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GAVI Alliance
Application Form for Country Proposals
For Support to New and Under-Used Vaccines (NVS)
Submitted by
The Government of
Kiribati
Date of submission: Not submitted yet
Deadline for submission: 1 Jun 2011
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
	Pneumococcal (PCV10), 2 doses/vial, Liquid
	


[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
3.
Executive Summary
Introduction – Country Background
The Republic of Kiribati is located in the South Pacific with a total population of 93,577 and a birth cohort of 2,665 in 2009 (JRF Data). This population is scattered on 23 inhabited islands over a vast ocean area covering 3.5 million square kilometres. There are great challenges in improving population’s health due to geographical isolation and remote and less developed social and economic conditions and the threats of climate change. (The low-lying atolls of Kiribati, rising no higher than three meters above sea-level, makes the country very vulnerable to rises in sea-level).

Infant mortality was estimated at 52 per 1,000 live births in 2003– among the highest in the Pacific. A more recent estimate from 2008 indicates the infant mortality rate has declined to 38 per 1000 live births (WHO World Health Statistics Report 2010). Reported coverage of DTP3 was estimated as 86.4% in 2006. There has been a steady improvement in health indicators over the last decade, but people in Kiribati still have a shorter life span than those in most other Pacific islands. WHO estimates Kiribati’s under-5 mortality rate in 2008 at 48 per 1000 live births (WHS 2010). This rate places Kiribati in the “high-mid” under-5 mortality quartile. UNICEF published an under-5 mortality estimate for 2009 of 46 per 1000 live births (IGME 2010). In 2008, life expectancy at birth was estimated at 58.9 for males and 63.1 for females.

Since 2007 the Government has financed the second dose of Measles and Rubella vaccine into its routine EPI services. The Government of Kiribati has been receiving active support from the Global Alliance for Vaccines and Immunization (GAVI) for Haemophilus influenzae type b (Hib) vaccine, which was integrated into its current immunization program in August 2008. Through the GARDASIL® Access Program, the Australian Cervical Cancer Foundation (ACCF) has facilitated a donation of HPV vaccine to Kiribati to immunize school age girls in 2011. The Government continues to explore ways to sustain that introduction in future years. 

The Government of Kiribati would like to apply now to GAVI for the introduction of 1-dose pneumoccocal vaccine (PCV13), targetting an introduction date of July 2012.

Disease Burden
In the absence of vaccination, Streptococcus pneumoniae (pneumococcus) and Haemophilus influenzae are the most common causes of pneumonia death in children, and are also common causes of childhood meningitis and sepsis. Hib vaccine was already introduced in Kiribati, leaving pneumococcus as the most important cause of child pneumonia and meningitis.There is no specific pneumococcus disease surveillance or special disease burden studies undertaken in Kiribati. However, WHO estimates that in 2000, pneumococcus caused 102 cases of pneumonia, 3 cases of meningitis, and 14 cases of other invasive disease among children under 5 years old in Kiribati, resulting in 7 deaths (Updated estimates for 2008 are under preparation but not yet available). In addition, pneumococcal infection is also estimated to cause about 18 cases of other pneumococcal diseases such as otitis media and septicemia. There is no specific data on the prevalent serotypes of pneumococcal infection in Kiribati. However, assuming the similar serotype distribution as in other oceanic countries, it may be assumed that the 13-valent vaccine may provide about 70% protection against the invasive disease, and hence may prevent 166 cases of severe illness and 5 deaths out of an estimated 239 cases and 7 deaths, respectively. WHO estimates that that in 2008, pneumonia accounted for 24% and meningitis accounted for 2% of under-5 mortality in Kiribati (WHS 2010). According to these estimates, pneumonia is by far the most common disease or syndrome causing child death in Kiribati. 

Request for Support and Duration of Support
The total programme cost for the 2010 immunization programme (current EPI vaccines (BCG, MR, OPV, co-financed pentavalent vaccine, TT and DTP booster) is estimated at $389,638. This represents $2.9 per capita and $100.6 per fully immunized child. 74.1% of the program is nationally funded. 

The cost of the multi-year plan over the course of 2011-2015 is estimated to be approximately $4.92 million and is discussed in detail in Section 4 of the cMYP. It is anticipated that overall program costs are expected to increase by 45% between 2011 and 2015. Much of programme increase is due to costs to strengthen health systems, re-establish strong cold chain and introduction of new vaccines: HPV in 2012, PCV in 2012 and rotavirus in 2015. The supply costs alone for routine vaccines are anticipated to rise from USD $43,585 to $308,876 in 2015.

The co-financing contribution for PCV13 for the Government is estimated at $4,805 in 2012, increasing to $29,572 in 2015 until the full cost of $36,965 will be borne in 2016. Introduction of PCV vaccine has been prioritized by the Ministry of Health and Interagency Coordinating Committee (ICC) in their Multi-Year Plan for Immunization in 2008-2012. Introduction of PCV 13 vaccine single dose will be co-funded both by GAVI and the Government according to “graduating country” co financing levels. PCV13 is the best choice for Kiribati because it covers 79% of serotypes present in invasive pneumococcal disease in Oceania, as compared to 75% of serotypes for PCV10. Due to geographic conditions, highly scattered populations and high cost of the vaccine, a single dose presentation would be the most appropriate in order to lower vaccine wastage. 

Increasing child survival is a key priority action of one of six strategic objectives outlined in the National Health Strategic Plan (2008-2011) of Ministry of Health and Medical Science, a document which provides the vision and strategic direction for operational planning. The commitment of the Government to meet its obligations in protecting children is reflected in the fact that Kiribati funds all traditional vaccines, operational costs and additionally, co-finances the cost of pentavalent at the rate of US $ 1 per dose pentavalent vaccine -- above the current GAVI requirement for its income level. This would also apply to PCV vaccine should application to GAVI be successful. If approved, the Government of Kiribati is committed to slowly increase its co-financing levels until December 2015, after which point it would pay the full anticipated cost of $3.50.

Furthermore, Kiribati has strong partner support for its EPI programme. The Pacific Immunization Progamme Strengthening (PIPS) Partners, including WHO, UNICEF, JICA, recognize Kiribati as a priority country. 

Relevant baseline data
No outbreak of a vaccine-preventable disease has been reported in Kiribati since 2004. DTP3 and Measles coverage data (as reported on the WHO/UNICEF Joint Reporting Form) has demonstrated significant improvements in the last 5 years. DPT3 immunization numbers have increased from 1896 in 2005 to 2904 in 2010. The reported Country Estimate of DPT3 coverage has increased from 79% in 2005 to 91% in 2010. In terms of measles, coverage has increased from 85% to 89% in the same period. A second dose of measles for school age children was introduced in 2010 with coverage of 21%. Pentavalent vaccine was successfully introduced in 2008 with coverage reaching 91% (Pentavalent 3) in 2010. There was no recorded drop out for DPT1-DPT3 in 2010 (-1). There are still reported inequities in immunization coverage across the country, particularly in remote locations. 

