially at the outreach level (gas, oil, solar, etc.) 
• Inadequate maintenance system for cold chain equipment

• Insufficiency and age of rolling stock (vehicles, motorcycles and bicycles)
- Review the rate of supply of the different levels,
- Strengthen the cold chain capacity with the acquisition in 2013 of refrigerators with the support of development partners (ROTARY, UNICEF 
- Switch from single dose pentavalent to 10-dose pentavalent per vial to reduce vaccine storage capacity needs at all levels.  
- Implement the gradual strengthening plan for cold chain equipment 

- Withdraw uncertified refrigerators and replace them with refrigerators meeting the standards 

- A thorough inventory of cold chain equipment begun on 12 August 2013 will help to identify CFC refrigerators to be taken out of service and replace them. 

- The logistics replacement plan has defined equipment standards in Togo by level in cold chain equipment

- Training plan designed for 2013 for healthcare workers at all levels in preventive maintenance. This training should result in the creation of a cold chain maintenance system. 
- Training of 40 workers in cold chain maintenance
- Acquisition of 23 4X4 vehicles and 50 motorcycles with the support of HSS -GAVI
- Acquisition of 176  bicycles from the State budget for Community Health Workers

2- Protection against accidental freezing
- Acquisition of fridge tags in May 2013 and plan to buy multilogs with the support of UNICEF for cold rooms
- Instituting the use of conditioned cold packs for the transport and storage of vaccines 

3- Training of personnel, 
- Only one worker for each Outreach Care Unit (USP) received training in EPI and vaccine management; the others received a cursory briefing at the Unit. 
- Lack of simple technical materials (e.g.: flyers) for all the workers at Outreach Care Units. 
-  No demonstrations during training (formulation and physical appearance of the vaccine, technique for administering, etc.) owing to the fact that the new vaccine had not yet been transported into the field 

- Briefing on aspects of EPI and vaccine management during monthly district level coordination meetings 
- Training of 23 members of Civil Society Organizations (CSO) in three sessions on planning, quality control, EPI, vaccine management and community development 
- Training in computerised vaccine management and Data Quality Self-assessment (DQS)
- Plan to develop for providers a manual and materials (flyers, etc.) for use with the new vaccines.
- Plan demonstration sessions with samples of the new vaccines during training at all levels during upcoming campaigns to introduce new vaccines 

4- Developing community support 
- Lack of an overall communications plan for eliciting support for the new vaccine 
- Lack of appropriate aids for outreach workers and their respective communities (flyers, posters, etc.) 
- Insufficient training of media personnel on the new vaccine 

- Existence of a communications strategy plan for 2011-2015 and plan to develop a communications plan suited to introducing new vaccines 
- Production and distribution of posters, notices, image boxes and flyers 
- Plan to include training of journalists as part of the plan to introduce new vaccines 

5- Coverage and drop-out rate, wastage rate 
- Analysis and use of data at the outreach level is minimal and is not sufficient to trigger corrective actions 

Forecast of training of providers on monitoring data and improving supervision training activities.

	
	5.1.2 Health planning and budgeting

	
	Please provide information on the planning and budgeting cycle in your country
The National Health Development Plan (NHDP) was designed for a period of four years (2012 to 2015) to make it consistent with the Poverty Reduction Strategy Paper (PRSP). From this NHDP, Annual Operating Plans are developed, which are funded for execution. 
By 2015, another NHDP will be developed. The current plan is a document for use to apply for financial support from partners (WHO, UNICEF, GAVI, Rotary, Plan Togo, Red Cross, etc.).
Preparing the General State Budget
The budget forecast for the year is made at the end of the first half of the year (n-1). The forecast for the year (n) is made based on the mission budget letter sent by the Prime Minister to the different ministerial departments. This letter sets the objectives to be reached for each department. It is also based on the Strategy for Accelerated Growth and Employment Promotion (SCAPE) of the PRSP report. In the last half of the year (n-1) the different departments consolidate their budget, taking into account the strategic guidelines contained in the medium-term expense framework (MTEF), the objectives set by the mission budget letters and the guidelines specific to each department. These budgets are debated several times during the budgetary conferences held by the Ministry of Economy and Finance. The guiding principle adopted during the budgetary process is Results Based Management (RBM).
Monitoring of Budget Execution 
The monitoring process involves the use of the strategy documents MTEF, NHDP and SCAPE and the processes for entering into contracts, budgetary reviews, controls, audits and evaluations. 
In the Ministry of Health there is a contracting committee, a committee that oversees the execution of public finances, a committee to evaluate bids and an internal audit committee. These different committees participate in monitoring budget execution at all levels (resources of the State and of the partners).
Please indicate the name and date of the relevant planning document for health
The National Health Development Plan (NHDP) for a period of four years (2012 à 2015).
Is the cMYP (or updated Multi-Year Plan) aligned with the proposal document (timing, content, etc.)
The 2011 - 2015 cMYP is aligned with regard to the immunization activities contained in the NHDP (major guidelines). The difference is that the cMYP starts in 2011 while the NHDP starts in 2012.
A few strengths, weaknesses, opportunities and threats regarding the immunisation system in the cMYP.:



