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	GAVI ALLIANCE
GRANT TERMS AND CONDITIONS

	FUNDING USED SOLELY FOR APPROVED PROGRAMMES

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

	AMENDMENT TO THE APPLICATION

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

	RETURN OF FUNDS

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

	SUSPENSION/ TERMINATION

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

	ANTICORRUPTION

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

	AUDITS AND RECORDS

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

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

	CONFIRMATION OF LEGAL VALIDITY

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

	CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE TRANSPARANCY AND ACCOUNTABILITY POLICY

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

	USE OF COMMERCIAL BANK ACCOUNTS

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

	ARBITRATION

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

	. The languages of the arbitration will be English or French.

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

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


	

	

	


	1. Application Specification

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


	
	
	Type of Support
Vaccine
Start Year
End Year
Preferred second presentation[1]
Routine New Vaccines Support
Measles second dose, 10 dose(s) per vial, LYOPHILISED
2015
2016

	[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
Immunization is a high priority (P1) program of the government. The government recognizes immunization as one of the most cost effective interventions contributing to the reduction of morbidity and mortality of children and thus achieving MDG target.
In Nepal, the Expanded Programme on Immunization started in 1979 in 3 districts with two antigens (BCG & DPT).  By 1989 the program has expanded to all 75 districts with six antigens.Currently, the National Immunization Program (NIP) provides BCG,DPT-HepB-Hib, OPV and Measles-Rubella (MR) to children less than one year ofage and Td vaccine to pregnant women throughout the country and JE vaccine to children 12-23 months of age in 31 post JE campaign high risk districts. 
Nepal is applying for GAVI support for introduction of measles second vaccines and introduction grant for MSD: 
The total amount of support for Measles second dose from GAVI will be for five years. The total amount of funds requested to GAVI is $ 546,163.  The GoN will co finance $52,887.  Nepal has requested MR vaccine in 10-dose vial plus diluents presentation. The recommended age for MRSD will be 15-18 months. The total target population 2,615,272 aged 15-18 months will be vaccinated
Baseline data:
As per JRF (2013) DPT3-93% and MCV1-88%, The NDHS survey (2011) shows DPT3 coverage of 92% and measles-88%.
Birth cohort is estimated: 2014- 671701; 2015- 682704; 2016- 694171; 2017- 706194; 2018- 718756;
Vaccination coverage: DPT3/OPV3: 2013-95% over next three years, 2014-92%,95%, measles: 79% over next three years.
Country preparedness:
Nepal has conducted EVM in December 2011 and currently in process of implementing recommendations made from EVM. Nepal also carried out cold chain replacement plan for 10 years (2010-2020) which shows Nepal has enough space for introduction of measles second dose vaccine.
With the existing cold chain capacity of 55,570 litres available at the central level there will be sufficient storage capacity for PCV,IPV and MRSD. However the cold chain capacity will be assessed for each district for introduction of new and under used vaccines and to accommodate campaigns. The government is currently updating the inventory of all cold chain equipments from central to district level. Based on need for additional space for each district, a replacement plan will be developed and implemented. Nepal introduced MR vaccine replacing measles vaccine at 9 months in routine immunisation from June2013.
On October 2013, the National Committee on Immunization Practices (NCIP) made recommendations on measles second dose (MSD) to the Ministry of Health & Population(MoHP) as follows:
· The NCIP recommends introducing MR vaccine into routine immunization based on: 
· As the coverage of MCV1 is consistently ≥80% for more than 3 years, Nepal should include second dose of measles vaccine (MCV2) in the routine immunization.
o  Usemeasles rubella vaccine for both first and second dose (MRSD) in routineimmunization. This will contribute to :
­      Costsaving by reducing wastage.
­      Supplychain and cold chain space convenient and efficient.
­      Itwill be less confusing for the health workers. 
o  Recommendedage for MRSD is at 15-18 months.
The MR vaccine will be introduced into routineimmunization by February 2015.Nepal is requesting GAVI support for Measles seconddose and the rubella component will be borne by the Government of Nepal.  Also the support is requested for vaccineintroduction grant.


	

	


			
	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 Nepal 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:
		
			
		Measles second dose, 10 dose(s) per vial, LYOPHILISED routine introduction
	
			
	The Government of Nepal 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
MISHRA, Dr Praveen, Secretary, Ministry of Health & Population
Name
BHUSAL, Mr. Yuba Raj, Secretary Ministry of Finance 
Date
Date
Signature
Signature
		
			
	This report has been compiled by (these persons may be contacted in case the GAVI Secretatiat has queries on this document): 
		
			
	Full name
Position
Telephone
Email
BOHARA, Dr Rajendra
National Coordinator, IPD/WHO
977-9851024615
boharar@searo.who.int
GURUNG, Dr Santosh
New Vaccine Officer, IPD/WHO
977-9851052724
Gurungs@searo.who.int
UPRETI, Dr Shyam Raj 
Director, Child Health Division
977-9851088382
drshyam@hotmail.com
		
			
	4.1.2. National Coordinating Body - Inter-Agency Coordinating Committee for Immunisation
		
			
	Agencies and partners (including development partners and NGOs) supporting immunisation services are co-ordinated and organised through an inter-agency coordinating mechanism (ICC, HSCC, or equivalent committee). The ICC, HSCC, or equivalent committee is responsible for coordinating and guiding the use of the GAVI NVS routine support and/or campaign support. Please provide information about the ICC, HSCC, or equivalent committee in your country in the table below.
		
			
	Profile of the ICC, HSCC, or equivalent committee
		
			
	Name of the committee
Inter Agency Coordination Committee
Year of constitution of the current committee
2000
Organisational structure (e.g., sub-committee, stand-alone)
Stand-alone
Frequency of meetings
at least 3 meetinsg per year ( frequency depends upon requirement)
		
			
	The Terms of Reference or Standard Operating Principles for the ICC, including details on the ICC membership, quorum, dispute resolution process and meeting schedules is attached as DOCUMENT NUMBER : 4.
		
