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Enquiries to: proposals@gavialliance.org or representatives of a GAVI partner agency. The documents can be shared with GAVI partners, collaborators and general public. The Proposal and attachments must be submitted in English, French, Spanish, or Russian.

Note: Please ensure that the application has been received by the GAVI Secretariat on or before the day of the deadline.

The GAVI Secretariat is unable to return submitted documents and attachments to countries. Unless otherwise specified, documents will be shared with the GAVI Alliance partners and the general public.

	GAVI ALLIANCE

GRANT TERMS AND CONDITIONS

FUNDING USED SOLELY FOR APPROVED PROGRAMMES

The applicant country (“Country”) confirms that all funding provided by the GAVI Alliance will be used and applied for the sole purpose of fulfilling the programme(s) described in the Country’s application.  Any significant change from the approved programme(s) must be reviewed and approved in advance by the GAVI Alliance.  All funding decisions for the application are made at the discretion of the GAVI Alliance Board and are subject to IRC processes and the availability of funds.

AMENDMENT TO THE APPLICATION

The Country will notify the GAVI Alliance in its Annual Progress Report if it wishes to propose any change to the programme(s) description in its application.  The GAVI Alliance will document any change approved by the GAVI Alliance, and the Country’s application will be amended.

RETURN OF FUNDS

The Country agrees to reimburse to the GAVI Alliance all funding amounts that are not used for the programme(s) described in its application. The country’s reimbursement must be in US dollars and be provided, unless otherwise decided by the GAVI Alliance, within sixty (60) days after the Country receives the GAVI Alliance’s request for a reimbursement and be paid to the account or accounts as directed by the GAVI Alliance.

SUSPENSION/ TERMINATION

The GAVI Alliance may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purpose other than for the programmes described in the Country’s application, or any GAVI Alliance-approved amendment to the application.  The GAVI Alliance retains the right to terminate its support to the Country for the programmes described in its application if a misuse of GAVI Alliance funds is confirmed.

ANTICORRUPTION

The Country confirms that funds provided by the GAVI Alliance shall not be offered by the Country to any third person, nor will the Country seek in connection with its application any gift, payment or benefit directly or indirectly that could be construed as an illegal or corrupt practice.

AUDITS AND RECORDS

The Country will conduct annual financial audits, and share these with the GAVI Alliance, as requested. The GAVI Alliance reserves the right, on its own or through an agent, to perform audits or other financial management assessment to ensure the accountability of funds disbursed to the Country.

The Country will maintain accurate accounting records documenting how GAVI Alliance funds are used. The Country will maintain its accounting records in accordance with its government-approved accounting standards for at least three years after the date of last disbursement of GAVI Alliance funds.  If there is any claims of misuse of funds, Country will maintain such records until the audit findings are final.   The Country agrees not to assert any documentary privilege against the GAVI Alliance in connection with any audit.

CONFIRMATION OF LEGAL VALIDITY

The Country and the signatories for the Country confirm that its application, and Annual Progress Report, are accurate and correct and form legally binding obligations on the Country, under the Country’s law, to perform the programmes described in its application, as amended, if applicable, in the APR.

CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE TRANSPARANCY AND ACCOUNTABILITY POLICY

The Country confirms that it is familiar with the GAVI Alliance Transparency and Accountability Policy (TAP) and complies with the requirements therein.

USE OF COMMERCIAL BANK ACCOUNTS

The Country is responsible for undertaking the necessary due diligence on all commercial banks used to manage GAVI cash-based support. The Country confirms that it will take all responsibility for replenishing GAVI cash support lost due to bank insolvency, fraud or any other unforeseen event.

ARBITRATION

Any dispute between the Country and the GAVI Alliance arising out of or relating to its application that is not settled amicably within a reasonable period of time, will be submitted to arbitration at the request of either the GAVI Alliance or the Country. The arbitration will be conducted in accordance with the then-current UNCITRAL Arbitration Rules. The parties agree to be bound by the arbitration award, as the final adjudication of any such dispute. The place of arbitration will be Geneva, Switzerland. The language of the arbitration will be English.

For any dispute for which the amount at issue is US$ 100,000 or less, there will be one arbitrator appointed by the GAVI Alliance.  For any dispute for which the amount at issue is greater than US $100,000 there will be three arbitrators appointed as follows: The GAVI Alliance and the Country will each appoint one arbitrator, and the two arbitrators so appointed will jointly appoint a third arbitrator who shall be the chairperson.

The GAVI Alliance will not be liable to the country for any claim or loss relating to the programmes described in the application, including without limitation, any financial loss, reliance claims, any harm to property, or personal injury or death.  Country is solely responsible for all aspects of managing and implementing the programmes described in its application.


	1. Application Specification

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


Important note: To enable proper functioning of the form, please first select the cMYP years on the previous page.

Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

	Type of Support
	Vaccine
	Start Year
	End Year
	Preferred second presentation[1]
	Action

	New Vaccines Support
	Measles, 10 doses/vial, Lyophilised
	2012
	2015
	
	


[1] This "Preferred second presentation" will be used in case there is no supply available for the preferred presentation of the selected vaccine ("Vaccine" column). If left blank, it will be assumed that the country will prefer waiting until the selected vaccine becomes available.
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3. Executive Summary

Introduction – Country Background

Cambodia (population 13.4 million) is an 80% rurally based nation which in recent years, following a long period of civil conflict, has experienced impressive gains in economic growth and social development. The GNI has now risen above 680 US$, with literacy levels of 85% for both men and 70.9% for females (Census 2008). Child mortality rates have more than halved in a 10 year period from a rate of 124 per 1000 in 2000 (CDHS 2000) to 54 per 1000 in 2010 (CDHS 2010).

The decline in child mortality has been attributed to a range of factors, including impressive social and economic developments as outlined above, improvements to transport and communications, and developments in the health system. One of the contributing factors to this record of post conflict social development and rapid child mortality decline has been a redeveloped health system including the the introduction of the national immunization program in 1986. Since the inception of the program, there has been a rapid decline in vaccine preventable diseases (VPDs) including maternal and neonatal tetanus, pertussis and measles. The introduction of hepatitis B vaccine in 2004, and pentavalent vaccine in 2010, has extended the potential of the public health system in Cambodia to extend the gains of immunization in support of further immunization related mortality declines.

In support of this direction for social development and reduction and elimination of VPDs, the Government of Cambodia is actively seeking the support from the Global Alliance for Vaccines and Immunization (GAVI) to introduce a second dose of measles into the routine EPI services from 2012, in support of the Regional Goal of elimination of the disease in the region in the same year.

Disease Burden and Relevant Baseline Data (from updated cMYP pages 18-19)

The Ministry of Health in Cambodia has committed to achieving the goal of measles elimination by 2012. One of the key activities is organization of measles SIA targeting children 9-59 months in 2011. Coverage reached in the campaign was 95 %. Over the last 3 years (2008-2010) routine administrative coverage for measles vaccines has ranged between 89% and 92%. Preliminary findings of a DHS survey conducted in 2010 have confirmed a measles coverage rate of 81.9%.

In line with the WPRO goal of achieving measles elimination and technical recommendations from WHO, the introduction of a 2nd dose of measles vaccine is planned for the beginning of 2012. This will replace the need for regular measles supplementary immunization campaigns and ensure that 95% population immunity of each birth cohort is achieved and maintained in every district. The immunization schedule will be adjusted so that the first dose continues to be provided at 9 months of age, and the second at 18 months of age.

Other strategies to achieve implementation of the measles elimination goal are as follows:

1.To develop or strengthen measles surveillance systems and laboratory confirmation of cases to ensure that all suspected cases of measles are detected, investigated, with blood samples taken and tested at an accredited WHO laboratory.
2.Implementation of a “Reaching Every Community Strategy” to accelerate immunization coverage in those communities with the lowest immunization coverage (mobile populations, remote populations, ethnic minorities and migrants, the urban poor)
3.Targeted sub national measles SIAs in high risk communities that continue to achieve sub national routine measles coverage with both the first and second dose.
4.Introduction of a system of school entry checks for children to ensure that they are fully immunized with all antigens.

Request for Support and Duration of Support

The Multi-Year Plan for Immunization in 2008-2015 has planned the introduction of measles vaccine from 2012 for children aged 18 months (complementing the initial dose at 9 months of age). This initiative has been prioritized by the Ministry of Health and Interagency Coordinating Committee (ICC) in the context of regional goals for disease elimination and health sector plan goals for improved child survival. Vaccine Wastage is proposed to be reduced to 50% in 2012. The total investment in the procurement of two vaccine schedule for 2012 is estimated at US $$576,500 for two doses of measles, of which 50% (ie. the second dose) will be funded by GAVI. An introduction plan is detailed in this proposal and the attached cMYP. Planned activities include training, advocacy and communication campaigns, and strengthening of surveillance systems (including AEFI systems). 

Country preparedness for Vaccine Introduction

Health System Preparedness – From the period of initiation of a health sector reform era in 1996, Cambodia in 2010 is now networked by a health system of over 1000 health centres, 77 operational health districts and 24 provincial health departments, providing a mix of preventive and curative services for the population inhabiting over 14,000 villages across the country. In recent years, the public health system has continued on a trajectory towards higher demand and continuous utilization of services by the population. Over 50% of deliveries now take place inside health facilities. Most health centres cover a population of 10,000 to 15,000, with 4 – 8 staff (mostly nurses and midwives) providing a mix of curative and preventive public health services both at the fixed site and through outreach services to villages. The 77 operational health districts have a single referral hospital, with the majority now demonstrating improved utilization as a result of hospital health insurance schemes. At the village level, advocacy for services is promoted through village volunteers and other community participation mechanisms. Despite the significant improvements in recent years, there are ongoing challenges of access to services for at risk population groups, including migrant and mobile populations, the urban poor and ethnic minorities. Financial barriers to access to care remains a high priority issue of Ministry of Health Policy makers.