       Strengths
Community participation in the funding of the healthcare sector through the contribution to partial coverage of healthcare costs;
Commitment by civil society to the development of the healthcare system;
  Gradual increase in the budget for the purchase of vaccines and EPI supplies;
  Strengthening of the Reach Every District (RED) approach in the 40 districts (the number of districts increased starting in July 2012), resulting in improvements in vaccine coverage and in the other performance indicators;
  Approval of the Proposal by Togo for strengthening the Healthcare System (HSS).
    Availability of a core group of managers at the central and district levels with expertise in vaccinology thanks to EPIVAC and MLM training;
    Improved injection and waste management practices;
    Political commitment by the Ministry of Health to introduce new vaccines (Pneumococcal, Rotavirus and Meningitis A);
    Integrated communications plan designed for the EPI;
    Every opportunity used to incorporate certain related interventions (distribution of ITNs, administration of vitamin A and deworming using Albendazol). 
       Weaknesses
 Low level of involvement of grassroots communities in EPI activities;
 Low level of involvement of NGOs/Associations in EPI activities;
 Persistence of certain barriers to immunisation (taboos, rumours, customs, etc.) in some locations;
 The resurgence of certain epidemics related to diseases targeted by the EPI (measles, whooping cough, WPV);
 Insufficient cold chain equipment and means of transportation;
 Relatively weak vaccine safety system (rapid deterioration of incinerators);
 Failure to apply the directives for managing AEFI;
 Ineffectiveness of operations by the National Regulatory Authority, especially for vaccines;
 Low level of endogenous funding of EPI activities;
  Poorly coordinated interventions by partners. 
       Opportunity
  Decentralisation process moving forward;
 Health code document endorsed by the National Assembly;
  Togo’s membership in the International Healthcare Partnership (IHP+)
  Completing the HIPC initiative in December2010;
  Gradual resumption of public aid to development
       Threats
  Increasing poverty of the population 
  Slow economic growth
Foreign debt (this debt burden has been eased thanks to the HIPC initiative)
Please indicate the national planning budgeting cycle for health
The national health planning is done in five-year cycles. The National Health Development Plan (NHDP) was designed for a period of four years (2012 to 2015) to make it consistent with the Poverty Reduction Strategy Paper (PRSP). From this NHDP, Annual Operating Plans are developed, which are funded for execution. 
By 2015, another NHDP will be developed. The current plan is a document for use to apply for financial support from partners (WHO, UNICEF, GAVI, Rotary, Plan Togo, Red Cross, etc.).
Preparing the General State Budget
The budget forecast for the year is made at the end of the first half of the year (n-1). The forecast for the year (n) is made based on the mission budget letter sent by the Prime Minister to the different ministerial departments. This letter sets the objectives to be reached for each department. It is also based on the Strategy for Accelerated Growth and Employment Promotion (SCAPE) of the PRSP report. In the last half of the year (n-1) the different departments consolidate their budget, taking into account the strategic guidelines contained in the medium-term expense framework (MTEF), the objectives set by the mission budget letters and the guidelines specific to each department. These budgets are debated several times during the budgetary conferences held by the Ministry of Economy and Finance. The guiding principle adopted during the budgetary process is Results Based Management (RBM).
Monitoring of budget execution
The monitoring process involves the use of the strategy documents MTEF, NHDP and SCAPE and the processes for entering into contracts, budgetary reviews, controls, audits and evaluations. 
In the Ministry of Health there is a contracting committee, a committee that oversees the execution of public finances, a committee to evaluate bids and an internal audit committee. These different committees participate in monitoring budget execution at all levels (resources of the State and of the partners). 
The Health budget is prepared using the same process as the State budget.
Please indicate the national planning cycle for immunisation
National planning for immunization is done in five-year cycles. The cMYP is prepared for a period of five years (2011 to 2015). For each year the districts prepare an Annual Operating Plan that includes immunization activities. 




	

	


	
	5.1.3 Preparatory activities

	
	Please provide an outline of all preparatory activities for vaccine(s) introduction
The introductory activities for the MenAfriVac Campaign are listed below:
 Programme evaluation (of the system and data quality) : Review of the EPI done at year-end 2012
 Training of subcommittees (logistics, technical, enlisting community involvement, resources) in the design of the joint vaccine introduction plan.
 Adapting all the support materials to be used to introduce the vaccine
 Mobilizing financial resources
 Reproduction and distribution of support aides and materials
 Decentralised training of all persons involved
 Strengthening the cold chain at the operational level
 Taking delivery of vaccines and injection supplies at the central level
  Distribution of vaccines and injection supplies to every regional and district chef lieu
  Maintenance contract
 Worker training and on-the-job training.
 Organising community support (launch, lecture-discussion, skit, distribution of slots, briefings of journalists and teachers. Strengthening the cold chain at the operational level, producing materials designed to elicit support, advocacy meetings, media campaigns and localised communications, etc.)
 Organising the management of the waste from immunisation and 
 Training for case-based surveillance
 Introducing the vaccine
 Supervision training
 AEFI surveillance
Post-introduction evaluation.

