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Select Start and End Year of your Comprehensive Multi-Year Plan (cMYP)
	Start Year
	2011
	End Year
	2015


Revised in January 2011
(To be used with Guidelines of December 2010)
Please submit the Proposal using the online platform https://AppsPortal.gavialliance.org/PDExtranet.
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
	Pneumococcal (PCV13), 1 doses/vial, Liquid
	2012
	2015
	
	

	New Vaccines Support
	Rotavirus 2-dose schedule
	2013
	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
Established since 1984, the Expanded Program on Immunization (EPI) has gone through several stages. Between 1984 and 1990, the program's performance achieved the highest coverage, that is, 87% of DTP3.
From 1991 to 1994 because of the civil war nearly two thirds of the country was totally deprived of essential health care, including immunization activities. The lull recorded 1995 onwards has allowed immunization campaigns to resume that have generated a slight increase in immunization coverage.


It is from 2000 that the program was launched again by the national authorities. This stimulus covered all program activities and has carried on till today.
In recent years the country has made considerable progress in improving the health system. 
The principal focus points of health-care developed are:

The establishment of community pharmacies

The reorganization of districts in health regions 
The financial participation of users, 
The development of human resources , 
The autonomy of the major public institutions, 
The strengthening priority health programs including the EPI.

However, much remains to be done in the field of immunization to help significantly reduce mortality and morbidity. 

Infant mortality remains high with a rate of 67 per thousand live births according to EDIM (Djibouti survey on multiple indicators) 2006.
The main causes of hospitalization and death among children are: pneumonia, diarrheal diseases, malnutrition. 

According to the Countdown report (WHO/CHERG2010), diarrhea and pneumonia kill 18% to 16% of children in the Republic of Djibouti respectively. 

In terms of vaccination coverage significant efforts have been made since the relaunch of the Expanded Program on Immunization in 2000.

These incremental coverage improvements were demonstrated by:

-The PAPFAM survey conducted in 2002 showed that 53.1% of children have received the DPT3, 39.2% the Polio and 58% of children under 23 months were vaccinated against measles.

-In 2006, the EDIM report states DTP3 56, 8% and 65% measles.

-The vaccine coverage survey conducted in June 2008 revealed that 83% of children under one year received the 3 DTCP doses and 73% the first ROUVAX dose.

In order to accelerate the significant reduction of mortality and morbidity in young children, the Health Department introduced the Pentavalent vaccine (DTP+Hib+HepB) in 2007. 

Government co-financing to supply PENTAVALENT will begin in 2012.
The 2010 annual report of Expanded Program of Immunization routine activities shows coverage of 88% for the PENTAVALENT and 85% against measles.


With this experience, the Health Department decided to prepare the proposal to introduce two other new vaccines: the pneumococcal vaccine (PVC13) in 2012 and the anti rotavirus vaccine in 2013. The preparation of the proposal began in February 2011.
The Ministry of Health is supported in all stages of the application process by its traditional partners (WHO and UNICEF). 

According to analysis by the Johns Hopkins University in September 2009 with support from GAVI, in Djibouti invasive pneumococcal diseases are responsible for 2178 cases of pneumonia, meningitis and other invasive diseases each year. 

Fatality rates are 15% for pneumonia and 66% for meningitis. 

With a coverage of 90% and 85% efficiency of the vaccine against pneumococcus, 76% of deaths from these diseases could be prevented each year.

The introduction of the vaccine against pneumococcal disease will contribute to achieving MDG 4 and will also reduce the burden of pneumococcal disease among adults in reducing naso-pharyngeal carriage of streptococci and thus reduce the spread of disease by herd immunity.

On the other hand, the anti rotavirus vaccine combined with prevention measures (basic hygiene and oral rehydration therapy) the infant-juvenile mortality will be significantly reduced in Djibouti.

In this context, the EPI multi-year plan is updated with the support of UNICEF covering the period 2011-2015.

A cold chain capacity needs evaluation is conducted in April 2011 with support from WHO. The current capacity of the cold chain sufficient until 2012 is enhanced by 10 refrigerators and 6 freezers. A 20m3 cold room is planned with the World Bank at central level by the end of 2011.

The cost of the introduction of the anti pneumococcal vaccine in the first year is estimated at 338,965 USD including government co-financing.

But the introduction of two new vaccines (the anti pneumococcal in 2012 and the anti rotavirus in 2013) will drastically contribute to the reduction of the mortality current rate of among children under 1 year by less than 2/ 3. 

The objective of the EPI is to achieve a vaccination coverage of 95% for the anti pneumococcal vaccine and 90% for the anti rotavirus vaccine by the end of 2015.

To achieve this goal, the Ministry of Health is committed to improving immunization services throughout the country through the systematic implementation of all the strategies developed in the EPI's 2011-2015 multi-year action plan.


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 Djibouti 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 Pneumococcal (PCV13) 1 doses/vial Liquid , Rotavirus 2-dose schedule introduction.
The Government of Djibouti 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 March.
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
	ALI YACOUB MAHAMOUD
	Name
	ILYAS MOUSSA DAWALEH

	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

	Mr ABDALLAH AHMED HADE
	NATIONAL COORDINATION, EPI
	MOBILE : (00253) 825900 BUREAU (00253) 351491
	abdallahhade@yahoo.fr
	


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 10.05.2011 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: 4.
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

	Dr SALEH BANOITA TOURAB Secretary General, MH 
	Ministry of Health 
	
	

	Dr RIDA JEBENIANI  IP representative
	WHO
	
	

	Dr MOKHTAR OMAR AHMED Child survival and develop. Specialist 
	UNICEF
	
	

	Dr MARCEL MBYA medical officer
	HCR
	
	

	Dr JIDIA STEPHANO Director  
	AMDA
	
	

	Mme MOUMINA HOUMED Director Health Promotion 
	Ministry of Health  
	
	

	Mme FATOUMA MOHAMED KAMIL Director Health Regions 
	Ministry of Health 
	
	

	Mr ABDOULRAHMAN MOHAMED ABOUBAKER Director DEPCI
	Ministry of Health 
	
	

	Mr ABDALLAH AHMED HADE EPI national coordinator 
	Ministry of Health 
	
	

	Mr ABDO ALI MOHAMED EPI Communication 
	Ministry of Health 
	
	

	Mme AICHA ADBARA IBRAHIM Planning Officer 
	Ministry of Health 
	
	


In case the GAVI Secretariat has queries on this submission, please contact
Enter the family name in capital letters.
	Name
	ABDALLAH AHMED HADE
	Title
	EPI NATIONAL COORDINATOR 

	Tel no
	00(253) 351491
	
	

	Fax no
	00 (253) 3506647
	Address
	Republique de Djibouti.
Ministere de la santé.
BP.1974
Téléphone:00(253)351491
Djibouti.

	Email
	abdallahhade@yahoo.fr
	
	


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
	Inter-agency Coordination Committee ( ICC).

	Year of constitution of the current committee
	2001 

	Organisational structure (e.g., sub-committee, stand-alone)
	Autonomous organization representing the Ministry of Health, civil society, partners (WHO ; UNICEF), and NGOs.



