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Executive summary
World Health Assembly (WHA), in 2005, adopted the « Global Immunization Vision and Strategies » (GIVS) which targeted a global objective for 2010: “Each country should reach the immunization coverage of, at least, 90% nationwide and of 80% in all health districts or administrative entities”. For 2015, GIVS recommends that countries maintain the coverage reached in 2010. This objective will contribute to meet the Millennium Objective of the Development, especially for its objective 4 which targets the reduction of the 2/3 of infant mortality among the under five infants by 2015.  

The Ministry of Health of Indonesia approved and aligned itself to this global perspective. The National Immunization Program, which wants to contribute in the process of achieving this objective, has already introduced, since 1997, two new vaccines, Hepatitis B vaccine as a birth dose and  DTP-HB vaccine (tetravalent vaccine), in 2004. In addition to new vaccine introduction strategies, the country was involved in integrating immunization approaches to increase and maintain vaccination coverage for all antigens. 
The current “Hib-Pentavalent vaccine introduction plan” analyzes the current situation of immunization program in the country, its goals and objectives, identifies introduction strategies and key activities for a smooth introduction of Hib-Pentavalent vaccine. For this reason, a comprehensive cold chain analysis and of the other programmatic aspects of immunization services will be conducted and recommendations being under implementation. The development of this plan referred to most information from the following documents: 
· Comprehensive multi-year plan (cMYP) for immunization 2010 – 2014 
· National medium term plan on health, Indonesia 2010 - 2014
· Cold chain inventory report conducted in 2008 with updated procurement in 2010
· EVM assessment and temperature monitoring report, 2011
· WHO–UNICEF JRF & SEARO Annual Report on EPI 2010
· National Immunization Coverage Survey report, April 2007
In order to contribute to the objective of Hib invasive bacterial disease control, the national EPI has developed strategies which will allow the resolution of the key problems observed during the previous new vaccine post introduction evaluations and other immunization related assessments:  

HB birth dose
· Accidental freezing of vaccine at sub national level 

· Low awareness of the mothers lead to refusal of HepB birth-dose to some newborns 
· Health personnel sometimes reluctant and worried to vaccinate the newborn. 

· All health facilities ate not providing HB birth-dose  
DTP-HB

· Cold chain capacity is inadequate at some new districts and some health centres
· Due to inadequate social mobilization, awareness on DTP-HB vaccine is limited among both among health personal and parents 
Based on the lessons learned and recommendations made Ministry of Health, Indonesia is being implementing following activities to rectify the same:
· Using of freeze tags, training the staff on cold chain, vaccine management and improved supportive supervision to monitor cold chain maintenance at district and health centre level.  
· Planned replacement cold chain equipment at district and health centre level with procurement of  additional cold chain equipments and spare parts 
· Removal of freezers from cold chain in health centre and used of cool packs instead of ice packs.

· Improve awareness on new vaccines and their benefits through health promotion,  social mobilization and refresher training for health workers including in the private clinics

· Integration of  EPI with MCH program to include HepB Birth dose vaccine (UNIJECT) to delivery kit along with Vitamin K1 to improve the coverage
· Strengthen HSS and Support Civil Society Organization activities in week areas
I. Introduction
Indonesia, through its Expanded Program on Immunization (EPI), has a goal, the one to contribute to a better child survival by reducing the morbidity and the mortality due to immunization preventable diseases. 
The Government of Indonesia already contributes, with payment of all routine immunization activity costs. In fact, today, all the traditional vaccines including new vaccines; HB birth dose and DTP-HB, are being fully financed by the Government with the technical support from WHO and UNICEF. Introduction of HB vaccine birth dose was co-financed by the Government of Indonesia with GAVI Alliance support from 2002 to 2006. 
The Haemophilias Influenza type b (Hib) and related invasive bacterial diseases are one of the main causes of morbidity and mortality in all regions. According to the WHO estimates, about 1.8 million of children < 5 years die each year due to Hib and related invasive bacterial diseases.  

For this reason, WHO recommends the introduction of Hib vaccine in all national immunization programs in all regions, especially where immunization with Hib vaccine can have a potential public health impact and where appropriate infrastructures and financing mechanisms are available to sustain the use of this vaccine.
Given the prevalence and the severity of Hib diseases in the country and the WHO recommendation which encourages all national EPI programs in all regions to introduce the Hib vaccine, the Government of Indonesia has decided in consultation with Indonesian Technical Advisory Group on Immunization (ITAGI) and technical partners, to take the opportunity of the availability of this life-saving vaccine and introduce it in its routine immunization program to protect the children < 1 year of age.  
In this context, ministry of health of Indonesia in consultation with its technical and developmental partners, requests financial and technical assistance from Global Alliance for Vaccines and Immunization (GAVI Alliance) to introduce Hib-Pentavalent vaccine to Indonesian Immunization programme. If this proposal is accepted, EPI will use its previous experience in new vaccine introductions to maximize the likelihood of a smooth introduction, protect high proportion of infants and improve child survival in Indonesia. 
This plan will identify factors which would interfere and compromise the successful introduction of Hib-pentavalent vaccine in Indonesia. Further, it includes objectives, strategies, and priority activities which will be implemented with time line for Hib-Pentavalent vaccine introduction. 
II. Context
2.1. 
Geopolitical and background information
Administratively, Indonesia is divided into 33 provinces including the capital province Jakarta, 497 districts and 8.742 villages. The smallest administrative unit is the villages.  

The last demographic census was conducted in 2010, estimated the total population of Indonesia is about 230 million inhabitants. 
	
	Figure
	Year

	Total population*
	237,641,326 
	2010

	Infant mortality rate (per 1000)*
	29.9/1000
	2010

	Surviving Infants*
	4,455,081
	2010

	GNI per capita (US$)**
	US$ 1,033
	2010

	Percentage of GDP allocated to Health***
	2.36%
	2009

	Percentage of Government expenditure on Health***
	6,86%
	2009


Source: * Center Statistic Bodies    
 ** WB National accounts data  
 
***www.who.int/nba/en
The Government of Indonesia strongly supports the activities of immunization program and currently it has become a government's priority program as it has been addressed in the following laws, regulations and directives: 
· Law  No. 36/2009 on Health.
· Law No. 23 year 2002 on Child Protection, children have right to obtain health service including Immunization. 

· Law No. 12 year 2008 about revision of Law No. 32/2004 on Governance at local level. 

· Law No. 33/2004 about Fiscal Balance between Central and Local Government. 

· PP RI NO.38 year 2007 about sharing of the Governmental Affairs between the Central, Provincial and District/Municipality Government.
· Inpres no.1 year 2010 on Acceleration of National Development Priorities 2010.

· Inpres no.3 year 2010 about Development Program with Justice. 

· Ministry decree No. 1611/SK/IX/2005 about Guidelines of Immunization Implementation.

· Ministry decree 741/MENKES/PER/VII/2008 ( Minimum Service Standard of Health in District/Municipality. 

· Ministry decree NO. 828/MENKES/SK/IX/2008 ( Technical Guidelines for the Health Sector Minimum Service Standards in District/Municipal.

· Ministry decree HK.03.01/60.I/2010 Strategic Plan of MoH including EPI National Action Plan 2010 – 2014.

Decentralization and political reforms instituted in the late 1990s has affected to a some extent, the sustainability and availability of funding for immunization at provincial and district levels. Provincial and District governments are now responsible for the planning and implementation of their immunization programs. However the central level is responsible for the development of national policies and guidelines, procurement and supply of vaccines and syringes, technical support by training of trainers, monitoring, evaluation and quality control. Further center is responsible for the supplementary immunization activities as well.  

To achieve high coverage to be sustained, EPI should have strong commitment to provide well and closer services to community. Therefore, to establish stronger and more representative civil society constituency for immunization and to minimize the bottlenecks and barriers in deferent levels, with the support from donors EPI program Indonesia maintain very close relationship with many religious and civil society organizations to help the MOH to overcome these issues. 

2.2. 
Health System Organization
There are 33 provinces in Indonesia and each province is sub-divided into districts or municipalities and each district/municipality into sub-districts. As decentralization had been already implemented, the 497 districts/ municipalities is now the key of administrative units.

Each sub-district in Indonesia has at least one health centre headed by a medical doctor or public health, usually supported by two or three sub-centres, the majority of which are headed by nurses. Health centres mainly provide eight primary health care services including immunization. 
Most of the health centres are equipped with four-wheel drive vehicles or motorboats to serve as mobile health units and provide services to underserved populations in urban and remote rural areas.

At the village level, the integrated Post (Posyandu) provides health preventive and promotion services. These health posts are established and managed by the community with the assistance of health center staff. To improve maternal and child health, midwives are being deployed to the villages.

A Decentralized governance policy is being implemented in Indonesia since 1999, with the ratification of Act No. 22/1999 regarding Regional Governance and Act No. 25/1999 regarding the financial equality between Central and Regional government. With the implementation of the aforementioned Acts, the system of governance in Indonesia has been changed from centralized to decentralized type of governance, which provide regional autonomy.  In the Act No. 22/1999, there have been three levels of regional autonomy, i.e., Province, District, and City regional autonomy.
MOH Level from Central to peripheral level

Kementerian Kesehatan (Kemkes)

Ministry of Health

Central Level


Dinas Kesehatan Provinsi (Dinkes)

(Provincial Health Office)

Provincial Level


Dinas Kesehatan Kabupaten/Kota (Dinkes)

(District Health Office)

District Level


Pusat Kesehatan Masyarakat (PUSKESMAS) tingkat Kecamatan

(Sub District Level Health Center)

Sub District Level


PUSKESMAS Pembantu (PUSTU)                    Pondok Bersalin Desa (POLINDES)

Sub Health Center                                     Village Midwife Clinic


Pos Pelayanan Terpadu (POSYANDU)

Integrated Health Post

             coordination line

             COMMAND LINE
Institutional arrangement and organization of the EPI has been established for each administrative levels from central until health center level and a responsible person is assigned in each level. Number of infrastructure and personnel are as follow: 
1. Health Center or Puskesmas (9,134) / Hospital (1.378)

· Vaccinator (Midwife/Nurses)

· Cold chain/Logistics Manager

· Supervised by Head of Puskesmas
2. District Health Office (497)

· District EPI (Expanded Program for Immunization) Manager 

· Cold chain/Logistics Manager

· Supervised by District EPI Manager 

3. Provincial Health Office (33)

· Provincial EPI Manager 

· Cold chain/Logistics Manager

· Supervised by Provincial EPI Manager 

4.       Central (SubDirectorate of EPI, CDC MOH)

· Head of SubDirectorate, 2 sections/ unit and a number of staffs 

· Cold chain/Logistics Manager

2.3. 
Situation Analysis of current EPI 
The government of Indonesia (GOI) has a strong commitment to immunization as a priority public health intervention. The immunization program has been selected as one of the priority services in line with the global commitments as well as the national requirements. Expanded program on Immunization (EPI) in Indonesia was commenced  in 1977 and have had a good record of achievements. 
The goal of EPI in Indonesia to reduce morbidity and mortality due to vaccine preventable diseases in line with global eradication, elimination or reduction commitments. With over 230 million people, Indonesia annually has to immunize more than 4 million children surviving to the age of one year. The vaccines against seven diseases currently administered through national program. Those vaccines are BCG, DTP, Polio, Measles and Hepatitis B and schedule it provided through EPI given below.
Table 1: Immunisation Schedule, Indonesia, 2011
	Age of administration
	Vaccine