	
	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).
The different strategies to cover the entire population in terms of immunisation are fixed strategies (population in a radius of 5 km), outreach (between 5 and 15 km) and mobile (more than 15 km). As there is no charge for immunisation, there are no socio-economic or cultural obstacles to immunization in Togo.
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).
The different strategies to cover the entire population in terms of immunisation are fixed strategies (population in a radius of 5 km), outreach (between 5 and 15 km) and mobile (more than 15 km). As there is no charge for immunisation, there are no socio-economic or cultural obstacles to immunisation in Togo. 
The micro-planning done for past immunisation campaigns (yellow fever, AH1N1 flu, Polio NID) takes into account the specific aspects of some hard-to-reach districts; this will also be the case for the meningococcal meningitis A campaign.
Please indicate if sex disaggregated data is collected and used in immunisation routine reporting systems.
Data gathering by gender started in mid-2012 and data will be available from 2014. 
There are no specific obstacles to immunization. There is no gender discrimination in Togo. The right to medical care including immunisation is guaranteed by the Constitution to every citizen of Togo regardless of gender or religion. All people - men and women, girls and boys - have the same rights and duties in all socio-economic areas.
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 immunisation programme, planning for introduction of routine vaccines or campaigns and financing of these activities.
The country has no particular problem in terms of major insecurity and is classified as level 1 under the UN security classification system.
Presence of refugees (around 20,000) from some of Togo’s neighbouring countries, particularly in the district of Tandjoaré, which lies on the border with Ghana. This is one of the districts targeted by the MenAfriVac campaign. Given that Ghana has already conducted that campaign, most of the refugees have presumably been immunized. Nevertheless, a social mobilization program will be organized and immunization teams will be positioned to provide vaccinations if necessary. 
The period targeted for the campaign is not a flood period in the northern part of the country targeted by the campaign.

	
	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).

	

	

	


	5.2. 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
2013
2014
Total births
297,640
304,124
Total population 1-29 years old
2,677,783
2,685,388
Target population to be vaccinated with Meningococcal type A
2,677,783
2,685,388
Meningococcal type A (campaign) coverage (%) [1]
100 %
100 %
Wastage rate (%) for Meningococcal type A (campaign)
10
10
Wastage factor 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
Meningitis
Epidemiological Surveillance- National laboratory network
2003
Total LCR confirmed (181): N. meningitidis A (55 cases); W135 (0 cases); X (0 cases); indefinite (0 cases); S. pneumoniae (52 cases); haemophilus influenzae b (19 cases); other bacteria (
Meningitis
Epidemiological Surveillance- National laboratory network
2004
Total LCR confirmed (58): N. meningitidis A (31 cases); W135 (5 cases); X (0 cases); indefinite (0 cases) ; S. pneumoniae (19 cases); haemophilus influenzae b (3 cases); 
Meningitis
Epidemiological Surveillance- National laboratory network
2005
Total LCR confirmed (69): N. meningitidis A (0 cases); W135 (0 cases); X (0 cases); indefinite (20 cases) ; S. pneumoniae (38 cases); haemophilus influenzae b (11 cases); 
Meningitis
Epidemiological Surveillance- National laboratory network
2006
Total LCR confirmed (132): N. meningitidis A (20 cases); W135 (0 cases); X (0 cases); indefinite (0 cases) ; S. pneumoniae (76 cases); haemophilus influenzae b (36 cases); 
Meningitis
Epidemiological Surveillance- National laboratory network
2007
Total LCR confirmed (442): N. meningitidis A (194 cases); W135 (55 cases); X (91 cases); indefinite (0 cases) ; S. pneumoniae (48 cases); haemophilus influenzae b (22 cases); other bacteria(32 cases)
Meningitis
Epidemiological Surveillance- National laboratory network
2008
Total LCR confirmed (67): N. meningitidis A (20 cases); W135 (0 cases); X (0 cases); indefinite (0 cases) ; S. pneumoniae (33 cases); haemophilus influenzae b (14 cases); other bacteria(0 cases)
Meningitis
Epidemiological Surveillance- National laboratory network
2009
Total LCR confirmed (52): N. meningitidis A (4 cases); W135 (0 cases); X (0 cases); indefinite (4 cases) ; S. pneumoniae (39 cases); haemophilus influenzae b (5 cases); other bacteria(0 cases)
Meningitis
Epidemiological Surveillance- National laboratory network
2010
Total LCR confirmed (93): N. meningitidis A (0 cases); W135 (1 cases); X (0 cases); indefinite (5 cases) ; S. pneumoniae (77 cases); haemophilus influenzae b (10 cases); other bacteria(0 cases)
Meningitis
Epidemiological Surveillance- National laboratory network
2011
Total LCR confirmed (40): N. meningitidis A (0 cases); W135 (2 cases); X (0 cases); indefinite (0 cases) ; S. pneumoniae (38 cases); haemophilus influenzae b (0 cases); other bacteria(0 cases)
Meningitis
Epidemiological Surveillance- National laboratory network
2012
Total LCR confirmed (154): N. meningitidis A (3 cases); W135 (8 cases); X (0 cases); indefinite (40 cases) ; S. pneumoniae (92 cases); haemophilus influenzae b (11 cases); other bacteria (0 cases)

	

	

	


	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 mobilisation and micro-planning, including strategies for insecure or hard-to-reach areas.