EPI Program Preparedness – As outlined above, due to health system investments and its current state of readiness, the EPI program in the last 25 years has extended its reach across the 14,000 villages of Cambodia. There are trained vaccinators in every health centre, with a system of EPI management extending from district, to province to national level. The immunization program is well accepted by the population, as demonstrated by rapidly improved coverage, rapid uptake of new and underutilized vaccines in the last decade, and the extensive support for communication strategies through immunization campaigns, mass media and NGO and local authority partnerships. Surveillance strengthening programs were reinforced from the early 2000s and, though still requiring strengthening, provide a strong foundation setting disease elimination. In terms of financial sustainability, investments in vaccine procurement by the government have increased substantially in recent years, with the National Government now financing all traditional vaccines. Health system pooled funds are now being increasingly used for immunization campaigns and health outreach services. Although health centre planning systems have been strengthened since the early 2000s, the challenge for the NIP is to reach out to the most disadvantaged populations sub groups (as outline above), in order to raise coverage to 95% in support of the VPD disease elimination goals. The attached 2010 EPI Review and cMYP attached to this proposal outline the challenge and strategies in more detail as to how this challenge will be overcome. The attached introduction plan outlines the EPI programs readiness to invest in program strengthening (surveillance, AEFI, communication and advocacy) to support the measles second dose application.

Cold Chain and Vaccine Management Preparedness: Expansion to the cold chain system in recent years means that with introduction of measles second dose, there will be adequate storage space to accommodate new vaccines. The last EVM was conducted in 2009, with subsequent cold chain and vaccine improvement activities implemented in 2010 (refer to cold chain and vaccine management section in this report and in the 2010 GAVI APR).

Surveillance Preparedness: The National Immunization program has an established system for reporting and investigation of vaccine preventable diseases. This includes a weekly report system (zero report and a health information system monthly reporting system. Vaccine-preventable diseases (VPD) are reported and investigated through the National Immunization Programme. The NIP works closely with CDC and various laboratories as well as the various levels of the health system (province, District, Health centre, Referral Hospitals) in case reporting and investigation. Blood samples are tested at the National Institute for Public Health in Phnom Penh, with samples sent to reference laboratories for quality assurance. The NIP Policy documents the case definition for measles, as well as the process for active reporting for the diseases targeted for elimination including measles and neo natal tetanus. The target is for 100% testing and investigation of all suspected measles cases (according to the case definition). In 2009, there were 3572 reported cases, of which 2580 were tested (72%). There are also established AEFI guidelines and systems for investigation of adverse events. Due to the high turnover of staff in the Cambodian health sector, maintaining the quality of the disease surveillance system is an ongoing challenge. This being the case, the introduction of the second dose of measles will provide an added opportunity for strengthening managers and providers knowledge and capacity for case identification, reporting and response (VPD surveillance and AEFI).

Stakeholder’s participation in developing this proposal 

The National Immunization Program in collaboration ith WHO and UNICEF country offices oversaw the development of this proposal, introduction plan and the updating of the Multi Year Plan and costing. The proposal was subsequently reviewed by the Immunization Coordination Committee, Technical Working Group for Health (development partner’s forum) and Health Sector Steering Committee of the Ministry of Health. Inputs were obtained from WHO and UNICEF region on the development of the multi year plan and of this proposal. Specifically, a recommendation is provided by the WHO region of the rationale and public health justification for the provision of the second dose of measles.

Conclusion

The proposal to introduce the second dose of measles in Cambodia will assist the country to achive major health and development goals for child mortality reduction and improved social development. The strong public health justification for the vaccine introduction has been endorsed by national stakeholders and the Regional Office of WHO and UNICEF. The susatined improved routine immunization coverage achieved in recent years, along with the level of system and program preparedness outlined above, will position the Ministry of Health well to support regional targets for disease elimination. The challenges during implementation, which have been outlined in the cMYP and this proposal in more detail, will be to achieve and sustain 95% coverage (2 doses) with high quality surveillance. 


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 Cambodia would like to expand the existing partnership with the GAVI Alliance for the improvement of the infants routine immunisation programme of the country, and specifically hereby requests for GAVI support for Measles 10 doses/vial Lyophilised introduction.
The Government of Cambodia commits itself to developing national immunisation services on a sustainable basis in accordance with the Comprehensive Multi-Year Plan (cMYP) presented with this document. The Government requests that the GAVI Alliance and its partners contribute financial and technical assistance to support immunisation of children as outlined in this application.

Tables 6.(n).5. (where (n) depends on the vaccine) in the NVS section of this application shows the amount of support in either supply or cash that is required from the GAVI Alliance. Tables 6.(n).4. of this application shows the Government financial commitment for the procurement of this new vaccine (NVS support only).

Following the regulations of the internal budgeting and financing cycles the Government will annually release its portion of the co-financing funds in the month of January.
Please note that this application will not be reviewed or approved by the Independent Review Committee (IRC) without the signatures of both the Minister of Health & Minister of Finance or their delegated authority.

Enter the family name in capital letters.

	Minister of Health (or delegated authority)
	Minister of Finance (or delegated authority)

	Name
	H.E. MAM BUN HENG
	Name
	H.E. KEAT CHHUN

	Date
	
	Date
	

	Signature
	
	Signature
	


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

	Full name
	Position
	Telephone
	Email
	Action

	Prof. Sann Chan Soeung
	Deputy Director General of Health
	855 12 933 344
	workmoh@gmail.com
	


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

We the members of the ICC, HSCC, or equivalent committee[1] met on the 26.04.2011 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.

[1] Inter-agency Coordinating Committee or Health Sector Coordinating Committee, or equivalent committee which has the authority to endorse this application in the country in question.

The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: .

Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

Enter the family name in capital letters.

	Name/Title
	Agency/Organisation
	Signature
	Action

	H.E. Dr. Mam Bun Heng,Minister of Health
	Ministry of Health
	
	

	H.E. Prof. Heng Tay Kry,Secretary of State for Health
	Ministry of Health
	
	

	Mr. Kim Phalla, Representative of MEF
	Ministry of Economy and Finance
	
	

	Mrs. Neang Sopheavy, Representative of MEF
	Ministry of Economy and Finance
	
	

	Prof. Koeut Meach,Director General for Administration & Finance
	Ministry of Health
	
	

	Mr. Mam Borath, Representative of MoP
	Ministry of Planning
	
	

	Mr. Lay Huorn, Director of Department Budget and Finance
	Ministry of Health
	
	

	Prof. Sann Chan Soeung, Deputy Director General for Health
	Ministry of Health
	
	

	Dr. Chheng Morn, Deputy Manager of National Immunization Prog.
	Ministry of Health
	
	

	Dr. Chea Sokhim, M&E Officer,HSSP2/GAVI-HSS
	Ministry of Health
	
	


In case the GAVI Secretariat has queries on this submission, please contact

Enter the family name in capital letters.
	Name
	
	Title
	

	Tel no
	
	
	

	Fax no
	
	Address
	

	Email
	
	
	


4.1.3. The Inter-Agency Coordinating Committee for Immunisation

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

Profile of the ICC, HSCC, or equivalent committee

	Name of the committee
	Technical Working Group for Health

	Year of constitution of the current committee
	Reference 2561/04-CDC,2004 and MoH/TWGH Revised in 2008

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

	Frequency of meetings
	Monthly


Composition

Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

Enter the family name in capital letters.

	Function
	Title / Organisation
	Name

	Chair
	Minister of Health/MoH
	H.E. Dr.Mam Bunheng

	Secretary
	Secretary of State for Health/MoH
	H.E. Prof. Eng Huot

	Members
	Country Director of WHO
	Pieter Van Maaren
	Action

	
	Representative of AusAID
	Marion Kelly
	

	
	Representaive of UNICEF
	Viorica Berdaga
	

	
	Representative of UNFPA
	Sok Sokun
	

	
	Representative of WB
	Pema Lhazom
	

	
	Representative of JICA
	Yumiko SaSaKi
	

	
	Representative of USAID
	Monijul
	

	
	Representative of MEDICAM
	Sao Sovanratnak
	

	
	Program Manager of NRHP,MoH 
	Tung Rathavy
	

	
	Deputy of NCHP,MoH
	Lak Leng
	

	
	Representative of GTZ
	Delio Fernandes
	

	
	Representative of EPOS
	Marcel Regras
	

	
	HSDA/WHO
	Paul Weelen
	

	
	EPI/WHO
	Richard Ducan
	

	
	Director of CDC/MOH
	Sok Touch
	

	
	Director of General for Admine and Finance
	Koeut Meach
	

	
	Director of PHD Takeo Province 
	Hem Sareth
	

	
	Deputy Director of PHD Ratanak Kiry Province
	Ung Ratana
	

	
	Deputy General for Health/MoH
	Sann Chan Soeung,
	

	
	Health Officer;USAID
	Robin Martz
	

	
	Deputy Director of HRD/MoH
	Phom Sam Song
	

	
	Chief of NGO Relation Office/MoH
	Them Viravann
	

	
	Deputy of DIC/MoH
	Pau Ann Sivutha
	

	
	AID Coordinator of CRDB/CDC
	Pengly Dina
	

	
	HRD Coordinator/JICA
	Kojima Shinichi
	

	
	Consultant
	Ramji Dhakal
	

	
	Consultant HSSP2/HSS/MoH
	John Grandy
	

	
	Medical Officer,US-CDC
	Michael Thigpen
	

	
	P.O./JICA
	Pich Thyda
	

	
	Deputy Director of PHD Takeo
	Khiev Samros
	

	
	Director of CMS/MoH
	Chea Chhiv Srong
	

	
	Deputy Director of Personnel Department/MoH
	Lor Sivin
	

	
	Deputy Director of DIC/MOH
	Moeung Vannarom
	

	
	Deputy Director General for Health/MoH
	Chi Mean Hea
	

	
	Deputy Director of DDF/MOH
	Ok Sophal
	

	
	Secretary of State for Health/MoH
	Heng Tay Kry
	

	
	Secretary of State for Health/MoH
	Te Kuy Seang
	

	
	Director General for Health/MoH
	Tep Lun
	

	
	Deputy Manager of NIP/MOH
	Chheng Morn
	

	
	M&E Offcicer/HSSP2/HSS/MoH
	Chea Sokhim
	

	
	National Pro-TWGH Coordinator/DIC/MoH
	Kiv Sonisay
	

	
	DIC Staff/MoH
	Nhim Maliny
	


Major functions and responsibilities of the committee

	The principal function of the Technical Working Group for Health (TWG-H) is to ensure effective coordination of the response of the Royal Government of Cambodia, led by the Ministry of Health, in responding to the health challenges of the country. The TWG-H provides a mechanism for the MoH and its development partners jointly to: identify priorities; harmonize activities; discuss and address technical issues; improve utilization and mobilization of resources; and facilitate monitoring of progress. 