	Frequency of meetings
	Quarterly or when summoned by the President 


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 General, MH. Ministry of Health . 
	Dr SALEH BAOITA TOURAB

	Secretary
	United Nations Children’s Fund Representative, UNICEF
	Dr JOSEFA MARRATO

	Members
	EPI Coordinator, Ministry of Health 
	ABDALLAH AHMED HADE
	Action

	
	WHO EPI Representative 
	DR RIDA JEBENIANI
	

	
	Director – Health Promotion, Ministry of health 
	Ms. MOUMINA HOUMED 
	

	
	Representant HCR
	Okimba
	

	
	Director – Health regions, Ministry of Health 
	Ms.  FATOUMA MOHAMED KAMIL
	

	
	Director of study ; international planning and coordination Ministry of health ,
	M.ABDOULRAHMAN MOHAMED ABOUBAKER
	

	
	EPI Communication Ministry of Health 
	ABDO ALI MOHAMED
	

	
	Secretary general,  Union of Djibouti Women UNFD
	Ms.  DEGMO DJAMA
	

	
	AMDA Director 
	JIDIA STEPHANO
	

	
	Maternal and Child Health Director Ministry of Health 
	MOUNIRA ALI 
	

	
	Director, Institute of Public Health Ministry of Health 
	Dr AMMAR AHMED ABDO
	

	
	Child Survival and Development Specialist UNICEF
	Dr MOKTAR OMAR AHMED
	

	
	Child Survival and Development Officer UNICEF
	Dr MOHAMADOU BACHIR MBODJ
	


Major functions and responsibilities of the committee
	-Determine priority actions of the EPI, 
-Monitor strategy implmentation, 
-Participate in financial resource mobilization, 
-Provide technical support to EPI 


Three major strategies to enhance the committee's role and functions in the next 12 months
	1.
	-Report on the progress in EPI activities. This involves verifying strengths and weaknesses of the EPI in different fields especially training, communication, and vaccine management.

 

	2.
	- Define the mission of teams within the ICC for implementing recommendations. The committee formed sub working groups to help EPI in planning and implementation of recommendations translated into an action plan.



	3.
	-Strengthen the monitoring system for EPI activities through meetings and workshops. To optimize success, meetings will be planned. The objective of these meetings is to know about developments in the activities to bring about timely adjustments during and after the execution period.




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 05.05.2011 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: 5.
In case the GAVI Secretariat has queries on this submission, please contact
Enter the family name in capital letters.
	Name
	Mr Abdallah Ahmed Hade
	Title
	EPI Coordinator

	Tel no
	Mobile 00253 825900 or 253 35 14 91
	
	

	Fax no
	00253 35 06 47
	Address
	Ministry of Health  

	Email
	abdallahhade@yahoo.fr
	
	


4.2.1. The NITAG Group for Immunisation
Profile of the NITAG
	Name of the NITAG
	National Immunization Technical Advisory Group for  Immunization 

	Year of constitution of the current NITAG
	2010

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

	Frequency of meetings
	once every three months 


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
	Director, Armed forces health centers
	Dr Ahmed Hassan Boulaleh

	Secretary
	Health Economist; Technical Advisor to the Ministry of Health 
	Dr Mahyoub Mohamed

	Members
	Specialist in infectious and tropical diseases 
	Dr Houssein Youssouf
	Action

	
	Chief Physician, Social Protection Body 
	Dr Mahamoud Mohamed Ismael
	

	
	Health center doctor
	Dr Meeke Mohamed Moussa 
	

	
	Laboratory Officer Ministry of Health 
	Mohamed Hassan Ali
	

	
	Director, Institute of Public Health, Ministry of Health 
	Dr Ammar Ahmed Abdo
	

	
	Chief Pediatrician, Peltier General Hospital  
	Dr Ahmed Robleh Abdilleh
	

	
	Child Survival and Development Specialist UNICEF
	Dr MOKTAR OMAR AHMED
	

	
	Child Survival and Development Officer  UNICEF
	Dr MOHAMADOU BACHIR MBODJ
	

	
	Medical officer WHO
	Dr Ridha Djebeniani
	


Major functions and responsibilities of the NITAG
	
Defined DGTCV roles are : 
-give technical advice on the subject to the Government 
-formulate btter policies and strategies. 

-Monitor the program on immunization, collection, and important data identification program, 

-Inform about the latest scientific developments in vaccines and diseases preventable with the help immunization. 



Three major strategies to enhance the NITAG’s role and functions in the next 12 months
	1.
	-organize meetings for information and training of halth professions to raise their interest in prevention by immunization.



	2.
	-promotion on immunization by using public public institutions and social organizations in the proximity. The NITAG can be an effective catalyst for spreading the message on vaccines and immunization 

	3.
	-make a plea for implementing a reliable edipemiological surveillance system. To help the political people make decisions NITAG should have reliable and timely information 




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 5
· 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
	818,159
	
	2009
	Preliminary report on population census 

	Infant mortality rate (per 1000)
	67
	
	2006
	EDIM

	Surviving Infants[1]
	24,427
	
	2010
	Annual report 

	GNI per capita (US$)
	1,280
	
	2009
	World Bank 

	Total Health Expenditure (THE) as a percentage of GDP
	15.00
	%
	2010
	Mnistry of Health 

	General government expenditure on health (GGHE) as % of General government expenditure
	54.20
	%
	2010
	Medium term health expense card 2009 – 2012


[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
	National Health Development plan (PNDS) prepared in 2008 extends upto 2010. It is a reference document for budget and action planning by the Ministry of Health. This plan was revised in September and October 2010. Another plan is being prepared since 2011 for the next 5 years starting end of 2010. Parallel to this PNDS, the Ministry Health prepares a budgtized action plan every year. These plans are executed by different programs and services of the Ministry of health under the supervision of the Department of study, planning and international cooperation.   

 


Is the cMYP (or updated Multi-Year Plan) aligned with this document (timing, content, etc.)?
	The Ministry of Health has put together  multi-year plan in 2006 for immunization 2007-2011. This plan was reviewed and actualized. A new plan was prepared for the period 2011-2015. This five-year plan is in line with the document.




Please indicate the national planning budgeting cycle for health
	At the end of each year, the Ministry of Health puts forth budget proposals to the Ministry of Finance. The Ministry of Finance organizes budgetary among different Ministries. After a discuaaion, the annual budget of the Ministry of health is adopted by the Government. This budget is available at the beginning of each year. The budget coming from an external source is discussed, approved, and signed at the Ministry of External Affairs and International Cooperation. The expenses are incurred by the Ministry of Health under the direction and control of the external expenses department of the Ministry of Finance.





Please indicate the national planning cycle for immunisation
	The expanded program on immunization prepares its annual plan of action from the five-year plan (PNDS) and sends it to the Ministry of Health. This plan is then discussed with different partners (WHO-UNICEF-WB) to prepare annual and half-yearly action plans. The Ministry of health and the partners mobilize funds for implementation of these plans. The expanded program on immunization responsible for execution of these plans organizes meetings with different committees (interagency coordination committee, national immunization technical advisory group for immunization, immunization monitoring committee) to follow-up on all these activites.





Please indicate if sex disaggregated data (SDD) is used in immunisation routine reporting systems
	Until now, the systematically collected EPI data is not categorized by gender. There is no social circle differences in offering immunization services. On the contrary, some information is likely to come to light during the gender-wise coverage survey.