			
	Major functions and responsibilities of the ICC/HSCC:
		
			
	1. Provide technical support to NIP as necessary
2. Coordinate with international partners in the delivery of immunization services including resource mobilization
3. Coordinate and monitor with other health programs in relation to enhance effectiveness and quality service in immunization and to assure program sustainability
4. Invite any other international/national partners involved in immunization program in Nepal for their input, feedback and expertise
5. Form sub-committees and working groups as necessary
6. Coordinate with GoN/NGOs and international development partners for mobilization of resources for immunization program
7. Assure effective and efficient use of overall immunization and GAVI funds
8. Provide input during preparation of immunization annual work plan
9. Provide support and monitor ongoing polio eradication activities
		
			
	Please describe how partners have provided support in preparation of the proposal:
		
			
	Discussion on need of MSD was discussed in NCIP meeting. The NCIP after consultation with various experts and presentation from the government decided to recommend MSD to be introduced in routine immunization. The NCIP also recommended to use MR vaccine as second  dose ( to reduce vaccine wastage, not to confuse health staff, cold chain burden ETC). After the NCIP recommendation the government hold several meetings with partners to prepare proposal on MSD and apply to GAVI. The draft proposal was shared with concerned partners and finalized after their input.
		
			
	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 27/04/2014 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 C of the ‘GAVI HSS and NVS General Guidelines’ for more information on ICCs.
		
			
	Function
Title / Organisation
Name
Please sign below to indicate the attendance at the meeting where the proposal was endorsed
Please sign below to indicate the endorsement of the minutes where the proposal was discussed
Chair
Director-General, Department of Health Services
SHAH, Dr LL
Secretary
EPI Chief, Child Health Division
GEWALI, Mr S
Members
Director, Child Health Division
UPRETI, DR SR
Director, Logistic Management Division
POKHAREL, Dr TN
Director, Management Division
ACHARYA, DR B
Director, National Health Education, Information
SHARMA, Mr BB
Representative, Health & Family Planning, USAID
KENTRO, Ms L
Chairman, Polio Plus Committee, Rotary International
SHAKYA, Mr RM
Representative, WHO
AUNG, Dr Lin
Representative, UNICEF
SINGER, Ms H
Sr. Health Specialist, World Bank
BHATTARAI, Dr M
Sr. Health Advisor, DFID
MESKO, Ms N
Asst. Residential Representative, JICA
HIASA Ms Miwa
Representative, National Planning Commission
SHRESTHA, Mr GK
Representative, Ministry of Finance
KHATRI, Mr TB
Chief-PME&FAD, MoHP
BURLAKOTI, Dr TR
		
			
	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 ? Yes
		
			
	We the members of the NITAG met on the 25/10/2013 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation describing the decision-making process through which the recommendations were reached, attached as Document number 8.
4.2.1. The NITAG
Profile of the NITAG
Name of the NITAG
National Committee for Immunization Practices
Year of constitution of the current NITAG
2009
Organisational structure (e.g., sub-committee, stand-alone)
Stand-alone
Frequency of meetings
At least twice a year and based on need
Function
Title / Organisation
Name
Chair
Professor Paediatrician 
ADHIKARI, Prof. Dr RK
Secretary
Director, Child Health Division 
UPRETI, Dr SR
Members
BPKIHS, Paediatrician 
SINGH, Prof. Dr R
Public Health Specialist 
SUBEDI, Dr BK
Public Health Specialist 
PANDEY, Dr BR
Epidemiologist
UPRETI, Dr SR
Pathologist
MALLA, Prof, Dr S
Chairperson, Nepal paediatric Association
SHRSTHA, DR L
Director-General, Department of Drug Administration 
BHUJU, Mr G
Director, Logistics Management Division 
POKHAREL, Dr TN
Representative WHO 
AUNG, Dr Lin
Representative, UNICEF 
SINGER Ms Hannah
Major functions and responsibilities of the NITAG
Main role of the NCIP is to provide technical guidance to MoH&P/EPI on immunization policies, norms and practices, issues of vaccine quality and safety, immunization choices and strategies, new vaccines and new delivery technologies
2. The NCIP will be technical resource to assist government in evidence-based decision making & be the technical arm that supports the country’s stewardship immunization program
		
			
	In the absence of a NITAG, countries should clarify the role and functioning of the advisory group and describe plans to establish a NITAG. This document is attached as (Document Number: 9)
		

	

	


	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
27,311,978
2014
HMIS
Infant mortality rate (per 1000)
46
2011
NDHS
Surviving infants[1]
628,824
2014
HMIS
GNI per capita (US$)
540
2011
World Bank, World Development (2011)
Total Health Expenditure (THE) as a percentage of GDP
6
%
2009
UNDP Human Development Report
General government expenditure on health (GGHE) as % of General government expenditure
7
%
2013
GoN, Financial Comptroller General

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

	
	5.1.1 Lessons learned

	
	Routine New Vaccines Support

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

	
	Lessons Learned
Action Points
There was no shortage of cold chain space at all levels. But inventory of cold chain equipment at all levels is important for future introduction. Training of health staff on EPI and vaccine management was very important, Proper dissemination of IEC materials and advocacy meeting at all levels was important. Coverage has been less when vaccine was given after one year of age (JE vaccine at 12-23 months). Reducing wastage rate is important with new vaccine introduction. 
1. Quality training
2. Cold chain replacement plan
3. cold chain inventory at all level
4. Conduct EVM
5. Advocacy meeting with high level officers, professional associations, media, political and community leaders
6. Good BCC plan