	Less than 7 days
	Hep B 0 (Birth dose)

	1st  month
	BCG and Polio 1

	2nd  month
	DTP-Hep B 1 and Polio 2

	3rd  month
	DTP-Hep B 2 and Polio 3

	4th month
	DTP-Hep B 3 and Polio 4

	9th  month
	Measles 1st Dose

	School children 1st grade
	DT and Measles 2nd Dose

	School children 2nd grade
	Td

	School children 3rd grade
	Td


In addition to program for infants less than one year, routinely measles, DT and Td vaccines are provided for school children through school immunization program called BIAS (Bulan Imunisasi Anak Sekolah or School Based Immunization). The target is children in first to third grade who receive vaccination in their schools. The purpose school immunization program is to provide 2nd opportunity against measles and boost immunity against  Diphtheria and Tetanus into later adulthood. 
Indonesian EPI has also adopted Maternal and Neonatal Tetanus Elimination (MNTE) initiatives and Measles reduction activities in line with global initiatives. Accordingly GOI is being promoting various strategic special immunization activities, including TT SIAs, Polio NIDs, Measles catch-up campaigns and follow-up campaigns to scale up the process of reducing the number of susceptible and cases or even to eliminate them.
2.4  
Plans, goals and targets of EPI, Indonesia

The Immunization Program, Indonesia envisage to achieve following goals and targets 
· To achieve UCI village 80% in 2010 and 100% by the end of 2014

· To achieve 80% or more of HepB Birth dose coverage  by 2014 

· To achieve coverage of Measles 1st opportunity at 9 months over 95% by 2015
· To maintain the use of AD syringes 100% 
· To develop and implement national policy on waste management 
· To introduce new vaccines (Hib, JE and Pneumococcal vaccines)
As planned in the current cMYP (2009-2014), the EPI, Indonesia is expected introduce Hib-pentavalent vaccine to EPI in on phase basis from 2013 with financial support from GAVI  NVI. This plan has also been incorporated in the RPJMN (Medium Term Development Plan of the Ministry of Health) as well as in the Strategic Plan of the Ministry of Health. 
Plans and resources allocation to achieve service delivery objectives has been incorporated into the current cMYP. They include reaching the UCI target in 100% villages in 2014 (based on national actions on Immunization acceleration which is called GAIN UCI or Gerakan Akselerasi Imunisasi Nasional); advocacy and communication activities are aiming at improving access and equitable immunization coverage. Surveillance is very important for monitoring and evaluation of VPD status and monitoring AEFI. Vaccine provision, quality and logistics are also proposed to be provided and incorporated in to the updated cMYP. 

2.5. 
The Inter-Agency Coordinating Committee for Immunisation and Health System Coordination Committee (ICC/HSCC)
The Inter-Agency Coordinating Committee for Immunisation Agencies and partners (including development partners and Civil Society Organizations) supporting immunisation services are co-ordinated and organised through an inter-agency coordinating mechanism (ICC/HSCC).  The ICC/HSCC is responsible for coordinating and guiding the use of the GAVI ISS and NVS support. Members of ICC/HSCC are WHO Representative to Indonesia, UNICEF Representative to Indonesia, UNDP Representative to Indonesia, Resident Representative of  the World Bank, Resident Representative of Asian Development Bank,  Director of Population, Health & Nutrition USAID, Team Leader AusAID in Indonesia, Director of KFW Jakarta, Resident Representative JICA,  Program Officer of Canadian/CIDA,  President, Director of PT Biofarma Indonesia, Governor of Rotary Int. District 3400 Jakarta. 
The ICC/HSCC Indonesia is quite active and meets at least four times a year under the chairmanship of Hon. Minister of Health. All major decisions on financial sustainability and donor support for immunization including GAVI NVI, HSS, ISS and CSO are taken at the ICC/HSCC. 
2.6. 
Indonesian Technical Advisory Group on Immunization (ITAGI)

Indonesian Technical Advisory on Immunization (ITAGI)  as independent body with members from : Paediatricians, Physicians, epidemiologists , clinical microbiologists, pulmonologists, HB task force, Members from Paediatric Society, Health Economic specialists was established in 2009 and meeting at least 4 times a year to advice Government of Indonesia on policy matters on immunization programme.

Major functions and responsibilities of the ITAGI are; 

· Monitoring and assessing the scientific development of vaccine, both in terms of technology, production and development of new vaccines

· Presenting the results of monitoring and vaccines studies for consideration to the recommendations within the framework of the development of immunization

· Establish communication, coordination with various agencies, working groups, professional organizations, both at national and provincial level, which are relevant to immunization.

· Consulting with other experts in related fields of science and related organizations and 

And other parties deemed necessary.

2.7. 
Current EPI performances

The administrative immunization coverage achieved for the year 2010 is:

· BCG  - 96.9%
· DTP-HepB 1 -97.7%
· DTP-HepB 3 – 94.4% 

· Polio3 -93.6%

· Measles 1st dose- 93%

· Measles 2nd dose 89.1%

· TT2+ for pregnant women – 70.6%

· UCI villages (Villages achieved over 80 % immunization coverage with DPT-Hep B 3) - 75.3%
Reported administrative immunization coverage from 2004 to 2010
	Antigen
	2004
	2005
	2006
	2007
	2008
	2009
	2010

	HepB 0
	78
	97
	93
	92
	89
	93
	75.3

	BCG
	81
	97
	93
	93
	88
	89
	96.9

	DPT-HepB 1
	76
	90
	87
	88
	77
	82
	97.7

	DPT-HepB 3
	78
	91
	88
	88
	83
	82
	94.4

	Measles 1st dose
	82
	83
	83
	83
	79
	
	93

	Measles
2nd dose
	78
	97
	93
	92
	89
	93
	89.1

	TT2+
	81
	97
	93
	93
	88
	89
	70.6


In line with the targets of Immunization Program, all villages must achieve over 80 % basic immunization coverage including DPT-HB 3 vaccine (UCI - Universal Child Immunization) by 2014. However, UCI villages (Universal Child Immunization at village level) only reached 66.4% in 2008, 68% in 2009 and 75.3% in 2010. In district level there are 231 from 475 (48%) districts with UCI coverage under 80% in 2009 and in 2010 there are 226 from 495 (45%) districts with UCI coverage under 80%. UCI village’s percent coverage by province is given in figure below:
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The reported coverage of DTP-H B 3 coverage in 2010 at national level is 94.4% but the sub-national data revealed significant variation between provinces and districts: 91 out  of 495 district (18.4%) with coverage < 80% of DTP-HB3 and 100 out of 495 district (20%) with coverage < 80% of MCV1
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2.8. 
Intensification Routine Immunization in Indonesia 

To achieve Universal Child Immunization (UCI) at village level by 100% in 2014, activities to reach this target started in 2009 at 5 provinces in Java Island will gradually expand to whole country in 2014.
Each province has to develop plan of action based on supporting data and indicating required resources, available and short fall. Provinces must have coordination with local governments; related cross-programs and cross-sectors obtain support for these initiatives. 

In the framework of enhancing integrity, the roles of cross-program coordinators are very significant, particularly in accelerating the achievement of immunization program coverage. Communication forums at provincial and district/city levels are expected to coordinate activities of the related cross-programs and cross-sectors such as PKK, community health insurance, HSS, CSO, local government and other NGOs.

A planned effort is required in order that the budget of immunization program is supported by APBD (local budget), APBN (national budget) and BLN (foreign aid) to support the implementation of the planned initiatives.  
Funds from  GAVI in support programs such as ISS, HSS and CSO are use to support these activities including local area monitoring revitalization, specific planning, training, assessment of DQS, EVSM, and Supportive Supervision. HSS funds are use for community mobilization, village mapping, cadres training , provide operational cost at village level and integration with MCH programs. GAVI CSO funds are being use on cross-program basis through Family Welfare Organization (PKK), religious organizations, Midwives Society and Boy Scouts Movement. 
2.9. 
Vaccine forecast, procurement and management
Vaccine forecast, at national level is done once every year by Immunization Sub Directorate of the Ministry Of Health.  As a national policy, Indonesia procures all the vaccine required for its national immunization program from government owned  vaccine manufacturer BioFarma.

Vaccines distribute to province every three month by BioFarma. Vaccines from province to districts come once a month and districts distribute to the health centers also monthly. 
Internationally accepted vaccine management guidelines are supposed to be followed by the Indonesian EPI program as well. As indicated earlier several activities are underway and incorporated in to the cYMP to further improve the vaccine cold chain and management of vaccine in the peripheral. Using of freeze tags, training the staff on cold chain, improved supportive supervision to monitor cold chain maintenance, planned replacement cold chain equipment at district and health center level, procurement of additional cold chain equipments and spare parts, removal of freezers from cold chain in health centre and used of cool packs instead of ice packs are the main activities under implementation.
The latest EVSM (Effective Vaccine Stored Management) assessment was conducted in 2011 at provincial vaccine storage places (cold rooms) in 16 provinces. The result of EVSM assessment is attached.
2.10. 
Storage Capacity and Accommodation of Hib-pentavalent Vaccine 
The last cold chain inventory assessment was conducted in 2008 and yearly provinces and districts up date their respective cold chain inventories based on the 2008 data as baseline. Based on these data cold room capacity at the central and provincial level is considered sufficient. 

Total volume of vaccine storage capacity is 562 M3 at provincial level, while the routine vaccine storage capacity required for Province level is 133 M3 for 3 months storage as per data provided in table below.
Table Total volume of Vaccine Storage Capacity at Provincial Level
	
	Description
	Formula
	Year 1
	Year 2

	
	
	
	2013
	2014

	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
	533
	533

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

Litres
	#
	562
	562

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

	D
	Number of consignments /

shipments per year
	Based on national vaccine shipment plan
	4
	4


Accordingly existing cold chain capacity is well enough for the Hib-pentavalent introduction and   Hib-pentavalent vaccine introduction will not demand in increased cold chain capacity. 
It has been already planned to conduct cold chain inventory assessment again in 2013 in all the provinces. Based on the result of this assessment, required new refrigerators and replacement spare parts will be procured in 2014 and 2015 for the provinces, where Hib–pentavalent vaccine to be introduced in 2nd and 3rd phases, to strengthen district level cold storage capacity.

III. 
Indonesian Experience in New Vaccine Introduction  
Indonesia has considerable experience in new vaccine introduction. In 1997 Indonesia successfully introduced HB vaccine birth dose and in 2004 introduced DTP-HB (tetravalent) vaccine on phase basis and currently in implementation in throughout the country. From those experiences, the following key lessons were learned and will be used to more effective introduction of Hib-pentavalent vaccine on phase basis into the routine EPI program commencing from 2013.
· New vaccine introduction requires at least 12 months of preparation. Early preparation is specially needed for Indonesia because of its geographical vastness and to convince large entities of political and administrative decision makers in Indonesian highly decentralized administrative setting.  
· New vaccine introduction requires a through training for all health workers involved in the immunization activities at all levels in cascade manner. This training should take into account all the operational components of immunization services in order to smooth change over to Hib-pentavalent vaccine from current Tetravalent vaccine. 
· New vaccine introduction requires the development of key messages, social mobilization material and training material to address concerns of parents and of health workers with respect to the new vaccine and help them to accept the new vaccine. 