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


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
	In 2011(September) , first dose of hepatitus will be given at birth 
	

	Penta
	6 weeks , 10 weeks , 14 weeks  
	Yes
	
	

	Polio
	birth, 6weeks , 10weeks , 14weeks 
	Yes
	
	

	DTP
	15 months
	Yes
	
	

	Measles
	9months 
	Yes
	In 2011 second dose in the 15th months 
	

	Vitamin A
	6 months onwards .
	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
	
	2008
	
	2009
	2010

	BCG
	90
	90
	
	93
	Tuberculosis
	
	

	DTP
	DTP1
	90
	90
	
	91
	Diphtheria
	0
	0

	
	DTP3
	88
	88
	
	83
	Pertussis
	0
	0

	Polio 3
	88
	88
	
	83
	Polio
	0
	0

	Measles (first dose)
	84
	85
	
	73
	Measles
	48
	7

	TT2+ (Pregnant women)
	70
	69
	
	65
	NN Tetanus
	
	

	Hib3
	88
	88
	
	83
	Hib[2]
	
	

	Yellow Fever
	
	
	
	
	Yellow fever
	0
	0

	HepB3
	88
	88
	
	83
	HepBsero-prevalence[1]
	
	

	Vitamin A supplement 
Mothers (< 6 weeks post-delivery)
	
	
	
	
	

	Vitamin A supplement 
Infants (>6 months)
	80
	85
	
	
	


[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
	VACCINE COVERAGE SURVEY 2008

WITH TARGET GROUP OF 0-23 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
	26,181
	27,776
	28,609
	29,467
	30,351
	
	

	Total infants' deaths
	1,754
	1,861
	1,917
	1,975
	2,034
	
	

	Total surviving infants
	24,427
	25,915
	26,692
	27,492
	28,317
	
	

	Total pregnant women
	26,181
	27,776
	28,609
	29,467
	30,351
	
	

	Number of infants vaccinated (to be vaccinated) with BCG
	23,563
	25,554
	26,607
	27,699
	28,834
	
	

	BCG coverage (%)[1]
	90%
	92%
	93%
	94%
	95%
	
	

	Number of infants vaccinated (to be vaccinated) with OPV3 
	21,496
	23,324
	24,290
	25,568
	26,902
	
	

	OPV3 coverage (%)[2]
	88%
	90%
	91%
	93%
	95%
	
	

	Number of infants vaccinated (or to be vaccinated) with DTP1[3]
	21,985
	23,583
	24,557
	26,118
	27,184
	
	

	Number of infants vaccinated (to be vaccinated) with DTP3[3]
	21,496
	23,324
	24,290
	25,568
	26,902
	
	

	DTP3 coverage (%)[2]
	88%
	90%
	91%
	93%
	95%
	
	

	Wastage[1] rate in base-year and planned thereafter for DTP (%)
	10%
	10%
	10%
	10%
	10%
	
	

	Wastage[1] factor in base-year and planned thereafter for DTP
	1.11
	1.11
	1.11
	1.11
	1.11
	
	

	Target population vaccinated with 1st dose of Pneumococcal
	
	23,583
	24,557
	26,118
	27,184
	
	

	Target population vaccinated with 3rd dose of Pneumococcal
	
	23,324
	24,290
	25,568
	26,902
	
	

	Pneumococcal coverage (%)[2]
	0%
	90%
	91%
	93%
	95%
	
	

	Target population vaccinated with 1st dose of Rotavirus
	
	
	21,888
	23,644
	25,769
	
	

	Target population vaccinated with last dose of Rotavirus
	
	
	21,354
	23,369
	25,486
	
	

	Rotavirus coverage (%)[2]
	0%
	0%
	80%
	85%
	90%
	
	

	Infants vaccinated (to be vaccinated) with 1st dose of Measles
	20,763
	23,065
	24,023
	25,293
	26,902
	
	

	Measles coverage (%)[2]
	85%
	89%
	90%
	92%
	95%
	
	

	Pregnant women vaccinated with TT+
	18,607
	20,598
	21,457
	23,537
	25,799
	
	

	TT+ coverage (%)[4]
	71%
	74%
	75%
	80%
	85%
	
	

	Vit A supplement to mothers within 6 weeks from delivery
	
	
	
	
	
	
	

	Vit A supplement to infants after 6 months
	20,763
	23,755
	24,023
	25,293
	26,902
	
	

	Annual DTP Drop-out rate[ (  DTP1 - DTP3 ) / DTP1 ]  x 100[5]
	2%
	1%
	1%
	2%
	1%
	
	


[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)
	266,031
	601,804
	981,575
	964,330
	1,025,641
	
	
	
	

	Traditional vaccines
	34,031
	48,619
	47,994
	50,360
	52,728
	
	
	
	

	New and underused vaccines
	232,000
	553,185
	933,581
	913,970
	972,913
	
	
	
	

	Injection supplies
	17,976
	29,662
	29,747
	31,488
	33,319
	
	
	
	

	Personnel
	183,840
	278,287
	341,793
	348,630
	355,602
	
	
	
	

	Salaries of full-time NIP health workers (immunisation specific)
	176,040
	266,426
	329,059
	335,641
	342,353
	
	
	
	

	Per-diems for outreach vaccinators / mobile teams
	7,800
	11,861
	12,734
	12,989
	13,249
	
	
	
	

	Transportation
	46,989
	69,914
	71,672
	73,473
	67,778
	
	
	
	

	Maintenance and overheads
	119,082
	187,805
	203,479
	218,622
	163,703
	
	
	
	

	Training
	
	95,457
	106,121
	54,122
	87,222
	
	
	
	

	Social mobilisation and IEC
	5,000
	74,909
	82,827
	44,921
	53,769
	
	
	
	

	Disease surveillance
	
	78,654
	87,985
	98,876
	110,883
	
	
	
	

	Program management
	
	81,463
	92,426
	68,690
	81,126
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	

	Subtotal Recurrent Costs
	638,918
	1,497,955
	1,997,625
	1,903,152
	1,979,043
	
	
	
	

	

	Routine Capital Costs

	Vehicle
	20,400
	40,784
	45,844
	51,091
	29,589
	
	
	
	

	Cold chain equipment
	38,045
	88,825
	115,573
	143,127
	129,734
	
	
	
	

	Other capital equipment
	31,400
	40,596
	40,596
	40,596
	40,596
	
	
	
	

	Subtotal Capital Costs
	89,845
	170,205
	202,013
	234,814
	199,919
	
	
	
	

	

	Campaigns

	Polio
	407,707
	346,211
	363,106
	380,837
	399,445
	
	
	
	

	Measles
	0
	
	0
	
	
	
	
	
	

	Yellow Fever
	0
	0
	0
	0
	
	
	
	
	

	MNT campaigns
	0
	0
	0
	0
	
	
	
	
	

	Other campaigns
	0
	0
	0
	0
	
	
	
	
	

	Subtotal Campaign Costs
	407,707
	346,211
	363,106
	380,837
	399,445
	
	
	
	

	GRAND TOTAL
	1,136,470
	2,014,371
	2,562,744
	2,518,803
	2,578,407
	
	
	
	


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 
	UNICEF
	34,031
	48,619
	47,994
	50,360
	52,728
	
	
	
	
	

	New vaccines; under-used and injection material 
	GAVI
	249,976
	582,847
	963,328
	945,458
	1,006,232
	
	
	
	
	

	Personnel 
	MH/UNICEF
	183,840
	278,287
	341,793
	348,630
	355,602
	
	
	
	
	

	Transport
	MH/UNICEF
	46,989
	69,914
	71,672
	73,473
	67,778
	
	
	
	
	

	Maintenance and general expenses  
	MH/UNICEF
	119,082
	187,805
	203,479
	218,622
	163,703
	
	
	
	
	

	Training 
	UNICEF/GAVI
	
	95,457
	106,121
	54,122
	87,222
	
	
	
	
	

	IEC social mobilization 
	UNICEF
	5,000
	74,909
	82,827
	44,921
	53,769
	
	
	
	
	

	Surveillance 
	WHO
	
	78,654
	87,985
	98,876
	110,883
	
	
	
	
	

	Program management 
	MH/UNICEF/GAVI
	
	81,463
	92,426
	68,690
	81,126
	
	
	
	
	

	
	

	Routine Capital Costs
	

	
	UNICEF/MH/World Bank 
	89,845
	170,205
	202,213
	234,814
	199,919
	
	
	
	
	

	
	

	Campaigns
	

	
	WHO/UNICEF/MH
	
	
	
	
	
	
	
	
	
	

	
	UNICEF
	266,000
	187,540
	197,142
	206,475
	216,261
	
	
	
	
	

	
	WHO
	141,707
	157,970
	165,964
	174,361
	183,184
	
	
	
	
	

	GRAND TOTAL
	1,136,470
	2,013,670
	2,562,944
	2,518,802
	2,578,407
	
	
	
	
	


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.
	Decentralization of the health-care system is one of the priorities for the Ministry of Health. It is a necessity to ensure not only equality but also to devolve the managerial burden of actors/players allowing better health-care coverage. The country is divided into six (6) administrative regions: a region centered on the capital (Djibouti) and 5 other interior regions (Ali Sabieh, Arta, Dikhil, Obock, and Tadjoura).Health-care services in Djibouti are provided at three levels: the peripheral level that includes health posts, the intermediary level that represents the regional hospitals and community health centers, and finally reference hospitals at the central level. Immunization services are available to all levels of the health system - public, semi-private and private – on a daily basis.