TWG-H actions will support Cambodia to attain the Millennium Development Goals through implementation of the RGC’s Rectangular Strategy, the current national development plans and the National Strategic Development Plan (NSDP) 2006–2010. While the TWG-H helps to identify realistic policy goals it is the RGC/MOH that will take policy decisions. 

The TWG-H will facilitate the implementation, monitoring and evaluation and, where necessary, modification of the Health Strategic Plan linking with other sectors and their TWGs as needed. The TWG-H will help all stakeholders to fully participate in dialogue on issues within its scope. 

The major functions of the TWG-H are to:

•Provide a forum for sharing information between key stakeholders
•Advise the MoH on strategic and policy issues
•Provide a monitoring overview of sector performance
•Facilitate intra-sector and inter-sector harmonization and alignment

The objectives of the TWG-H are:

1.To review progress, discuss issues and give oversight to the design, implementation and management of the Health Strategic Plan;
2.To promote the improvement of Sector-Wide Management (SWiM) and progress toward a Sector-Wide Approach (SWAp) in the health sector;
3.To promote efficient use of limited resources in the health sector through prioritization, coordination and joint activities and through use of the Medium-Term Expenditure Framework;
4.To review progress and advise on the development and implementation of sub-sector plans;
5.To discuss and advise on plans for the Joint Annual Performance Review and the mid-term review and final evaluation of the Health Strategic Plan and to ensure that review findings are taken into account in the preparation of the Annual Operational Plans and Three-year Rolling Plan;
6.To discuss health sector linkages to larger government initiatives for poverty reduction and to ensure adequate health sector input to the Cambodia Development Cooperation Forum (CDCF) process;
7.To discuss implications of, and provide input to, larger government-wide reforms such as those in public administration, public financial management, decentralization and governance in co-ordination with the Government Donor Co-ordination Committee (GDCC);
8.To ensure regular sharing of information from health sector partners on progress in implementation of projects and to review plans for new projects to ensure their relevance and to avoid duplication;
9.To enhance monitoring and evaluation of progress through use of agreed indicators, including CMDG indicators and Joint Monitoring Indicators (JMIs), and regular reporting on targets and benchmarks; 
10.To review results and give advice on important pilot initiatives in service delivery, financing, management and quality improvement and ensure that lessons learned are used in policy development;
11.To strengthen linkages and mechanisms for coordination with the Sub-TWG-H, and Pro-TWG-H to facilitate the achievement of the harmonization and alignment objectives at the implementation level.

In addition to its routine business of reviewing progress reports and analytical studies, and providing inputs to sectoral planning, the TWG-H has higher level functions that include: 
•identifying NSDP strategies, priorities and indicators;
•identifying data sources for NSDP monitoring;
•agreeing on any additional analytical work to enhance NSDP monitoring;
•establishing and monitoring JMIs for the health sector that are linked to NSDP targets;
•reporting to GDCC on JMIs, H-A-R Action Plan and the TWG-H Action Plan activities;
•following up on relevant discussions which take place at GDCC and CDCF, and identify issues for discussion at those higher-level fora. 

The Department of International Cooperation/Ministry of Health, as the focal point for ODA coordination and resource to the TWG-H Secretariat,, has a key role in ensuring that these higher level functions are fully addressed.

GDCC is tasked with coordinating the work of the TWGs and, jointly with Development Partners, monitoring progress on key issues. DIC is responsible for generating progress reports for dissemination and forwarding to GDCC through CRDB/CDC (the GDCC Secretariat), along with issues to be resolved by GDCC. DIC should therefore establish points of contact and liaise closely with CRDB/CDC to ensure the effective development of these reports. 




Three major strategies to enhance the committee's role and functions in the next 12 months

	1.
	To discuss and advise on plans for the Joint Annual Performance Review and the mid-term review and final evaluation of the Health Strategic Plan and to ensure that review findings are taken into account in the preparation of the Annual Operational Plans and Three-year Rolling Plan and Monitoring JMIs for the health sector that are linked to NSDP targets.

	2.
	To ensure regular sharing of information from health sector partners on progress in implementation of projects and to review plans for new projects to ensure their relevance and to avoid duplication;

	3.
	To review results and give advice on important pilot initiatives in service delivery, financing, management and quality improvement and ensure that lessons learned are used in policy development.


4.2. National Immunization Technical Advisory Group for Immunisation

(If it has been established in the country)

We the members of the NITAG met on the to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.

The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: .

In case the GAVI Secretariat has queries on this submission, please contact

Enter the family name in capital letters.

	Name
	
	Title
	

	Tel no
	
	
	

	Fax no
	
	Address
	

	Email
	
	
	


4.2.1. The NITAG Group for Immunisation

Profile of the NITAG

	Name of the NITAG
	

	Year of constitution of the current NITAG
	

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

	Frequency of meetings
	


Composition

Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

Enter the family name in capital letters.

	Function
	Title / Organisation
	Name

	Chair
	
	

	Secretary
	
	

	Members
	
	
	Action

	
	
	
	


Major functions and responsibilities of the NITAG

	


Three major strategies to enhance the NITAG’s role and functions in the next 12 months

	1.
	

	2.
	

	3.
	


5. Immunisation Programme Data

Please complete the tables below, using data from available sources. Please identify the source of the data, and the date. Where possible use the most recent data and attach the source document.

· Please refer to the Comprehensive Multi-Year Plan for Immunisation (cMYP) (or equivalent plan) and attach a complete copy (with an Executive Summary) as DOCUMENT NUMBER 1
· Please refer to the two most recent annual WHO/UNICEF Joint Reporting Forms (JRF) on Vaccine Preventable Diseases.

· Please refer to Health Sector Strategy documents, budgetary documents, and other reports, surveys etc, as appropriate.
5.1. Basic facts

For the year 2010 (most recent; specify dates of data provided)

	
	Figure
	Year
	Source

	Total population
	13,824,322
	
	2010
	Census 2008

	Infant mortality rate (per 1000)
	45
	
	2010
	CDHS preliminary report 

	Surviving Infants[1]
	364,865
	
	2010
	WHO/UNICEF Joint Reporting Form

	GNI per capita (US$)
	610
	
	2009
	World Bank 2010

	Total Health Expenditure (THE) as a percentage of GDP
	6.60
	%
	2008
	WHO National Health Account 2010

	General government expenditure on health (GGHE) as % of General government expenditure
	11.20
	%
	2008
	WHO National Health Accounts 2010


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

Please provide some additional information on the planning and budgeting context in your country; also indicate the name and date of the relevant planning document for health

	The first national Health Sector Strategic Plan, approved in 2002, was reviewed in 2007 and resulted in the Health Strategic Plan 2008-2015 (HSP2). It presents the vision as: "To enhance sustainable development of the health sector for better health and well-being of all Cambodia, especially of the poor, women and children, thereby contributing to poverty alleviation and socio-economic development." The mission of the Ministry of Health is: "To provide stewardship for the entire health sector and to ensure a supportive environment for increased demand and equitable access to quality health services in order that all the peoples of Cambodia are able to achieve the highest level of health and well-being", based on values of equity and the right to health.

The building blocks of HSP2 are three main health programme areas to:
•
reduce maternal, newborn and child morbidity and mortality, with increased reproductive health;
•
reduce morbidity and mortality due to HIV/AIDS, malaria, TB and other communicable diseases; and
•
reduce the burden of noncommunicable diseases and other health problems,

which implement a set of the following five cross-cutting health strategies:
•
health service delivery;
•
health care financing;
•
human resource for health;
•
health information system; and
•
health system governance.

The HSP2 implementation plan identifies an initial three-year consolidation phase to decide key policies in relation to health financing and health system governance requirements under decentralization and deconcentration, followed by a scaling-up phase. A monitoring and evaluation process has been established, including indicators to measure performance, refine existing health policies and determine the effectiveness of interventions. Annual targets are monitored at the National Health Congress and Joint Annual Performance Review and directives for the next Annual Operational Plan issued. Three¬-year Rolling Plans provide medium¬-term guidance.

In order to strengthen its stewardship over the health sector, the Ministry of Health has been developing tools to apply sectoral resources where they are most needed, through direct allocation as well as through advocacy, influence and regulation. The Ministry recently developed a comprehensive system of sectoral operational planning to support implementation of the Health Strategic Plan. Strategic planning, aligned with the National Strategic Development Plan, is operationalized through Annual Operational Plans, forming the basis for three year Rolling Plans that link mid-term operational and investment planning. This is consolidated planning, encompassing the entire public health sector. It is bottom-up, with each facility or administrative unit preparing annual plans based on sectorwide priorities, but accounting for its own specific goals, capacities and challenges. The year 2010 marked the sixth year of the Annual Operational Plans, which will become an increasingly useful tool for resource allocation as the links between planning and budgeting processes are strengthened in coming years. The Ministry of Health has introduced the Joint Annual Plan Appraisal for review of resource allocation with health partners to facilitate this.

Implementation of strategic and operational plans is monitored through the Ministry of Health’s health information systems, which inform the Joint Annual Performance Review (JAPR) and the National Health Congress. This consultative event reviews performance toward strategic goals and identifies priorities for action during the coming year. At the 2009 and 2010 Joint Annual Performance Review, key bottlenecks to improvement of sector performance were identified, and a set of priority interventions was recommended for which resource allocations within individual operational plans should increase. Health facility development is guided by the Health Coverage Plan, which will become an important strategic management tool for the health sector once linkages with human resource planning and national capital investment planning are strengthened. 