	The following factors were included in the decision-making process:
      Analysis of the meningococcal A infection burden. Togo is located in the meningitis belt
      Placing the new vaccine MenAfriVac on the market
      Effectiveness/Innocuousness of the vaccine
      Opportunity for funding by the GAVI Fund
      Satisfactory results achieved by the EPI in Togo during the past ten years
      Satisfactory results from the preventive campaigns against meningococcal A (MenAfriVac), in the other countries near Togo in the meningitis belt
      Partnership strengthened by support and technical advice from the WHO and UNICEF
      Concern by the IACC for introducing the MenAfriVac vaccine
Micro-planning: 
In order to identify all the preparatory activities and guarantee that they will be implemented effectively, micro-plans will be designed district by district with the participation of the representatives of immunization centres and community organizations (COGES and COSAN). These micro-planning exercises will be used as a special framework for training and exchanges with the districts health management teams, which will bear the heavy responsibility of conducting the activities at the outreach level. These micro-plans will be synthesized to correct any errors in estimating financial and material resources to be allocated to outreach.
For each healthcare facility a daily travel plan will be prepared and posted for the immunisation and supervisory teams. This plan will include the following:
      The neighbourhoods, villages or areas to be covered by each immunisation team
      The size of the target population of the areas concerned
      The distance between the healthcare facility from which the immunisation teams leave and the area to be covered.
During micro-planning exercises specific strategies will be identified to reach hard-to-access areas and special populations during the campaign. These strategies will be factored into the district micro-plans.
An initial estimate of the needs for vaccines and vaccine supplies is made in the overall campaign plan developed by the Technical Committee. The districts will use it as a document to develop their own micro-plan (narrative, table component quantifying needs, timeline and budget).
Social Mobilisation
For the MenAfriVac campaign a communications plan will be developed at least six months before the campaign starts. Actual implementation will begin three months before the campaign is kicked off officially. The activities specified in the plan will involve the following areas:
· Advocacy
Activities involving advocacy will be directed mainly to the different political figures, religious and community leaders. Meetings and exchanges will be held at strategic levels (central, regional and district) to elicit a commitment and actual involvement by political and traditional authorities. These meetings will be designed to seek support from them in order to gain community support.  
· Mobilisation at the grassroots level,
Community health workers will play a role. There are plans to train them to educate people at the grassroots level and also for actual involvement in selecting and recording the children vaccinated and in maintaining order during immunization sessions.
Based on Togo’s experience and to reach hard-to-access populations, opinion leaders, religious authorities and NGOs will be deeply involved in briefings and educational activities.  
· Mass communications  
This includes the following:
The media campaign: to be waged through radio and television announcements, radio broadcasts, interviews with prominent figures, and educational chats. The people will also be informed by local radio stations, briefings and messages distributed through the mass media. This information and education campaign will start at least two weeks before the official kick-off of immunization activities; 20 community radio stations; two television stations; and three newspapers will be contributing to the effort.
The DEPI will prepare a service contract with media partners to broadcast messages.
Materials will be produced in French and in local languages
Deployment of banners: banners will be designed and deployed in all the districts at the rate of three per district.
Distribution of campaign materials: an information kit and posters will be produced to reach a greater number of people
· Crisis communications
Senior officials (Ministry of Health and Communications), decision-makers and technicians will be briefed on crisis communications before the start of the MenAfriVac prevention campaign to inform them on what message to use or not to use and how to speak to the public in the event of any rumours or AEFI that could adversely affect the mass campaign.
In addition, 60 journalists will be given a one-day briefing on the introduction of MenAfrivac and on meningitis. Those journalists will be divided into two groups – the first group in northern Togo and the second in southern Togo.  
Three days before the official launch of the immunisation campaign, a press conference will be held to initiate and facilitate the transmission of information on MenAfriVac up until the time the campaign  is launched.
This press conference will be endorsed by a joint press release by the Ministry of Health, WHO and UNICEF.
The district IEC focal points will participate by providing information at the local level. A briefing will be held for them in order to ward off any crises or resistance.
Advocacy and communications activities will help to respond in cases of resistance

	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.