Since 2006 vaccines have never been out of stock and vaccine orders are placed through joint planning with WHO and UNICEF. The vaccines are stored at the central depot with monthly distribution to health centers. Regular monitoring is done once a week by the central team. At regional level vaccine distribution takes place every two months with regular and supportive quarterly supervision. Health-care regions distribute vaccines to health posts once a month.

The capacity of the cold chain was strengthened in 2006 and covers virtually the entire country. The cold chain equipment in good working condition and with a long shelf life, are of two types: in the capital and in the regional hospitals. Power supply is of electrical origin. As for the health posts in health-care regions, they are run on solar energy. To ensure proper storage of vaccines, the central depot and community health centers are equipped with generators. The installed equipment complies with WHO-UNICEF standards. Maintenance is carried out every 6 months by the program with support of UNICEF to ensure proper functioning of the cold chain.

AT THE CENTRAL LEVEL:

The expanded program on immunization provides a central depot with two cold rooms, one with positive capacity of 4,140 liters and one a negative of 3,750 liters. . Similarly at the central level, there are 7 refrigerators with a capacity of 645 liters and 9 freezers with a capacity of 1,150 liters. with a total capacity of 4,785 positive liters and 4,900 negative liters, 

In addition to this equipment a positive cold room with a gross capacity of 20 m3 is scheduled for 2011 with the help of funding from the World Bank. This will cover all storage needs at the central level with the introduction of new vaccines.
AT THE INTERMEDIATE LEVEL:

The current storage capacity available in the health regions is of 1,320 positive liters and 360 negative liters. In addition to this equipment, the expanded program on immunization has received ten refrigerators from the World Bank with a total capacity of 922 liters and 6 freezers with a total capacity of 766 liters which will be distributed to health regions. The evaluation of the cold chain conducted with support from UNICEF shows that storage capacity is sufficient at all levels, to meet the needs for both, the existing vaccines as well as for the introduction of new vaccines According to the last cold chain evaluation carried out , the storage capacity is sufficient at all levels, to meet the needs both for existing vaccines as well as for the introduction of new vaccines


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)
	The World Health Organization informs the member countries about the immunization policy, available vaccines, priorities, and support in order to introduce them. The Djibouti government then decided to broaden the range of antigens by introducing it into the national immunization program. The anti pneumococcal vaccine and the anti rotavirus can reduce the high mortality and morbidity rates among children less than 5 years. In fact, mortality rate among children under 5 years in Djibouti was estimated at 16% for pneumonia and 18% for diarrhea (Countdown 2010 WHO / CHERG). In 2010, the Ministry of Health report showed that pneumonia was the leading cause of consulting  a doctor with 25% of cases, and diarrhea in second place with 19% in children under 5 years old (Mother and Child Health Directorate). Pneumonia and diarrhea remain the two main causes of consulting a doctor, hospitalization, and death in this age group according to hospital data. Also, the decision to introduce new vaccines has been endorsed by the Inter-Agency Coordination Committee (ICC Report attached) during the various meetings held since February 2011.The decision making process involved several steps:

- the coordination committee made recommendations to the Department of Health for accelerating the introduction of two
   new vaccines with the view of reducing mortality from these diseases in children less than 5 years. In fact, this initiative
  aims to contribute to the achievement of Goal 4 of the Millennium Development Goals by 2015.

- National Immunization Technical Advisory Group (NITAG) meeting to make recommendations to this effect.

- Meeting with the Health Minister to present the implementation plan of new vaccines.

- Plea to the Finance Minister for co-financing with the support of the Health Minister. 
- Inter-Agency Coordinating Committee (ICC) meetings to finalize the proposal before submission to GAVI.


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 (liters or m3)
Liters 
	Sum-product of total vaccine doses multiplied by unit packed volume of the vaccine
	3,410
	4,705
	4,908
	
	
	
	
	

	B
	Existing net positive cold chain capacity (liters or m3) Liters 

	#
	4,685
	4,685
	4,685
	
	
	
	
	

	C
	Estimated minimum number of shipments per year required for the actual cold chain capacity
	A / B
	1
	2
	2
	
	
	
	
	

	D
	Number of consignments /
shipments per year
	Based on national vaccine shipment plan
	1
	1
	1
	
	
	
	
	

	E
	Gap (if any)
	((A / D) - B)
	-1,275
	20
	223
	
	
	
	
	

	F
	Estimated additional cost of cold chain
	US$
	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 budget line related to Djibouti's share for new vaccines will be included in the Ministry of Health's national budget. In this regard, commitment is obtained at the highest level of government. The Ministry of Health, in coordination with the Ministry of Finance through the national treasury, will be responsible for the payment of the amount of share. The funds on the purchase of vaccines chapter will be transferred to GAVI through the UNICEF office in Djibouti.


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

	Pneumonia
	Annual report of Maternal and Child Health Department 
	2010
	25% of consultation cases at the regional health  structures in the interiors and in Djibouti City 


	

	Diarrhia
	Annual report of Maternal and Child Health Department 
	2010
	19% of consultaition cases at the regional health  structures in the interiors and in Djibouti City 


	


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

	 cold chain capacity:
	- the storage capacity of the national depot has been enhanced by the installation of positive cold storage rooms with a capacity of 4,140 liters  and a negative capacity of 3,750 liters  

-regular maintenance and automatic start in the generator at Enguela’s national depot.

-appropriate preventive maintenance of the cold chain equipment.

-implementation of functional stock sheets and order sheets in training of health workers which allowed supply and monitoring of vaccine management.

-Systematic use of sheets/ order forms, for monitoring temperature and delivery.

-Installation of solar systems in all health posts.

- Establishment of a regular cold chain maintenance system.

	

	 skills of the health-care staff
	-Training of health-care professionals and establishing  proper equipment maintenance to sustain the significant efforts made under the program 
-manager training in methods of needs assessment and strengthened coordination.

- Training/retraining of health workers on vaccine management, immunization practices and vaccine safety, and dangers of freezing vaccines.

In addition, a ministerial circular on the conservation and use of vaccines has been distributed and posted in all immunization services.
-training immunization workers in drop-out rates and wastage rates of the new pentavalent vaccine

-training through supervision to consolidate the acquired skills.
	

	Communication and social mobilization
	-Developing a communication strategy.

Production of adapted educational media (flip chart, posters, commercials, leaflets, posters etc...) according to the communication need. 

- Strengthening of information and sensitization activities 
- Training staff in matters of interpersonal communication.
-Social mobilization through media (Radio, TV, print.)
	

	Monitoring and evaluation
	- Regular training through supervision - regular and frequent monitoring from the beginning of the introduction period to observe and check storage of vaccines, immunization practice, and interpersonal communication 
- Service notes only for the use of vaccine storage refrigerators in health-care facilities.