As reported in the JRF 2010, the surviving infants is estimated at 3194 (JRF 2010), an increase of 529 from the previous year. The notable jump in the number of surviving infants in 2010 as compared to previous years is due to the consensus reached after a door-to-door census was conducted by community nurses. However, it should be noted that based on the formulas embedded in the cMYP costing tool, the population for this application was calculated based on the given statistics: (1) The last census was conducted in 2005 when the population was 92,533. Based on a population growth rate of 1.8%, with 3.3% of population as births, the estimated births calculation for 2010 is 3288. With an IMR of 38/1000 (WHO World Health Statistics 2010), the surviving infants are projected to be 3163 for 2010. For this application and accompanying cMYP costing, populations for the years 2012 - 2015 have been calculated using the same projected parameters.

Country preparedness
Health System Preparedness – there are 4 levels in the Kiriabti health system – the national level, district level (6), island health centres (19) and dispensaries (82) (JRF 2010). The system of primary health care delivery infrastructure is well established in the outer Islands with referral hospitals. 

EPI Program Preparedness - Immunization coverage, although improving impressively in recent years, also some inequities in access across the country. In 2009, despite improving national coverage, one of the 6 districts still has coverage for DPT3 between 50% and 74%. However, many factors point to the readiness of the EPI program and the health system to absorb new vaccines into the program. There is improving national EPI coverage. Implementation of measles SIAs and higher coverage for MCV1 has resulted in the interruption to transmission of the measles virus with no cases reported in Kiribati since *. Pentavalent vaccine was successfully introduced in 2008, with coverage of the third dose reaching 91% in 2010. 

Cold Chain and Vaccine Management Preparedness: 
A WHO/UNICEF vaccine management assessment (VMA) was conducted in October 2010. With respect to cold chain capacity, the consultant concluded that cold chain capacity at service delivery level is more than sufficient for introduction of multiple new vaccines. The national level was adequate for all existing vaccines used in the programme in 2010. 

The VMA found that skills and knowledge of appropriate vaccine management practices were weaker at periphery levels than at Central level. Furthermore, ongoing maintenance of equipment was found sub-optimal. In consequence of these findings, a cold chain and vaccine management improvement plan has been drafted (2011-2013) and is included as Annex 3 in the cMYP. 

The addition in 2011 of two MK 304s has added 216 liters net storage and increased the total cold chain storage capacity at the central level from 540 liters to 709 liters. As illustrated in Table 4 in the cMYP, with the current routine EPI schedule, there is a surplus capacity at the national level of 338 litres. With the introduction of PCV 13 vaccine in 2012 and sustained supply of HPV, it is anticipated that an additional 205 litres will be required, which the current cold chain capacity is quite adequate to accommodate. In preparation for Rotavirus in 2015, this will need to be re-examined, but as estimates show in Table 4, it is projected that there will be no gap in the cold storage required at the central level even with the addition of Rotavirus vaccine.

Applying the same methodology to calculate cold chain storage capacity for Kirimati -- where 10% of the population resides -- the refrigerator and freezer storage capacity is 167 litres over the required capacity (Table 5, cMYP), so the introduction of PCV13, HPV and Rotavirus will not be a constraint.

Further detailed analysis at the district level again re-confirmed that there is significant surplus capacity with the current EPI schedule that will not be compromised with the introduction of multiple new vaccines.

Surveillance Preparedness: 
Several steps are being undertaken to prepare the country for improved surveillance for new vaccine introduction. Training materials have been developed for AEFI and immunization surveillance and for vaccine introduction planning. A systematic assessment of incidence and mortality from pneumonia and meningitis based on retrospective analysis of hospital and laboratory records will be undertaken in 2012 so that there is a baseline for the PCV introduction. Regular monitoring of all the admissions for meningitis and pneumonia will be undertaken between 2012 and 2015 to assess the impacts of PCV and pentavalent vaccine introductions. Specifically, the incidence and mortality due to pneumonia among under-5 children will be monitored by regularly analyzing the hospital admissions in the Pediatric wards (including cause of death data). 

Stakeholder’s participation in developing this proposal 
The Inter-Agency Coordinating Committee in Kiribati oversaw the development and review of this proposal. Inputs were additionally obtained from WHO and UNICEF regions and sub region on the development of the multi year plan and of this proposal.

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 Kiribati 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 introduction.
The Government of Kiribati 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 June.
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
	Dr TENAUA, Kautu
	Name
	TEEWE, Natan

	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

	Ms TEKITANGA, Tikua
	MHMS National EPI Coordinator
	686-90760
	tikutanga@gmail.com
	

	Dr. TIIRA Teatao
	MHMS Director of Publich Health Services
	686 28100
	teataotiira@gmail.com
	

	Ms IUTA Tinai
	Kiribati Health and Nutrition Officer
	686 22904
	tiuta.unicef@gmail.com
	


4.1.2. National Coordinating Body - Inter-Agency Coordinating Committee for Immunisation
We the members of the ICC, HSCC, or equivalent committee[1] met on the 06.05.2011 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: .
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, TIIRA,Teatao
	MHMS Director of Public Health
	
	

	Dr.REIFFER Andre 
	WHO/CLO Kiribati
	
	

	Mr. KANG Yun Jong
	Chief of field Office Kiribati
	
	

	Ms ENGLAND Tebete
	Ministry of Finance, Planning Officer
	
	

	Ms TAAKAU Ioana
	MHMS Pharmacist
	
	

	Mr. TABUNGA Teanibuaka
	MHMS Statistician
	
	

	Ms. TEKITANGA Tikua
	MHMS EPI coordinator
	
	


In case the GAVI Secretariat has queries on this submission, please contact
Enter the family name in capital letters.
	Name
	Dr TIIRA, Teatao
	Title
	Director of Public Health

	Tel no
	686 28100, ext 208
	
	

	Fax no
	686 28150
	Address
	Tungaru Hospital,
Nawerewere Tarawa,
Kiribati.

	Email
	teataotiira@gmail.com
	
	


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
	Immunization Coordination Committee

	Year of constitution of the current committee
	2006

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

	Frequency of meetings
	3-4 times per year


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 of Public Health MHMS 
	Dr. TIIRA Teatao

	Secretary
	EPI Coordinator MHMS
	Ms TEKITANGA Tikua

	Members
	CLO/WHO
	Dr.REIFFER Andre 
	Action

	
	Chief of Kiribati Field Office/UNICEF
	Mr. KANG Yun Jong
	

	
	Planning Officer/ Ministry of Finance
	Ms ENGLAND Tebete
	

	
	Pharmacist MHMS
	Ms TAAKAU Ioana
	

	
	Statistician MHMS
	Mr. TABUNGA Teanibuaka
	

	
	EPI Coordinator MHMS
	Ms TEKITANGA Tikua
	


Major functions and responsibilities of the committee
	Major Functions:

(1) To review EPI progress on routine basis, address main challenges in delivering quality EPI services ; 
(2) To discuss and approve the proposed action plans on improving EPI coverage (Goals/ policies/Strategies/working plans) developed by working group ;
(3) To define needs for resources, identify resource gaps and mobilize/secure funds needed to implement action plans ;
(4) To monitor and assess outcomes and implications of national Plans, and further improve decision-making capacity. 