Key guiding documents are:

National Strategic Development Plan 2008 – 2015

Health Strategic Plan 2008 - 2015

Multi Year Plan for Immunization 2008 – 2015


Is the cMYP (or updated Multi-Year Plan) aligned with this document (timing, content, etc.)?

	The CMYP for immunizations is specifically aligned with the Health Strategic Plan both in terms of strategic goals and timeframe. It is the cMYP for immunizaiton that operationalizes the key strategic goals of the Ministry of Health and the Government of Cambodia within National Strategic Development Plan.

The cMYP has been updated in April 2010 to incorporate the inclusion of a 2nd dose of measles vaccine as part of the routine EPI schedule. Again this is inline with the goals of the Health Strategic Plan 2008 - 2015


Please indicate the national planning budgeting cycle for health

	The government budget for health has been increasing steadily over recent years, reaching US$ 9.4 per capita for the recurrent budget of the Ministry of Health in 2009. The challenge, however, lies, not only in adequate finances, but also in allocation and management. Although overall disbursement at the end of budget execution is acceptable (around 95%), provinces and districts face irregular and untimely disbursement. Cambodia is also still highly dependant on donor funding (US$ 9.5 per capita in 2009) and the challenge is to coordinate action to cover national priorities. 

Despite the increasing investment in health from government and external sources, the largest portion of health expenditure comes from out of pocket sources and goes towards unregulated private health care. The World Bank Poverty Assessment 2006 estimates out of pocket expenditure to be US$ 15 per capita per year (secondary analysis of Cambodian Socio¬-Economic Survey CSES 2004). CDHS 2005 reports even higher out of pocket spending, almost US$ 25 per capita per year, with potential underreporting in the CSES and overreporting in the CDHS. Analysis of CSES 2007 seems to indicate an increase in out-of-pocket spending for all quintiles except the richest, which points again towards increased inequities despite overall positive progress. The underlying reasons for these findings still need further investigation.

Budgets are submitted by national programs and provincial Health Departments to the Dept. of Finance Ministry of Health in June. The Ministry of Health advises institutions of the budget envelope in December of the same year. Health Plans are then reviewed in the context of the budget to be provided. Operational costs for Provincial Health Departments and programs are released on a quarterly basis by the Dept. of Finance.


Please indicate the national planning cycle for immunisation

	January: Annual Program Review involving representatives for all 24 provincial and 77 district health departments and partner and donor agencies

March – April: Set Objectives and Targets for 3 years and detailed activities with an annual budget for the following year, based on the c-MYP.

June: Submit Annual Operational Plan (AOP) to Dept. of Planning and Dept. of Finance

December: Review and Revise AOP based on current situation and budget available



Please indicate if sex disaggregated data (SDD) is used in immunisation routine reporting systems

	At present, SSD is not used in the routine immunization reporting system. There is minimal gap in gender disaggregated coverage rates, with the peliminary 2010 DHS survey findings demonstrating that female DPT3 coverage rates (85%) were only slightly higher than the coverage rates for males (84%) (DHS Survey 2010). 

Starting in 2010, gender specific immunization cards are being used that have the relevant growth charts for males and females.


Please indicate if gender aspects relating to introduction of a new vaccine have been addressed in the introduction plan

	no applicable


5.2. Current vaccination schedule

Traditional, New Vaccines and Vitamin A supplement (refer to cMYP pages)

Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

	Vaccine

(do not use trade name)
	Ages of administration

(by routine immunisation services)
	Given in

entire country
	Comments
	Action

	BCG
	birth
	Yes
	
	

	Polio
	6, 10, 14 weeks
	Yes
	
	

	Penta
	6, 10, 14 weeks
	Yes
	
	

	HepB
	birth
	Yes
	
	

	Measles
	9 months
	Yes
	
	

	TT
	1st contact, + 1 mth, + 6 mth, + 1 yr, + 1 yr
	Yes
	Pregnant Women & CBAW
	

	Other
	10 mths
	No
	JE vaccines in three province only, 22% of total birth cohort
	

	Vitamin A
	two time a year - 6 months to 5 years
	Yes
	


5.3. Trends of immunisation coverage and disease burden

(as per last two annual WHO/UNICEF Joint Reporting Form on Vaccine Preventable Diseases)

	Trends of immunisation coverage (percentage)
	Vaccine preventable disease burden

	Vaccine
	Reported
	Survey
	Disease
	Number of reported cases

	
	2009
	2010
	
	2010
	
	2009
	2010

	BCG
	102
	95
	
	94
	Tuberculosis
	
	

	DTP
	DTP1
	100
	93
	
	93
	Diphtheria
	3
	3

	
	DTP3
	94
	92
	
	85
	Pertussis
	513
	372

	Polio 3
	95
	92
	
	85
	Polio
	0
	0

	Measles (first dose)
	92
	93
	
	82
	Measles
	4,779
	1,156

	TT2+ (Pregnant women)
	62
	62
	
	
	NN Tetanus
	27
	19

	Hib3
	
	92
	
	
	Hib[2]
	
	

	Yellow Fever
	
	
	
	
	Yellow fever
	
	

	HepB3
	94
	92
	
	85
	HepBsero-prevalence[1]
	
	

	Vitamin A supplement 

Mothers (< 6 weeks post-delivery)
	
	73
	
	
	

	Vitamin A supplement 

Infants (>6 months)
	100
	96
	
	
	


[1] If available

[2] Note: JRF asks for Hib meningitis

If survey data is included in the table above, please indicate the years the surveys were conducted, the full title and if available, the age groups the data refers to
	Survey date from Cambodia Demographic and Health Survey 2010 Preliminary Report(March 2011). Children surveyed were between 12 to 23 months.


5.4. Baseline and Annual Targets

(refer to cMYP pages)

Table 1: baseline figures

	Number
	Base Year
	Baseline and Targets

	
	2010
	2012
	2013
	2014
	2015
	
	

	Total births
	364,865
	388,003
	397,160
	406,533
	416,127
	
	

	Total infants' deaths
	
	
	
	
	
	
	

	Total surviving infants
	364,865
	388,003
	397,160
	406,533
	416,127
	
	

	Total pregnant women
	364,865
	388,003
	397,160
	406,533
	416,127
	
	

	Number of infants vaccinated (to be vaccinated) with BCG
	344,619
	388,003
	397,160
	406,533
	416,127
	
	

	BCG coverage (%)[1]
	94%
	100%
	100%
	100%
	100%
	
	

	Number of infants vaccinated (to be vaccinated) with OPV3 
	335,144
	368,603
	377,302
	386,206
	395,321
	
	

	OPV3 coverage (%)[2]
	92%
	95%
	95%
	95%
	95%
	
	

	Number of infants vaccinated (or to be vaccinated) with DTP1[3]
	340,410
	368,603
	377,302
	386,206
	395,321
	
	

	Number of infants vaccinated (to be vaccinated) with DTP3[3]
	334,901
	368,603
	377,302
	386,206
	395,321
	
	

	DTP3 coverage (%)[2]
	92%
	95%
	95%
	95%
	95%
	
	

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

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

	Infants vaccinated (to be vaccinated) with 1st dose of Measles
	338,172
	368,603
	377,302
	386,206
	395,321
	
	

	Measles coverage (%)[2]
	93%
	95%
	95%
	95%
	95%
	
	

	Infants vaccinated (to be vaccinated) with 2nd dose of Measles
	0
	368,603
	377,302
	386,206
	395,321
	
	

	Pregnant women vaccinated with TT+
	222,551
	360,055
	364,359
	369,073
	372,853
	
	

	TT+ coverage (%)[4]
	61%
	93%
	92%
	91%
	90%
	
	

	Vit A supplement to mothers within 6 weeks from delivery
	
	
	
	
	
	
	

	Vit A supplement to infants after 6 months
	
	
	
	
	
	
	

	Annual DTP Drop-out rate[ (  DTP1 - DTP3 ) / DTP1 ]  x 100[5]
	2%
	0%
	0%
	0%
	0%
	
	


[1] Number of infants vaccinated out of total births

[2] Number of infants vaccinated out of total surviving infants

[3] Indicate total number of children vaccinated with either DTP alone or combined

[4] Number of pregnant women vaccinated with TT+ out of total pregnant women

[5] The formula to calculate a vaccine wastage rate (in percentage):[ ( A – B ) / A ] x 100. Whereby: A = the number of doses distributed for use according to the supply records with correction for stock balance at the end of the supply period; B = the number of vaccinations with the same vaccine in the same period.