- post introduction evaluation made and recommendations and lessons learnt have been implemented

	

	Post introduction Pentavalent Evaluation in Djibouti
	Monitoring of the evaluation recommendations (Follow up PIE Recommendations )  

A. At the national level  
• Planning a budget line for co-financing  the purchase of new vaccines being discussed at the highest level (Finalized) 
• The National immunization technical advisory group (NITAG) is established by ministerial directive 
• The briefings and meetings were organized at all health-care regions on decentralization of responsibilities and management of immunization activities. 

• A ministerial circular on vaccination guidelines and injection safety is distributed and displayed in all health centers.

 A communication plan is developed in May 2009

B. At the regional level, the Centers and Health posts  
• Training programs have been strengthened on the following topics:

- Calculation of coverage  
- Wastage  rates   
- Monitoring immunization activities 
- Vaccine Management  
• The data on target populations (annual and monthly target) were distributed and displayed in all health centers.

• A communication plan is developed in May 2009
• IEC training has been organized for associations and health personnel. Educational media on vaccines have been produced.
	

	Post introduction of Pentavalent evaluation in Djibouti (continued): 

Experiences from the introduction of the Pentavalent vaccine:


• The introduction of the new vaccine was an opportunity to strengthen the EPI (PEV) in its entirety: 

Advocacy with decision makers, negotiations with the Ministry of Finance on the establishment of a budget line for co-financing the contribution for the purchase of new vaccines.

• It is necessary that all guidelines are written and distributed at all health facilities.

• The secondary evaluation of introduction of the new vaccine has also shown the strengths and improvements needed in the Expanded Program on Immunization at a given point of time  
• Importance of developing the New vaccine introduction plan at the national level which should not be static but that must adapt to the regional context and be available at all levels of health facilities  
• To monitor side effects of each new vaccine, it is important to develop forms, to develop national guidelines for AEFI (MAPI), make them available at all health facilities, and train health personnel in this regard.

• When introducing a new vaccine, it is important to train health personnel in general but also in interpersonal communication for getting the message across to mothers and fight rumors. 

Take into account public communication, and  also social mobilization  
• In Djibouti the new vaccine was well accepted by health professionals and the community not only as a new vaccine but also as a vaccine that protects against hepatitis and meningitis (well known by mothers and which have local language names)  
• The fact there has been no change in the immunization  schedule has facilitated the introduction and presentation of the vaccine which is  in liquid form and has two doses  
• For future introductions of new vaccines in Djibouti, as observed in post introduction evaluation, it is important to differentiate the newly introduced vaccines from traditional vaccines. 

In this context, it is desirable to find a name in the local language, easy for the community to remember,  for each new vaccine included in the EPI,  

This will later facilitate post introduction evaluation, and also monitoring the Adverse Events Following Immunization (AEFI or MAPI), mothers’ memory and health workers’ memory regarding the new vaccine introduced.
• The lesson for the future from the experience of the introduction is in Djibouti , as in Sudan, the importance of training health personnel  while adding the anti pneumococcal and anti rotavirus vaccine to the EPI schedule
	
	


Please list the vaccines to be introduced with support from the GAVI Alliance (and presentation)
	--anti pneumococcal vacci(conjugate)OCV13, one dose per vial, liquid.

-anti rotavirus, one dose per tube, liquid. 
.



6.3.1. Requested vaccine ( Pneumococcal (PCV13), 1 doses/vial, Liquid )
As reported in the cMYP, the country plans to introduce Pneumococcal (PCV13), 1 doses/vial, Liquid vaccine.
6.3.2. Co-financing information
If you would like to co-finance higher amount than minimum, please overwrite information in the “Your co-financing” row.
Note: Selection of this field has direct impact on automatic calculations of support you are requesting and should not be left empty.
	Country group
	Intermediate


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

	
	2012
	2013
	2014
	2015
	
	
	
	

	Minimum co-financing
	0.20
	0.23
	0.26
	0.30
	
	
	
	

	Your co-financing (please change if higher)
	0.20
	0.23
	0.26
	0.30
	
	
	
	


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 %
	5%
	5%
	5%
	5%
	
	
	
	

	Equivalent wastage factor
	1.05
	1.05
	1.05
	1.05
	
	
	
	


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
	#
	23,583
	24,557
	26,118
	27,184
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	23,324
	24,290
	25,568
	26,902
	
	
	
	

	Immunisation coverage with the third dose
	Table 1
	#
	90.00%
	91.00%
	93.00%
	95.00%
	
	
	
	

	Estimated vaccine wastage factor
	Table 6.(n).3[3]
	#
	1.05
	1.05
	1.05
	1.05
	
	
	
	

	Country co-financing per dose[2]
	Table 6.(n).2[3]
	$
	0.20
	0.23
	0.26
	0.30
	
	
	
	


[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
	#
	5,000
	4,800
	5,800
	7,000
	
	
	
	

	Number of AD syringes
	#
	5,300
	5,100
	6,200
	7,400
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	75
	75
	75
	100
	
	
	
	

	Total value to be co-financed by country
	$
	19,000
	18,000
	22,000
	26,000
	
	
	
	


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
	#
	87,900
	73,400
	77,800
	79,600
	
	
	
	

	Number of AD syringes
	#
	93,900
	77,600
	82,300
	84,200
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	1,050
	875
	925
	950
	
	
	
	

	Total value to be co-financed by GAVI
	$
	329,500
	275,000
	291,000
	298,000
	
	
	
	


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 Pneumococcal (PCV13), 1 doses/vial, Liquid
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
	27,776
	0.30
	100,000


[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 $100,000
Cost (and finance) to introduce the Pneumococcal (PCV13), 1 doses/vial, Liquid (US$)
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
	18,000
	15,000

	Social Mobilization, IEC and Advocacy
	45,000
	30,000

	Cold Chain Equipment & Maintenance
	25,000
	15,000

	Vehicles and Transportation
	20,000
	15,000

	Programme Management
	10,000
	10,000

	Surveillance and Monitoring
	15,000
	15,000

	Human Resources
	10,000
	0

	Waste Management
	5,000
	0

	Technical assistance
	0
	0

	
	0
	0
	

	Totals
	148,000
	100,000


6.4.1. Requested vaccine ( Rotavirus 2-dose schedule )
As reported in the cMYP, the country plans to introduce Rotavirus 2-dose schedule vaccine.
6.4.2. Co-financing information
If you would like to co-finance higher amount than minimum, please overwrite information in the “Your co-financing” row.
Note: Selection of this field has direct impact on automatic calculations of support you are requesting and should not be left empty.
	Country group
	Intermediate


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

	
	2013
	2014
	2015
	
	
	
	
	

	Minimum co-financing
	0.20
	0.23
	0.26
	
	
	
	
	

	Your co-financing (please change if higher)
	0.20
	0.23
	0.26
	
	
	
	
	


6.4.3. 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

	
	2013
	2014
	2015
	
	
	
	
	

	Vaccine wastage rate in %
	5%
	5%
	5%
	
	
	
	
	

	Equivalent wastage factor
	1.05
	1.05
	1.05
	
	
	
	
	


6.4.4. Specifications of vaccinations with new vaccine
	
	Data from
	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	
	
	2013
	2014
	2015
	
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	21,888
	23,644
	25,769
	
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	21,354
	23,369
	25,486
	
	
	
	
	

	Immunisation coverage with the third dose
	Table 1
	#
	80.00%
	85.00%
	90.00%
	
	
	
	
	

	Estimated vaccine wastage factor
	Table 6.(n).3[3]
	#
	1.05
	1.05
	1.05
	
	
	
	
	

	Country co-financing per dose[2]
	Table 6.(n).2[3]
	$
	0.20
	0.23
	0.26
	
	
	
	
	


[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
6.4.5. 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

	
	
	2013
	2014
	2015
	
	
	
	
	