	A description of the current situation regarding cold chain equipment for use in introducing the new vaccines during the next four years is given below:
  At the central level
o   Two positive cold rooms in Lomé, one with a capacity of 40,000 litres built in 2007 and another with a capacity of 12,000 litres (depreciated); 
o   One negative cold room with a capacity of 20,000 litres built in 2007;
o   5 FC W 300 freezers in good condition;
o   1 255-litre freezer in good condition;
All this equipment is in good operating condition. 
Togo’s central EPI warehouse can also count on cold rooms available at the operational level. Thus there is a 12,000-litre positive cold room in Atakpamé around 165 km north of Lomé and two positive cold rooms with a capacity of around 12,000 litres each in the town of Kara located around 420 km north of Lomé. 
Aside from those rooms, Togo’s EPI can no longer count on the cold room of CAMEG (the purchasing group for essential and generic drugs). However, it should be pointed out that use by the central level of all these cold rooms is possible to conserve the vaccines, but this would require a change in staffing to handle the management. 
The cold room status tables are [word missing] the cMYP, given that the tables are hard to paste into the on-line proposal.
These tables show that the current capacity of the central vaccine warehouse will be sufficient for the introduction of the pneumococcal and rotavirus vaccines until 2015. 
Thanks to the switch to the pentavalent vaccine in 10-dose vials and to the fact that three annual deliveries are still scheduled, storage capacity needs have been lower in terms of need than for one-dose vials. 
However, the IACC approves the installation by the first quarter of 2014 of a new cold room with a total gross capacity of 40 cubic meters. The cost for the purchase and installation of this cold room is US$61,736 and it will be funded by Rotary international.
All these cold rooms that will be newly acquired for the central level and the regions will be equipped with a continuous remote automatic temperature recording system (multilog).
Taking into account the arguments presented above, existing positive capacities are sufficient to cover the needs of the central level, both current and future up until 2015.
  At the regional level
An assessment of the needs of the regional warehouses in terms of cold chain capacity is given below:
- For the introduction of vaccines against pneumococcal and rotavirus (all single-dose vaccines) in 2014 in Togo’s EPI all of Togo’s regional warehouses with the exception of the one in Kara had a gap in positive storage capacity for keeping vaccines. 
The new needs for these warehouses in 2014 and 2015 are assessed at one 20 cubic meter positive cold room and 15 TCW3000s.
· Meanwhile the decision was made for the districts of Lomé Commune and Golfe continue to get their supplies directly at the central warehouse, given their proximity to the central warehouse of the Togo EPI. If this equipment is not purchased, this decision will apply until 2015..
· With the choice of sending the campaign vaccines (with MenAfriVac A and HPV) directly from the central warehouse to the healthcare districts, the storage capacity of the vaccines at the regional warehouses will not be affected by those campaigns. The ideal for anticipating future needs is to install a 15-cubic meter capacity cold room in each of the regions: Lomé Commune, Savanes and Centrale in 2014 and a 20-cubic meter capacity cold room in each of the regions Maritime and Plateaux in 2014
· The total cost of the three positive cold rooms for Lomé commune, Maritime and Savanes (US$129, 000) will funded be by UNICEF -Togo. The other two - for Plateaux and Central (US$86,000) - will be financed out of GAVI VSS funds. With the installation of these cold rooms, it will be possible to easily cover all positive temperature storage needs, not only for the introduction of the two new vaccines (VPC and rota) but also of other vaccines in the future (Men Afrivac, HPV etc.) with a comfortable margin in the event we are forced to return to pentavalent in single-dose vials.
· In the immediate future, there are plans to increase the number of supplies for the regions, among other things, to make up for the insufficient cold storage capacity in the regions pending the acquisition of those cold rooms. 

	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.

	The campaign activities will help to strengthen immunisation services by means of the following 
· Planning: as usual during these campaigns routine activities are included in campaign preparations; during the meetings of the National Campaign Organising Committee (CNO) and the briefings to be held the capacities of the national supervisors will be enhanced to include aspects of routine EPI in their supervisory activities
· Activities related to social mobilization 
Educating the population and providing information on the MenAfriVac vaccine during the campaign will have the advantage of improving general knowledge of the vaccine as well as acceptance in the communities, making it easier to introduce it into the routine EPI.
Involvement of decision-makers in this campaign will be an asset in gaining acceptance by the community 
· Training key players leads to better planning and management of systematic immunization activities.  
· Improving strategies aimed at reaching hard-to-access populations (immunization in transit areas and gathering places such as train stations, markets, corridors and areas near the border) will make it possible to increase routine vaccine coverage and reduce drop-out rates.
All in all, the lessons learned will help us to improve our routine strategies.  

	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 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 US$
Total in US$
2014
2,685,388
0.65
1,745,502

	[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 will be broken down into the following categories:
- Training of district and regional health management teams, and then training of providers and lastly training of CHW
- Social Mobilisation to gain the support of the community. This includes launching communications campaigns, producing materials: Education and awareness training for behavioural change. Training of communicators to broadcast information on immunization, advocating immunisation to gain the support of opinion leaders, raising funds and supporting political actors.
-       Cold chain equipment and upkeep: preventive maintenance, repairing some refrigerators out of order, which involves the purchase of spare parts, the needs for which will be identified after the inventory update on the eve of the campaign. Furthermore, depending on need, the districts may supply some healthcare units with cold packs during the campaign. Concerning vaccine carriers, there are enough quantities in stock at the central level to meet any needs arising at the operational level.  
-       Transport vehicles: in order to meet the needs of the districts, an additional vehicle will be allocated to each district for the supervisory activities of the district health management teams.
-       Programme management: planning for the campaign will be approved by the Inter-Agency Coordinating Committee (IACC), which endorses the major guidelines, plans and directives and helps to raise funds for the EPI. Planning, supervision and monitoring are done by the National Organization Committee (CNO); the campaign will be implemented by the operational level.
-       Surveillance and monitoring: a committee of experts in pharmacovigilance will be set up to handle surveillance and management of Post-immunisation adverse effects; a rapid evaluation of the campaign will be done the day after the campaign. A post-campaign evaluation in terms of coverage obtained and acceptability by the community will be conducted at the end of the campaign.
-       Human resources: supervision will be done at all levels (national, regional, and district) 
-       Waste management: every district must design a plan for collecting, transporting and eliminating waste in the healthcare units with incinerators. An updated inventory of functioning incinerators will make it possible to develop the plan.
-       Technical assistance: outside technical support will be sought to implement the campaign.

	
	Cost (and finance) of the Meningococcal type A, 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$
2014
2014
Training
256,061
256,061
Social Mobilization, IEC and advocacy
84,000
84,000
Cold Chain Equipment & Maintenance
60,000
60,000
Vehicles and Transportation
281,274
281,274
Programme Management
45,168
45,168
Surveillance and Monitoring
71,295
71,295
Human Resources
501,273
501,273
Waste Management
29,144
29,144
Technical Assistance
47,040
47,040
Planning
20,000
20,000
Volunteer incentives
322,247
322,247
Other (please specify)
Medicines for managing AEFI

28,000
28,000
Total
1,745,502
1,745,502

	
	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.