5.5. Summary of current and future immunisation budget

(or refer to cMYP pages)

	
	Estimated costs per annum in US$ (in thousand US$)

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

	
	2010
	2012
	2013
	2014
	2015
	
	
	
	

	Routine Recurrent Cost

	Vaccines (routine vaccines only)
	5,785,198
	4,602,329
	4,702,169
	4,812,093
	4,924,326
	
	
	
	

	Traditional vaccines
	775,750
	923,203
	936,214
	957,261
	978,522
	
	
	
	

	New and underused vaccines
	5,009,448
	3,679,126
	3,765,955
	3,854,832
	3,945,804
	
	
	
	

	Injection supplies
	323,869
	380,323
	389,299
	398,486
	407,890
	
	
	
	

	Personnel
	1,213,746
	1,191,298
	1,185,188
	1,178,164
	1,171,184
	
	
	
	

	Salaries of full-time NIP health workers (immunisation specific)
	186,949
	194,501
	198,391
	201,367
	204,387
	
	
	
	

	Per-diems for outreach vaccinators / mobile teams
	1,026,797
	996,797
	986,797
	976,797
	966,797
	
	
	
	

	Transportation
	
	
	
	
	
	
	
	
	

	Maintenance and overheads
	530,604
	552,040
	563,081
	574,343
	585,830
	
	
	
	

	Training
	70,000
	162,000
	100,000
	115,000
	185,000
	
	
	
	

	Social mobilisation and IEC
	90,000
	65,000
	65,000
	90,000
	55,000
	
	
	
	

	Disease surveillance
	197,000
	202,000
	202,000
	202,000
	272,000
	
	
	
	

	Program management
	497,837
	475,880
	496,284
	527,671
	590,088
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	

	Subtotal Recurrent Costs
	8,708,254
	7,630,870
	7,703,021
	7,897,757
	8,191,318
	
	
	
	

	

	Routine Capital Costs

	Vehicle
	0
	0
	207,015
	28,154
	272,813
	
	
	
	

	Cold chain equipment
	39,015
	245,186
	60,838
	172,848
	489,886
	
	
	
	

	Other capital equipment
	0
	0
	0
	0
	0
	
	
	
	

	Subtotal Capital Costs
	39,015
	245,186
	267,853
	201,002
	762,699
	
	
	
	

	

	Campaigns

	Polio
	0
	0
	0
	0
	0
	
	
	
	

	Measles
	0
	0
	0
	0
	0
	
	
	
	

	Yellow Fever
	0
	0
	0
	0
	0
	
	
	
	

	MNT campaigns
	0
	0
	0
	0
	0
	
	
	
	

	Other campaigns
	0
	0
	4,129,623
	
	
	
	
	
	

	Subtotal Campaign Costs
	0
	0
	4,129,623
	0
	0
	
	
	
	

	GRAND TOTAL
	8,747,269
	7,876,056
	12,100,497
	8,098,759
	8,954,017
	
	
	
	


5.6. Summary of current and future financing and sources of funds

Please list in the tables below the funding sources for each type of cost category (if known). Please try and indicate which immunisation program costs are covered from the Government budget, and which costs are covered by development partners (or the GAVI Alliance), and name the partners (or refer to cMYP).

Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

	
	Estimated costs per annum in US$ (in thousand US$)

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

	
	
	2010
	2012
	2013
	2014
	2015
	
	
	
	

	Routine Recurrent Cost

	Traditional vaccines
	Government
	775,750
	736,690
	745,299
	761,841
	778,490
	
	
	
	
	

	Traditional vaccines
	GAVI
	0
	186,513
	190,915
	195,420
	200,032
	
	
	
	
	

	New & under utilized vaccines
	Government
	354,511
	500,955
	512,778
	524,879
	537,226
	
	
	
	
	

	New & under utilized vaccines
	GAVI
	4,620,867
	3,294,417
	3,372,166
	3,451,750
	3,533,210
	
	
	
	
	

	Injection supplies
	Government
	191,570
	209,392
	214,334
	219,392
	224,570
	
	
	
	
	

	Injection supplies
	GAVI
	132,299
	164,965
	168,859
	172,844
	176,923
	
	
	
	
	

	Outreach
	Goverment
	901,797
	901,797
	901,797
	901,797
	901,797
	
	
	
	
	

	Outreach
	GAVI
	125,000
	95,000
	85,000
	75,000
	65,000
	
	
	
	
	

	Training
	Government
	0
	82,000
	8,000
	20,000
	50,000
	
	
	
	
	

	Training
	GAVI
	40,000
	30,000
	35,000
	35,000
	70,000
	
	
	
	
	

	Training
	UNICEF
	10,000
	20,000
	22,000
	25,000
	30,000
	
	
	
	
	

	Training
	WHO
	20,000
	30,000
	35,000
	35,000
	35,000
	
	
	
	
	

	Surveillance
	Government
	31,000
	36,000
	34,000
	32,000
	22,000
	
	
	
	
	

	Surveillance
	WHO
	166,000
	166,000
	168,000
	170,000
	250,000
	
	
	
	
	

	Social mobilization and IEC
	Goverment
	40,000
	40,000
	40,000
	40,000
	40,000
	
	
	
	
	

	Social mobilization and IEC
	GAVI
	10,000
	5,000
	5,000
	5,000
	5,000
	
	
	
	
	

	Social mobilization and IEC
	UNICEF
	40,000
	20,000
	20,000
	45,000
	10,000
	
	
	
	
	

	Program Management
	Government
	289,406
	319,070
	335,024
	351,775
	369,364
	
	
	
	
	

	Program Management
	GAVI
	42,000
	46,305
	48,620
	51,051
	53,604
	
	
	
	
	

	Program Management
	UNICEF
	69,458
	76,577
	80,406
	84,426
	88,647
	
	
	
	
	

	Program Management
	WHO
	96,973
	33,928
	32,234
	40,418
	78,473
	
	
	
	
	

	Maintenance and overheads
	Government
	530,604
	552,040
	563,081
	574,343
	585,830
	
	
	
	
	

	New & under utilized vaccines
	Government probable
	34,069
	35,696
	36,539
	37,401
	38,284
	
	
	
	
	

	
	

	Routine Capital Costs
	

	Cold chain
	UNICEF
	0
	245,186
	0
	172,848
	0
	
	
	
	
	

	Cold Chain 
	Unsecured
	39,015
	
	60,838
	
	489,886
	
	
	
	
	

	Vehicles
	Unsecured
	
	
	207,015
	
	272,813
	
	
	
	
	

	Vehicle
	UNICEF probable
	
	
	
	28,154
	
	
	
	
	
	

	
	

	Campaigns
	

	JE Introduction
	Government (probable)
	0
	0
	4,129,623
	0
	0
	
	
	
	
	

	GRAND TOTAL
	8,560,319
	7,827,531
	12,051,528
	8,050,339
	8,906,149
	
	
	
	
	


6. New and Under-Used Vaccines (NVS)

Please summarise the cold chain capacity and readiness to accommodate new vaccines, stating how the cold chain expansion (if required) will be financed, and when it will be in place. Please indicate the additional cost, if capacity is not available and the source of funding to close the gap.

	At the current immunization schedule, the total positive cold chain volume required for one child is 85 cm3 at national and provincial stores and 101 cm3 at OD and health center level following the introduction of pentavalent vaccine in 2010. The planned introduction of a 2nd dose of measles vaccine will impact the cold chain system at differently at the national and provincial/district/health center level. 

At the national store, measles vaccine is stored at – 20C, and below this level at + 2 to +8 C. With the introduction of a 2nd dose of measles vaccine, the space required per child at the national level will increase for – 20C storage capacity, from 16.75 cm3 to 25.5 cm3, with no effect on freezing storage volumes below this level. 

At the provincial level, the cold chain space required will increase for the + 2 to +8 C storage from 85 cm3 to 94 cm3. At the Operational District and Health Centre level, all vaccines are stored at +2 to +8C and the cold chain space required at this temperature will increase from 90 cm3 to 98 cm3. 

At the health center level, the total volume required per child will be 110 cm3 per child, with a catchment population ranging from less than 100 to aproximately 1500 children under one year. The main equipment at health center level is RCW 50EG with net positive storage capacity of 24 litres 24,000 cm3), which is adequate for almost 2000 children with current shipment schedule of 12 times a years and two weeks safety stock. Hence cold chain capacity is adequate at the health center level.

A detailed assessment was carried out at different levels and it was concluded that the current cold chain capacity at national, provincial and district level is either sufficient or surplus for the current vaccination schedule and for the inclusion of a 2nd dose of measles vaccine into the EPI schedule (see attachment).


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

	Section 2 (Surveillance and Disease control) of the cMYP addresses the introduction of the 2nd dose of measles vaccines (pp 18-19). Key points that supported the decision for the introduction of the 2nd dose were 1) regional goal of measles elimination by 2012, 2) requirement that Cambodia achieve high coverage (>95%) with two doses of measles containing vaccines, 3) high routine immunization coverage rates for the 1st dose of measles vaccine from 2008-2010 and 4) the implemenation of a sucessful measles SIA in 2011 that targeted all infant and children 9 to 59 mths. 

Routine immunization coverage in Cambodia has been improving in the recent years. The routine coverage for MCV1 has exceeded 80% since 2008. Based on the WHO/UNICEF joint reporting forms officially submitted by the Ministry of Health in Cambodia, the reported MCV1 coverage was 89% in 2008, 92% in 2009, and 93% in 2010, respectively. WHO/UNICEF estimates for MCV1 coverage in Cambodia were 89% in 2008 and 92% in 2009, the same as reported. It is believed that the WHO/UNICEF estimate for MCV1 coverage in 2010 will not be lower than the one in 2009, given the reported coverage increased to 93% in 2010 and there is evidence that routine immunization delivery system is improving in the country. In conclusion, the routine coverage of the fist dose measles vaccine exceeded 80% for three years as of 2010. Improvements in routine immunization coverage in Cambodia are also supported from the results of the 2010 CDHS that report 1st dose measles coverage in 12 ro 23 month of children of 82%.


6.1. Capacity and cost (for positive storage)

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

	
	
	
	2012
	2013
	2014
	2015
	
	
	
	

	A
	Annual positive volume requirement, including new vaccine (litres or m3)

Litres
	Sum-product of total vaccine doses multiplied by unit packed volume of the vaccine
	9,894
	10,128
	10,367
	10,611
	
	
	
	

	B
	Existing net positive cold chain capacity (litres or m3)

Litres
	#
	8,918
	8,918
	8,918
	8,918
	
	
	
	

	C
	Estimated minimum number of shipments per year required for the actual cold chain capacity
	A / B
	2
	2
	2
	2
	
	
	
	

	D
	Number of consignments /

shipments per year
	Based on national vaccine shipment plan
	2
	2
	2
	2
	
	
	
	

	E
	Gap (if any)
	((A / D) - B)
	-3,971
	-3,854
	-3,735
	-3,613
	
	
	
	

	F
	Estimated additional cost of cold chain
	US$
	0
	0
	0
	0
	
	
	
	


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

	The Government of Cambodia is fully committed to child health as explained in section 1 of c-MYP. Since 2007, The Government of Cambodia has taken full responsibility for financing the cost of all the traditional EPI vaccines and injection supplies (BCG, TT, measles, OPV) from other donors such as JICA. In addition, the government is fully committed to finance increasing share of operational costs related to immunization services. 