	
	5.1.2 Health planning and budgeting

	
	Please provide information on the planning and budgeting cycle in your country
Each year all divisions and centers, DoHS/MoHP prepare annual work plan after intensive consultation including external partners. Then the annual plan is submitted to Ministry of Health & Population for further review. The MoHP prepares an Annual Plan with budget of Government of Nepal, which is then submitted toNational Planning Commission for approval of the programs. After approval of the activities/programs, the plan is submitted to the MoF for budget allocation. After approval of the budget by the MoF, the annual health plan together with the national plan is submitted to parliament for approval. Once the plan is approved byparliament it is reflected as the annual consolidated plan in the “Red Book”. The MoF sends the approved plan with budget to MoHP. The MoHP gives authority to DoHS for implementation of the plan. The DoHS send authority to all districts health offices for expenditure of the fund as per approved activities in the annualplan. The health sector budget will undergo internal as well as external audit as per established procedures of the government of Nepal. District health offices maintain district level accounts by budget heading and send monthly expenditure statements to the departments and respective DTCOs for internal audit. DTCOs carry out quarterly internal audits at district level. External audit is carried out by the Auditor General Office annually on the consolidated statement prepared by Ministry of Health and Ministry of Finance after internal audit.
Please indicate the name and date of the relevant planning document for health
1. Nepal Health Sector Programme II (2010-2015)
2. Comprehensive Multiyear Plan on Immunization (cMYP) (2011-2016)
Is the cMYP (or updated Multi-Year Plan) aligned with the proposal document (timing, content, etc.)
cMYP (2011-2016) is aligned with Nepal Health Sector Programme-II.
Please indicate the national planning budgeting cycle for health
The government national planning budgeting cycle is 15 July – 14 July of the following year
Please indicate the national planning cycle for immunisation
The national planning cycle for immunization follows the national budgeting cycles from 15 July – 14 July of the following year


	

	


	
	5.1.3 Preparatory activities

	
	Please provide an outline of all preparatory activities for vaccine(s) introduction or campaigns. If they are included in detail the Introduction Plan and/or Plan of Action, please cite the sections only.
Some of the major preparatory activities that would be conducted for vaccine introduction would be:
1. Orientation to vaccinators and other health staffs
2. Development of training guideline and IEC and trainings materials
2. District planning and review meeting
3. Municipal planning and orientation meeting
4. Advocacy, social mobilization and IEC activities
5. Supervision and monitoring
6. Strengthening of cold chain system 

	
	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 NDHS 2011 survey shows that 88% of male and 86% of female children receive all routine vaccinations, around 3% of female and 2.8% of male children do not receive any vaccinations. Coverage for all antigens in the highest wealth quintile is 95%, whereas in lowest wealth quintile it is 85%. Coverage also increases with education of mothers (92% among children of mothers with higher education and only 78% for children of mothers with no education). Urban children are more likely to receive vaccine than rural children (90% compared to 88%). The coverage varies by geographical regions. Higher coverage in Terai and hilly districts and less in mountain areas. Strengthen access through mobile camps and regular outreach clinics and  through immunization months. Good communication plan in place.
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).
Usually there is no significant difference in all vaccination coverage between male and female child (88 to 86%). Both sexes have equal access to vaccination. But still gender aspects relating to new vaccine introduction will be addressed in new vaccine introduction plan through advocacy, social mobilization and BCC. Access and utilization has been addressed through RED micro planning with involvement of local community, tracing of drop-out by FCHVs and use of mobile clinics.
Please indicate if sex disaggregated data is collected and used in immunisation routine reporting systems.
The Health Management and Information System, Management Division, DoHS (HMIS) is piloting in few districts on collecting immunization data aggregated by sex, caste, and ethnicity. Currently disaggregated data on sex are collected through the (DHS) survey.
Is the country currently in a situation of fragility (eg. insecurity, conflict, post-conflict, refugees/and or displaced persons and recent, current or potential environmental disaster, such as flooding, earthquake or drought)? If Yes, please describe how these issues may impact your immunisation programme, planning for introduction of routine vaccines or campaigns and financing of these activities.
N/A
If available, please provide additional information and documents on subnational coverage data, e.g. comparing urban/rural districts or districts with highest/lowest coverage, etc.
NDHS 2011 and HMIS provides information on  coverage on subnational level, urban/rural and district with highest/lowest coverage.

	
	5.1.5 Data quality

	
	Please attach a data quality assessment report, if one has been completed within the previous 36 months (DOCUMENT NUMBER : 14). If available, an improvement plan and progress report on the implementation of the improvement plan should also be submitted (DOCUMENT NUMBER : 15, DOCUMENT NUMBER : 16).
If DQA not available, please briefly describe plans to establish mechanisms for data quality assessment.
The data quality selfassessment (DQSA) analysis of 25 districts was carried out in FY2013.  DQSA was implemented by respectiveregional health directorate in their districts. It was carried out in all fiveregions; Far western developmentalregion (3) Mid western developmental region (5) Western developmental region (6)Central developmental region (6) Eastern developmental region (5). Some of thekey findings were:<?xml:namespace prefix = o />
<!--[if !supportLists]-->•       <!--[endif]-->Data accuracy ratio was satisfactorythough majority of districts have under reporting than given service,
<!--[if !supportLists]-->•       <!--[endif]--> Immunization record was well kept at districtlevel is in place in most of the districts,
<!--[if !supportLists]-->•       <!--[endif]-->There is still problem to archivingimmunization data which is poor, 
<!--[if !supportLists]-->•       <!--[endif]-->Evidence of using of immunizationdata for correction is poor. Out of 25 only 11 districts have met the target(>80%).
<!--[if !supportLists]-->•       <!--[endif]-->Most of the parents have keptimmunization card until the child have to receive DPT-HepB-Hib 3 vaccine(>80% children in 16 districts have immunization card).
<!--[if !supportLists]-->•       <!--[endif]-->>80% children have BCG scar aftervaccination.
The Lot Quality Assurance Sampling (LQAS) survey was carried out in 7 districts in Nepal, June 2013. Some of the keyfindings were:
· ImmunizationCard Retention Rate is getting better than before (average rate is 45%  of 7 districts),
<!--[if !supportLists]-->
<!--[if !supportLists]-->•       <!--[endif]-->DPT-HepB-Hib 3 Coverage is 96% whichshows encouraging result,
<!--[if !supportLists]-->•       <!--[endif]-->Complete immunization rate is 91%
<!--[if !supportLists]-->•       <!--[endif]-->Partial immunization is only 8%
<!--[if !supportLists]-->•       <!--[endif]-->No child has received anyimmunization is only 1%

	

	

	


	

	

	


	5.2. Baseline and Annual Targets (NVS Routine Support)


		
		
	Please refer to cMYP pages to assist in filling-in this section.
	