	Number of vaccine doses
	#
	2,200
	2,800
	3,800
	
	
	
	
	

	Number of AD syringes
	#
	
	
	
	
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	25
	50
	50
	
	
	
	
	

	Total value to be co-financed by country
	$
	11,500
	12,000
	14,500
	
	
	
	
	


6.4.6. 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

	
	
	2013
	2014
	2015
	
	
	
	
	

	Number of vaccine doses
	#
	55,300
	47,900
	51,500
	
	
	
	
	

	Number of AD syringes
	#
	
	
	
	
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	625
	550
	575
	
	
	
	
	

	Total value to be co-financed by GAVI
	$
	291,000
	201,500
	195,000
	
	
	
	
	


6.4.7. 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 Rotavirus 2-dose schedule
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$

	2013
	28,609
	0.30
	100,000


[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 $100,000
Cost (and finance) to introduce the Rotavirus 2-dose schedule (US$)
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
	20,000
	15,000

	Social Mobilization, IEC and Advocacy
	45,000
	25,000

	Cold Chain Equipment & Maintenance
	15,000
	15,000

	Vehicles and Transportation
	25,000
	20,000

	Programme Management
	5,000
	5,000

	Surveillance and Monitoring
	15,000
	15,000

	Human Resources
	
	5,000

	Waste Management
	5,000
	

	Technical assistance
	100,000
	

	
	
	
	

	Totals
	230,000
	100,000


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)
	The fund to support the introduction of new vaccines will be transferred into the account of the Ministry of Health. This account is managed by the EPI manager and the Financial and Administrative Director of the Ministry of Health. A table on the use of funds is approved by the Secretary General of Ministry of Health. All expenses incurred are submitted to the Inter-agency Coordinating Committee for approval. The Expanded Program on Immunization has the responsibility to send fund utilization report to GAVI. The supply of new vaccines and injection equipment will be effectuated annually through UNICEF as with other vaccines.


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.
	-


c) Please describe the introduction of the vaccines (refer to cMYP)
	The goal of the Expanded Program on Immunization in Djibouti is to reduce mortality and morbidity from diseases preventable with immunization. 

In Djibouti, the infant-child mortality is 94 per thousand live births according to EDIM 2006. According to the same study 67 per thousand live births die before their first birthday.

With this in mind, the Ministry of Health has decided to expand the range of antigens by introducing two new vaccines (anti pneumococcal and anti rotavirus).The introduction of new vaccines is a priority for the Ministry of Health and the government.

The specific objective of the introduction of new vaccines is to reduce mortality and morbidity due to acute respiratory infections caused by streptococcus pneumonia and diarrhea caused by the rotavirus. 

In fact worldwide, nearly 9.7 million children die annually before their fifth birthday. Every day, over 26,000 children in this age group die from causes that are preventable according to the UNICEF 2008 progress report.

Pneumonia is responsible for approximately 19% of deaths among these children. In the Mediterranean region (EMRO), diarrhea and pneumonia kill 17% and 14% of children respectively according to the WHO Countdown report. According to the report of Countdown to 2015 (WHO/ CHERG 2010), diarrhea and pneumonia kill 18% and 16% of children in Djibouti. 

According to an analysis by the Johns Hopkins University with support from GAVI, in Djibouti, invasive pneumococcal diseases are responsible for 2178 cases of pneumonia, meningitis, and other invasive diseases each year. Fatality rates are 15% for pneumonia and 66% for meningitis. 

With a coverage of 90% and an efficiency of 85% of the vaccine against pneumococcus, 76% of deaths from these diseases could be prevented every year. Pneumonia and the diarrheal diseases are the two leading causes of hospitalization and death among children under 5 in the country. According to the Ministry of Health HIS (Health Information System) 2009 Annual Report, pneumonia and diarrhea are the main reasons for consultation in children under 5 years in Djibouti city and in the districts. These pathologies represented 57% of consultation cases in 2009.

To cope with this reality the Ministry of Health with the support of WHO and UNICEF has implemented a strategy of taking charge of the acute respiratory infections with help of antibiotics, at the community level. For executing   this strategy the Ministry of Health has recruited a hundred community health workers who were trained for a year. These community health workers, in addition to this activity provide a promotional service package to the rural community including active research and promotion of vaccination. 

The Ministry of Health intends to introduce the vaccine against pneumococcus in January 2012 and the vaccine against rotavirus in January 2013. These vaccines can be incorporated into the immunization schedule of the expanded program on immunization with the Pentavalent. 

The expected coverage by 2015 for these new vaccines will be 95% for pneumococcus and 90% for rotavirus. Monitoring indicators for the introduction plan for these new vaccines are:

-The numbers of children immunized for the third time with the pneumococcal vaccine and with the second dose of the anti rotavirus vaccine; 
-  Dropout rate (between the first and third dose of the vaccine against pneumococcus and between the first and second doses of the vaccine against rotavirus) 
- Wastage rate.
The introduction plan for the new vaccines takes into account all activities for a better use of these new vaccines, and to achieve the above objectives. 

These activities are
-increase vaccine coverage of target populations including remote and difficult to reach populations.

-strengthen outreach to open remote rural areas.

-strengthen and decentralize training supervision to enable health region managers to regularly monitor immunization activities in general and that of new vaccines in particular. 

-Reduce wastage  rate and ensure vaccine safety 
- increase the systematic use of routine immunization services. 

These vaccines will be incorporated into the immunization schedule of the expanded program on immunization. 

-Vaccine against pneumococcal disease at 6, 10, and 14 weeks.

-Vaccine against the rotavirus at 6 and 10 weeks.

Vaccine management will also be strengthened through training of staff at all levels on the use and management of new vaccines.

All monitoring and management tools (data collection sheet, schedules; immunization card, health card, stock management card, immunization registry, vaccine purchase orders, monthly reports, vaccine monitoring forms) will be revised and adapted to new vaccines. All health workers will be trained on the use of these new formats. The supply of new vaccines will be done through UNICEF as with other vaccines. The vaccine against pneumococcus will be administered with self-locking syringes and safety boxes will available to ensure maximum vaccine safety. All health centers providing immunization services have incinerators and all health workers will be trained / retrained on vaccine safety techniques. All training material on the new vaccines will be updated. Health professionals will be monitored on the job after formal training.
The educational material as well as the key messages concerning new vaccines are developed and distributed through all channels of existing media. Information campaigns, awareness, and communication will be conducted before the introduction of new vaccines across the country.

The existing monitoring system will be strengthened and a monitoring tool for the pneumococcus and rotavirus will be established with support from the WHO. The data collected by this system will be used to evaluate the impact of the introduction of new vaccines. In addition to these data, seroprevalence surveys of rotavirus and pneumococcal will be conducted periodically to evaluate the impact of new vaccines.
At the same time, a vaccine coverage survey will be conducted in 2013.A post introduction evaluation is planned in late 2012.