Government will meet the cofinancing requirements from its domestic budget. NIP will include cofinancing needs for pentavalent vaccine in its budget request to be submitted in June 2009, . As per this budget cycle, NIP should be able to release its cofinancing payments by April-June each year.

The projections of the cost of the 2nd dose of measles vaccine from the cMYP has been shared with the Ministry of Finance and the MOH is confident that the MOH will be in a postion to absorb the full cost of the 2nd doses of measles from 2016.

The cMYP documents financial sustainability strategies for the national program. Increased efficiency of the program is being generated through increased utilization of fixed site services. In recent years, the National program has been successful in advocating for resources from the health sector pooled fund mechanisms for supporting health outreach services (through service contracting) and immunization campaigns. Additionally, all program activities are now integrated within the system wide annual operational planning system of the MOH.




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

Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

	Disease
	Title of the assessment
	Date
	Results

	Measles 
	WHO/UNICEF Joint Reporting Form
	2010
	A total of 3572 suspected measles cases were detected in Cambodia in 2010, of which 2580 were tested for measles and rubella virus at the National Measles Laboratory. Four hundred and fify one (451) case tested positive for measles, and another 705 cases from which blood samples were not taken met the clinical case definition for measles. The WHO considers that the reported measles disease burden in Cambodia significantly under represents the true disease burden, especially in the high risk communities (urban poor, ethnic populations, migrant groups and rural remote) as coverage rates are lowest and access to health services weakest.
	


If new or under-used vaccines have already been introduced in your country, please give details of the lessons learned from storage capacity, protection from accidental freezing, staff training, cold chain, logistics, drop-out rate, wastage rate etc., and suggest action points to address them

Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

	Lessons Learned
	Action Points

	The NIP in Cambodia is planning to undertake an assessment of the introduction of pentavalent vaccine in the 2nd half of 2011. This report will be shared with GAVI when finalized, probably with the submission of the 2012 APR.
	
	

	Hepatitis B vaccine has been introduced between 2002 and 2005 as DTP-Hepb. Major lessons learned as listed in the table below.

Need to encourage improved levels of responsibility and accountability at PHD level—including seeking the support of the PHD director. 
	• Conduct mid year and annual review with provincial Health Directors to reinforce provincial accountability for immunization performance
• Introduce contracts based system for improved immunization performance (See HSS proposal)
	

	Increase demand for immunization at facilities requires investment in social mobilization
	• Introduce and scale up fixed facility immunization strategy
	

	Although overall coverage may improve, there will always be pockets of un-immunized populations in high risk areas (remote areas, slum areas, ethnic minorities)
	• Implement national communication strategy for immunization (media, health education, local authority strategy)
• Delegate responsibility for monitoring coverage in high risk populations to Provincial and District level
• Establish District coverage data base at central level
	

	The lack of timeliness and regularity of finances for the operations of basic health services is a chronic constraint on quality and coverage of immunization services.
	• Advocate to MOF/MOH for reinstatement of outreach funds and social mobilization funds for fixed site
• Improve co-ordination of NGO resources and GAVI resources
	

	Vaccine management and cold chain practices of health centre staff require reinforcement through monitoring and supervision from Provincial and District level.
	• Update skills of middle level managers in on the job training of health centers in vaccine management
• Develop clear job descriptions and standard operating procedures for vaccine management/cold chain 
	


Please list the vaccines to be introduced with support from the GAVI Alliance (and presentation)

	measles vaccine 10 dose vial/lyophilised


6.3.1. Requested vaccine ( Measles, 10 doses/vial, Lyophilised )

As reported in the cMYP, the country plans to introduce Measles, 10 doses/vial, Lyophilised vaccine.

6.3.2. Co-financing information

No Co-financing for Measles

6.3.3. Wastage factor

Please indicate wastage rate:

Countries are expected to plan for a maximal wastage rate of:

· 50% - for a lyophilised vaccine in 10 or 20-dose vial,

· 25% - for a liquid vaccine in 10 or 20-dose vial or a lyophilised vaccine in 5-dose vial,

· 10% - for a lyophilised/liquid vaccine in 2-dose vial, and

· 5% - for a liquid vaccine in 1-dose vial

Note: Selection of this field has direct impact on automatic calculations of support you are requesting and should not be left empty.

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

	
	2012
	2013
	2014
	2015
	
	
	
	

	Vaccine wastage rate in %
	50%
	50%
	50%
	50%
	
	
	
	

	Equivalent wastage factor
	2.00
	2.00
	2.00
	2.00
	
	
	
	


6.3.4. Specifications of vaccinations with new vaccine

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

	
	
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	368,603
	377,302
	386,206
	395,321
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	368,603
	377,302
	386,206
	395,321
	
	
	
	

	Immunisation coverage with the third dose
	Table 1
	#
	95.00%
	95.00%
	95.00%
	95.00%
	
	
	
	

	Estimated vaccine wastage factor
	Table 6.(n).3[3]
	#
	2.00
	2.00
	2.00
	2.00
	
	
	
	

	Country co-financing per dose[2]
	Table 6.(n).2[3]
	$
	0.00
	0.00
	0.00
	0.00
	
	
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule

[2] Total price per-dose includes vaccine cost, plus freight, supplies, insurance, visa costs etc.

[3] Where (n) depends on the vaccine

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

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

	
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of vaccine doses
	#
	0
	0
	0
	0
	
	
	
	

	Number of AD syringes
	#
	0
	0
	0
	0
	
	
	
	

	Number of re-constitution syringes
	#
	0
	0
	0
	0
	
	
	
	

	Number of safety boxes
	#
	0
	0
	0
	0
	
	
	
	

	Total value to be co-financed by country
	$
	0
	0
	0
	0
	
	
	
	


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

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

	
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of vaccine doses
	#
	921,600
	759,000
	776,900
	795,200
	
	
	
	

	Number of AD syringes
	#
	613,800
	423,700
	433,700
	443,900
	
	
	
	

	Number of re-constitution syringes
	#
	102,300
	84,300
	86,300
	88,300
	
	
	
	

	Number of safety boxes
	#
	7,950
	5,650
	5,775
	5,925
	
	
	
	

	Total value to be co-financed by GAVI
	$
	289,000
	233,000
	238,500
	244,000
	
	
	
	


6.3.7. New and Under-Used Vaccine Introduction Grant

Please indicate in the tables below how the one-time Introduction Grant[1] will be used to support the costs of vaccine introduction and critical pre-introduction activities (refer to the cMYP).

Calculation of lump-sum for the Measles, 10 doses/vial, Lyophilised
If the total is lower than US$100,000, it is automatically rounded up to US$100,000

	Year of New Vaccine Introduction 
	Births (from Table 1)
	Share per Birth in US$
	Total in US$

	2012
	388,003
	0.30
	116,500


[1] The Grant will be based on a maximum award of $0.30 per infant in the birth cohort with a minimum starting grant award of $100,000

Cost (and finance) to introduce the Measles, 10 doses/vial, Lyophilised (US$)
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

	Cost Category
	Full needs for new vaccine introduction in US$
	Funded with new vaccine introduction grant in US$

	Training
	116,000
	51,500

	Social Mobilization, IEC and Advocacy
	36,000
	30,000

	Cold Chain Equipment & Maintenance
	0
	0

	Vehicles and Transportation
	
	0

	Programme Management
	17,000
	15,000

	Surveillance and Monitoring
	72,000
	20,000

	Human Resources
	
	

	Waste Management
	
	0

	Technical assistance
	
	0

	
	
	
	

	Totals
	241,000
	116,500


7. Procurement and Management of New and Under-Used Vaccines

Note: The PCV vaccine must be procured through UNICEF

a) Please show how the support will operate and be managed including procurement of vaccines (GAVI expects that most countries will procure vaccine and injection supplies through UNICEF)
	Cambodia requests procurement of GAVI supported measles vaccine and injection safety supplies through UNICEF supply system, as is the current modality for procurement of other EPI vaccines for the MOH. Two shipment each years will be ordered.




b) If an alternative mechanism for procurement and delivery of supply (financed by the country or the GAVI Alliance) is requested, please document
· Other vaccines or immunisation commodities procured by the country and descriptions of the mechanism used.
· The functions of the National Regulatory Authority (as evaluated by WHO) to show they comply with WHO requirements for procurement of vaccines and supply of assured quality.
	N/A


c) Please describe the introduction of the vaccines (refer to cMYP)

	Please refer to Annex 4 cMYP - Vaccine Introduction Plan – Measles 2nd Dose (pp 47 to 50) for detailed introduction plan. 

Given that this is not the introduction of a new vaccine, but addition of a 2nd dose of a current vaccine in the immunization schedule, most of the activities are focused on training, awarenesses raising amoung both health workers and the community, monitoring and reporting systems and management strategies to ensure high immunization coverage levels.


d) Please indicate how funds should be transferred by the GAVI Alliance (if applicable)

	Cambodia would request GAVI to transfer the new vaccine introduction grant of $116,500 to the bank account of MOH as indicated in the banking form as soon as possible, preferably in first quarter of 2012 to allow country to implement various pre-introduction activities.




e) Please indicate how the co-financing amounts will be paid (and who is responsible for this)

	N/A


f) Please outline how coverage of the new vaccine will be monitored and reported (refer to cMYP)

	NIP regularly monitors the coverage of all routine vaccines by district and province. All the health centers are required to send the coverage data in pre-defined reporting forms to operational districts, which in turn aggregate data for all health centers and send upward to provinces. Provinces compile data for all the districts and send to NIP. 

With introduction of the 2nd dose of measles vaccine, the reporting forms, immunization registers at the health facility and child immunization cards will be revised accordingly. The child immunization cards for Cambodia were updated in 2010 and have already incorporated changes necessary for the introduction of a routine 2nd dose of measles vaccine.