		
	Number
Base Year
Baseline and Targets
2014
2015
2016
Total births
671,701
682,704
694,171
Total infants’ deaths
33,957
34,543
35,192
Total surviving infants
637,744
648,161
658,979
Total pregnant women
772,529
785,275
798,546
Target population vaccinated with OPV3
OPV3 coverage
95 %
95 %
95 %
Number of infants vaccinated (to be vaccinated) with DTP1
618,569
628,754
639,230
Number of infants vaccinated (to be vaccinated) with DTP3
605,815
615,790
626,050
DTP3 coverage
95 %
95 %
95 %
Wastage[1] rate in base-year and planned thereafter (%) for DTP
25
25
25
Wastage[1] factor in base-year and planned thereafter for DTP
1.33
1.33
1.33
Target population vaccinated with 1st dose of Measles
599,438
602,826
612,870
Target population vaccinated with 2nd dose of Measles
506,845
514,607
522,684
Measles second dose coverage
79 %
79 %
79 %
First Presentation: Measles second dose, 10 dose(s) per vial, LYOPHILISED
Wastage[1] rate in base-year and planned thereafter (%) {0}
40
40
40
Wastage[1] factor in base-year and planned thereafter (%)
1.67
1.67
1.67
Maximum wastage rate value for Measles second dose, 10 dose(s) per vial, LYOPHILISED
40 %
40 %
40 %
Annual DTP Drop out rate [ ( DTP1 – DTP3 ) / DTP1 ] x 100
2 %
2 %
2 %
[1] Number of infants vaccinated out of total births
[2] Number of infants vaccinated out of total surviving infants
[3] Indicate total number of children vaccinated with either DTP alone or combined
[4] Number of pregnant women vaccinated with TT+ out of total pregnant women
[5] The formula to calculate a vaccine wastage rate (in percentage): [ ( A - B ) / A ] x 100. Whereby: A = the number of doses distributed for use according to the supply records with correction for stock balance at the end of the supply period; B = the number of vaccinations with the same vaccine in the same period.
	
		

	

	


	5.3. Targets for Preventive Campaign(s)


	
	
	No NVS Prevention Campaign Support this year


	

	


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


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

	
	If already included in detail in the Introduction Plan or Plan of Action, please cite the section only.
Disease
Title of the assessment
Date
Results
Measles Rubella 
Measles Rubella Surveillance
2003-2013
Attached in Plan for introduction of Measles Rubella second dose (MRSD) vaccine into the routine immunization,
National Immunization Program, Nepal SECTION 1.6

Rubella
sero-prevalence study among WCBA (15-39 yrs) 
2009
Estimated 6,091 pregnant women infected with rubella and 1,426 estimated infants born with CRS with rate of 192/100,000 live births
Rubella
A CRS cross-sectional study 
2009
Students attending a school for the deaf, documented the presence of CRS.  

	

	

	


	6.2. Requested vaccine (Measles second dose, 10 dose(s) per vial, LYOPHILISED)

	As reported in the cMYP, the country plans to introduce Measles second dose, using Measles second dose, 10 dose(s) per vial, LYOPHILISED.

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

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

	Currently the Measles 5-dose vial presentation is not available, but please indicate if the country would prefer this presentation if it becomes available. Yes

	If the country is introducting measles-rubella (MR) in the routine system, is the country planning to switch the second dose of measles to MR as well, in addition to the first MR dose? No

	If [YES], when? February 2015

	Please note that if the country is planning to switch the routine second dose of measles to MR, the country will be required to finance the rubella component, in addition to financing the routine first dose of MR.


		
		
	6.2.1. Specifications of vaccinations with new vaccine
	
		
	Data from
Year 1
Year 2
2015
2016
Number of children to be vaccinated with the second dose
Table 5.2
#
514,607
522,684
Immunisation coverage with the second dose
Table 5.2
#
79 %
79 %
	
		

	

	

	

	
	


	6.2.2. New and Under-Used Vaccine Introduction Grant


		
		
	Calculation of Vaccine Introduction Grant for the Measles second dose, 10 dose(s) per vial, LYOPHILISED
	
		
	Year of New Vaccine Introduction 
Births (from Table 5.2)
Share per Birth in US$
Total in US$
2015
682,704
0.80
546,163
	
	The Grant will be based on a maximum award of $0.80 per infant in the birth cohort with a minimum starting grant award of $100,000
	
		
	Please describe how the GAVI Vaccine Introduction Grant will be used to facilitate the timely and effective implementation of critical activities in advance of and during the introduction of the new vaccine (refer to the cMYP and the Vaccine Introduction Plan).
	