The results (strengths, weaknesses, recommendations and lessons learned) of the post introduction evaluation of DTP-Hib-HepB have been used to improve the preparation and introduction of new vaccines. Similarly, the result of the post anti pneumococcal introduction evaluation expected before end of 2012 will enable to better target and improve the introduction of anti rotavirus.


d) Please indicate how funds should be transferred by the GAVI Alliance (if applicable)
	The funds to support new vaccines will be transferred to countries using the same channel as that for the Pentavalent, using the same bank details attached to documents.


e) Please indicate how the co-financing amounts will be paid (and who is responsible for this)
	The Republic of Djibouti government in coordination with the Ministry of Finance and Economy, and the Ministry of Health are responsible for paying the co-financing amount to GAVI Alliance. The funds will be transferred to GAVI Alliance through the Djibouti UNICEF office.


f) Please outline how coverage of the new vaccine will be monitored and reported (refer to cMYP)
	All monitoring and management tools (data collection sheet, schedules; immunization card, stock management card, immunization register, vaccine purchase orders, monthly reports, vaccine monitoring forms) will be revised and adapted to new vaccines and all personnel will be trained in the use of these new media. These updated media will be duplicated and made available at all levels. 
The coverage of new vaccines will be monitored using the micro planning tools, for tracking and monitoring (target population, vaccine coverage, dropout rates, utilization rates, cumulative curve, lost from sight monitoring schedule). These data will be compiled in the routine EPI monthly activity reports. These reports are generated, collected and analyzed by health posts and the HMC at district level, by community health centers, by para-public and private services in the capital. These data are also analyzed regularly at the central level for the concerned services. 
Regular supervisory training will be conducted at all the new centers and verify accuracy and reliability of transmitted data. Monitoring tools will be updated and will include the new vaccines. These activities and tools will enable monitoring of the coverage of new vaccines as well as dropout rates.


7.1. Vaccine Management (EVSM/EVM/VMA)
When was the last Effective Vaccine Store Management (EVSM) conducted? August  - 2009
When was the last Effective Vaccine Management (EVM) or Vaccine Management Assessment (VMA) conducted? April   - 2011
If your country conducted either EVSM, EVM, or VMA in the past three years, please attach relevant reports. (Document N°20)
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.
	After a vaccine management evaluation of February 2006, the cold chain was strengthened by the establishment of two cold rooms (positive and negative). All health posts at the health district and health region level within the country were equipped with cold chain equipment powered by solar energy. HMC (hospital medical centers) of regional hospitals provide immunization activities and are very well equipped with electric cold chain equipment. Health centers in the capital are also well equipped with electric cold chain equipment. With the support of UNICEF, the program regularly performs half-yearly cold chain maintenance. 
Immunization staff and Expanded Program on Immunization personnel are regularly trained/retrained in vaccine management, in micro planning of immunization activities, and the use of collection tools, in the AEFI (adverse events following immunization), and in maintaining the solar energy powered cold chain.
A positive cold room is also provided at the central level at the end of the year 2011 with funds from the World Bank. 

To strengthen vaccine distribution and management, 50 motorcycles were made available for health regions and health posts financed with the support of UNICEF/ USAID.


When is the next Effective Vaccine Management (EVM) Assessment planned? April   - 2011
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 ICC committee expresses its satisfaction over continuous effort of the team composed of UNICEF, WHO and MH in the preparation of the proposal document.

The ICC committee recommends:

- maintaining the dynamics of the team for eventual execution of the introduction plan for the new vaccines.

-developing an effective communication strategy.

-preparing mass training of health-care personnel per category in order to reach the Maximum number of health workers.

- producing relevant and appropriate IEC material.

-organizing the launch by involving higher-level decision makers (e.g. the President, the First Lady, the Prime Minister etc.)


9. Annexes
Annex 1
Annex 1.1 – Pneumococcal (PCV13), 1 doses/vial, Liquid
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
	#
	5,000
	4,800
	5,800
	7,000
	
	
	
	

	Number of AD syringes
	#
	5,300
	5,100
	6,200
	7,400
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	75
	75
	75
	100
	
	
	
	

	Total value to be co-financed by the country
	$
	19,000
	18,000
	22,000
	26,000
	
	
	
	


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
	#
	87,900
	73,400
	77,800
	79,600
	
	
	
	

	Number of AD syringes
	#
	93,900
	77,600
	82,300
	84,200
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	1,050
	875
	925
	950
	
	
	
	

	Total value to be co-financed by the country
	$
	329,500 
	275,000
	291,000
	298,000
	
	
	
	


Table 1.1  C - Summary table for Pneumococcal (PCV13), 1 doses/vial, Liquid
	
	Data from
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of Surviving infants
	Table 1
	#
	25,915
	26,692
	27,492
	28,317
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	23,324
	24,290
	25,568
	26,902
	
	
	
	

	Immunisation coverage with the last dose
	Table 1
	#
	90.00%
	91.00%
	93.00%
	95.00%
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	23,583
	24,557
	26,118
	27,184
	
	
	
	

	Number of doses per child
	
	#
	3
	3
	3
	3
	
	
	
	

	Estimated vaccine wastage factor
	Table 6.(n).3[2]
	#
	1.05
	1.05
	1.05
	1.05
	
	
	
	

	Number of doses per vial
	
	#
	1
	1
	1
	1
	
	
	
	

	AD syringes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Reconstitution syringes required 
	
	#
	No 
	No 
	No 
	No 
	 
	 
	 
	 

	Safety boxes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Vaccine price per dose
	
	$
	3.500 
	3.500 
	3.500 
	3.500 
	 
	 
	 
	 

	Country co-financing per dose
	Table 6.(n).2[2]
	$
	0.20 
	0.23 
	0.26 
	0.30 
	 
	 
	 
	 

	AD syringe price per unit
	
	$
	0.053 
	0.053 
	0.053 
	0.053 
	 
	 
	 
	 

	Reconstitution syringe price per unit
	
	$
	 
	 
	 
	 
	 
	 
	 
	 

	Safety box price per unit
	
	$
	0.640 
	0.640 
	0.640 
	0.640 
	 
	 
	 
	 

	Freight cost as % of vaccines value
	
	%
	5.00 
	5.00 
	5.00 
	5.00 
	 
	 
	 
	 

	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 Pneumococcal (PCV13), 1 doses/vial, Liquid associated injection safety material and related co-financing budget (page 1)
	
	
	Formula
	2012
	2013

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	5.34%
	
	
	6.14%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	23,583
	1,260
	22,323
	24,557
	1,509
	23,048

	C
	Number of doses per child
	Vaccine parameter
	3
	3
	3
	3
	3
	3

	D
	Number of doses needed
	B * C
	70,749
	3,778
	66,971
	73,671
	4,525
	69,146

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	1.05
	1.05
	1.05
	1.05
	1.05
	1.05

	F
	Number of doses needed including wastage
	D * E
	74,287
	3,967
	70,320
	77,355
	4,752
	72,603

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	18,572
	992
	17,580
	767
	48
	719

	I
	Total vaccine doses needed
	F + G
	92,859
	4,959
	87,900
	78,122
	4,799
	73,323

	J
	Number of doses per vial
	Vaccine parameter
	1
	1
	1
	1
	1
	1

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	99,147
	5,295
	93,852
	82,627
	5,075
	77,552

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	
	
	
	
	
	

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	1,101
	59
	1,042
	918
	57
	861

	N
	Cost of vaccines needed
	I * vaccine price per dose
	325,007
	17,355
	307,652
	273,427
	16,794
	256,633

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	5,255
	281
	4,974
	4,380
	270
	4,110

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	
	
	
	
	
	

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	705
	38
	667
	588
	37
	551

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	16,251
	868
	15,383
	13,672
	840
	12,832

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	596
	32
	564
	497
	31
	466

	T
	Total fund needed
	(N + O + P + Q + R + S)
	347,814
	18,572
	329,242
	292,564
	17,969
	274,595

	U
	Total country co-financing
	I * country co-financing per dose
	18,572
	
	
	17,969
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	5.34%
	
	
	6.14%
	
	


[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 Pneumococcal (PCV13), 1 doses/vial, Liquid associated injection safety material and related co-financing budget (page 2)
	
	
	Formula
	2014
	2015

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	6.94%
	
	
	8.01%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	26,118
	1,814
	24,304
	27,184
	2,178
	25,006

	C
	Number of doses per child
	Vaccine parameter (schedule)
	3
	3
	3
	3
	3
	3

	D
	Number of doses needed
	B * C
	78,354
	5,440
	72,914
	81,552
	6,533
	75,019

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	1.05
	1.05
	1.05
	1.05
	1.05
	1.05