Three major strategies to enhance the committee's role and functions in the next 12 months
	1.
	To review EPI progress on routine basis, address main challenges in delivering quality EPI services 

	2.
	To define needs for resources, identify resource gaps and mobilize/secure funds needed to implement action plans 

	3.
	To monitor and assess outcomes and implications of national Plans, and further improve decision-making capacity


4.2. National Immunization Technical Advisory Group for Immunisation
(If it has been established in the country)
We the members of the NITAG met on the to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.
The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: .
In case the GAVI Secretariat has queries on this submission, please contact
Enter the family name in capital letters.
	Name
	Dr.TIIRA Teatao
	Title
	Director of Public Health

	Tel no
	686 28100 extension 210
	
	

	Fax no
	686 28152
	Address
	Ministry of Health & Medical Services, Naverevere ,Tarawa.

	Email
	teataotiira@gmail.com
	
	


4.2.1. The NITAG Group for Immunisation
Profile of the NITAG
	Name of the NITAG
	

	Year of constitution of the current NITAG
	

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

	Frequency of meetings
	


Composition
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
Enter the family name in capital letters.
	Function
	Title / Organisation
	Name

	Chair
	
	

	Secretary
	
	

	Members
	
	
	Action

	
	
	
	


Major functions and responsibilities of the NITAG
	


Three major strategies to enhance the NITAG’s role and functions in the next 12 months
	1.
	

	2.
	

	3.
	


5. Immunisation Programme Data
Please complete the tables below, using data from available sources. Please identify the source of the data, and the date. Where possible use the most recent data and attach the source document.
· Please refer to the Comprehensive Multi-Year Plan for Immunisation (cMYP) (or equivalent plan) and attach a complete copy (with an Executive Summary) as DOCUMENT NUMBER 1
· Please refer to the two most recent annual WHO/UNICEF Joint Reporting Forms (JRF) on Vaccine Preventable Diseases.
· Please refer to Health Sector Strategy documents, budgetary documents, and other reports, surveys etc, as appropriate.
5.1. Basic facts
For the year 2010 (most recent; specify dates of data provided)
	
	Figure
	Year
	Source

	Total population
	92,533
	
	2005
	National Census 2005

	Infant mortality rate (per 1000)
	38
	
	2008
	WHO World Health Statistics Report 2010

	Surviving Infants[1]
	3,194
	
	2010
	JRF. See comments section on population projections

	GNI per capita (US$)
	1,890
	
	2009
	WORLD BANK 2010

	Total Health Expenditure (THE) as a percentage of GDP
	19.10
	%
	2007
	WHO World Health Statistics Report

	General government expenditure on health (GGHE) as % of General government expenditure
	10.30
	%
	2007
	WHO World Health Statistics Report 2010


[1] Surviving infants = Infants surviving the first 12 months of life
Please provide some additional information on the planning and budgeting context in your country; also indicate the name and date of the relevant planning document for health
	The financial cycle in Kiribati is from January to December. The annual planning process starts at July. By September budget needs to be submitted to Ministry of Finance, then the parliament will endorse the budget requested by the MOH. The funds is available by January every year. The planning document is National Health Plan 2008-2011. By the end of 2011, MOH will prepare a new National Health Plan for 2012-2015 


Is the cMYP (or updated Multi-Year Plan) aligned with this document (timing, content, etc.)?
	Yes the cMYP is aligned with this documentand is attached as Document 1 (GAVI application for pneuococcal vaccine).


Please indicate the national planning budgeting cycle for health
	All health budgets are inline with the financial cycle of the Government as explained above. 


Please indicate the national planning cycle for immunisation
	The same as above.


Please indicate if sex disaggregated data (SDD) is used in immunisation routine reporting systems
	Sex dissaggregated data was not used in immunization routine reportiing system. Boys and girls seggregated data is only available during the DHS or MICS. No seggregated data in monthly report of HIS.


Please indicate if gender aspects relating to introduction of a new vaccine have been addressed in the introduction plan
	In Kiribati, gender issues is not a problem. No difference in terms of immunization service for boys and girls.


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
	
	

	HepB
	Birth
	Yes
	
	

	Penta
	6,10 and 14 weeks
	Yes
	
	

	Polio
	6,10, and 14 weeks
	Yes
	
	

	Other
	12 months, 6 years
	Yes
	Measles Rubella Vaccine. 2nd dose of MR introduced in 2007
	

	TT
	6 years, 13 years (schoolgirls only)
	Yes
	
	

	TT+
	Pregnant Women
	Yes
	
	

	DTP
	6 years
	Yes
	school booster
	

	Vitamin A
	Children Aged 6 - 59 Months
	Yes
	2 Rounds Per Year


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
	2009
	2010
	
	2009
	2010

	BCG
	76
	87
	
	
	Tuberculosis
	
	

	DTP
	DTP1
	90
	90
	
	
	Diphtheria
	0
	0

	
	DTP3
	86
	91
	
	
	Pertussis
	0
	0

	Polio 3
	84
	95
	
	
	Polio
	0
	0

	Measles (first dose)
	82
	89
	
	
	Measles
	0
	0

	TT2+ (Pregnant women)
	79
	
	
	
	NN Tetanus
	0
	0

	Hib3
	86
	91
	
	
	Hib[2]
	0
	0

	Yellow Fever
	
	
	
	
	Yellow fever
	0
	0

	HepB3
	86
	91
	
	
	HepBsero-prevalence[1]
	
	

	Vitamin A supplement 
Mothers (< 6 weeks post-delivery)
	35
	
	
	
	

	Vitamin A supplement 
Infants (>6 months)
	
	
	
	
	


[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
	


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
	3,288
	3,407
	3,469
	3,531
	3,595
	
	

	Total infants' deaths
	125
	129
	132
	134
	137
	
	

	Total surviving infants
	3,163
	3,278
	3,337
	3,397
	3,458
	
	

	Total pregnant women
	3,288
	3,460
	3,522
	3,585
	3,650
	
	

	Number of infants vaccinated (to be vaccinated) with BCG
	2,781
	3,135
	3,226
	3,319
	3,415
	
	

	BCG coverage (%)[1]
	85%
	92%
	93%
	94%
	95%
	
	