· Taking into account the high cost of new vaccines, good advocacy should be made targeting the political authorities and potential donors. 
IV. 
Goal and Objectives for Hib-pentavalent Vaccine Introduction
4.1. 
Goal
The goal of Hib-pentavalent vaccine introduction is to contribute to the reduction of infant morbidity, mortality and disability due to pneumonia, meningitis and related invasive Hib diseases caused by Haemophilias Influenzae type b bacterium in Indonesia and will help to accelerate the achievement of Millennium Development Goal 4, in 2012.  
4.2. 
Specific objectives
The specific objectives of this plan are:
1. Prepare health workers at all levels and the community for the introduction of Hib-pentavalent vaccine (make them ready to introduce and to accept pentavalent vaccine);

2. Introduce successfully Hib-pentavalent vaccine in Indonesia in sustainable and phased manner
3. Use the introduction of Hib-pentavalent vaccine as an opportunity to reinforce and maintain high level of immunization coverage for all routine immunization activities  

4. Immunize at least 80% of infants < 1 year of age against Haemophilias Influenzae type b diseases in 2015.
V. 
Epidemiology and Burden of Haemophilias Influenzae type b 

Indonesian under 5 years childhood mortality rate is 44/1000 live births in 2007. This is highest among ASEAN countries.  Major cause of deaths among children below 5 years of age: pneumonia is the leading cause of death for infants (22.3%) and also for children below 15 years of age (23.6%)1,2 From  the World Health Organization’s, Child Health Epidemiology, Reference Group - CHERG data, it is mentioned that approximately 60% of new cases of pneumonia are located in six countries that are India, China, Pakistan, Bangladesh, Nigeria, and Indonesia2.

National Basic Health Research data in 2007 showed that the incidence of pneumonia among infants age 29 days to 11 months is 24% and meningitis 9%, while incidence of pneumonia among children below 5 years of age is 15.5% and for meningitis/encephalitis it is 8.8%1.

Slightly less than 23% of serious pneumonia among children are caused by Haemophilias influenzae type b, and the rest are due to Pneumococcus, Staphylococcus, Streptococcus and Viruses.3

Haemophilias influenza can cause serious and fatal infection such as meningitis and pneumonia. CDC in 2000 reported Hib can cause meningitis (50%), epiglottis (17%), pneumonia (15%), arthritis (8%), cellulites (6%), osteomyelitis (2%) and bacteraemia (2%)4.

Prospective hospital-based studies among children (1 month – 5 years) found that Streptococcus pneumoniae (pneumococcus) is the etiologic agent for 30%-50% of all new pneumonia cases among children below 5 years of age, followed by Haemophilias influenzae type b with rate of  10%-30%.5
Some assessment of burden of Hib or relevant diseases, immunogenicity and safety study of DTP/Hib and a cost-effectiveness analysis conducted in Indonesia since 1981 to 2006. 

In 1981, study on Hib among Meningitis cases in Dr.Cipto Mangunkusumo found that S.Pneumonias 5.8%, Hib 5.2% among 155 positive of cerebrospinal fluid cultures from 208 meningitis cases with ages 2 days-12 years old 6 

In 1998, study on Hib by NIHRD collaborated with PATH found that pneumonia among children < 2years in Lombok was 30,430 per 100,000/year, clinical meningitis 692 per 100,000/year and clinical meningitis due to Hib was 22% 7,8
In 2003, economic evaluation of Hib vaccination in Indonesia : a cost effectiveness analysis in Lombok found that implementation of Hib vaccination in Indonesia avert around 76,700 cases of invasive infection, more than 7,150 deaths and 273,000 disability-adjusted life years (DALYs). Compared to no vaccine, the incremental cost effectiveness ratio (ICER) is US$67 per DALY averted based on UNICEF pricing, whereas the program would save US$3.7 million with GAVI pricing. The result is not sensitive to uncertainty in disease incidence, cost of treatment or the probability of developing immunity. Conclusion of this study is the model demonstrates significant cost effectiveness of implementation of a Hib vaccination program for Indonesian Society 9,10
Study about comparison of immunogenicity and safety of DTP/Hib vaccines with DTP vaccine in 2004 shown that immunogenicity of anti-PRP =0.15 mcg/ml and 99.2% had titer anti-PRP=1 mcg/ml. AEFI was observed in first three days and found one serious case but no causal relation with the vaccination.11
Study about incidence of Hib in Sanglah Hospital, Bali in 2006 found that 108 cases of meningitis due to Hib among children under 2 years . Post illness complications were hydrocephalus 28%, paresis 20%, deafness 20% and epilepsy 20% 12
Also in 2006 there was study conducted in Jakarta about immunogenicity and safety of Hib vaccination among 1,048 infants with different doses. This study found no difference of titer antibody Hib-PRP between Hib with dosages of 10 µg, 5 µg, 2.5 µg and 1.25 µg PRP-T. Mostly AEFI report was irritability and fever 13
VI. 
Decision making and choice of Hib-pentavalent vaccine to be introduced
6.1. 
Choice of the vaccine
On its first meeting held on 7th of June 2007 in Jakarta, the Indonesian Technical Advisory Group on immunization (ITAGI) which was also attended by international experts from WHO, and HQ and CDC, Atlanta recommended to include Hib-pentavalent vaccine to the Indonesian immunization program in phased basis.

Further during ITAGI second meeting held on 10th November 2008, recommended that the Hib vaccine which will be incorporated to the national immunization program should be locally made and the easiest way to smooth transition is liquid tetravalent vaccine replace with liquid Hib-pentavalent vaccine.  This will minimize the specific training requirements in Hib-pentavalent vaccine introduction. 
Another recommendation is the presentation of vaccine should be 5 dose vials as current liquid tetravalent vaccine, which is 5 doses to minimize wastage and training requirements. With 5 dose vial presentation  we may reach minimal wastage factor around 1.33.  
The ITAGI, during its 2010 deliberations further evaluate the Indonesia’s Hib-pentavalent vaccine introduction plan with the attendance of Supporting Independent Immunization and Vaccine Advisory Committee (SIVAC) and national vaccine manufacturer BioFarma, decided the national reference standards for Hib-Pentavalent vaccine.  
6.2. 
Introduction approach
It has been decided to introduce Hib-pentavalent vaccine in 3 phases commencing from 2013 in following manner. 
· Phase I – 2013, encompassing 20 % of the population (West Java, West Nusa Tenggara, Bali and Yogyakarta) 

· Phase II – 2014,  reaching  another 30% of population (DKI Jakarta, Banten, Central Java, East Java, North Sumatera, South Sumatera, Bangka Belitung, Jambi, Lampung and South Sulawesi)  
· Phase III – 2015,  reaching balance 50 % of the population covering entire country (Aceh, West Sumatera, Riau, Riau Island, Bengkulu, all province at Kalimantan and Sulawesi, East Nusa Tenggara, Maluku, North Maluku, Papua and West Papua)
6.3 The reasons for phased based introduction Hib-pentavalent vaccine
As stated in the early part of this document all new vaccine introductions in Indonesia was done in phased manner. Based on that experience Government of Indonesia is envisaging the introducing Hib-pentavalent vaccine on phased basis in line with previous country experience. The pertinent reasons for phased based vaccine introduction are listed below.
· Indonesia being the 4th largest populace country  in the world with over 4.5 million annual birth cohort, introduction of very costly public health introduction like pentavalent vaccine, at once throughout the country is financially and logistically prohibitive
· Further, the Indonesia being a archipelago consist of over 700 inhabited islands spans across over 9,000 km ( three time zones) in 33 provinces, implementation of such program throughout  the country effectively beyond the capacity of central immunization sub directorate 
· As stated earlier in this document, Indonesia consists of politically and administratively highly devolved provincial and district setup of governance at deferent stages of health infrastructure and human resource capacity. Introduction of this type of public health intervention to all such entities at once is a challenge. 
· The current EPI data and indicators such as immunization coverage, vaccine wastage rates, cold chain capacity and vaccine management practices, AEFI surveillance and causality assessment capacities in each administrative entities indicate that there are very high performing areas to poorly performing areas.   
· Therefore, it is prudent to introduce this type of new intervention to a set of small better performing provinces first and based on that experience and lessons learned, extend it gradually into other provinces as it done in the past.  The introduction activities will also boost performance of low coverage by increasing social mobilization, adjustment of reporting – recording form and sweeping activities especially at puskesmas and posyandu level.
· Government of Indonesia’s  financial capacity and fiscal space to inject large amount capital investment at once also not sustainable 

· Further, the introduction plan should be inline with new vaccine production capacity of the local vaccine manufacturer PT.BioFarma.
VII. 
Strategies
In order to achieve the defined objectives and goals of Indonesian immunization program and new vaccine introductions, following strategies are being under implementation as a part of Intensification of Routine Immunization. 
7.1.
Improvement of Service Delivery

Improvement service delivery will be done especially for hard to reached area and low performing through:
· Develop and reinforce the strategies to maintain the current unimmunized and drop-out rates at their lower level  such as:
· Mapping the causes of unimmunized and drop-out
· Conduct routine workshop each month in health center to develop POA to address the unimmunized and drop-out. For example: change the immunization post schedule accordance with the community condition, use the SOS (Sustainable Outreach Services)
· Monitoring of infant vaccination status to track defaulters has been included into the integrated package of interventions at health center level in hard to reached areas.
·  Ministry of health has recently formed a special unit called  DTPK to ensure that the implementation of health programs including immunization is take place in difficult to reach, underdeveloped, border and island areas. By integrating immunization into DTPK program, Indonesia may reach unreached areas through routine immunization and may increase the immunization coverage in these areas. 

· Reinforce IEC activities for immunization through the intensification of routine immunization programme planned in 2012.
7.2.
Reinforce monitoring and evaluation

Periodic evaluation of the program will help to identify problems related to the preparation of the new vaccine introduction into the current routine immunization program.
All the current EPI management tools in use at different levels will be revised to incorporate specific information related to Hib-pentavalent vaccine introduction and will be printed and be distributed to all levels. 

7.3. 
Reinforcement of the staff capacity 

The Hib-pentavalent introduction will be the opportunity for the health workers training with respect to specific aspects of this vaccine. Two key elements will be part of this component: 

7.3.1. Training of trainers and of the health workers 

Training will help to improve the competency of staff at all levels and will cover technical areas of immunization services (vaccine administration, stock management, maintenance, injection safety, AEFI identification, report and case-management, waste management, supervision, monitoring, inter personal communication, etc.). Special attention will be given to the specific characteristics of the new vaccine. Training of trainers will be organized at central, province and district level and then the training of the health workers at the health facility level. 
7.3.2. Supportive supervision  

Regular supportive supervision will be an excellent opportunity to reinforce the capacity of health workers in the field. The less performing health workers will be supervised by EPI focal point from the district health office will supervise the health workers at health center level. All the recommendations made during follow up activities will be implemented through the regular supportive supervision visits. 
Following the first six months after the introduction of Hib-pentavalent vaccine in each phase, supportive supervision will be regular from central level to the less performing health districts, every 2 months. Districts will supervise the health centers, especially the poorly performing health centers, once every two months. Supervision check-list will be updated with specific information related to Hib- pentavalent vaccine introduction.
7.4.
Reinforcement of cold chain storage capacity

Cold chain inventory assessment will be conducted in all 33 provinces in 2013. Procurement will be conducted in 2014 and 2015 based on cold chain inventory result. Procurement of refrigerator and vaccine carrier in some areas which is needed based on cold chain inventory result.