	F
	Number of doses needed including wastage
	D * E
	82,272
	5,713
	76,559
	85,630
	6,860
	78,770

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	1,230
	86
	1,144
	840
	68
	772

	I
	Total vaccine doses needed
	F + G
	83,502
	5,798
	77,704
	86,470
	6,927
	79,543

	J
	Number of doses per vial
	Vaccine parameter
	1
	1
	1
	1
	1
	1

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	88,339
	6,134
	82,205
	91,456
	7,327
	84,129

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	
	
	
	
	
	

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	981
	69
	912
	1,016
	82
	934

	N
	Cost of vaccines needed
	I * vaccine price per dose
	292,257
	20,291
	271,966
	302,645
	24,245
	278,400

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	4,682
	326
	4,356
	4,848
	389
	4,459

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	
	
	
	
	
	

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	628
	44
	584
	651
	53
	598

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	14,613
	1,015
	13,598
	15,133
	1,213
	13,920

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	531
	37
	494
	550
	45
	505

	T
	Total fund needed
	(N + O + P + Q + R + S)
	312,711
	21,711
	291,000
	323,827
	25,941
	297,886

	U
	Total country co-financing
	I * country co-financing per dose
	21,711
	
	
	25,941
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	6.94%
	
	
	8.01%
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Where (n) depends on the vaccine
Annex 1.2 – Rotavirus 2-dose schedule
Table 1.2 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
	#
	
	2,200
	2,800
	3,800
	
	
	
	

	Number of AD syringes
	#
	
	
	
	
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	
	25
	50
	50
	
	
	
	

	Total value to be co-financed by the country
	$
	
	11,500
	12,000
	14,500
	
	
	
	


Table 1.2  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
	#
	
	55,300
	47,900
	51,500
	
	
	
	

	Number of AD syringes
	#
	
	
	
	
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	
	625
	550
	575
	
	
	
	

	Total value to be co-financed by the country
	$
	 
	291,000
	201,500
	195,000
	
	
	
	


Table 1.2  C - Summary table for Rotavirus 2-dose schedule
	
	Data from
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of Surviving infants
	Table 1
	#
	
	26,692
	27,492
	28,317
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	
	21,354
	23,369
	25,486
	
	
	
	

	Immunisation coverage with the last dose
	Table 1
	#
	
	80.00%
	85.00%
	90.00%
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	
	21,888
	23,644
	25,769
	
	
	
	

	Number of doses per child
	
	#
	
	2
	2
	2
	
	
	
	

	Estimated vaccine wastage factor
	Table 6.(n).3[2]
	#
	
	1.05
	1.05
	1.05
	
	
	
	

	Number of doses per vial
	
	#
	
	1
	1
	1
	
	
	
	

	AD syringes required 
	
	#
	 
	No 
	No 
	No 
	 
	 
	 
	 

	Reconstitution syringes required 
	
	#
	 
	No 
	No 
	No 
	 
	 
	 
	 

	Safety boxes required 
	
	#
	 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Vaccine price per dose
	
	$
	 
	5.000 
	4.000 
	3.600 
	 
	 
	 
	 

	Country co-financing per dose
	Table 6.(n).2[2]
	$
	 
	0.20 
	0.23 
	0.26 
	 
	 
	 
	 

	AD syringe price per unit
	
	$
	 
	0.053 
	0.053 
	0.053 
	 
	 
	 
	 

	Reconstitution syringe price per unit
	
	$
	 
	 
	 
	 
	 
	 
	 
	 

	Safety box price per unit
	
	$
	 
	0.640 
	0.640 
	0.640 
	 
	 
	 
	 

	Freight cost as % of vaccines value
	
	%
	 
	5.00 
	5.00 
	5.00 
	 
	 
	 
	 

	Freight cost as % of devices value
	
	%
	 
	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 1.2 D - Estimated number of doses for Rotavirus 2-dose schedule associated injection safety material and related co-financing budget (page 1)
	
	
	Formula
	2013
	2014

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	3.80%
	
	
	5.47%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	21,888
	833
	21,055
	23,644
	1,293
	22,351

	C
	Number of doses per child
	Vaccine parameter
	2
	2
	2
	2
	2
	2

	D
	Number of doses needed
	B * C
	43,776
	1,666
	42,110
	47,288
	2,585
	44,703

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	1.05
	1.05
	1.05
	1.05
	1.05
	1.05

	F
	Number of doses needed including wastage
	D * E
	45,965
	1,749
	44,216
	49,653
	2,715
	46,938

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	11,492
	438
	11,054
	922
	51
	871

	I
	Total vaccine doses needed
	F + G
	57,457
	2,186
	55,271
	50,575
	2,765
	47,810

	J
	Number of doses per vial
	Vaccine parameter
	1
	1
	1
	1
	1
	1

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	
	
	
	
	
	

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	
	
	
	
	
	

	M
	Total of safety boxes (+ 10% of extra need) needed
	I / 100 x 1.11
	638
	25
	613
	562
	31
	531

	N
	Cost of vaccines needed
	I * vaccine price per dose
	287,285
	10,929
	276,356
	202,300
	11,059
	191,241

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	
	
	
	
	
	

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	
	
	
	
	
	

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	409
	16
	393
	360
	20
	340

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	14,365
	547
	13,818
	10,115
	553
	9,562

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	41
	2
	39
	36
	2
	34

	T
	Total fund needed
	(N + O + P + Q + R + S)
	302,100
	11,492
	290,608
	212,811
	11,633
	201,178

	U
	Total country co-financing
	I * country co-financing per dose
	11,492
	
	
	11,633
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	3.80%
	
	
	5.47%
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Where (n) depends on the vaccine
Table 1.2 D - Estimated number of doses for Rotavirus 2-dose schedule associated injection safety material and related co-financing budget (page 2)
	
	
	Formula
	2015
	

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	6.86%
	
	
	
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	25,769
	1,769
	24,000
	
	
	

	C
	Number of doses per child
	Vaccine parameter (schedule)
	2
	2
	2
	2
	2
	2

	D
	Number of doses needed
	B * C
	51,538
	3,538
	48,000
	
	
	

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	1.05
	1.05
	1.05
	
	
	

	F
	Number of doses needed including wastage
	D * E
	54,115
	3,715
	50,400
	
	
	

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	1,116
	77
	1,039
	
	
	

	I
	Total vaccine doses needed
	F + G
	55,231
	3,792
	51,439
	
	
	

	J
	Number of doses per vial
	Vaccine parameter
	1
	1
	1
	1
	1
	1

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	
	
	
	
	
	

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	
	
	
	
	
	

	M
	Total of safety boxes (+ 10% of extra need) needed
	I / 100 x 1.11
	614
	43
	571
	
	
	

	N
	Cost of vaccines needed
	I * vaccine price per dose
	198,832
	13,649
	185,183
	
	
	

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	
	
	
	
	
	

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	
	
	
	
	
	

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	393
	27
	366
	
	
	

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	9,942
	683
	9,259
	
	
	

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	40
	3
	37
	
	
	

	T
	Total fund needed
	(N + O + P + Q + R + S)
	209,207
	14,362
	194,845
	
	
	

	U
	Total country co-financing
	I * country co-financing per dose
	14,361
	
	
	
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	6.86%
	
	
	
	
	


[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 - Intermediate - Minimum country's co-payment per dose of co-financed vaccine.
	vaccine
	2012
	2013
	2014
	2015
	
	
	

	Pneumococcal(PCV13), 1 doses/vial, Liquid
	0.20
	0.23
	0.26
	0.30
	
	
	

	Rotavirus 2-dose schedule
	
	0.20
	0.23
	0.26
	
	
	


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
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