		
	The vaccine introduction grant will be used to support activities: 
Injection safety and waste management:
The National Immunization Program has an injection safety policy in place.Auto-disable syringes (ADs) are used for all injectable antigens in routine and supplementary immunization. The training programs have emphasized on injection safety. Used syringes and needles are collected in safety boxes. While some sites dispose of waste through incinerators, primarily disposal is through open-pit burning and burying.  The Government has plans to explore additional methods of waste disposal. The health staffs have been trained on various occasions (both for routine and supplemental activities) on injection safety.  Immunization has dedicated vaccinators in place.
Vaccine Wastage:
With geographical terrain with sparse populations and an immunization delivery strategy to reach every targeted child in every corner of the country, vaccine wastage for some antigens is still high (BCG >70% and measles >50%). One of the main reasons for such high wastage rate for measles vaccine is to open measles vaccine even for single child and vials are calculated at least onevial/session and not based on only target population. In consideration of the plan to introduce new and under-used vaccines that are very expensive, the government is introducing new strategies with close monitoring to reduce vaccine wastage.  The current cMYP has put strong emphasis on measures to reduce vaccine wastage (target: reduce wastage < 15% for OPV, DPT-HepB-Hib and TT and about 50% to BCG and measles). With introduction of MR vaccine as second dose Nepal hoping for reducing wastage rate significantly.
Strategies outlined to reduce vaccine wastage are as follows:
· Organization of refresher trainings on vaccine management to all EPI staff;<?xml:namespace prefix = o /> 
· Analysis of vaccine stocks. The existing logistics management information system needs to be strengthened to ensure that CHD receives accurate and timely up-to-date information on the quantity of vaccines in stock and the status of cold chain equipment. 
· Emphasis of proper recording and reporting of the vaccine stocks at all levels. 
· Monitoring of vaccine wastage at all levels, including storage and service delivery levels. 
· Implementation of the multi-dose vial policy up to health facility level.  
· Based on district micro plan and following the NIP policy of not missing any child for vaccination, the districts have and could reschedule immunization sessions.  This is especially useful for reducing the wastage of freeze dried vaccines. 
· Measuring immunization performance by including vaccine wastage.
Monitoring system:
Monitoring of introduction of MRSD will be conducted as per the existing MoHP reportingand monitoring system for all immunizations. The logistics management information system (LMIS) monitors vaccine stocks at all levels. The MoHP has a well-established health management information system (HMIS) in place for recording, reporting and monitoring of immunization coverage data, drop-out,wastage rate and AEFIs.  The HMIS provides feedback to each division and concerned partners on a quarterly basis.Each district organizes quarterly performance review meetings of all health facilities at district level. The Management Division organizes annual reviewmeetings at regional level (5 Regions) and a national review at central level.  The MoHP also publishes the“Annual Report,” which includes all information on health, including immunizations. The ICC meets regularly and discusses on immunization-related issues.
In addition as strongly recommended the country plans to conduct a Post Introduction Evaluation (PIE) 6-12 months after vaccine introduction as an evaluation approach.
AEFI surveillance system:
AEFI surveillance system is in place in all 75 districts. Health staffs have been trained on AEFI reporting, recording and investigation. Serious AEFI cases are reported immediately investigated and causality assessment is carried out. Non serious AEFI cases are reported on monthly basis. An independent AEFI committee has been formed at national level and all serious AEFI cases are investigated and causality assessment is done by AEFI committee members.
Advocacy, communication and social mobilization:
Advocacy meetings will be held at central, regional and district levels involving professional organizations, public-private organizations and media people highlighting the significance of MRSD. This will create awareness at all level and increase demand for all vaccines. Advocacy and IEC materials will be developed and distributed at all levels. The IEC material that includes posters, brochures and others will be developed in local languages targeting local communities, religious leaders, political leaders and parents with purpose to create and increase demand for vaccine. The mass media such as television and radio will be used to disseminate the messages. 
An operation research will be carried out to find out parents, medical professionals, media and other’s perception on new vaccine introduction in past and based on findings corrective measures will be implemented to support the new vaccines introduction.
	
		
	Please summarise in the table below the full costs of preparing for and introducing the vaccine, and specify which items are expected to be covered with the one-time GAVI grant.
	
		
		Please complete also the ‘Detailed budget for VIG / Operational costs’ template provided by GAVI and attach as a mandatory document in the Attachment section.

		
		Detailed budget attached as Document No. 25.

		
	Cost (and finance) to introduce the Measles second dose, 10 dose(s) per vial, LYOPHILISED US$
	
		
	Government support
Partners' support*
GAVI support
Cost Category
TOTAL COST US$
Amount US$
Name(s)
Amount US$
Amount requested US$
1
Program management and coordination
9,331
0
0
9331
2
Planning and preparations
290,306
31,104
0
259202
3
Social mobilization, IEC and advocacy
17,626
6,221
0
11405
4
Other training and meetings
160,657
0
0
160657
5
Document production
22,624
0
0
22624
6
Human resources and incentives
0
0
0
0
7
Cold chain equipment
72,576
10,368
0
62208
8
Transport for implementation and supervision
0
0
0
0
9
Immunisation session supplies
0
0
0
0
10
Waste management
0
0
0
0
11
Surveillance and monitoring
25,920
5,184
0
20726
12
Evaluation
0
0
0
0
13
Technical assistance
0
0
0
0
14
Data management
0
0
0
0
Other (please specify)
Total
599,040
52,877
0
546153
* If more than one partner is providing financial support to a specific cost category, please list all partners for that category and the amount of support provided.
	
		
	Where GAVI support is not enough to cover the full needs, please describe other sources of funding and the expected amounts to be contributed, if available, to cover your full needs.
	
		
	The government funds will be used to cover full needs for vaccine introduction. 
	
		
	6.2.3.Technical assistance
Please describe any particular area(s) the Ministry would require technical assistance to support the introduction of Measles second dose.
None
	

	

	

	

	


	7. NVS Preventive Campains


		
		
	No NVS Prevention Campaign Support this year
	
		
	Please attach the Plan of Action for each campaign as Document No.  in Section 10.
	