The NIP, TWG (comprised of NIP, WHO, UNICEF, PATH) and ICC will regularly monitor the reported coverage data through regular reviews and analysis. In addition, supportive supervision reports from routine immunization monitoring system will be used for on-site monitoring. In addition to this, data quality self-assessment surveys will be organized for selected areas to validate the administratively reported data and the consistency in reporting across different levels of health facilities. Finally, Macro International with support of USAID conducts nationwide demographic and health surveys (DHS) every five years. The last three DHS surveys were conducted in 2000, 2005 and 2010 and inclusion of monitoring of 2nd dose measles coverage will be included for the DHS in 2015. 

In addition, to reporting and monitoring of vaccine coverage data, the acute fever and rash surveillance at all hospital and health centre in Cambodia will be further strengthened with support from WHO, and information on vaccine status of all suspected cases (including if they have received a 2nd dose of measles vaccine) will be closely monitored. 


7.1. Vaccine Management (EVSM/EVM/VMA)

When was the last Effective Vaccine Store Management (EVSM) conducted? April   - 2009
When was the last Effective Vaccine Management (EVM) or Vaccine Management Assessment (VMA) conducted?   - 

If your country conducted either EVSM, EVM, or VMA in the past three years, please attach relevant reports. (Document N°)

A VMA report must be attached from those countries which have introduced a New and Underused Vaccine with GAVI support before 2008.

Please note that EVSM and VMA tools have been replaced by an integrated Effective Vaccine Management (EVM) tool. The information on EVM tool can be found at http://www.who.int/immunization_delivery/systems_policy/logistics/en/index6.html
For countries which conducted EVSM, VMA or EVM in the past, please report on activities carried out as part of either action plan or improvement plan prepared after the EVSM/VMA/EVM.

	Key activities undertaken by the National Immunization Programme in 2010 to address the recommendations of the 2009 EVSM are:

1.Training on Vaccine Management to Central medical Store Staff[CMS]
2.Training on Temperature Monitoring Devices for PHD/ODs staff
3.Development of Standard Operational Procedure for Vaccine Management at the central level, with a plan to further expand this to lower levels of the vaccine distribution system in 2011.
4. Introduced Fridge tag to PHD/ODs refrigerators
5. Regular site visits by NIP refrigeration technical staff to maintain and service refrigerators at the health facility level.
6. Installation of thirty (30) solar refrigerators for remote Health Centres, under the support of JICA
7. Installation of new Stella incinerators at twenty four (24) referral hospitals under the support of JICA
8. Regular supervisory visits to all health sites on cold chain management.


When is the next Effective Vaccine Management (EVM) Assessment planned? February  - 2012
Under new guidelines, it will be mandatory for the countries to conduct an EVM prior to an application for introduction of new vaccine.

8. Additional Comments and Recommendations

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

	The introduction of a 2nd dose of measles vaccine has been recommended and throughly discussed with the WHO Western Pacific Regional Office who have provided technical guidence for the development of all activities required for introduction. Documentation supporting this is attached.

Note that 6.1. Capacity and cost (for positive storage) for new vaccine introduction has been calculated for NEGATIVE STORAGE at the national level for measles vaccine 2nd dose.

NOTE: SIGNATURE OF MINISTER OF FINANCE IN PROCESS, WILL BE SUBMITTED TO GAVI THE LAST WEEK OF MAY BY EMAIL TO GAVI SECRETARIAT




9. Annexes

Annex 1

Annex 1.1 – Measles, 10 doses/vial, Lyophilised
Table 1.1 A - Rounded up portion of supply that is procured by the country and estimate of related cost in US$

	Required supply item
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of vaccine doses
	#
	0
	0
	0
	0
	
	
	
	

	Number of AD syringes
	#
	0
	0
	0
	0
	
	
	
	

	Number of re-constitution syringes
	#
	0
	0
	0
	0
	
	
	
	

	Number of safety boxes
	#
	0
	0
	0
	0
	
	
	
	

	Total value to be co-financed by the country
	$
	0
	0
	0
	0
	
	
	
	


Table 1.1  B - Rounded up portion of supply that is procured by GAVI and estimate of related cost in US$.

	Required supply item
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of vaccine doses
	#
	921,600
	759,000
	776,900
	795,200
	
	
	
	

	Number of AD syringes
	#
	613,800
	423,700
	433,700
	443,900
	
	
	
	

	Number of re-constitution syringes
	#
	102,300
	84,300
	86,300
	88,300
	
	
	
	

	Number of safety boxes
	#
	7,950
	5,650
	5,775
	5,925
	
	
	
	

	Total value to be co-financed by the country
	$
	289,000 
	233,000
	238,500
	244,000
	
	
	
	


Table 1.1  C - Summary table for Measles, 10 doses/vial, Lyophilised
	
	Data from
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of Surviving infants
	Table 1
	#
	388,003
	397,160
	406,533
	416,127
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	368,603
	377,302
	386,206
	395,321
	
	
	
	

	Immunisation coverage with the last dose
	Table 1
	#
	95.00%
	95.00%
	95.00%
	95.00%
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	368,603
	377,302
	386,206
	395,321
	
	
	
	

	Number of doses per child
	
	#
	1
	1
	1
	1
	
	
	
	

	Estimated vaccine wastage factor
	Table 6.(n).3[2]
	#
	2.00
	2.00
	2.00
	2.00
	
	
	
	

	Number of doses per vial
	
	#
	10
	10
	10
	10
	
	
	
	

	AD syringes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Reconstitution syringes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Safety boxes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Vaccine price per dose
	
	$
	0.240 
	0.240 
	0.240 
	0.240 
	 
	 
	 
	 

	Country co-financing per dose
	Table 6.(n).2[2]
	$
	0.00 
	0.00 
	0.00 
	0.00 
	 
	 
	 
	 

	AD syringe price per unit
	
	$
	0.053 
	0.053 
	0.053 
	0.053 
	 
	 
	 
	 

	Reconstitution syringe price per unit
	
	$
	0.038 
	0.038 
	0.038 
	0.038 
	 
	 
	 
	 

	Safety box price per unit
	
	$
	0.640 
	0.640 
	0.640 
	0.640 
	 
	 
	 
	 

	Freight cost as % of vaccines value
	
	%
	10.00 
	10.00 
	10.00 
	10.00 
	 
	 
	 
	 

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


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule

[2] Where (n) depends on the vaccine

Table 1.1 D - Estimated number of doses for Measles, 10 doses/vial, Lyophilised associated injection safety material and related co-financing budget (page 1)

	
	
	Formula
	2012
	2013

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	0.00%
	
	
	0.00%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	368,603
	0
	368,603
	377,302
	0
	377,302

	C
	Number of doses per child
	Vaccine parameter
	1
	1
	1
	1
	1
	1

	D
	Number of doses needed
	B * C
	368,603
	0
	368,603
	377,302
	0
	377,302

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	2.00
	2.00
	2.00
	2.00
	2.00
	2.00

	F
	Number of doses needed including wastage
	D * E
	737,206
	0
	737,206
	754,604
	0
	754,604

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	184,302
	0
	184,302
	4,350
	0
	4,350

	I
	Total vaccine doses needed
	F + G
	921,508
	0
	921,508
	758,954
	0
	758,954

	J
	Number of doses per vial
	Vaccine parameter
	10
	10
	10
	10
	10
	10

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	613,725
	0
	613,725
	423,634
	0
	423,634

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	102,288
	0
	102,288
	84,244
	0
	84,244

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	7,948
	0
	7,948
	5,638
	0
	5,638

	N
	Cost of vaccines needed
	I * vaccine price per dose
	221,162
	0
	221,162
	182,149
	0
	182,149

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	32,528
	0
	32,528
	22,453
	0
	22,453

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	3,887
	0
	3,887
	3,202
	0
	3,202

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	5,087
	0
	5,087
	3,609
	0
	3,609

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	22,117
	0
	22,117
	18,215
	0
	18,215

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	4,151
	0
	4,151
	2,927
	0
	2,927

	T
	Total fund needed
	(N + O + P + Q + R + S)
	288,932
	0
	288,932
	232,555
	0
	232,555

	U
	Total country co-financing
	I * country co-financing per dose
	0
	
	
	0
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	0.00%
	
	
	0.00%
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule

[2] Where (n) depends on the vaccine

Table 1.1 D - Estimated number of doses for Measles, 10 doses/vial, Lyophilised associated injection safety material and related co-financing budget (page 2)

	
	
	Formula
	2014
	2015

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	0.00%
	
	
	0.00%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	386,206
	0
	386,206
	395,321
	0
	395,321

	C
	Number of doses per child
	Vaccine parameter (schedule)
	1
	1
	1
	1
	1
	1

	D
	Number of doses needed
	B * C
	386,206
	0
	386,206
	395,321
	0
	395,321

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	2.00
	2.00
	2.00
	2.00
	2.00
	2.00

	F
	Number of doses needed including wastage
	D * E
	772,412
	0
	772,412
	790,642
	0
	790,642

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	4,452
	0
	4,452
	4,558
	0
	4,558

	I
	Total vaccine doses needed
	F + G
	776,864
	0
	776,864
	795,200
	0
	795,200

	J
	Number of doses per vial
	Vaccine parameter
	10
	10
	10
	10
	10
	10

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	433,631
	0
	433,631
	443,866
	0
	443,866

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	86,232
	0
	86,232
	88,268
	0
	88,268

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	5,771
	0
	5,771
	5,907
	0
	5,907

	N
	Cost of vaccines needed
	I * vaccine price per dose
	186,448
	0
	186,448
	190,848
	0
	190,848

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	22,983
	0
	22,983
	23,525
	0
	23,525

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	3,277
	0
	3,277
	3,355
	0
	3,355

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	3,694
	0
	3,694
	3,781
	0
	3,781

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	18,645
	0
	18,645
	19,085
	0
	19,085

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	2,996
	0
	2,996
	3,067
	0
	3,067

	T
	Total fund needed
	(N + O + P + Q + R + S)
	238,043
	0
	238,043
	243,661
	0
	243,661

	U
	Total country co-financing
	I * country co-financing per dose
	0
	
	
	0
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	0.00%
	
	
	0.00%
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule

[2] Where (n) depends on the vaccine

Annex 2

Estimated prices of supply and related freight cost: 2011 from UNICEF Supply Division; 2012 onwards: GAVI Secretariat