In addition, old cold chain equipments in some districts will need to be replaced. There is a need to fill the gap and accommodate the new vaccines with support from government and partners. 
7.5.
Reinforcement of communication and social mobilization

Immunization services will develop closer links with community-based organizations in order to keep permanent contact between community and health workers. In each health center, immunization related information, education and communication will be reinforced through this linkage. Key messages which address parents concerns for new vaccine introduction will be disseminate to the community through both health workers and CBO volunteers. 

Indonesian government is currently trying to implement equitable health services. For that purpose, MOH formed a special unit whose task was to ensure that the implementation of health programs including immunization can take place in difficult to reach areas, know by name Daerah Tertinggal, Perbatasan dan Kepulauan / DTPK (Underdeveloped, Border and Island areas). By integrated immunization into DTPK program, we will reach the unreached area routinely and hopefully this intervention will be increasing the immunization coverage.
7.6.
Reinforcement of epidemiological surveillance and of the AEFI

7.6.1. Invasive bacterial disease surveillance

Hib surveillance will be integrated in Integrated Diseases Surveillance /ILI surveillance. Standard case definition will be used for all pneumonia and meningitis and identified as suspected cases. Hib will be confirmed by the referral laboratory in Jakarta Laboratory. Hib disease surveillance will be strengthened to identify severe cases of pneumonia and meningitis, and collect required sample for lab confirmation (identification of Hib disease).
7.6.2. AEFI surveillance

AEFI surveillance system has to identify both serious and non serious AEFI cases specially in the beginning of introduction. Training session on Hib vaccine introduction will take into consideration the AEFI surveillance (identification, notification and case management). Current AEFI reporting form available at health institutions and with the health professionals could be use to report AEFI following Hib-pentavalent vaccine as well.
7.7. 
Improvement of vaccine supply and management
Regular vaccine supply and correct vaccine stock management with other immunization supplies will be the key factors in the process of new vaccine introduction. This will need to continue with rational management of these supplies, assure their availability and limit their wastage. This will include the best vaccine forecasting taking into account the correct target population, vaccination coverage objective and potential vaccine wastages, good stock management and effort to improve the quality of vaccines.
In order to reduce the vaccine wastage rates, staff will be trained in stock management, the use of the opened multi dose vial policy (MDVP) in static service and approach to use vaccine vial monitor (VVM) as a management tool. In addition, special focus will be given to vaccine distribution plan, the use of the FEFO process principle. Special attention will be given to the use of “Freeze Tag” indicators to detect freezing of vaccines.
The main observations and recommendations of the 2011 EVM Assessment were that assessment scores were; 2011 assessment scored significantly higher ratings than the comparable scores of 2003/4 EVSM Assessment. Introduction of cold water packs and incorporation of VVM into all vaccine vials has positively strengthen the vaccine management in the last 8 years. Temperature monitoring and vaccine stock management (including diluents) need further effort to improve in all levels. It further recommended that EPI should further standardize and institutionalize the vaccine management guidelines and strengthen the monitoring and active supervision of cold chain and vaccine management at all levels to ensure stable and reliable cold chain.  The active management of vaccine wastage of unopened vials and further improvements in vaccine forecasting will further strengthen the cold chain system. The management of dry stores also to be included into the good warehousing practices ay all levels. The institutionalization of Standard Operating Procedures at all levels will be actively pursued and monitored and supervised by the central EPI Management. The MoH EPI Directorate is planned to conduct a detailed capacity analysis at all levels before the introduction of new vaccine.
Based on the recommendation of EVM Assessment, we will conduct cold chain managerial training along with staff training for new vaccine introduction. 
7.8.
Reinforcement of collaboration, coordination and partnership
Smooth introduction of the new vaccine goes through the reinforcement of the coordination, collaboration and partnership of all the involved partners.  Technical Working Group or ITAGI activities through the quarterly meetings should be reinforced. Technical working group consists of Immunization sub directorate and technical partners will meet on a monthly basis and monitor preparedness, implementation and evaluation activities for new vaccine introduction. 
7.9.
 Financial sustainability

In 2009 immunization program cost was around US $ 139 million is predicted to reach USD 199 million in 2011 and will continue to increase to USD 275 million in 2017 including new vaccine introduction costs as per attached the attached updated CYMP estimates up to 2017.   

Data on national health accounts (NHA), available for Indonesia from 1995 to 2009 (WHO NHA web site), indicate that total government general expenditure against total GDP was around 15 % – 16 %  during 1995 to 1996 has gradually increased to 18% - 20 % towards 2008 – 2009. Assuming that current GDP growth in Indonesia, around 6 %, will continue to be maintained until 2017, it will be estimated to be around US $ 861,122 million in 2017. If assumed that total government general expenditure (GGE) against GDP will continue to be at current 20 % level against the GDP, in 2017, it is estimated that It will be increased to around US $172,224 from 2009 figure US $ 96,329 million. Available NHA data indicate that from 1995 to 2009 there was a gradual increase of percentage of government expenditure on health against total government expenditure from 3-4% in early 1990s to 8 % in 2007 and 2009. If assumption is made that government will continue to allocate current 8 % of its total government expenditure to health, in 2017, total government expenditure on health will be increased to around US $ 13,778 from 2009 equivalent US $  6607 million. According to the curent CYMP (2010 to 2014), for the base line year 2009, total cost for the EPI (US $139 million), including shared cost, was around 2% of the total cost of government expenditure on health. As per projected EPI cost in 2017 inclusive of 100% Hib-pentavalent vaccine introduction cost, will be around US $ 275 million, however it is still around 2% of total government expenditure on health, even though there is almost 100% increase in total immunization programme cost from 2009 to 2017.

 Based on the above facts, assumptions and arguments presented, introduction of Hib-pentavalent vaccine to the national immunization programme in phased basis from 2013 to 2017 will be financially sustainable.

Table : Projected Total Immunization Program Cost from 2012 to 2017


[image: image3.emf]2012 2013 2014 2015 2016 2017

Total 2013 - 

2017

US$ US$ US$ US$ US$ US$ US$

$46,962,339 $56,894,058 $61,983,152 $67,452,566 $64,068,624 $65,090,057 $315,488,457

$17,168,468 $19,073,170 $19,346,043 $18,220,596 $18,471,591 $18,813,628 $93,925,028

$29,793,870 $27,183,587 $20,882,817 $9,851,379 $9,998,165 $10,147,138 $78,063,086

$0 $10,637,301 $21,754,292 $39,380,591 $35,598,868 $36,129,291 $143,500,343

$4,251,715 $4,364,678 $4,425,329 $4,639,903 $4,568,185 $4,648,084 $22,646,179

$32,039,553 $34,984,619 $36,413,067 $40,054,374 $44,059,811 $48,465,792 $203,977,664

$1,520,097 $1,550,499 $1,581,509 $1,739,659 $1,913,625 $2,104,988 $8,890,280

$12,133,202 $14,520,982 $17,193,910 $18,913,301 $20,804,631 $22,885,094 $94,317,917

$2,371,284 $4,314,384 $5,928,210 $0 $0 $0 $12,613,878

$4,187,070 $5,807,366 $7,140,117 $7,854,128 $8,639,541 $9,503,495 $43,131,716

$4,057,413 $4,638,148 $5,235,803 $5,802,718 $6,242,792 $6,867,071 $28,786,532

$5,461,229 $12,008,915 $15,697,178 $22,266,099 $8,318,815 $9,150,696 $67,441,703

$22,836 $25,622 $28,748 $31,623 $34,785 $38,263 $159,041

$113,006,738 $139,109,270 $155,627,022 $168,754,371 $158,650,809 $168,753,541 $797,453,367

$2,469,889 $2,815,531 $3,039,546 $3,343,501 $3,677,851 $4,045,636 $16,922,065

$19,019,846 $22,859,046 $26,843,872 $29,528,259 $32,481,085 $35,729,193 $147,441,455

$645,606 $645,606 $645,606 $710,167 $781,184 $859,302 $3,641,865

$22,135,341 $26,320,184 $30,529,024 $33,581,927 $36,940,119 $40,634,131 $168,005,385

$0 $2,323,701 $8,108,364 $14,540,909 $0 $0 $24,972,974

$0 $2,921,491 $10,178,822 $15,904,762 $0 $0 $29,005,075

$0 $1,248,981 $0 $0 $0 $0 $1,248,981

$0 $6,494,173 $18,287,186 $30,445,671 $0 $0 $55,227,030

$42,314,293 $45,995,826 $47,313,181 $52,044,499 $57,248,948 $62,973,843 $265,576,297

$0 $0 $0 $0 $0 $0 $0

$1,793,196 $1,829,060 $1,865,641 $2,052,205 $2,257,425 $2,483,168 $10,487,499

$44,107,488 $47,824,886 $49,178,821 $54,096,704 $59,506,374 $65,457,011 $276,063,796

$179,249,568 $219,748,512 $253,622,054 $286,878,672 $255,097,302 $274,844,683 $1,296,749,577

Construction of new buildings

Subtotal

MNT Campaign 

Subtotal

Shared personnel costs

Shared transportation costs

Shared Health Systems Costs

Subtotal

Campaign Costs

Polio Campaign for 0 - 59 months

Measles Campaign for 9 - 59 months

Subtotal

Vehicles

Cold chain equipment

Other capital equipment

Routine capital Costs

Other routine recurrent costs



Vaccines (routine vaccines only)

Traditional

Underused

Routine Recurrent Costs

GRAND TOTAL

New

Injection supplies

Personnel

Transportation

Maintenance and overhead

Short-term training

IEC/social mobilization

Disease surveillance

Programme management


Assessment of Indonesia's Financial Sustainability based on GDP growth and projected percent allocation of budget to health and immunization
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3,206,970 3,870,609 4,248,570 6,936,833 8,680,689 10,023,635 16,095,855 15,521,001 20,444,862 21,463,017 27,677,763 37,822,308 53,189,099 60,973,309 68,645,507

0

100 120.6936 109.7649 163.2745 125.1391 115.4705 160.57902 96.428557 131.72386 104.98001 128.9556 136.65233 140.62891 114.635 112.58288

20.69364 9.764897 63.27453 25.13909 15.470501 60.579022 -3.571443 31.723858 4.9800078 28.9556 36.65233 40.628909 14.63497 12.58288

133.45469

Gross domestic product (GDP) 

499,374,258 585,132,330 689,649,636 1,050,088,655 1,208,275,347 1,389,769,900 1,646,322,000 1,821,833,400 2,013,674,600 2,295,826,200 2,774,281,100 3,339,216,800 3,950,893,200 4,951,356,700 5,613,441,700

General government expenditure (GGE)

78,023,500 90,616,400 127,968,488 202,715,802 231,879,000 221,467,000 341,563,000 322,180,000 397,324,500 427,176,000 509,622,000 670,591,000 757,245,000 985,730,700 1,000,843,900

exchange rate 

2,248.61 2,342.30 2,909.38 10,013.60 7,855.15 8,421.78 10,260.90 9,311.19 8,577.13 8,938.85 9,704.74 9,159.32 9,141.00 9,698.96 10,389.90