	Number of infants vaccinated (to be vaccinated) with OPV3 
	3,029
	3,048
	3,103
	3,193
	3,285
	
	

	OPV3 coverage (%)[2]
	96%
	93%
	93%
	94%
	95%
	
	

	Number of infants vaccinated (or to be vaccinated) with DTP1[3]
	2,886
	3,048
	3,103
	3,193
	3,285
	
	

	Number of infants vaccinated (to be vaccinated) with DTP3[3]
	2,904
	3,048
	3,103
	3,193
	3,285
	
	

	DTP3 coverage (%)[2]
	92%
	93%
	93%
	94%
	95%
	
	

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

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

	Target population vaccinated with 1st dose of Pneumococcal
	
	1,639
	2,836
	2,955
	3,112
	
	

	Target population vaccinated with 3rd dose of Pneumococcal
	
	1,639
	2,836
	2,955
	3,112
	
	

	Pneumococcal coverage (%)[2]
	0%
	50%
	85%
	87%
	90%
	
	

	Infants vaccinated (to be vaccinated) with 1st dose of Measles
	2,831
	2,983
	3,070
	3,159
	3,285
	
	

	Measles coverage (%)[2]
	90%
	91%
	92%
	93%
	95%
	
	

	Pregnant women vaccinated with TT+
	1,744
	2,896
	2,948
	3,001
	3,055
	
	

	TT+ coverage (%)[4]
	53%
	84%
	84%
	84%
	84%
	
	

	Vit A supplement to mothers within 6 weeks from delivery
	2,078
	
	
	
	
	
	

	Vit A supplement to infants after 6 months
	2,085
	
	
	
	
	
	

	Annual DTP Drop-out rate[ (  DTP1 - DTP3 ) / DTP1 ]  x 100[5]
	-1%
	0%
	0%
	0%
	0%
	
	


[1] Number of infants vaccinated out of total births
[2] Number of infants vaccinated out of total surviving infants
[3] Indicate total number of children vaccinated with either DTP alone or combined
[4] Number of pregnant women vaccinated with TT+ out of total pregnant women
[5] The formula to calculate a vaccine wastage rate (in percentage):[ ( A – B ) / A ] x 100. Whereby: A = the number of doses distributed for use according to the supply records with correction for stock balance at the end of the supply period; B = the number of vaccinations with the same vaccine in the same period.
5.5. Summary of current and future immunisation budget
(or refer to cMYP pages)
	
	Estimated costs per annum in US$ (in thousand US$)

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

	
	2010
	2012
	2013
	2014
	2015
	
	
	
	

	Routine Recurrent Cost

	Vaccines (routine vaccines only)
	39,032
	247,697
	231,154
	232,653
	303,487
	
	
	
	

	Traditional vaccines
	11,820
	11,624
	11,855
	12,174
	12,487
	
	
	
	

	New and underused vaccines
	27,212
	236,073
	219,299
	220,479
	291,000
	
	
	
	

	Injection supplies
	2,404
	4,948
	5,168
	5,234
	5,389
	
	
	
	

	Personnel
	143,460
	149,256
	152,241
	155,286
	158,391
	
	
	
	

	Salaries of full-time NIP health workers (immunisation specific)
	
	
	
	
	
	
	
	
	

	Per-diems for outreach vaccinators / mobile teams
	143,460
	149,256
	152,241
	155,286
	158,391
	
	
	
	

	Transportation
	
	
	
	
	
	
	
	
	

	Maintenance and overheads
	5,109
	6,557
	7,958
	8,765
	5,225
	
	
	
	

	Training
	
	31,212
	7,428
	5,412
	27,602
	
	
	
	

	Social mobilisation and IEC
	5,000
	52,020
	10,612
	5,412
	5,520
	
	
	
	

	Disease surveillance
	600
	6,034
	6,155
	6,278
	6,404
	
	
	
	

	Program management
	25,000
	20,808
	21,224
	21,649
	22,082
	
	
	
	

	Other
	443,824
	461,421
	463,970
	472,689
	481,583
	
	
	
	

	Subtotal Recurrent Costs
	664,429
	979,953
	905,910
	913,378
	1,015,683
	
	
	
	

	

	Routine Capital Costs

	Vehicle
	
	
	
	
	
	
	
	
	

	Cold chain equipment
	22,192
	33,852
	41,640
	46,625
	32,581
	
	
	
	

	Other capital equipment
	
	
	
	
	
	
	
	
	

	Subtotal Capital Costs
	22,192
	33,852
	41,640
	46,625
	32,581
	
	
	
	

	

	Campaigns

	Polio
	
	
	
	
	
	
	
	
	

	Measles
	100,000
	77,399
	
	
	82,692
	
	
	
	

	Yellow Fever
	
	
	
	
	
	
	
	
	

	MNT campaigns
	
	
	
	
	
	
	
	
	

	Other campaigns
	
	
	
	
	
	
	
	
	

	Subtotal Campaign Costs
	100,000
	77,399
	0
	0
	82,692
	
	
	
	

	GRAND TOTAL
	786,621
	1,091,204
	947,550
	960,003
	1,130,956
	
	
	
	


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

	Total Routine Recurrent
	Government
	214,755
	211,390
	222,420
	230,832
	397,136
	
	
	
	
	

	
	UNICEF
	6,272
	85,600
	13,700
	13,200
	13,200
	
	
	
	
	

	
	WHO
	11,800
	11,800
	11,800
	11,800
	11,800
	
	
	
	
	

	
	JICA
	10,000
	10,000
	10,000
	10,000
	10,000
	
	
	
	
	

	
	GAVI
	
	105,101
	29,583
	13,718
	7,242
	
	
	
	
	

	
	Merck
	
	184,368
	154,984
	156,940
	
	
	
	
	
	

	Shared personnel & transport
	Government
	246,184
	413,021
	421,282
	429,708
	438,301
	
	
	
	
	

	
	

	Routine Capital Costs
	

	Capital Costs
	UNICEF
	6,272
	4,124
	1,926
	13,200
	22,512
	
	
	
	
	

	
	

	Campaigns
	

	Campaigns
	UNICEF
	21,477
	21,477
	
	21,477
	
	
	
	
	
	

	GRAND TOTAL
	516,760
	1,046,881
	865,695
	900,875
	900,191
	
	
	
	
	


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.
	A WHO/UNICEF vaccine management assessment (VMA) was conducted in October 2010. With respect to cold chain capacity, the consultant concluded that cold chain capacity at service delivery level is more than sufficient for introduction of multiple new vaccines. (see Document 4).