	
	In 2012 Togo signed the National Compact as part of the IHP+ process and as part of the Compact it has a partnership to support public health activities. Even though the partnership is limited to a few agencies in the area of health, it will be possible to raise additional funds for immunization by promoting Togo’s public health programme during the meetings of the HIV/Health Committee, which brings together the different government ministries and the country’s Technical and Financial Partners (WHO, UNICEF, UNFPA, UNDP, AFD [the French international development agency), the embassies of Germany, France and the US, Plan Togo, etc.). The government of Togo, through the Ministries of Health and Finance will also provide funding.

	

	

	

	

	


	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): 
Vaccines and injection supplies will be purchased through UNICEF-Togo, after being pre-qualified by the WHO, as usual. If necessary, the government’s contribution will be paid into the UNICEF-Togo account.
b) Please describe the financial management procedures that will be applied for the management of the preventive campaign case support, including any procurement to be incurred.
The funds received from the partners, notably GAVI, are included in the Ministry of Health planning document by the Directorate of Foreign Affairs. This funding is available at the Ministry of Economy and Finance to be incorporated into the outside funding heading (fiscal aid).
Once the action plans of the districts, regions and the central level have been endorsed by the IACC Sector Committee, the partners (WHO, UNICEF and Rotary) will announce their decision regarding the funding of activities, taking the GAVI funds into account. The Epidemiology Division drafts requests for funding, which are then submitted to the Director General of Health for approval. The requests are then sent to the partners for funding (GAVI, WHO, UNICEF and Rotary). Once the requests are approved, the funds are sent to the operational level by wire transfer to the bank accounts of the healthcare regions.
After the activities are executed, each region sends supporting documentation and the technical to the Epidemiology Division, which verifies them and send them in turn to the partners concerned. The same procedures apply to the use of the VSS and GAVI HSS funds.
For procurement, in accordance with the reform of government procedures, all procurement is subject to a request for proposals. 
c) Please indicate if the campaign is going to be phased, and if so, how this will be done.
The immunization campaign against meningitis in Togo will take place in a single phase.
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)
MenAfriVacfera vaccine coverage will be subject to surveillance at all levels, as explained below:
Daily gathering of administrative data pertaining to the immunisation campaign 
Data on vaccine coverage and vaccine management will be gathered using tally sheets, daily summary sheets and inventory management sheets designed for that purpose.
Supervision
In general supervision will cover the following critical elements:
· Aspects related to coordination
· Verification/control of the availability of inputs and materials;
· Breakdown of resources in the field;
· Observation of teams rendering immunisation services in the field;
· Preserving the vaccine (VVM, temperature, etc.);
· Acceptance of the campaign by the community
The immunisation teams will be supervised by team supervisors. District, regional and central level supervisors will also be assigned to enhance supervision..
All the practical aspects of this supervision (methods, materials) will be discussed initially at the micro-planning level by the regional teams and the district health management teams and also during the training of the service providers. 
Monitoring
Activities will be monitored daily at all levels so that daily and total indicators can be provided by all levels. For that purpose, information on monitoring, supervision and evaluation of the activities will be gathered and analysed. 
The following materials will be used:
       Tally sheet
       Summary form
        Supervision forms (charts)
       Form for convenience survey and rapid evaluation 
       Notification form for cases of WPV and guinea worm
       AEFI notification form
Surveillance of undesirable effects
An AEFI surveillance system will be put in place. Notification forms for cases of undesirable effects will be available in healthcare facilities and will be filled out by health workers for cases occurring during the post-immunisation period (up to one month after the end of the campaign) in persons who have received the MENAFRIVAC vaccine.
Evaluation of the Campaign
      Evaluation of the administrative coverage of the campaign
This involves an estimate of the proportion of targeted persons immunised compared to the total population to be immunised. This will be done by analyzing the data from the tally sheets and the summary sheets from the campaign according to the following formula: 
Number of persons immunised               
With MENAFRIVAC during the campaign 
Vaccine coverage with MENAFRIVAC=___________________________________    x 100   
Target population to be immunised
      Evaluation of convenience vaccine coverage
Convenience surveys will be made throughout the campaign by all supervisors and consultants to make certain that all  persons in the target are immunised. These surveys will be done in areas already covered by the immunisation teams. The areas will be chosen at random taking into consideration the lists of areas already covered.
In each area chosen, the convenience survey will be done on ten people in the target.
If more than 30% of those people have not been immunized during the campaign, the supervisor must take steps with the district to see to it that immunization teams return to the area to reach all persons targeted.
      Evaluation of survey coverage
Starting on the day after the campaign, a rapid evaluation will be done by central level supervisors using the cluster method. In each cluster, the rapid evaluation will be done on ten people of the age group.
It will use the same methodology indicated above for the convenience survey in order to evaluate the quality of the campaign and to identify the areas where problems were encountered during the roll-out of the campaign.
One questionnaire will be produced for both evaluations. The questionnaire will cover the following:
-       Vaccine coverage
-       Acceptability (reasons for or against immunisation: knowledge, information sources, keeping immunisation record cards, etc.)
   Evaluating vaccine coverage using the cluster technique
In the month following the end of the campaign, an outside evaluation of the campaign using the cluster technique will be made by independent monitors in order to endorse the results of the administrative data.
The evaluation will cover areas such as effective planning, logistical support, and immunization safety (vaccine quality, injection safety, surveillance and treatment for undesirable effects). It will assess vaccine coverage according to revised cluster sampling methods. Thirty (30) clusters will be chosen at random by the evaluation team in each of the country’s six regions. In each cluster, ten people will be surveyed to learn if they were immunized during the campaign. For each target person the evaluator will fill out a survey form. 
      Monitoring and evaluation indicators of supplemental immunisation activities
  Administrative vaccine coverage MENAFRIVAC, by district and at the central level 
   MENAFRIVAC wastage rate by district and at the central level during immunisation campaigns
  MENAFRIVAC vaccine coverage according to the rapid survey by district and at the central level 
  Number of cases of AEFI related to MENAFRIVAC
  Safety box incineration rates
These evaluations will be internal and conducted based on documentation produced by the IACC technical committee.