		

	

	


	8. Procurement and Management


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

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

	
	a) Please show how the support will operate and be managed including procurement of vaccines (GAVI expects that most countries will procure vaccine and injection supplies through UNICEF):
Nepal will procure vaccine and injection supplies both GAVI and government co-finance part through UNICEF. Government's co-finance amount will be paid to UNICEF as per agreement.
b) If an alternative mechanism for procurement and delivery of vaccine supply (financed by the country or the GAVI Alliance) is requested, please document

Other vaccines or immunisation commodities procured by the country and descriptions of the mechanism used.

The functions of the National Regulatory Authority (as evaluated by WHO) to show they comply with WHO requirements for procurement of vaccines and supply of assured quality.
N/A
c) Please indicate how funds should be transferred by the GAVI Alliance (if applicable)
N/A
d) Please indicate how the co-financing amounts will be paid (and who is responsible for this)
The Ministry of Health & Population, GoN will pay the co-financing amounts to UNICEF as per MoU.
e) Please describe the financial management procedures that will be applied for the management of the NVS cash support, including procurement.
VIG will be managed as per existing government financial rules.
f) Please outline how coverage of the introduced vaccine will be monitored, reported and evaluated (refer to cMYP and Introduction Plan)
The MoHP has established information management system (HMIS) for recording, reporting and monitoring of vaccination coverage. Immunization coverage, drop-out and wastage rate for all antigens are collected from peripheral level (Village Development Committees and municipalities) on monthly basis. The data after compilation at health facility level are sent to districts by all health facilities by 7th of every month using given HMIS format. The districts compile and analyze the data and send the data to HMIS section, DoHS and Regional Health Directorate by 15th of every month. HMIS section verifies and enters the data into the data base system. HMIS provides feedback to all divisions and districts every three months. The divisions at DoHS have direct access to HMIS raw data. Each divisions also provide feedback to districts on their programs. Each districts organize quarterly performance review meeting of all health facilities and analyze data below district level. The Management Division organizes annual regional and national performance review meetings and provides feedback to MoHP for annual planning. HMIS also carries out data verification exercise t all levels. The MD produces annual report every year.
g) If applying for measles second dose, does the country wish to have the support in cash or in-kind? In-kind

	
	8.2 Procurement and Management for NVS Preventive Campaign(s)

	
	No NVS Prevention Campaign Support this year

	

	

	


	8.3 Vaccine Management (EVSM/EVM/VMA)


	
	
	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.
When was the EVM conducted? November 2011
Please attach the most recent EVM report (DOCUMENT NUMBER : 22,23,24), the corresponding EVM improvement plan (DOCUMENT NUMBER : 23) and progress on the EVM improvement plan (DOCUMENT NUMBER : 24). 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.
When is the next Effective Vaccine Management (EVM) Assessment planned? September 2014

	
	8.4 Waste management

	
	Countries must have a waste management and monitoring plan as appropriate for their immunisation activities (especially for campaigns). This should include details on the safe handling, storage, transportation and disposal of immunisation waste, as part of a healthcare waste management strategy. Please describe in detail, the country’s waste management plan for immunisation activities (including campaigns).
Withgeographical terrain with sparse populations and an immunization deliverystrategy to reach every targeted child in every corner of the country, vaccinewastage for some antigens is still high (BCG >70% and measles >50%). Oneof the main reasons for such high wastage rate for measles vaccine is to openmeasles vaccine even for single child and vials are calculated at least onevial/session and not based on only target population. In consideration of theplan to introduce new and under-used vaccines that are very expensive, thegovernment is introducing new strategies with close monitoring to reducevaccine wastage.  The current cMYP hasput strong emphasis on measures to reduce vaccine wastage (target: reducewastage < 15% for OPV, DPT-HepB-Hib and TT and about 50% to BCG andmeasles). With introduction of MR vaccine as second dose Nepal hoping forreducing wastage rate significantly.
Strategiesoutlined to reduce vaccine wastage are as follows:
· Organization of refresher trainings on vaccine management to all EPI staff; 
· Analysis of vaccine stocks. The existing logistics management information system needs to be strengthened to ensure that CHD receives accurate and timely up-to-date information on the quantity of vaccines in stock and the status of cold chain equipment. 
· Emphasis of proper recording and reporting of the vaccine stocks at all levels. 
· Monitoring of vaccine wastage at all levels, including storage and service delivery levels. 
· Implementation of the multi-dose vial policy up to health facility level.  
· Based on district micro plan and following the NIP policy of not missing any child for vaccination, the districts have and could reschedule immunization sessions.  This is especially useful for reducing the wastage of freeze dried vaccines. 
· Measuring immunization performance by including vaccine wastage.


	

	


	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
1
MoH Signature (or delegated authority) of Proposal
4.1.1
[image: image2.png]



MoH Sign MSD.pdf
File desc: 
Date/time : 01/05/2014 06:47:11
Size: 301 KB
2
MoF Signature (or delegated authority) of Proposal
4.1.1
[image: image3.png]



MoH Sign MSD.pdf
File desc: 
Date/time : 01/05/2014 06:47:39
Size: 301 KB
3
MoE signature (or delegated authority) of HPV Proposal
4.1.1
[image: image4.png]



No file loaded
4
Terms of Reference for the ICC
4.1.2
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Major functions and Responsibilities of the ICC.doc
File desc: 
Date/time : 30/04/2014 08:23:25
Size: 27 KB
5
Minutes of ICC/HSCC meeting endorsing Proposal
4.1.3
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Minutes of ICC meeting 27 April 2014.pdf
File desc: 
Date/time : 29/04/2014 01:19:18
Size: 405 KB
6
Signatures of ICC or HSCC or equivalent in Proposal
4.1.3
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ICC Signature.pdf
File desc: 
Date/time : 29/04/2014 01:19:38
Size: 225 KB
7
Minutes of last three ICC/HSCC meetings
4.1.3
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1 ICC meeting minutes 9 May 2013.pdf
File desc: 
Date/time : 29/04/2014 01:20:53
Size: 1 MB
2 Minutes of ICC meeing on 16 Sept 2013.pdf
File desc: 
Date/time : 29/04/2014 01:21:49
Size: 4 MB
3 Minutes of ICC meeting on 18 march 2014.pdf
File desc: 
Date/time : 29/04/2014 01:22:15
Size: 424 KB
8
Minutes of NITAG meeting with specific recommendations on the NVS introduction or campaign
4.2
[image: image9.png]