The VMA found that skills and knowledge of appropriate vaccine management practices were weaker at periphery levels than at Central level. While the VMA performance in certain areas is markedly low (temperature monitoring, stock management, vaccine wastage), the consultant concluded that this was primarily due to a poor system of documentation and record-keeping rather than ineffective service delivery. Nevertheless, findings from the assessment suggest some key capacity-building steps should be instituted over the next planning cycle to strengthen cold chain systems management. These include:

•
Increasing understanding and knowledge at all levels of vaccine sensitivity and proper vaccine handling 
•
Strengthening temperature monitoring tools, practices and record-keeping
•
Improving stock management skills and recording
•
Updating cold chain inventory and develop equipment maintenance strategy


Furthermore, ongoing maintenance of equipment was found sub-optimal. In consequence of these findings, a cold chain and vaccine management improvement plan has been drafted (2011-2013) and is included as Annex 3 in the cMYP. Already six new Solar Chillrs have been installed to address some of the equipment gaps identified. The Central Pharmacy technician has been trained on Solar Chill installation, and the long-term plan includes engagement of a dedicated technician to support cold chain system maintenance. A priority in 2011 will be improving skills on vaccine management through MLM training, and greater emphasis on proper vaccine handling and monitoring.

The addition in 2011 of two MK 304s at the Central level has added 216 liters net storage and increased the total cold chain storage capacity at national level from 540 liters to 709 liters. With the current routine EPI schedule, there is a surplus capacity at the national level of 338 litres. With the introduction of PCV 13 vaccine in 2012 and HPV -- and even perhaps Rota in 2015 -- there will be no gap in the cold storage required at the central level (Table 4 in cMYP). To be prudent, a gap analysis will be re-conducted before Rotavirus introduction. Applying the same methodology to calculate cold chain storage capacity for Kirimati -- where 10% of the population resides -- the refrigerator and freezer storage capacity is 167 litres over the necessary capacity; the introduction of PCV13, HPV and Rotavirus will require only 13 litres, so new vaccine introduction will not be a constraint (Table 5 in cMYP).

Further detailed analysis at the district level re-confirmed that there is significant surplus capacity with the current EPI schedule, and that storage space will not be compromised with the introduction of multiple new vaccines.

Because Kiribati faces particularly harsh tropical weather conditions, maintaining the cold chain at the health center level is an ongoing challenge. Furthermore, a small annual birth cohort scattered over a large geographic area invariably results in high levels of wastage for vaccines supplied in multi-dose vials (10- and 20-dose vials) in the Outer Islands. With the introduction of newer vaccines, it will be important to have a better assessment of levels of vaccine wastage in different areas and in different contexts, to identify the best approach to controlling wastage feasibly without compromising coverage levels in hard-to-reach areas. In the near to medium term, more energy will be focused on improving the reporting and monitoring for vaccine wastage as well as increasing health worker skills in vaccine management and handling. This is planned in 2011 as part of MLM training.




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)
	Hib vaccine was introduced in August 2008 in the form of DTP-HepB-Hib and attained 91% coverage in 2010, reflecting the capacity of Kiribati to integrate a new product into its programme smoothly. In partnership with the Australian Cervical Cancer Foundation, the Ministry of Health has leveraged a donation of Merck for Gardasil HPV vaccine which will be delivered in 2011 to 10-12 year old girls.. 

There is no specific pneumococcus disease surveillance or special disease burden studies undertaken in Kiribati. However, as per WHO estimates published in 2009, 237 (183-308) cases of severe illness and 7 deaths (5-8) occur each year in Kiribati from invasive pneumococcal disease. The majority of these cases are from pneumonia [216, (166-282)] and meningitis [3(2-3)]. In addition, pneumococcal infection are also estimated to cause about 18 cases on other pneumococcal diseases such as otitis media, septecemia, etc. There is also no specific data on the prevalent serotypes of pneumococcal infection in Kiribati. However, assuming the similar serotype distribution as in other oceanic countries, it may be assumed that the 13-valent vaccine may provide about 70% protection against the invasive disease, and hence may prevent 166 cases of severe illness and 5 deaths out of an estimated 239 cases and 7 deaths, respectively.

The cause of mortality data for under-1 deaths in 2010 suggest almost 15% of all deaths due to pneumonia, while 5% of under-1 deaths due to meningitis. This suggests that introduction of pneumococcal vaccine may substantially reduce childhood morbidity and mortality. Furthermore, data from nearby Papua New Guinea showed that 11.9% of probable bacterial meningitis cases were due to pneumococcus in the first half of 2010, thus documenting the importance of pneumococcus as a cause of serious childhood disease in this region.

The introduction of pneumococcal vaccines was already given high importance by the Ministry of Health in its 2008-2011 multi-year plan. 




6.1. Capacity and cost (for positive storage)
	
	
	Formula
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	
	
	2012
	2013
	2014
	2015
	
	
	
	

	A
	Annual positive volume requirement, including new vaccine (litres or m3)
Litres
	Sum-product of total vaccine doses multiplied by unit packed volume of the vaccine
	580
	591
	601
	612
	
	
	
	

	B
	Existing net positive cold chain capacity (litres or m3)
Litres
	#
	709
	709
	709
	709
	
	
	
	

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

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

	E
	Gap (if any)
	((A / D) - B)
	-129
	-118
	-108
	-97
	
	
	
	

	F
	Estimated additional cost of cold chain
	US$
	33,850
	41,640
	46,600
	32,500
	
	
	
	


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)
	Increasing child survival is a key priority action of one of six strategic objectives outlined in the National Health Strategic Plan (2008-2011) of Ministry of Health and Medical Science, a document which provides the vision and strategic direction for operational planning. The commitment of the Government to meet its obligations in protecting children is reflected in the fact that Kiribati funds all traditional vaccines, operational costs and additionally, co-finances the cost of pentavalent at the rate of US $ 1 per dose pentavalent vaccine -- above the current GAVI requirement for its income level. 

This would also apply to PCV vaccine should application to GAVI be successful. If approved, the Government of Kiribati is committed to slowly increase its co-financing levels until December 2015, after which point it would pay the full anticipated cost of $3.50.

Kiribati has strong partner support for its EPI programme. The Pacific Immunization Progamme Strengthening (PIPS) Partners, including WHO, UNICEF, JICA, recognize Kiribati as a priority country. UNICEF has allocated adequate funds accordingly. WHO will continue to provide technical support. The EU Outer Island Health System Strengthening project will contribute to maintaining the cold chain equipment, improving data quality and communication between the central and outer islands, health waste management. JICA is contributing to the areas of supporting training, improving cold chain system status and safety injection.




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

	Pneumococcal meningitis
	Western Pacific Region invasive bacterial disease surveillance network
	2010
	Data from nearby Papua New Guinea showed that 11.9% of probable bacterial meningitis cases were due to pneumococcus in the first half of 2010, thus documenting the importance of pneumococcus as a cause of serious childhood disease in this region.
	