US $ Million  1426 1652 1460 693 1105 1190 1569 1667 2384 2401 2852 4129 5819 6287 6607

100 116 88 47 160 108 132 106 143 101 119 145 141 108 105

% increse over past year 16 -12 -53 60 8 32 6 43 1 19 45 41 8 5

118

Gross domestic product (GDP) 

222081 249811 237044 104866 153820 165021 160446 195661 234773 256837 285869 364570 432217 510504 540279 572695 607057 643481 682089 723015 766396 812379 861122

General government expenditure (GGE) 

34699 38687 43985 20244 29519 26297 33288 34601 46324 47789 52513 73214 82840 101633 96329 114539 121411 128696 136418 144603 153279 162476 172224

16 15 19 19 19 16 21 18 20 19 18 20 19 20 18 20 20 20 20 20 20 20 20

Tot Gov Exp on health 1426 1652 1460 693 1105 1190 1569 1667 2384 2401 2852 4129 5819 6287 6607

4 4 3 3 4 5 5 5 5 5 5 6 7 6 7 7 7 7 7 8 8 8 8

Tot gov exp on health 1426 1652 1460 693 1105 1190 1569 1667 2384 2401 2852 4129 5819 6287 6607 8018 8499 9009 9549 11568 12262 12998 13778

Tot EPI exp extrapolation 139 150 199 179 220 254 287 255 275

2.1 1.9 2.3 2.0 2.3 2.2 2.3 2.0 2.0 % of total EPI exp on tot gov 

health exp

% of gov exp aginst GDP

% on Health by total Gov 

Expendeture



The Government of Indonesia would like to expand the existing partnership with the GAVI Alliance for the improvement of the infant’s routine immunization program of the country, and specifically hereby requests for GAVI support for Introduction of Hib-pentavalent vaccine in addition to current GAVI support for ISS, HSS and CSO component.

The Government of Indonesia commits itself to developing national immunization services on a sustainable basis in accordance with the comprehensive Multi-Year Plan for immunization, 2009 – 2014 and projected comprehensive cost estimates developed up to 2017 and presented with this document. The Government of Indonesia solicits financial and technical support from the GAVI Alliance and its partners to introduce Hib-pentavalent vaccine in financial sustainable manner on co-financing basis as given below.
	
	Cost for vaccine and Injection supplies 
	For Operational Costs for new vaccine introduction 

	Year
	GAVI
	GOI
	GAVI
	GOI

	2013
	9,335,000
	1,945,000
	
	

	2014
	12,991,000
	10,142,000
	
	

	2015
	21,778,000
	20,194,500
	
	

	2016
	8,004,000
	29,014,500
	
	

	2017
	0
	37,931,000
	
	

	Total
	52,113,000
	99,227, 000
	1,400,000
	49,813,791


The exercise of the funding needed could be shown by table below:

[image: image5.emf]Tables:  Request GAVI Support to DPT-HB-Hib and Commits to co-finance the procurement     

Instructions 2012 2013 2014 2015 2016 2017 TOTAL

Number of Surviving infants

Self-populated from 

Table 1

#           4,596,537             4,665,025           4,734,534           4,805,078          4,876,674  23,677,848

Number of children to be vaccinated with the third dose

Self-populated from 

Table 1

#              919,307             2,332,513           4,734,534           4,805,078          4,876,674  17,668,106

Immunization coverage with the third dose

Self-populated from 

Table 1

# 20.00% 50.00% 100.00% 100.00% 100.00%

Number of children to be vaccinated with the first dose

Self-populated from 

Table 1

#              919,307             2,332,513           4,734,534           4,805,078          4,876,674  17,668,106

Number of doses per child  Self-populated # 3 3 3 3 3

Estimated vaccine wastage factor

Self-populated from 

Table 1

#

1.33 1.33 1.33 1.33 1.33

Vaccine stock as at 1 January 2010 Specify number # 0

Number of doses per vial Specify number # 10 10 10 10 10

AD syringes required

Self-populated                                                  

(1=YES; 0=NO)

# 1 1 1 1 1

Reconstitition syringes required

Type 1 for YES; Type 

0 for NO

# 0 0 0 0 0

Safety boxes required

Self-populated                                                  

(1=YES; 0=NO)

# 1 1 1 1 1

Vaccine price per dose

To copy from UNICEF 

prices tab

$ $2.32  $2.03  $1.85  $1.85  $1.85 

Country co-financing per dose **

To copy from Co-

financing levels tab

$ 0.4 0.89 0.89 1.45 1.85

AD syringe price per unit

Self-populated                                                                   

(Copied from UNICEF 

prices tab)

$ $0.053  $0.053  $0.053  $0.053  $0.053 

Reconstitution syringe price per unit

Self-populated                                                                   

(Copied from UNICEF 

prices tab)

$ - - - - -

Safety box price per unit

Self-populated                                                                   

(Copied from UNICEF 

prices tab)

$ $0.640  $0.640  $0.640  $0.640  $0.640 

Freight cost as % of vaccines value

Self-populated                                                                   

(Copied from UNICEF 

prices tab)

% 3.50% 3.50% 3.50% 3.50% 3.50%

Freight cost as % of devices value

Self-populated                                                                   

(Copied from UNICEF 

prices tab)

% 10.00% 10.00% 10.00% 10.00% 10.00%

For approval 

Required supply item 2012 2013 2014 2015 2016 2017 TOTAL

Number of vaccine doses # 3,794,600 6,018,100 11,046,200 4,160,600 0 25,019,500

Number of AD syringes # 3,375,900 5,240,700 9,561,400 3,476,600 0 21,654,600

Number of re-constitution syringes # 0 0 0 0 0 0

Number of safety boxes # 37,475 58,175 106,150 38,600 0 240,400

Total value to be co-financed by GAVI

$

$9,335,000 $12,991,000 $21,783,000 $8,004,000 $0 $52,113,000

For approval 

Required supply item 2012 2013 2014 2015 2016 2017 TOTAL

Number of vaccine doses # 790,600 4,698,400 10,240,700 15,082,100 19,529,400 50,341,200

Number of AD syringes # 703,400 4,091,400 8,864,200 12,602,500 16,318,600 42,580,100

Number of re-constitution syringes # 0 0 0 0 0 0

Number of safety boxes # 7,825 45,425 98,400 139,900 181,150 472,700

Total value to be co-financed by the country

$

$1,945,000 $10,142,000 $20,194,500 $29,014,500 $37,931,000 $99,227,000

Table                                                                     

(self-populated):                                                                       

Supply that is procured by the Country 

and related cost in US$

ESTIMATED GAVI SUPPORT AND COUNTRY CO-FINANCING For endorsement 

Specifications

ESTIMATED GAVI SUPPORT AND COUNTRY CO-FINANCING For endorsement 

Table                                                                   

(self-populated):                                                              

Supply that is procured by GAVI and 

related cost in US$.
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2012

Total Governt GAVI Total Governt GAVI Total Governt GAVI Total Governt GAVI Total Governt GAVI

A Country Co-finance 17.24% 43.84% 48.11% 78.38% 100.00%

B Number of children to be vaccinated with the first dose From Tab 1 0 919,307 158,501 760,806 2,332,513 1,022,629 1,309,884 4,734,534 2,277,695 2,456,839 4,805,078 3,766,142 1,038,936 4,876,674 4,876,674 0

C Number of doses per child  From Tab 1 0 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3

D Number of doses needed  B x C 0 2,757,921 475,504 2,282,417 6,997,539 3,067,887 3,929,652 14,203,602 6,833,084 7,370,518 14,415,234 11,298,427 3,116,807 14,630,022 14,630,022 0

E Estimated vaccine wastage factor From Tab 1 0.00 1.33 1.33 1.33 1.33 1.33 1.33 1.33 1.33 1.33 1.33 1.33 1.33 1.33 1.33 1.33

F Number of doses needed including wastage  D  x E 0 3,668,035 632,420 3,035,615 9,306,727 4,080,289 5,226,438 18,890,791 9,088,002 9,802,789 19,172,261 15,026,907 4,145,354 19,457,929 19,457,929 0

G Vaccines buffer stock 1  

(F - F of previous 

year) * 0.25

917,009 158,105 758,904 1,409,673 618,034 791,639 2,396,016 1,152,678 1,243,338 70,368 55,153 15,215 71,417 71,417 0

H Vaccine stock on 1 January 2010 From Tab 1 0 0 0

I Total vaccine doses needed F + G - H 4,585,044 790,525 3,794,519 10,716,400 4,698,323 6,018,077 21,286,807 10,240,680 11,046,127 19,242,629 15,082,060 4,160,568 19,529,346 19,529,346 0

J Number of doses per vial From Tab 1 10 5 5 5 5 5 5 5 5 5 5 5 5 5 5

K Number of AD syringes (+ 10% wastage) needed (D + G - H) x 1.11 4,079,172 703,306 3,375,866 9,332,005 4,091,372 5,240,634 18,425,576 8,864,196 9,561,380 16,079,018 12,602,473 3,476,544 16,318,597 16,318,597 0

L Reconstitution syringes (+ 10% wastage) needed 

2 

I / J * 1.11 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

M Total of safety boxes (+ 10% of extra need) needed (K + L) / 100 x 1.11 45,279 7,807 37,472 103,585 45,414 58,171 204,524 98,393 106,131 178,477 139,887 38,590 181,136 181,136 0

N Cost of vaccines needed I x ($ from Tab 1)  $10,637,301 $1,834,017 $8,803,284 $21,754,292 $9,537,596 $12,216,696 $39,380,592 $18,945,258 $20,435,334 $35,598,863 $27,901,812 $7,697,052 $36,129,291 $36,129,291 $0

O Cost of AD syringes needed K x ($ from Tab 1)  $216,196 $37,275 $178,921 $494,596 $216,843 $277,754 $976,556 $469,802 $506,753 $852,188 $667,931 $184,257 $864,886 $864,886 $0

P Cost of reconstitution syringes needed L x ($ from Tab 1)  $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

Q Cost of safety boxes needed M x ($ from Tab 1)  $28,978 $4,996 $23,982 $66,295 $29,065 $37,229 $130,895 $62,971 $67,924 $114,225 $89,528 $24,697 $115,927 $115,927 $0

R Freight cost for vaccines needed N x (% from Tab 1) $372,306 $64,191 $308,115 $761,400 $333,816 $427,584 $1,378,321 $663,084 $715,237 $355,989 $279,018 $76,971 $722,586 $722,585.81 $0.00

S Freight cost for devices needed

(O+P+Q) x (% from 

Tab 1) 

$24,517 $4,227 $20,290 $56,089 $24,591 $31,498 $110,745 $53,277 $57,468 $96,641 $75,746 $20,895 $98,081 $98,081 $0

T Total fund needed (N+O+P+Q+R+S) $11,279,299 $1,944,707 $9,334,592 $23,132,672 $10,141,910 $12,990,762 $41,977,109 $20,194,393 $21,782,716 $37,017,907 $29,014,035 $8,003,872 $37,930,771 $37,930,771 $0

U Total country co-financing  I * ($ from Tab 1)  $1,834,017 $9,537,596 $18,945,258 $27,901,812 $36,129,291

V Country co-financing % of GAVI supported proportion U / T 17.24% 43.84% 48.11% 78.38% 100.00%

1 The buffer stock for vaccines is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. If eroded, it should be replaced in the following years.