No file loaded
9
Role and functioning of the advisory group, description of plans to establish a NITAG
4.2.1
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NCIP charter.pdf
File desc: 
Date/time : 29/04/2014 01:27:06
Size: 3 MB
10
comprehensive Multi Year Plan - cMYP
5.1
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Nepal cMYP 2011-2016.pdf
File desc: 
Date/time : 29/04/2014 01:22:53
Size: 2 MB
11
cMYP Costing tool for financial analysis
5.1
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cMYP_Costing_Tool.xls
File desc: 
Date/time : 30/04/2014 08:24:39
Size: 3 MB
12
Vaccine introduction plan
5.1
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GAVI NEPAL MRSD vaccine introduction plan  2014.doc
File desc: 
Date/time : 01/05/2014 04:38:35
Size: 301 KB
13
Introduction Plan for the introduction of RCV / JE into the national programme
7.x.4
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No file loaded
14
Data quality assessment (DQA) report
5.1.5
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No file loaded
15
DQA improvement plan
5.1.5
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No file loaded
16
Progress report on implementation of DQA improvement plan
5.1.5
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No file loaded
17
HPV roadmap or strategy
6.1.1
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No file loaded
18
HPV summary of the evaluation methodology
5.1.6
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19
Evidence of introduction of RCV / JE / YF in routine programme
7.x.3
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No file loaded
20
Campaign target population documentation
7.x.1
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21
Roadmap or strategy for strengthening a comprehensinve approach to pneumonia and/or diarrhoea prevention and treatment
6.x.6
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22
EVM report
8.3
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EVM_report_Nepal_112011.pdf
File desc: 
Date/time : 29/04/2014 01:49:32
Size: 4 MB
23
Improvement plan based on EVM
8.3
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EVM Improvement Plan, Nepal 2011.pdf
File desc: 
Date/time : 29/04/2014 01:51:53
Size: 320 KB
24
EVM improvement plan progress report
8.3
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Progress Report on EVM-VMA-EVSM implementation status, Nepal 2011.pdf
File desc: 
Date/time : 29/04/2014 01:50:01
Size: 135 KB
25
Detailed budget template for VIG / Operational Costs
6.x,7.x.2
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VIG MSD final.xls
File desc: 
Date/time : 30/04/2014 08:25:30
Size: 72 KB
26
Risk assessment for Meningitis / Yellow Fever
7.1
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27
Plan of Action for campaigns
7.1, 7.x.4
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Size: 396 KB
	
		

	

	


	11. Annexes


	
	
	Annex 1 - NVS Routine Support

	
	Annex 1.1 - NVS Routine Support (Measles second dose, 10 dose(s) per vial, LYOPHILISED)
Table Annex 1.1 A: Rounded up portion of supply that is procured by the country and estimate of relative costs in US$
2015
2016
Number of vaccine doses
#
0
0
Number of AD syringes
#
0
0
Number of re-constitution syringes
#
0
0
Number of safety boxes
#
0
0
Total value to be co-financed by the Country [1]
$
0
0
Table Annex 1.1 B: Rounded up portion of supply that is procured by GAVI and estimate of relative costs in US$
2015
2016
Number of vaccine doses
#
1,074,300
876,300
Number of AD syringes
#
809,700
584,000
Number of re-constitution syringes
#
119,300
97,300
Number of safety boxes
#
10,325
7,575
Total value to be co-financed by GAVI
$
358,000
297,500


	

	


	Table Annex 1.1 C: Summary table for vaccine Measles second dose, 10 dose(s) per vial, LYOPHILISED


		
		
	ID
Data from
2015
2016
Number of surviving infants
Table 5.2
#
648,161
658,979
Number of children to be vaccinated with the first dose
Table 5.2
#
602,826
612,870
Number of children to be vaccinated with the second dose
Table 5.2
#
514,607
522,684
Immunisation coverage with the second dose
Table 5.2
%
79 %
79 %
Number of doses per child
Parameter
#
1
1
Estimated vaccine wastage factor
Table 5.2
#
1.67
1.67
Number of doses per vial
Parameter
#
10
10
AD syringes required
Parameter
#
Yes
Yes
Reconstitution syringes required
Parameter
#
Yes
Yes
Safety boxes required
Parameter
#
Yes
Yes
cc
Country co-financing per dose
Table 6.4.1
$
0
0
ca
AD syringe price per unit
Table Annexes 4A
$
0.045
0.045
cr
Reconstitution syringe price per unit
Table Annexes 4A
$
0.004
0.004
cs
Safety box price per unit
Table Annexes 4A
$
0.005
0.005
fv
Freight cost as % of vaccines value
Table Annexes 4B
%
14.00 %
14.00 %
fd
Freight cost as % of devices value
Parameter
%
10.00 %
10.00 %
	
		

	

	

	

	


	Table Annex 1.1 D: Estimated numbers for Measles second dose, 10 dose(s) per vial, LYOPHILISED, associated injection safety material and related co-financing budget (page 1)


	
	