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

	Helped raise awareness on improving systems for cold chain, temperature monitoring and record-keeping, and awareness of vaccine sensitivity
	Conducted VMA in 2010 and participated in regional inter-country MLM which included introduction to vaccine management issues. Have rehabiliated solar units and increase cold chain space at central level. Introduced immunization coverage monitoring charts 2010 and will conduct national MLM 2011. Will strengthen reporting systems for vaccine wastage monitoring.
	

	Uptake of DTP-HepB-Hib3 to be equivalent to OPV3 has been gradual rather than immediate
	Ongoing training and encouragement to Health Workers to properly coordinate administration of multiple vaccines
	


Please list the vaccines to be introduced with support from the GAVI Alliance (and presentation)
	Pneumococcal PCV13, 1 dose/vial, 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
	Graduating


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

	
	2012
	2013
	2014
	2015
	
	
	
	

	Minimum co-financing
	0.70
	1.40
	2.10
	2.80
	
	
	
	

	Your co-financing (please change if higher)
	0.70
	1.40
	2.10
	2.80
	
	
	
	


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
	#
	1,639
	2,836
	2,955
	3,112
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	1,639
	2,836
	2,955
	3,112
	
	
	
	

	Immunisation coverage with the third dose
	Table 1
	#
	50.00%
	84.99%
	86.99%
	89.99%
	
	
	
	

	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]
	$
	0.70
	1.40
	2.10
	2.80
	
	
	
	


[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
	#
	1,300
	3,700
	5,300
	7,500
	
	
	
	

	Number of AD syringes
	#
	1,300
	4,000
	5,600
	7,900
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	25
	50
	75
	100
	
	
	
	

	Total value to be co-financed by country
	$
	5,000
	14,000
	20,000
	28,000
	
	
	
	


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
	#
	5,300
	6,200
	4,200
	2,600
	
	
	
	

	Number of AD syringes
	#
	5,700
	6,600
	4,400
	2,700
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	75
	75
	50
	50
	
	
	
	

	Total value to be co-financed by GAVI
	$
	20,000
	23,500
	15,500
	9,500
	
	
	
	


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
	3,407
	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
	70,000
	45,000

	Social Mobilization, IEC and Advocacy
	64,000
	22,000

	Cold Chain Equipment & Maintenance
	65,000
	10,000

	Vehicles and Transportation
	
	

	Programme Management
	25,000
	3,000

	Surveillance and Monitoring
	10,000
	10,000

	Human Resources
	
	

	Waste Management
	
	

	Technical assistance
	10,000
	10,000

	 
	 
	 
	

	Totals
	244,000
	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)
	Ministry of Health and Medical Services (MHMS) Kiribati will use vaccine which is prequalified by WHO through UNICEF procurement service, the same mechanism as the co-financing for DPTHebB Hib vaccines. MHMS will ensure that the co-financing part as well as the routine vaccines are included in National budget according to the financial cycle.
After annual GAVI decision letter received, MHMS will send a request for vaccine order (pneumococcal vaccine) to UNICEF Pacific who will then forward the request to Supply Division UNICEF Copenhagen. UNICEF SD will issue a Cost estimate (CE), upon agreement with the CE, MHMS will transfer the funds to the bank account of SD UNICEF Copenhagen. Vaccines will be delivered by SD directly to Tarawa via Nadi/Fiji.


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)
	In preparation for a successful PCV13 application, the Goverment has mapped out key activities, corresponding timeline and rough budget to prepare for PCV13 introduction in July 2012, which is included as Document Three to this proposal. 

Of immediate nature is to continue to bolster the cold chain system with finalisation of installation of Solar Chills and a training development plan for health workers to increase vaccine management knowledge and improve monitoring on critical indicators such as programme coverage performance and wastage levels. It is planned to conduct an MLM training in Q4 2011. 

Quarters 1 and 2 of 2012 will then focus on preparing operational issues related to the specific PCV13 introduction, such as updating of relevant reporting materials to reflect the new vaccine, and preparing social mobilisation and information materials for the community and health staff. 

Roll-out of trainings at national and sub-national level on pneumococcal disease and PCV13 vaccine would begin Q2 2012. The key topics of this training will be on pneumoccocal disease, the new vaccine, as well as reinforcing of AEFI responses, cold chain management and programme monitoring. An additional area of work that must be undertaken is on developing guidelines on identifying and responding to AEFIs and proper disposal of waste management.

Ongoing monitoring of new vaccine introduction will occur through routine supervision vistis. The Government will give consideration to a new vaccine introduction assessment at a later date.


d) Please indicate how funds should be transferred by the GAVI Alliance (if applicable)
	Through account number attached,
Funds will be transferred to government account number 4, Minister of Finance will sign warrant for use by the Ministry of Health through EPI program.


e) Please indicate how the co-financing amounts will be paid (and who is responsible for this)
	The director of Public Health through MHMS accounts system will raise a check against estimate received from UNICEF SD and deposit to UNICEF Copenhagen bank account.


f) Please outline how coverage of the new vaccine will be monitored and reported (refer to cMYP)
	Every Health facility reports its monthly coverage through MHMS using MS1 (Monthly Consolidated Health report) to Health Statistics. Accuracy and timeliness will be monitored by the Health Statistics and National EPI Manager. All health facilities has to display its coverage using the EPI charts in their facilities. Quarterly feedback will be sent to island supervisors. Twice a year there are Mid Year and Annual Review meeting attended by the medical assistant from the health centers as well as island supervisors to discuss achievement in coverage and problems encountered. 


7.1. Vaccine Management (EVSM/EVM/VMA)
When was the last Effective Vaccine Store Management (EVSM) conducted?   - 
When was the last Effective Vaccine Management (EVM) or Vaccine Management Assessment (VMA) conducted? October  - 2010
If your country conducted either EVSM, EVM, or VMA in the past three years, please attach relevant reports. (Document N°4)
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.
	It has been six months since the vaccine management assessment was conducted in 2010. In that short time, a cold chain and vaccine management improvement plan has been developed (2011-2013) and starting to be implemented. For example, six Solar Chills have been installed and a user's manual has been created. Additionally, the cold chain technician has been trained in installation and management.


When is the next Effective Vaccine Management (EVM) Assessment planned? January  - 2013
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)
	1. The introduction of pneumococcal vaccine is very crucial and needed for the children under five in Kiribati. Every year there are 1-2 outbreaks of pneumonia happening in Kiribati.

2. Per the recommendation of the vaccine management assessment of 2010, MOH Kiribati will recruit a dedicated cold chain technician to handle maintenance as the current staff is overwhelmed with hospital needs.

3. Implementation of the cold chain and vaccine management improvement plan (Annex 3, cMYP) has already commenced. As the cold chain space has been evaluated as sufficient, emphasis will be on vaccine management skills developement and record-keeping.