2 It applies only for lyophilised vaccines; write zero for other vaccines.

2016 2017

Item Formula

2013 2014 2015



Funding for Hib-pentavalent vaccines is expected to be provided by Government of Indonesia to co-finance vaccine and injection supplies grant from GAVI. We have identified all the critical activities that need to happen before the start of introduction. The updated cMYP includes training material development, staff training; strengthen supply management, communication strategy and IEC material, AEFI surveillance, vaccine impact evaluation. It will be proposed to GOI (national and sub-national) and GAVI to finance the activities. It is also expected that donors (WHO, UNICEF) will also provide support.

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 April. The payment for the first year of co-financed support will be around April 2013.

Given the high cost of new vaccines, the Central Government of Indonesia will commit to co-finance the Hib pentavalent vaccine’s cost with GAVI Alliance. The advocacy will be the main strategy (to Government and to current and potential development partners) to continue to pay vaccination cost and even to increase their contribution for immunization services. 

7.9.1. Government

Government of Indonesia is strongly committed in financing immunization costs: it pays all the traditional vaccines including HB birth dose since 2006. Strong advocacy should continue toward the Government so that it continues to pay and increase its contribution for vaccines and vaccination expenses.

7.9.2. Partners

Several partners continue to support national EPI through the Inter Agency Coordinating Committee (ICC). Among those, the most important are the following: GAVI Alliance, WHO, UNICEF, USAID and others. Program will continue to look for additional partners and reinforce the coordination of the current and future partners to support immunization program.
VIII. 
Plan  activity and budget  for Hib-pentavalent  Vaccine Introduction Indonesia, 2012 - 2017
	NO
	ACTIVITIES
	DETAIL
	VOL
	UNIT COST
	2012
	2013
	2014
	2015
	TOTAL
	LOCATION
	REMARKS

	A
	PREPARATION
	
	
	
	
	
	
	
	
	

	1
	Develop Hib Pentavalent Technical Guideline for Health Workers 
	Three days meeting with participant from immunization staff and related program 
	2
	$4,859 
	$1,943 
	$2,915 
	$4,859 
	$0 
	$9,718 
	Central
	This meeting will be produced technical guideline as standard procedure for health workers at the field. Meeting will be conducted three days for 2 times with participant from immunization staff and related program such as MCH, Surveillance etc.  This activities will be funded by Central Government and WHO) 

	2
	Printing Hib Pentavalent Technical Guideline for Health Workers 
	Printing and distribution will be conducted by printing company 
	    10,865 
	$1.14 
	$2,477 
	$3,716 
	$6,193 
	$0 
	$12,386 
	Central
	This guideline will be distributed directly to district / city by printing company  . This activities will be funded by Gavi and Central government) 

	3
	Develop IEC material for health workers and community
	3 days meeting with participants from immunization staff and health promotion
	3
	$5,765 
	$3,459 
	$5,189 
	$8,648 
	$0 
	$17,295 
	Central
	This meeting will be produced IEC material  for health workers and community at the field.Meeting will be conducted three days for 3 times with participant from immunization staff and health promotion. This activities will be funded by Central Government and WHO) 

	4
	Printing IEC material for Health Workers and community
	Printing and distribution will be conducted by printing company 
	    50,530 
	$1.14 
	$11,521 
	$17,281 
	$28,802 
	$0 
	$57,604 
	Pusat
	This IEC material  will be distributed directly to district / city by printing company. This activities will be funded by Central Government and GAVI) 

	5
	Hib pentavalent socialization meeting
	Meeting with participants from CDC manager or chief of immunization & surveillance and immunization staff  at all levell and related program and sector.
	1
	$4,476,813 
	$895,363 
	$1,343,044 
	$2,238,407 
	$0 
	$4,476,813 
	Central, Province and District/
city level
	Socialization will be conducted by 3 phases. In  2012 socialization meeting will be conducted in  4 provices , 2013 in 10 provinces, 2014 in 19 provinces and all districts among those provinces.In this meeting also develop microplaning about Hib pentavalent introduction. This activities will be funded by Central and Local Government, GAVI and WHO) 

	6
	Training for health workers
	Conduct training for health workers at all level with participants from immunization manager at province and district level also immunization staff at Health centers about implementation of Hib pentavalent introduction.
	1
	$5,928,210 
	$1,185,642 
	$1,778,463 
	$2,964,105 
	$0 
	$5,928,210 
	Province, districts/ city and Hc's
	To improve the capability and knowledge of health workers on implementation of Hib pentavalent introduction. This training will be conducted in 3 phases. In 2012 will be conducted in 4 provinces and all districts and health centers among those provinces, in 2013 will be conducted in 10 provinces and 2014 will be conducted in 19 provinces. This activities will be funded by Central Government, WHO and the other donour ) 

	7
	Socialization Meeting
	Meeting with AEFI National & Province Committee involving program and sector related at central level and province level
	1
	$561,370 
	$112,274 
	$168,411 
	$280,685 
	$0 
	$561,370 
	Central & province level
	One time meeting at central level with participants from province AEFI  committee and Central AEFI committee . Meeting at province level with participants from district AEFI committee. This activities will be funded by Central Government and WHO).

	8
	Study Tour to the best experience country which implement new vaccine introduction about introduction new vaccine and AEFI.
	Visit to Epidemiology & Health Division - Ministry of Health of those country with participants from EPI-central
	2
	$2,767 
	$5,534 
	$0 
	$0 
	$0 
	$5,534 
	Central
	7 days study tour with 2 participants from EPI-Central. This activities will be funded by GAVI) 


	B
	SERVICE DELIVERY

 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1
	Vaccine delivery
	Distribution vaccine from provinces to district and district to health centers and to service delivery
	1
	$992,455 
	$0 
	$198,491 
	$297,737 
	$496,228 
	$992,455 
	Province, district/city and health center 
	This budgeting will cover distribution of vaccine from province to district ,but from district to health center will be covered by local budget. In 2013 will cover 4 provinces, 2014  will cover 10 provinces and  2015 will cover 19 provinces. This activities will be funded by Central Government and GAVI) 

	2
	Strengthening cold chain system
	Procurement of refrigerator and vaccine carrier in some areas which is needed.
	1
	$28,409,091 
	$0 
	$2,840,909 
	$12,784,091 
	$12,784,091 
	$28,409,091 
	Central
	Coldchain inventory will be conducted in 33 provinces in 2013. Procurement will be conducted in 2014 and 2015 based on cold chain inventory result. Strengthening cold chain including procurement of new refrigerator and replace of spare part and maintanace. This activities will be funded by Central  and Local Government , WHO and other partners) 

	3
	Improve management vaccine and cold chain 
	conduct training for chold chain staff at province, district and health centers level about management vaccine and cold chain 
	1
	$5,928,210 
	$1,185,642 
	$1,778,463 
	$2,964,105 
	$0 
	$5,928,210 
	Province, district/city 
	Training will be conducted in 2012 at 4 provinces, 2013 at 10 provinces and  2014 at 19 provinces. This activities will be funded by Centraland Local Government ) 

	C
	FOLLOW UP ACTIVITIES

	1
	Review SOP after follow up Hib pentavalent implementation
	Internal meeting with EPI-central staff 
	1
	$1,295 
	$259 
	$389 
	$648 
	$0 
	$1,295 
	Central 
	This meeting will be produced revised SOP to improve planning & implementation. This activities will be funded by Central Government ) 

	2
	Evaluation meeting
	Coordination meeting at central level with participant from EPI-Central staff and related program and sector.This meeting followed by meeting at province and district level to evaluate the implementation of Hib pentavalent introduction (based on phases)
	1
	$4,481,313 
	$896,263 
	$1,344,394 
	$2,240,657 
	$0 
	$4,481,313 
	Central, Province, district/city
	Two times meeting will be conducted at central level. Meeting at province and district level will be conducted based on phases of Hib pentavalent implementation. This activities will be funded by Central  and Local Government) 

	3
	Monitoring and Supportive Supervision
	Monitoring of implementation Hib pentavalent at all provinces for 4 days to monitor the process of implementation, problem and follow up action or find the solution to solve the problem
	1
	$77,592 
	$0 
	$15,518 
	$23,278 
	$38,796 
	$77,592 
	 
	Monitoring at all level from central to province and district to health centers and service pos . This activity will conduct together with province, district and hc's staff .At every province will choose 2 districts as a sample , every district will choose 2 health centers and  2 service pos /health centers. The activity will be conducted by phases for 3 years (2013 to 2015) This activities will be funded by Central and Local Government ) 

	D
	SURVEILANCE 

	1
	Integration Surveillance  Hib with VPD / ILI
	Four days Integration meeting with participation SO (surveillance officer ) from 33 provinces discuss about the trend of VPD including surveillance of Hib.
	1
	$98,308 
	$19,662 
	$29,492 
	$49,154 
	 
	$98,308 
	Province
	Three times meeting will be conducted  at the end of the year based on the year of introduction of Hib pentavalent at every provinces. Participants from province Surveillance officer , NIHRD,immunization staff and other related program and sector. This activities will be funded by WHO) 

	2
	AEFI surveillance
	Conduct investigation of AEFI serious cases from National AEFI committee and Province & District AEFI committee at 33 provinces.Followed by AEFI case audit at central together with province AEFI committee.
	1
	$156,597 
	$31,319 
	$46,979 
	$78,299 
	 
	$156,597 
	Central and province
	Every serious AEFI and non serious must be reported . Serious AEFI case reported by province AEFI committee will be followed up with investigation activity by National AEFI committee. With this activity national AEFI committee will make conclusion cause of AEFI cases and follow up action can be done immediately. This activities will be funded by Central Government, WHO, and Bio Farma) 

	 
	TOTAL
	$4,351,358 
	$9,573,654 
	$23,969,665 
	$13,319,114 
	$51,213,791 
	 
	 


	
	Time Line of  HIB-PENTAVALENT INTRODUCTION IN INDONESIA IN 2012 TO 2015

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	NO
	ACTIVITIES
	2012
	2013
	2014
	2015

	
	
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	 

	A
	PREPARATION
	 

	1
	Develop Hib Pentavalent Technical Guideline for Health Workers 
	X
	X
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	2
	Printing & Distribution Hib Pentavalent Technical Guideline for Health Workers 
	 
	 X 
	X
	 
	 
	X
	X
	 
	 
	X
	X
	 
	 
	 
	 

	3
	Develop IEC material for health workers and community
	X
	X
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	4
	Printing & Distribution IEC material for Health Workers and community
	 
	 X 
	X
	 
	 
	X
	X
	 
	 
	X
	X
	 
	 
	 
	 

	5
	Hib pentavalent socialization meeting
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	 

	6
	Training of Trainer for health workers
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	 

	7
	AEFI Socialization Meeting
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	 

	8
	Study Tour to the best experience country which implement new vaccine introduction and AEFI.
	X
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	B
	SERVICE DELIVERY
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1
	Vaccine delivery
	 
	 
	 
	 
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	X

	2
	Strengthening cold chain system
	 
	 
	 
	 
	X
	X
	 
	 
	 
	X
	 
	 
	 
	X
	 

	3
	Improve management vaccine and cold chain 
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	C
	FOLLOW UP ACTIVITIES 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1
	Develop SOP for follow up Hib pentavalent implementation
	 
	 
	 
	 
	 
	 
	X
	 
	 
	 
	 
	 
	 
	 