Table A - Commodities Cost

	Vaccine
	Presentation
	2011
	2012
	2013
	2014
	2015
	2016
	2017

	AD syringe
	0
	0.053
	0.053
	0.053
	0.053
	0.053
	0.053
	0.053

	DTP-HepB
	2
	1.600
	
	
	
	
	
	

	DTP-HepB
	10
	0.620
	0.620
	0.620
	0.620
	0.620
	0.620
	0.620

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

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

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

	DTP-Hib
	10
	3.400
	3.400
	3.400
	3.400
	3.400
	3.200
	3.200

	HepB monoval
	1
	
	
	
	
	
	
	

	HepB monoval
	2
	
	
	
	
	
	
	

	Hib monoval
	1
	3.400
	
	
	
	
	
	

	Measles
	10
	0.240
	0.240
	0.240
	0.240
	0.240
	0.240
	0.240

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

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

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

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

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

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

	Safety box
	0
	0.640
	0.640
	0.640
	0.640
	0.640
	0.640
	0.640

	Yellow Fever
	WAP
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856

	Yellow Fever
	WAP
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856


Note: WAP - weighted average price (to be used for any presentation: For DTP-HepB-Hib, it applies to 1 dose liquid, 2 dose lyophilised and 10 dose liquid. For Yellow Fever, it applies to 5 dose lyophilised and 10 dose lyophilised)

Table B - Commodities Freight Cost

	Vaccines
	Group
	No Threshold
	200’000 $
	250’000 $
	2’000’000 $

	
	
	
	<=
	>
	<=
	>
	<=
	>

	Yellow Fever
	Yellow Fever
	
	20%
	
	
	
	10%
	5%

	DTP+HepB
	HepB and or Hib
	2%
	
	
	
	
	
	

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

	Pneumococcal vaccine (PCV10)
	Pneumococcal
	5%
	
	
	
	
	
	

	Pneumococcal vaccine (PCV13)
	Pneumococcal
	5%
	
	
	
	
	
	

	Rotavirus
	Rotavirus
	5%
	
	
	
	
	
	

	Measles
	Measles
	10%
	
	
	
	
	
	


Table C - Low - Minimum country's co-payment per dose of co-financed vaccine.

	vaccine
	2012
	2013
	2014
	2015
	
	
	

	Measles, 10 doses/vial, Lyophilised
	0.00
	0.00
	0.00
	0.00
	
	
	


Table D - Wastage rates and factors

Countries are expected to plan for a maximal wastage rate of:

· 50% - for a lyophilised vaccine in 10 or 20-dose vial,

· 25% - for a liquid vaccine in 10 or 20-dose vial or a lyophilised vaccine in 5-dose vial,

· 10% - for a lyophilised/liquid vaccine in 2-dose vial, and

· 5% - for a liquid vaccine in 1-dose vial

	Vaccine wastage rate
	5%
	10%
	15%
	20%
	25%
	30%
	35%
	40%
	45%
	50%
	55%
	60%

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


WHO International shipping guidelines: maximum packed volumes of vaccines

Table E - Vaccine maximum packed volumes

	Vaccine product
	Designation
	Vaccine formulation
	Admin route
	No. Of doses in the schedule
	Presentation (doses/vial, prefilled)
	Packed volume vaccine (cm3/dose)
	Packed volume diluents (cm3/dose)

	BCG
	BCG
	lyophilized
	ID
	1
	20
	1.2
	0.7

	Diphtheria-Tetanus-Pertussis
	DTP
	liquid
	IM
	3
	20
	2.5
	

	Diphtheria-Tetanus-Pertussis
	DTP
	liquid
	IM
	3
	10
	3.0
	

	Diphtheria-Tetanus
	DT
	liquid
	IM
	3
	10
	3.0
	

	Tetanus-Diphtheria
	Td
	liquid
	IM
	2
	10
	3.0
	

	Tetanus Toxoid
	TT
	liquid
	IM
	2
	10
	3.0
	

	Tetanus Toxoid
	TT
	liquid
	IM
	2
	20
	2.5
	

	Tetanus Toxoid UniJect
	TT
	liquid
	IM
	2
	Uniject
	12.0
	

	Measles
	Measles
	lyophilized
	SC
	1
	1
	26.1
	20.0

	Measles
	Measles
	lyophilized
	SC
	1
	2
	13.1
	13.1

	Measles
	Measles
	lyophilized
	SC
	1
	5
	5.2
	7.0

	Measles
	Measles
	lyophilized
	SC
	1
	10
	3.5
	4.0

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

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

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

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

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

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

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

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

	Polio
	OPV
	liquid
	Oral
	4
	10
	2.0
	

	Polio
	OPV
	liquid
	Oral
	4
	20
	1.0
	

	Yellow fever
	YF
	lyophilized
	SC
	1
	5
	6.5
	7.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	10
	2.5
	3.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	20
	1.5
	2.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	50
	0.7
	1.0

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

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

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

	Hepatitis B
	HepB
	liquid
	IM
	3
	1
	18.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	2
	13.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	6
	4.5
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	10
	4.0
	

	Hepatitis B UniJect
	HepB
	liquid
	IM
	3
	Uniject
	12.0
	

	Hib liquid
	Hib_liq
	liquid
	IM
	3
	1
	15.0
	

	Hib liquid
	Hib_liq
	liquid
	IM
	3
	10
	2.5
	

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	1
	13.0
	35.0

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	2
	6.0
	

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	10
	2.5
	3.0

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

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

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

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

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

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

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

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

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

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

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

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

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

	Meningitis W135
	MV_W135
	lyophilized
	SC
	1
	10
	2.5
	4.0

	Meningitis A conjugate
	Men_A
	lyophilized
	SC
	2
	10
	2.6
	4.0

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	10
	15.0
	

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	10
	8.1
	8.1

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	5
	2.5
	2.9

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	1
	12.6
	11.5

	Japanese Encephalitis
	JE_liq
	liquid
	SC
	3
	10
	3.4
	

	Rota vaccine
	Rota_lyo
	lyophilized
	Oral
	2
	1
	156.0
	

	Rota vaccine
	Rota_liq
	liquid
	Oral
	2
	1
	17.1
	

	Rota vaccine
	Rota_liq
	liquid
	Oral
	3
	1
	45.9
	

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

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

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

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

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

	Polio inactivated
	IPV
	liquid
	IM
	3
	PFS
	107.4
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	10
	2.5
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	1
	15.7
	

	Human Papilomavirus vaccine
	HPV
	liquid
	IM
	3
	1
	15.0
	

	Human Papilomavirus vaccine
	HPV
	liquid
	IM
	3
	2
	5.7
	

	Monovalent OPV-1
	mOPV1
	liquid
	Oral
	
	20
	1.5
	

	Monovalent OPV-3
	mOPV3
	liquid
	Oral
	
	20
	1.5
	


10. Attachments

10.1. List of Supporting Documents Attached to this Proposal

	Document
	Section
	Document Number
	Mandatory[1]

	MoH Signature (or delegated authority) of Proposal
	
	12
	Yes

	MoF Signature (or delegated authority) of Proposal
	
	15
	Yes

	Signatures of ICC or HSCC or equivalent in Proposal
	
	7, 8
	Yes

	Minutes of ICC/HSCC meeting endorsing Proposal
	
	13, 14
	Yes

	comprehensive Multi Year Plan - cMYP
	
	1
	Yes

	cMYP Costing tool for financial analysis
	
	2
	Yes

	Minutes of last three ICC/HSCC meetings
	
	9, 10, 11
	Yes

	Improvement plan based on EVM
	
	Missing
	Yes

	WHO/UNICEF Joint Reporting Form (JRF)
	
	
	

	ICC/HSCC workplan for forthcoming 12 months
	
	
	

	National policy on injection safety
	
	
	

	Action plans for improving injection safety
	
	
	

	Plan for NVS introduction (if not part of cMYP)
	
	
	

	Banking details
	
	6
	


[1] Please indicate the duration of the plan / assessment / document where appropriate
10.2. Attachments

List of all the mandatory and optional documents attached to this form

Note: Use the Upload file arrow icon to upload the document. Use the Delete item icon to delete a line. To add new lines click on the New item icon in the Action column.
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	File type
	File name
	New file
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64 KB
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177 KB
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	File name:
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	File name:
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305 KB
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	File Type:

Signatures of ICC or HSCC or equivalent in Proposal *
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Date/Time:
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57 KB
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	File Type:

Minutes of last three ICC/HSCC meetings *
File Desc:

Document4a-Minutes of ICSC Meeting 11th March 2010
	File name:

Doc4a-Minutes of ICSC Meeting 11th March 2010.pdf
Date/Time:

03.05.2011 09:40:46
Size:

110 KB
	
	

	10
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Minutes of last three ICC/HSCC meetings *
File Desc:

Document4b-Minutes of ICSC Meeting April,22, 2010
	File name:

Doc4b-Minutes ICSC April 22.2010.pdf
Date/Time:

03.05.2011 09:44:06
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386 KB
	
	

	11
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Minutes of last three ICC/HSCC meetings *
File Desc:

Document4c-Minutes of HSSC Meeting May 12, 2010
	File name:

Document4c-HSSC Minutes Meeting 2010.pdf
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03.05.2011 09:47:02
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298 KB
	
	

	12
	File Type:
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File Desc:
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	File name:
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76 KB
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	File name:
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Date/Time:

09.05.2011 08:39:37
Size:

376 KB
	
	

	14
	File Type:

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

Doc4e-
	File name:
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Date/Time:

09.05.2011 08:43:41
Size:

405 KB
	
	

	15
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Minister of Finance Signature to be obtained
	File name:

Signature of Minister of Economy and Finance.doc
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Size:

24 KB
	
	

	16
	File Type:

other
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EVM Quality Improvement Plan
	File name:

EVM Quality Improvement.zip
Date/Time:

25.05.2011 09:32:02
Size:
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