	

	


	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? April 2011
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? April 2014

	
	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 country has an injection safety policy based on the systematic use of auto-disable syringes (ADS) for injections, safety boxes for collecting used ADSs and incineration as the method for destroying sharps waste.

The country also has a national medical waste management plan for 2010-2014. This plan includes the system for managing waste from immunisation services.

The routine use of safety boxes to collected used syringes is in effect in all vaccination centres.

- Each district has at least 2 Montfort-type incinerators to destroy the sharps waste from immunisation activities.

- A plan for collecting and disposing of waste is drawn up at the start of each year by each district, and implemented during the year, to ensure the collection and disposal of waste from all health facilities organised into networks around incineration sites.

As part of the MenAfriVac campaign:
Waste management: All injections are made with auto-disable syringes (ADS). Technical data sheets about injection safety will be available at all service points. Usage precautions will be followed (one ADS per person, one dilution syringe per vial of antigen, no pre-filling or re-capping of syringes, etc.).

The syringe-needle combination will immediately be collected in safety boxes (SB). Guidelines about SB filling (3/4) and safety measures (closed, taped, identified, kept in a secure location, etc.) will be followed carefully. All districts will update a waste management plan describing the collection, transport, security and disposal of safety boxes. 


	

	


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


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

	
	

	

	


	10. List of documents attached to this proposal


	
	
	10.1. List of documents attached to this proposal

	
	Document Number
Document
Section
Mandatory 
File
Signature du Ministre de la santé Men A.doc
1
MoH Signature (or delegated authority) of Proposal
[image: image2.png]



File desc: 
Date/time: 9/12/2013 4:19:42 AM
Size: 928256
Signature ministre des finances.doc
2
MoF Signature (or delegated authority) of Proposal
[image: image3.png]



File desc: 
Date/time: 9/12/2013 5:09:41 AM
Size: 928256
Signature Ministre de l'Education HPV.doc
3
MoE signature (or delegated authority) of HPV Proposal
4.1.1
[image: image4.png]



File desc: 
Date/time: 9/12/2013 5:11:42 AM
Size: 752128
signatures members CCIA MenA.doc
3
Signatures of ICC or HSCC or equivalent in Proposal
[image: image5.png]



File desc: 
Date/time: 9/12/2013 6:46:49 AM
Size: 928256
Terme de Reférence CCIA ARRETE CCIA TOGO bon.pdf
4
Terms of Reference for the ICC
4.1.2
[image: image6.png]



File desc: 
Date/time: 9/12/2013 7:58:04 AM
Size: 92285
RAPPORT REUNION CCIA _SEPT 2013.doc
4
Minutes of ICC/HSCC meeting endorsing Proposal
[image: image7.png]



File desc: 
Date/time: 9/12/2013 5:13:38 AM
Size: 82944
PPAC_PEV Togo - 2011-2015_actualisé aout2013.doc
5
comprehensive Multi Year Plan - cMYP
[image: image8.png]



File desc: 
Date/time: 9/12/2013 6:12:00 AM
Size: 1701888
Compte rendu de la dernière réunion du GTCV.docx
5
Minutes of NITAG meeting endorsing proposal
4.2
[image: image9.png]



File desc: 
Date/time: 9/12/2013 5:58:30 AM
Size: 14509
cMYP_Costing_Tool_Vs 2 5_Fr Togo dernier actualisé aout2013.xls
6
cMYP Costing tool for financial analysis
[image: image10.png]



File desc: 
Date/time: 9/12/2013 5:29:29 AM
Size: 3304448
PLAN_CAMPAGNE MenAfriVac_Togo_12092013.pdf
7
Plan for NVS introduction (if not part of cMYP)
5.1
[image: image11.png]



File desc: 
Date/time: 9/12/2013 7:25:51 AM
Size: 305454
Rapport réunion du  comité sectoriel santé_7_5_2013.doc
7
Minutes of last three ICC/HSCC meetings
[image: image12.png]



File desc: 
Date/time: 9/12/2013 5:27:36 AM
Size: 94208
Plan d'amélioration de l'évaluation de la Gestion des Vaccins Togo.docx
8
Improvement plan based on EVM
[image: image13.png]



File desc: 
Date/time: 9/12/2013 8:26:29 AM
Size: 59031
Minutes of three recent NITAG meeting.docx
9
Minutes of three most recent NITAG meetings
4.2.1
[image: image14.png]