4. The JRF reports a surviving infants of 3194 in 2010. Based on the formulas embedded in the cMYP costing tool, the population was calculated based on the following parameters: (1) The last census was conducted in 2005 when the population was 92,533. Based on a population growth rate of 1.8%, with births representing 3.3% of population, the births calculation for 2010 is 3288. With an IMR of 38/1000, the surviving infants are projected to be 3163 for 2010. Populations for the years 2012 - 2015 have been calculated using the same population projections.

5. Attempts were made to upload the VMA as an attachement but rejected. "Maximum length exceeded". They will be emailed separately.



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
	#
	1,300
	3,700
	5,300
	7,500
	
	
	
	

	Number of AD syringes
	#
	1,300
	4,000
	5,600
	7,900
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	25
	50
	75
	100
	
	
	
	

	Total value to be co-financed by the country
	$
	5,000
	14,000
	20,000
	28,000
	
	
	
	


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
	#
	5,300
	6,200
	4,200
	2,600
	
	
	
	

	Number of AD syringes
	#
	5,700
	6,600
	4,400
	2,700
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	75
	75
	50
	50
	
	
	
	

	Total value to be co-financed by the country
	$
	20,000 
	23,500
	15,500
	9,500
	
	
	
	


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
	#
	3,278
	3,337
	3,397
	3,458
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	1,639
	2,836
	2,955
	3,112
	
	
	
	

	Immunisation coverage with the last dose
	Table 1
	#
	50.00%
	84.99%
	86.99%
	89.99%
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	1,639
	2,836
	2,955
	3,112
	
	
	
	

	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]
	$
	0.70 
	1.40 
	2.10 
	2.80 
	 
	 
	 
	 

	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
	
	18.69%
	
	
	37.38%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	1,639
	307
	1,332
	2,836
	1,061
	1,775

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

	D
	Number of doses needed
	B * C
	4,917
	919
	3,998
	8,508
	3,181
	5,327

	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
	5,163
	965
	4,198
	8,934
	3,340
	5,594

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	1,291
	242
	1,049
	943
	353
	590

	I
	Total vaccine doses needed
	F + G
	6,454
	1,207
	5,247
	9,877
	3,692
	6,185

	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
	6,891
	1,288
	5,603
	10,491
	3,922
	6,569

	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
	77
	15
	62
	117
	44
	73

	N
	Cost of vaccines needed
	I * vaccine price per dose
	22,589
	4,222
	18,367
	34,570
	12,922
	21,648

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	366
	69
	297
	557
	209
	348

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

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	50
	10
	40
	75
	29
	46

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	1,130
	212
	918
	1,729
	647
	1,082

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	42
	8
	34
	64
	24
	40

	T
	Total fund needed
	(N + O + P + Q + R + S)
	24,177
	4,518
	19,659
	36,995
	13,828
	23,167

	U
	Total country co-financing
	I * country co-financing per dose
	4,518
	
	
	13,828
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	18.69%
	
	
	37.38%
	
	


[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
	
	56.07%
	
	
	74.76%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	2,955
	1,657
	1,298
	3,112
	2,327
	785

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

	D
	Number of doses needed
	B * C
	8,865
	4,971
	3,894
	9,336
	6,980
	2,356

	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
	9,309
	5,220
	4,089
	9,803
	7,329
	2,474

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	94
	53
	41
	124
	93
	31

	I
	Total vaccine doses needed
	F + G
	9,403
	5,273
	4,130
	9,927
	7,422
	2,505

	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
	9,945
	5,577
	4,368
	10,501
	7,851
	2,650

	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
	111
	63
	48
	117
	88
	29

	N
	Cost of vaccines needed
	I * vaccine price per dose
	32,911
	18,454
	14,457
	34,745
	25,977
	8,768

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	528
	297
	231
	557
	417
	140

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

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	72
	41
	31
	75
	57
	18

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	1,646
	923
	723
	1,738
	1,300
	438

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	60
	34
	26
	64
	48
	16

	T
	Total fund needed
	(N + O + P + Q + R + S)
	35,217
	19,747
	15,470
	37,179
	27,796
	9,383

	U
	Total country co-financing
	I * country co-financing per dose
	19,747
	
	
	27,796
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	56.07%
	
	
	74.76%
	
	


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

	Pneumococcal(PCV13), 1 doses/vial, Liquid
	0.70
	1.40
	2.10
	2.80
	
	
	


Table D - Wastage rates and factors
Countries are expected to plan for a maximal wastage rate of:
· 50% - for a lyophilised vaccine in 10 or 20-dose vial,
· 25% - for a liquid vaccine in 10 or 20-dose vial or a lyophilised vaccine in 5-dose vial,
· 10% - for a lyophilised/liquid vaccine in 2-dose vial, and
· 5% - for a liquid vaccine in 1-dose vial
	Vaccine wastage rate
	5%
	10%
	15%
	20%
	25%
	30%
	35%
	40%
	45%
	50%
	55%
	60%

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


WHO International shipping guidelines: maximum packed volumes of vaccines
Table E - Vaccine maximum packed volumes
	Vaccine product
	Designation
	Vaccine formulation
	Admin route
	No. Of doses in the schedule
	Presentation (doses/vial, prefilled)
	Packed volume vaccine (cm3/dose)
	Packed volume diluents (cm3/dose)

	BCG
	BCG
	lyophilized
	ID
	1
	20
	1.2
	0.7

	Diphtheria-Tetanus-Pertussis
	DTP
	liquid
	IM
	3
	20
	2.5
	

	Diphtheria-Tetanus-Pertussis
	DTP
	liquid
	IM
	3
	10
	3.0
	

	Diphtheria-Tetanus
	DT
	liquid
	IM
	3
	10
	3.0
	

	Tetanus-Diphtheria
	Td
	liquid
	IM
	2
	10
	3.0
	

	Tetanus Toxoid
	TT
	liquid
	IM
	2
	10
	3.0
	

	Tetanus Toxoid
	TT
	liquid
	IM
	2
	20
	2.5
	

	Tetanus Toxoid UniJect
	TT
	liquid
	IM
	2
	Uniject
	12.0
	

	Measles
	Measles
	lyophilized
	SC
	1
	1
	26.1
	20.0

	Measles
	Measles
	lyophilized
	SC
	1
	2
	13.1
	13.1

	Measles
	Measles
	lyophilized
	SC
	1
	5
	5.2
	7.0

	Measles
	Measles
	lyophilized
	SC
	1
	10
	3.5
	4.0

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

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

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

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

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

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

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

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

	Polio
	OPV
	liquid
	Oral
	4
	10
	2.0
	

	Polio
	OPV
	liquid
	Oral
	4
	20
	1.0
	

	Yellow fever
	YF
	lyophilized
	SC
	1
	5
	6.5
	7.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	10
	2.5
	3.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	20
	1.5
	2.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	50
	0.7
	1.0