	 

	2
	Evaluation meeting
	 
	 
	 
	 
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	X

	3
	Monitoring and Supportive Supervision
	 
	 
	 
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	D
	SURVEILANCE
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1
	Integration Surveillance  Hib with VPD / ILI
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	X
	 
	 
	 
	 

	2
	AEFI surveillance
	 
	 
	 
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
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		Tables:  Request GAVI Support to DPT-HB-Hib and Commits to co-finance the procurement

		Specifications						Instructions				2012		2013		2014		2015		2016		2017		TOTAL

		Number of Surviving infants						Self-populated from Table 1		#				4,596,537		4,665,025		4,734,534		4,805,078		4,876,674		23,677,848

		Number of children to be vaccinated with the third dose						Self-populated from Table 1		#				919,307		2,332,513		4,734,534		4,805,078		4,876,674		17,668,106

		Immunization coverage with the third dose						Self-populated from Table 1		#				20.00%		50.00%		100.00%		100.00%		100.00%

		Number of children to be vaccinated with the first dose						Self-populated from Table 1		#				919,307		2,332,513		4,734,534		4,805,078		4,876,674		17,668,106

		Number of doses per child						Self-populated		#				3		3		3		3		3

		Estimated vaccine wastage factor						Self-populated from Table 1		#				1.33		1.33		1.33		1.33		1.33

		Vaccine stock as at 1 January 2010						Specify number		#				0

		Number of doses per vial						Specify number		#				10		10		10		10		10

		AD syringes required						Self-populated                                                  (1=YES; 0=NO)		#				1		1		1		1		1

		Reconstitition syringes required						Type 1 for YES; Type 0 for NO		#				0		0		0		0		0

		Safety boxes required						Self-populated                                                  (1=YES; 0=NO)		#				1		1		1		1		1

		Vaccine price per dose						To copy from UNICEF prices tab		$				$2.32		$2.03		$1.85		$1.85		$1.85

		Country co-financing per dose **						To copy from Co-financing levels tab		$				0.4		0.89		0.89		1.45		1.85

		AD syringe price per unit						Self-populated                                                                   (Copied from UNICEF prices tab)		$				$0.053		$0.053		$0.053		$0.053		$0.053

		Reconstitution syringe price per unit						Self-populated                                                                   (Copied from UNICEF prices tab)		$				-		-		-		-		-

		Safety box price per unit						Self-populated                                                                   (Copied from UNICEF prices tab)		$				$0.640		$0.640		$0.640		$0.640		$0.640

		Freight cost as % of vaccines value						Self-populated                                                                   (Copied from UNICEF prices tab)		%				3.50%		3.50%		3.50%		3.50%		3.50%

		Freight cost as % of devices value						Self-populated                                                                   (Copied from UNICEF prices tab)		%				10.00%		10.00%		10.00%		10.00%		10.00%

		ESTIMATED GAVI SUPPORT AND COUNTRY CO-FINANCING												For approval		For endorsement

		Table                                                                   (self-populated):                                                              Supply that is procured by GAVI and related cost in US$.				Required supply item						2012		2013		2014		2015		2016		2017		TOTAL

						Number of vaccine doses				#				3,794,600		6,018,100		11,046,200		4,160,600		0		25,019,500

						Number of AD syringes				#				3,375,900		5,240,700		9,561,400		3,476,600		0		21,654,600

						Number of re-constitution syringes				#				0		0		0		0		0		0

						Number of safety boxes				#				37,475		58,175		106,150		38,600		0		240,400

						Total value to be co-financed by GAVI				$				$9,335,000		$12,991,000		$21,783,000		$8,004,000		$0		$52,113,000

		ESTIMATED GAVI SUPPORT AND COUNTRY CO-FINANCING												For approval		For endorsement

		Table                                                                     (self-populated):                                                                       Supply that is procured by the Country and related cost in US$				Required supply item						2012		2013		2014		2015		2016		2017		TOTAL

						Number of vaccine doses				#				790,600		4,698,400		10,240,700		15,082,100		19,529,400		50,341,200

						Number of AD syringes				#				703,400		4,091,400		8,864,200		12,602,500		16,318,600		42,580,100

						Number of re-constitution syringes				#				0		0		0		0		0		0

						Number of safety boxes				#				7,825		45,425		98,400		139,900		181,150		472,700

						Total value to be co-financed by the country				$				$1,945,000		$10,142,000		$20,194,500		$29,014,500		$37,931,000		$99,227,000

		Table 4.1.4 (self-populated): Calculation of requirements

				Item				Formula				2012		2013						2014						2015						2016						2017

														Total		Governt		GAVI		Total		Governt		GAVI		Total		Governt		GAVI		Total		Governt		GAVI		Total		Governt		GAVI

		A		Country Co-finance										17.24%						43.84%						48.11%						78.38%						100.00%

		B		Number of children to be vaccinated with the first dose				From Tab 1		#		0		919,307		158,501		760,806		2,332,513		1,022,629		1,309,884		4,734,534		2,277,695		2,456,839		4,805,078		3,766,142		1,038,936		4,876,674		4,876,674		0

		C		Number of doses per child				From Tab 1		#		0		3		3		3		3		3		3		3		3		3		3		3		3		3		3		3

		D		Number of doses needed				B x C		#		0		2,757,921		475,504		2,282,417		6,997,539		3,067,887		3,929,652		14,203,602		6,833,084		7,370,518		14,415,234		11,298,427		3,116,807		14,630,022		14,630,022		0

		E		Estimated vaccine wastage factor				From Tab 1		#		0.00		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33

		F		Number of doses needed including wastage				D  x E		#		0		3,668,035		632,420		3,035,615		9,306,727		4,080,289		5,226,438		18,890,791		9,088,002		9,802,789		19,172,261		15,026,907		4,145,354		19,457,929		19,457,929		0

		G		Vaccines buffer stock 1				(F - F of previous year) * 0.25		#				917,009		158,105		758,904		1,409,673		618,034		791,639		2,396,016		1,152,678		1,243,338		70,368		55,153		15,215		71,417		71,417		0

		H		Vaccine stock on 1 January 2010				From Tab 1		#				0		0		0

		I		Total vaccine doses needed				F + G - H		#				4,585,044		790,525		3,794,519		10,716,400		4,698,323		6,018,077		21,286,807		10,240,680		11,046,127		19,242,629		15,082,060		4,160,568		19,529,346		19,529,346		0

		J		Number of doses per vial				From Tab 1		#				10		5		5		5		5		5		5		5		5		5		5		5		5		5		5

		K		Number of AD syringes (+ 10% wastage) needed				(D + G - H) x 1.11		#				4,079,172		703,306		3,375,866		9,332,005		4,091,372		5,240,634		18,425,576		8,864,196		9,561,380		16,079,018		12,602,473		3,476,544		16,318,597		16,318,597		0

		L		Reconstitution syringes (+ 10% wastage) needed 2				I / J * 1.11		#				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		M		Total of safety boxes (+ 10% of extra need) needed				(K + L) / 100 x 1.11		#				45,279		7,807		37,472		103,585		45,414		58,171		204,524		98,393		106,131		178,477		139,887		38,590		181,136		181,136		0

		N		Cost of vaccines needed				I x ($ from Tab 1)		$				$10,637,301		$1,834,017		$8,803,284		$21,754,292		$9,537,596		$12,216,696		$39,380,592		$18,945,258		$20,435,334		$35,598,863		$27,901,812		$7,697,052		$36,129,291		$36,129,291		$0

		O		Cost of AD syringes needed				K x ($ from Tab 1)		$				$216,196		$37,275		$178,921		$494,596		$216,843		$277,754		$976,556		$469,802		$506,753		$852,188		$667,931		$184,257		$864,886		$864,886		$0

		P		Cost of reconstitution syringes needed				L x ($ from Tab 1)		$				$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

		Q		Cost of safety boxes needed				M x ($ from Tab 1)		$				$28,978		$4,996		$23,982		$66,295		$29,065		$37,229		$130,895		$62,971		$67,924		$114,225		$89,528		$24,697		$115,927		$115,927		$0

		R		Freight cost for vaccines needed				N x (% from Tab 1)		$				$372,306		$64,191		$308,115		$761,400		$333,816		$427,584		$1,378,321		$663,084		$715,237		$355,989		$279,018		$76,971		$722,586		$722,585.81		$0.00

		S		Freight cost for devices needed				(O+P+Q) x (% from Tab 1)		$				$24,517		$4,227		$20,290		$56,089		$24,591		$31,498		$110,745		$53,277		$57,468		$96,641		$75,746		$20,895		$98,081		$98,081		$0

		T		Total fund needed				(N+O+P+Q+R+S)		$				$11,279,299		$1,944,707		$9,334,592		$23,132,672		$10,141,910		$12,990,762		$41,977,109		$20,194,393		$21,782,716		$37,017,907		$29,014,035		$8,003,872		$37,930,771		$37,930,771		$0

		U		Total country co-financing				I * ($ from Tab 1)		$				$1,834,017						$9,537,596						$18,945,258						$27,901,812						$36,129,291

		V		Country co-financing % of GAVI supported proportion				U / T						17.24%						43.84%						48.11%						78.38%						100.00%

		1 The buffer stock for vaccines is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. If eroded, it should be replaced in the following years.

		2 It applies only for lyophilised vaccines; write zero for other vaccines.
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				Assessment of Indonesia's Financial Sustainability based on GDP growth and projected percent allocation of budget to health and immunization

		Year		1995		1996		1997		1998		1999		2000		2001		2002		2003		2004		2005		2006		2007		2008		2009		2010		2011		2012		2013		2014		2015		2016		2017

				3,206,970		3,870,609		4,248,570		6,936,833		8,680,689		10,023,635		16,095,855		15,521,001		20,444,862		21,463,017		27,677,763		37,822,308		53,189,099		60,973,309		68,645,507		0

				100		120.6936380992		109.7648974619		163.2745260987		125.1390889603		115.4705014796		160.5790222275		96.4285574092		131.7238583277		104.9800078127		128.9556018247		136.6523298866		140.6289087382		114.6349724781		112.5828795022

						20.6936380992		9.7648974619		63.2745260987		25.1390889603		15.4705014796		60.5790222275		-3.5714425908		31.7238583277		4.9800078127		28.9556018247		36.6523298866		40.6289087382		14.6349724781		12.5828795022

																												133.4546924299

		Gross domestic product (GDP)		499,374,258		585,132,330		689,649,636		1,050,088,655		1,208,275,347		1,389,769,900		1,646,322,000		1,821,833,400		2,013,674,600		2,295,826,200		2,774,281,100		3,339,216,800		3,950,893,200		4,951,356,700		5,613,441,700

		General government expenditure (GGE)		78,023,500		90,616,400		127,968,488		202,715,802		231,879,000		221,467,000		341,563,000		322,180,000		397,324,500		427,176,000		509,622,000		670,591,000		757,245,000		985,730,700		1,000,843,900

		exchange rate		2,248.61		2,342.30		2,909.38		10,013.60		7,855.15		8,421.78		10,260.90		9,311.19		8,577.13		8,938.85		9,704.74		9,159.32		9,141.00		9,698.96		10,389.90

		US $ Million		1426		1652		1460		693		1105		1190		1569		1667		2384		2401		2852		4129		5819		6287		6607