	Formula
2015
Total
Government
GAVI
A
Country co-finance
V
0.00 %
B
Number of children to be vaccinated with the first dose
Table 5.2
514,607
0
514,607
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B x C
514,607
0
514,607
E
Estimated vaccine wastage factor
Table 5.2
1.67
F
Number of doses needed including wastage
D x E
859,394
0
859,394
G
Vaccines buffer stock
(F – F of previous year) * 0.25
214,849
0
214,849
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
1,074,300
0
1,074,300
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
809,697
0
809,697
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
119,248
0
119,248
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) /100 * 1.11
10,312
0
10,312
N
Cost of vaccines needed
I x g
278,244
0
278,244
O
Cost of AD syringes needed
K x ca
36,437
0
36,437
P
Cost of reconstitution syringes needed
L x cr
477
0
477
Q
Cost of safety boxes needed
M x cs
52
0
52
R
Freight cost for vaccines needed
N x fv
38,955
0
38,955
S
Freight cost for devices needed
(O+P+Q) x fd
3,697
0
3,697
T
Total fund needed
(N+O+P+Q+R+S)
357,862
0
357,862
U
Total country co-financing
I x country co-financing per dose (cc)
0
V
Country co-financing % of GAVI supported proportion
U / (N + R)
0.00 %

	

	
	Table Annex 1.1 D: Estimated numbers for Measles second dose, 10 dose(s) per vial, LYOPHILISED, associated injection safety material and related co-financing budget (page 2)
Formula
2016
Total
Government
GAVI
A
Country co-finance
V
0.00 %
B
Number of children to be vaccinated with the first dose
Table 5.2
522,684
0
522,684
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B x C
522,684
0
522,684
E
Estimated vaccine wastage factor
Table 5.2
1.67
F
Number of doses needed including wastage
D x E
872,883
0
872,883
G
Vaccines buffer stock
(F – F of previous year) * 0.25
3,373
0
3,373
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
876,300
0
876,300
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
583,924
0
583,924
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
97,270
0
97,270
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) /100 * 1.11
7,562
0
7,562
N
Cost of vaccines needed
I x g
234,849
0
234,849
O
Cost of AD syringes needed
K x ca
26,277
0
26,277
P
Cost of reconstitution syringes needed
L x cr
390
0
390
Q
Cost of safety boxes needed
M x cs
38
0
38
R
Freight cost for vaccines needed
N x fv
32,879
0
32,879
S
Freight cost for devices needed
(O+P+Q) x fd
2,671
0
2,671
T
Total fund needed
(N+O+P+Q+R+S)
297,104
0
297,104
U
Total country co-financing
I x country co-financing per dose (cc)
0
V
Country co-financing % of GAVI supported proportion
U / (N + R)
0.00 %


	
	

	

	

	

	

	


	Annex 2 - NVS Routine – Preferred Second Presentation


	
	
	No NVS Routine – Preferred Second Presentation requested this year


	

	


	Annex 3 - NVS Preventive campaign(s)


	
	
	No NVS Prevention Campaign Support this year


	

	


	Annex 4


			
			
	Table Annex 4A: Commodities Cost
		
			
	Estimated prices of supply are not disclosed
		
			
	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 %
JE
JE
5.00 %
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
2015
2016
Measles second dose, 10 dose(s) per vial, LYOPHILISED
0
0
		
			

	

	
	


	Table Annex 4D: Wastage rates and factors


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

	
	Vaccine
dose(s) per vial
Maximum Vaccine wastage rate*
Benchmark Wastage Rate**
DTP-HepB-Hib, 1 dose(s) per vial, LIQUID
1
5 %
DTP-HepB-Hib, 10 dose(s) per vial, LIQUID
10
25 %
15 %
DTP-HepB-Hib, 2 dose(s) per vial, LYOPHILISED
2
10 %
HPV bivalent, 2 dose(s) per vial, LIQUID
2
10 %
HPV quadrivalent, 1 dose(s) per vial, LIQUID
1
5 %
JE, 5 dose(s) per vial, LYOPHILISED
5
10 %
Measles second dose, 10 dose(s) per vial, LYOPHILI
10
40 %
Meningococcal type A, 10 dose(s) per vial, LYOPHIL
10
10 %
MR, 10 dose(s) per vial, LYOPHILISED
10
15 %
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_liq
liquid
Oral
2
1
17.1
Rota vaccine
Rota_liq
liquid
Oral
3
1
45.9
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 Nepal hereby requests that a payment be made via electronic bank transfer as detailed below:
Name of Institution (Account Holder):
 Financial Comptroller General Office
Address:
 Government of Nepal, Financial Comptroller General office
City Country:
Anamnagar , Kathmandu, Nepal
Telephone no.:
00-977-4414325
Fax no.:
00-977-4414651
Currency of the bank account:
NPR
For credit to:
Bank account's title:
Foreign Aid Account  
Bank account no.:
1200201/002.713.524 (Ka-7-13)
Bank's name:
Nepal Rastra Bank, Banking Office, Kathmandu
	
		
	Is the bank account exclusively to be used by this program?  False
	
		
	By who is the account audited?  Auditor General Office
	
		
	Signature of Government's authorizing official
	
		
	Seal
Name:
 Dr. Praveen Mishra 
Title:
Secretary, Ministry of Health & Population
Signature:
Date:
	
		
	FINANCIAL INSTITUTION
Bank Name:
Nepal Rastra Bank 
Branch Name:
Banking Office 
Address:
Thapathali 
City Country:
Kathmandu, Nepal
Swift Code:
NRBLNPKA
Sort Code:
Email: nrbkso@nytc.net.np
ABA No.:
Telephone No.:
00-977-4226832 
FAX No.:
00-977-4227378
	CORRESPONDENT BANK
(In the United States)
City Bank 
New York, USA 
American Express Bank 
New York, USA

		
	I certify that the account No 1200201/002.713.524 (Ka-7-13) is held by Financial Comptroller General Office at this banking institution
The account is to be signed jointly by at least 2 (number of signatories) of the following authorized signatories:
1
Name:
Mr. Surya Mani Gautam 
Title:
Deputy Financial Comptroller General Office
2
Name:
Mr. Yadu Nath Bhattarai
Title:
Accounts Officer
3
Name:
Mr. Nabin Shrestha
Title:
Accountant
	
		
	Name of bank's authorizing official
Nepal Rastra Bank
Signature:
Date:
Seal:
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