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

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

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

	Hepatitis B
	HepB
	liquid
	IM
	3
	1
	18.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	2
	13.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	6
	4.5
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	10
	4.0
	

	Hepatitis B UniJect
	HepB
	liquid
	IM
	3
	Uniject
	12.0
	

	Hib liquid
	Hib_liq
	liquid
	IM
	3
	1
	15.0
	

	Hib liquid
	Hib_liq
	liquid
	IM
	3
	10
	2.5
	

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	1
	13.0
	35.0

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	2
	6.0
	

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	10
	2.5
	3.0

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

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

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

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

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

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

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

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

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

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

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

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

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

	Meningitis W135
	MV_W135
	lyophilized
	SC
	1
	10
	2.5
	4.0

	Meningitis A conjugate
	Men_A
	lyophilized
	SC
	2
	10
	2.6
	4.0

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	10
	15.0
	

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	10
	8.1
	8.1

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	5
	2.5
	2.9

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	1
	12.6
	11.5

	Japanese Encephalitis
	JE_liq
	liquid
	SC
	3
	10
	3.4
	

	Rota vaccine
	Rota_lyo
	lyophilized
	Oral
	2
	1
	156.0
	

	Rota vaccine
	Rota_liq
	liquid
	Oral
	2
	1
	17.1
	

	Rota vaccine
	Rota_liq
	liquid
	Oral
	3
	1
	45.9
	

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

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

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

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

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

	Polio inactivated
	IPV
	liquid
	IM
	3
	PFS
	107.4
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	10
	2.5
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	1
	15.7
	

	Human Papilomavirus vaccine
	HPV
	liquid
	IM
	3
	1
	15.0
	

	Human Papilomavirus vaccine
	HPV
	liquid
	IM
	3
	2
	5.7
	

	Monovalent OPV-1
	mOPV1
	liquid
	Oral
	
	20
	1.5
	

	Monovalent OPV-3
	mOPV3
	liquid
	Oral
	
	20
	1.5
	


10. Attachments
10.1. List of Supporting Documents Attached to this Proposal
	Document
	Section
	Document Number
	Mandatory[1]

	MoH Signature (or delegated authority) of Proposal
	
	5
	Yes

	MoF Signature (or delegated authority) of Proposal
	
	9
	Yes

	Signatures of ICC or HSCC or equivalent in Proposal
	
	6
	Yes

	Minutes of ICC/HSCC meeting endorsing Proposal
	
	7
	Yes

	comprehensive Multi Year Plan - cMYP
	
	1
	Yes

	cMYP Costing tool for financial analysis
	
	2
	Yes

	Minutes of last three ICC/HSCC meetings
	
	8
	Yes

	Improvement plan based on EVM
	
	Missing
	Yes

	WHO/UNICEF Joint Reporting Form (JRF)
	
	
	

	ICC/HSCC workplan for forthcoming 12 months
	
	
	

	National policy on injection safety
	
	
	

	Action plans for improving injection safety
	
	
	

	Plan for NVS introduction (if not part of cMYP)
	
	
	

	Banking details
	
	4
	


[1] Please indicate the duration of the plan / assessment / document where appropriate
10.2. Attachments
List of all the mandatory and optional documents attached to this form
Note: Use the Upload file arrow icon to upload the document. Use the Delete item icon to delete a line. To add new lines click on the New item icon in the Action column.
	ID
	File type
	File name
	New file
	Actions

	
	Description
	Date and Time
	Size
	
	

	1
	File Type:
comprehensive Multi Year Plan - cMYP *
File Desc:

	File name:
C:\Users\dchangblanc\Documents\DATA\2011\Countries\PIC\Kiribati\cMYP finals\absolute finals\DOC_ONE_cMYP_Kiribati_FINAL_19May.pdf
Date/Time:
19.05.2011 09:37:00
Size:
869 KB
	
	

	2
	File Type:
cMYP Costing tool for financial analysis *
File Desc:

	File name:
C:\Users\dchangblanc\Documents\DATA\2011\Countries\PIC\Kiribati\cMYP finals\absolute finals\DOC TWO_Kiribati_cMYP_Costing_2011-2015_FINAL_19May.xls
Date/Time:
19.05.2011 09:37:42
Size:
3 MB
	
	

	3
	File Type:
other
File Desc:
Document Three PCV13 introduction plan
	File name:
C:\Users\dchangblanc\Documents\DATA\2011\Countries\PIC\Kiribati\cMYP finals\absolute finals\DOC THREE_Pneumo_IntroPlan_Kiribati.xlsx
Date/Time:
19.05.2011 09:38:26
Size:
15 KB
	
	

	4
	File Type:
Banking details
File Desc:
Banking details
	File name:
C:\Users\ihilman\Desktop\Y Drive\Tikua GAVI\Final docs\Attachments GAVI application KIR\Banking detail Form Kiribati.pdf
Date/Time:
21.05.2011 05:32:21
Size:
103 KB
	
	

	5
	File Type:
MoH Signature (or delegated authority) of Proposal *
File Desc:
Minister of Health Kiribati signature
	File name:
C:\Users\ihilman\Desktop\Y Drive\Tikua GAVI\Final docs\Attachments GAVI application KIR\Ministers Signature.pdf
Date/Time:
21.05.2011 05:33:44
Size:
138 KB
	
	

	6
	File Type:
Signatures of ICC or HSCC or equivalent in Proposal *
File Desc:
Signatures of ICC members Kiribati
	File name:
C:\Users\ihilman\Desktop\Y Drive\Tikua GAVI\Final docs\Attachments GAVI application KIR\Signature of ICC Members.pdf
Date/Time:
21.05.2011 05:35:10
Size:
137 KB
	
	

	7
	File Type:
Minutes of ICC/HSCC meeting endorsing Proposal *
File Desc:
Minute of ICC endorsement for GAVI new vaccine application
	File name:
C:\Users\ihilman\Desktop\Y Drive\Tikua GAVI\Final docs\Attachments GAVI application KIR\ICC meeting,endorsement of Gavi application.pdf
Date/Time:
21.05.2011 05:36:41
Size:
109 KB
	
	

	8
	File Type:
Minutes of last three ICC/HSCC meetings *
File Desc:
Minutes of ICC meetings in 2010
	File name:
C:\Users\ihilman\Desktop\Y Drive\Tikua GAVI\Final docs\Attachments GAVI application KIR\3_ICC_meeting_minutes_of_2010.pdf
Date/Time:
21.05.2011 05:48:57
Size:
541 KB
	
	

	9
	File Type:
MoF Signature (or delegated authority) of Proposal *
File Desc:
Minister of Finance signature.
	File name:
C:\Users\ihilman\Desktop\Y Drive\Tikua GAVI\Final docs\Attachments GAVI application KIR\Ministers Signature.pdf
Date/Time:
21.05.2011 05:53:13
Size:
138 KB
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