File desc: 
Date/time: 9/12/2013 6:13:39 AM
Size: 14523
Evaluation des interventions de santé.docx
9
HPV summary of the evaluation methodology
5.1.1
[image: image15.png]



File desc: 
Date/time: 9/12/2013 6:56:11 AM
Size: 20350
Plan de démonstration HPV 2013_Togo_12sept 2013.doc
10
HPV roadmap or strategy
6.1.1
[image: image16.png]



File desc: 
Date/time: 9/12/2013 6:57:43 AM
Size: 470016
Vaccin anti rubéole au Togo.docx
11
Evidence of introduction of RCV in routine programme
7.c.3
[image: image17.png]



File desc: 
Date/time: 9/12/2013 7:03:54 AM
Size: 14507
Data quality assessment ( DQA).docx
13
Data quality assessment (DQA) report
5.1.5
[image: image18.png]



File desc: 
Date/time: 9/12/2013 8:05:35 AM
Size: 14569
Data quality assessment ( DQA).docx
14
DQA improvement plan
5.1.5
[image: image19.png]



File desc: 
Date/time: 9/12/2013 8:06:12 AM
Size: 14569
Data quality assessment ( DQA).docx
15
Progress report on implementation of DQA improvement plan
5.1.5
[image: image20.png]



File desc: 
Date/time: 9/12/2013 8:06:48 AM
Size: 14569
DTP méningite Campagne préventive MenAfrivac Togo.RAPPORT.Mai 2013.zip
18
Campaign target population documentation
7.x.1
[image: image21.png]



File desc: 
Date/time: 9/12/2013 6:59:52 AM
Size: 983512
Rapport EVM Togo_Avril 2011_ Definitif.zip
20
EVM report
8.3
[image: image22.png]



File desc: 
Date/time: 9/12/2013 7:07:20 AM
Size: 1724296
Etat de mise en oeuvre du Plan d'amélioration de l'EVM Togo.docx
22
EVM improvement plan progress report
8.3
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File desc: 
Date/time: 9/12/2013 8:26:59 AM
Size: 41484


	

	


	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
#
2,685,388
Immunization coverage
Table 5.3.1
%
100.00 %
Number of persons to be vaccinated
Table 5.3.1
#
2,685,388
Number of doses per persons
Parameter
#
1
Estimated vaccine wastage factor
Table 5.3.1
#
1.11
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
#
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
2,685,388
C
Number of doses per persons
1
D
Number of doses needed
B x C
2,685,388
E
Estimated vaccine wastage factor
Wastage factor table
1.11
F
Number of doses needed including wastage
D x E
2,980,781
G
Vaccines buffer stock
0
0
I
Total vaccine doses needed
(((F + G) / Vaccine package size) + 1) * Vaccine package size
2,981,281
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
2,980,781
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
330,923
N
Cost of vaccines needed
I x g
0.55
O
Cost of AD syringes needed
K x ca
138,606.32
P
Cost of reconstitution syringes needed
L x cr
12,245
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
15,086
T
Total fund needed
(N+O+P+Q+R+S)
1,818,760.32
	
		
	Note: There is no cofinancing for NVS preventive campaigns

		

	

	

	

	


	Annex 4


	
				
	Table Annex 4A: Commodities Cost

				
	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
SAFETY-BOX
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 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: Low -  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 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 Togo hereby requests that a payment be made via electronic bank transfer as detailed below:
Name of Institution (Account Holder):
MINISTERE DE LA SANTE
Address:
Ministère de la Santé, BP 336 Lomé
City Country:
LOME - TOGO
Telephone no.:
0022822213801
Fax no.:
0022822218948
Currency of the bank account:
XOF
For credit to:
Bank account's title:
PROJET GAVI
Bank account no.:
141402389901
Bank's name:
ECOBANK TOGO

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

		
	By whom is the account audited?  Department of Community Affairs – Ministry of Health

		
	Signature of Government's authorizing official

		
	Seal
Name:
Pr.  Kondi Charles AGBA
Title:
Minister of Health
Signature:
Date:
10/09/2013

		
	FINANCIAL INSTITUTION
Bank Name:
Ecobank
Branch Name:
Ecobank Togo
Address:
Ecobank Togo, 20 Avenue Sylvanus Olympio LOME BP 3302
City Country:
LOME - TOGO
Swift Code:
ECOCTGTG
Sort Code:
01701
ABA No.:
TG0550170114140238990164
Telephone No.:
0022822216356
FAX No.:
0022822214237
	CORRESPONDENT BANK
(In the United States)
UNKNOWN 
UNKNOWN 
UNKNOWN
UNKNOWN
UNKNOWN
UNKNOWN
UNKNOWN
UNKNOWN
UNKNOWN

		
	I certify that the account No 141402389901 is held by Ministère de la Santé at this banking institution
The account is to be signed jointly by at least 3 (number of signatories) of the following authorized signatories:
1
Name:
Pr. Kondi Charles AGBA
Title:
Minister of Health
2
Name:
Dr.Nassoury Danladi Ibrahim
Title:
EPI Coordinator
3
Name:
Dr DOGBE Koku Sika
Title:
Director General of Health

		
	Name of bank's authorizing official
Didier A. CORREA
Signature:
Date:
9/10/2013 12:00:00 AM
Seal:
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