				100		116		88		47		160		108		132		106		143		101		119		145		141		108		105

		% increse over past year				16		-12		-53		60		8		32		6		43		1		19		45		41		8		5

																												118

		Gross domestic product (GDP)		222081		249811		237044		104866		153820		165021		160446		195661		234773		256837		285869		364570		432217		510504		540279		572695		607057		643481		682089		723015		766396		812379		861122

		General government expenditure (GGE)		34699		38687		43985		20244		29519		26297		33288		34601		46324		47789		52513		73214		82840		101633		96329		114539		121411		128696		136418		144603		153279		162476		172224

		% of gov exp aginst GDP		16		15		19		19		19		16		21		18		20		19		18		20		19		20		18		20		20		20		20		20		20		20		20

		Tot Gov Exp on health		1426		1652		1460		693		1105		1190		1569		1667		2384		2401		2852		4129		5819		6287		6607

		% on Health by total Gov Expendeture		4		4		3		3		4		5		5		5		5		5		5		6		7		6		7		7		7		7		7		8		8		8		8

		Tot gov exp on health		1426		1652		1460		693		1105		1190		1569		1667		2384		2401		2852		4129		5819		6287		6607		8018		8499		9009		9549		11568		12262		12998		13778

		Tot EPI exp extrapolation																														139		150		199		179		220		254		287		255		275

		% of total EPI exp on tot gov health exp																														2.1		1.9		2.3		2.0		2.3		2.2		2.3		2.0		2.0
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		Tables 4.1. : The country						Indonesia

		requests GAVI support to procure						DTP-HepB-Hib 1ds/vial liquid		vaccine as specified in Table 4.1.2,

		and commits itself to co-finance the procurement of the same vaccine as specified in Table 4.1.3

		PLEASE FILL Table 4.1.1. and view the SUPPORT REQUESTED in table 4.1.2. and 4.1.3. which are self-populated

		Table 4.1.1 : Specifications						Instructions				2012		2013		2014		2015		2016		2017		TOTAL

		Number of Surviving infants						Self-populated from Table 1		#				4,596,537		4,665,025		4,734,534		4,805,078		4,876,674		23,677,848

		Number of children to be vaccinated with the third dose						Self-populated from Table 1		#				919,307		2,332,513		4,734,534		4,805,078		4,876,674		17,668,106

		Immunization coverage with the third dose						Self-populated from Table 1		#				20.00%		50.00%		100.00%		100.00%		100.00%

		Number of children to be vaccinated with the first dose						Self-populated from Table 1		#				919,307		2,332,513		4,734,534		4,805,078		4,876,674		17,668,106

		Number of doses per child						Self-populated		#				3		3		3		3		3

		Estimated vaccine wastage factor						Self-populated from Table 1		#				1.33		1.33		1.33		1.33		1.33

		Vaccine stock as at 1 January 2010						Specify number		#				0

		Number of doses per vial						Specify number		#				10		10		10		10		10

		AD syringes required						Self-populated                                                  (1=YES; 0=NO)		#				1		1		1		1		1

		Reconstitition syringes required						Type 1 for YES; Type 0 for NO		#				0		0		0		0		0

		Safety boxes required						Self-populated                                                  (1=YES; 0=NO)		#				1		1		1		1		1

		Vaccine price per dose						To copy from UNICEF prices tab		$				$2.32		$2.03		$1.85		$1.85		$1.85

		Country co-financing per dose **						To copy from Co-financing levels tab		$				0.4		0.89		0.89		1.45		1.85

		AD syringe price per unit						Self-populated                                                                   (Copied from UNICEF prices tab)		$				$0.053		$0.053		$0.053		$0.053		$0.053

		Reconstitution syringe price per unit						Self-populated                                                                   (Copied from UNICEF prices tab)		$				-		-		-		-		-

		Safety box price per unit						Self-populated                                                                   (Copied from UNICEF prices tab)		$				$0.640		$0.640		$0.640		$0.640		$0.640

		Freight cost as % of vaccines value						Self-populated                                                                   (Copied from UNICEF prices tab)		%				3.50%		3.50%		3.50%		3.50%		3.50%

		Freight cost as % of devices value						Self-populated                                                                   (Copied from UNICEF prices tab)		%				10.00%		10.00%		10.00%		10.00%		10.00%

		ESTIMATED GAVI SUPPORT AND COUNTRY CO-FINANCING												For approval		For endorsement

		Table                                                                   (self-populated):                                                              Supply that is procured by GAVI and related cost in US$.				Required supply item						2012		2013		2014		2015		2016		2017		TOTAL

						Number of vaccine doses				#				3,794,600		6,018,100		11,046,200		4,160,600		0		25,019,500

						Number of AD syringes				#				3,375,900		5,240,700		9,561,400		3,476,600		0		21,654,600

						Number of re-constitution syringes				#				0		0		0		0		0		0

						Number of safety boxes				#				37,475		58,175		106,150		38,600		0		240,400

						Total value to be co-financed by GAVI				$				$9,335,000		$12,991,000		$21,783,000		$8,004,000		$0		$52,113,000

		ESTIMATED GAVI SUPPORT AND COUNTRY CO-FINANCING												For approval		For endorsement

		Table                                                                     (self-populated):                                                                       Supply that is procured by the Country and related cost in US$				Required supply item						2012		2013		2014		2015		2016		2017		TOTAL

						Number of vaccine doses				#				790,600		4,698,400		10,240,700		15,082,100		19,529,400		50,341,200

						Number of AD syringes				#				703,400		4,091,400		8,864,200		12,602,500		16,318,600		42,580,100

						Number of re-constitution syringes				#				0		0		0		0		0		0

						Number of safety boxes				#				7,825		45,425		98,400		139,900		181,150		472,700

						Total value to be co-financed by the country				$				$1,945,000		$10,142,000		$20,194,500		$29,014,500		$37,931,000		$99,227,000

		Table (self-populated): Calculation of requirements

				Item				Formula				2012		2013						2014						2015						2016						2017

														Total		Governt		GAVI		Total		Governt		GAVI		Total		Governt		GAVI		Total		Governt		GAVI		Total		Governt		GAVI

		A		Country Co-finance										17.24%						43.84%						48.11%						78.38%						100.00%

		B		Number of children to be vaccinated with the first dose				From Tab 1		#		0		919,307		158,501		760,806		2,332,513		1,022,629		1,309,884		4,734,534		2,277,695		2,456,839		4,805,078		3,766,142		1,038,936		4,876,674		4,876,674		0

		C		Number of doses per child				From Tab 1		#		0		3		3		3		3		3		3		3		3		3		3		3		3		3		3		3

		D		Number of doses needed				B x C		#		0		2,757,921		475,504		2,282,417		6,997,539		3,067,887		3,929,652		14,203,602		6,833,084		7,370,518		14,415,234		11,298,427		3,116,807		14,630,022		14,630,022		0

		E		Estimated vaccine wastage factor				From Tab 1		#		0.00		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33		1.33

		F		Number of doses needed including wastage				D  x E		#		0		3,668,035		632,420		3,035,615		9,306,727		4,080,289		5,226,438		18,890,791		9,088,002		9,802,789		19,172,261		15,026,907		4,145,354		19,457,929		19,457,929		0

		G		Vaccines buffer stock 1				(F - F of previous year) * 0.25		#				917,009		158,105		758,904		1,409,673		618,034		791,639		2,396,016		1,152,678		1,243,338		70,368		55,153		15,215		71,417		71,417		0

		H		Vaccine stock on 1 January 2010				From Tab 1		#				0		0		0

		I		Total vaccine doses needed				F + G - H		#				4,585,044		790,525		3,794,519		10,716,400		4,698,323		6,018,077		21,286,807		10,240,680		11,046,127		19,242,629		15,082,060		4,160,568		19,529,346		19,529,346		0

		J		Number of doses per vial				From Tab 1		#				10		5		5		5		5		5		5		5		5		5		5		5		5		5		5

		K		Number of AD syringes (+ 10% wastage) needed				(D + G - H) x 1.11		#				4,079,172		703,306		3,375,866		9,332,005		4,091,372		5,240,634		18,425,576		8,864,196		9,561,380		16,079,018		12,602,473		3,476,544		16,318,597		16,318,597		0

		L		Reconstitution syringes (+ 10% wastage) needed 2				I / J * 1.11		#				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		M		Total of safety boxes (+ 10% of extra need) needed				(K + L) / 100 x 1.11		#				45,279		7,807		37,472		103,585		45,414		58,171		204,524		98,393		106,131		178,477		139,887		38,590		181,136		181,136		0

		N		Cost of vaccines needed				I x ($ from Tab 1)		$				$10,637,301		$1,834,017		$8,803,284		$21,754,292		$9,537,596		$12,216,696		$39,380,592		$18,945,258		$20,435,334		$35,598,863		$27,901,812		$7,697,052		$36,129,291		$36,129,291		$0

		O		Cost of AD syringes needed				K x ($ from Tab 1)		$				$216,196		$37,275		$178,921		$494,596		$216,843		$277,754		$976,556		$469,802		$506,753		$852,188		$667,931		$184,257		$864,886		$864,886		$0

		P		Cost of reconstitution syringes needed				L x ($ from Tab 1)		$				$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0		$0

		Q		Cost of safety boxes needed				M x ($ from Tab 1)		$				$28,978		$4,996		$23,982		$66,295		$29,065		$37,229		$130,895		$62,971		$67,924		$114,225		$89,528		$24,697		$115,927		$115,927		$0

		R		Freight cost for vaccines needed				N x (% from Tab 1)		$				$372,306		$64,191		$308,115		$761,400		$333,816		$427,584		$1,378,321		$663,084		$715,237		$355,989		$279,018		$76,971		$722,586		$722,585.81		$0.00

		S		Freight cost for devices needed				(O+P+Q) x (% from Tab 1)		$				$24,517		$4,227		$20,290		$56,089		$24,591		$31,498		$110,745		$53,277		$57,468		$96,641		$75,746		$20,895		$98,081		$98,081		$0

		T		Total fund needed				(N+O+P+Q+R+S)		$				$11,279,299		$1,944,707		$9,334,592		$23,132,672		$10,141,910		$12,990,762		$41,977,109		$20,194,393		$21,782,716		$37,017,907		$29,014,035		$8,003,872		$37,930,771		$37,930,771		$0

		U		Total country co-financing				I * ($ from Tab 1)		$				$1,834,017						$9,537,596						$18,945,258						$27,901,812						$36,129,291

		V		Country co-financing % of GAVI supported proportion				U / T						17.24%						43.84%						48.11%						78.38%						100.00%

		1 The buffer stock for vaccines is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. If eroded, it should be replaced in the following years.

		2 It applies only for lyophilised vaccines; write zero for other vaccines.
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						2013		2014		2015		2016		2017		Total 2013 - 2017

		Routine Recurrent Costs				US$		US$		US$		US$		US$		US$

		Vaccines (New and Under-used Vaccines)				$11,279,299		$23,132,672		$42,211,293		$37,437,202		$38,553,163		$152,613,629		from update GAVI proposal: Total fund needed

		Injection supplies				$4,301,934		$4,362,287								$8,664,221

		Personnel				$34,984,619		$36,413,067		$0		$0		$0		$71,397,686

		Salaries of full-time NIP health workers (immunization specific)				$7,592,053		$8,047,944

		Per-diems for outreach vaccinators/mobile teams				$23,134,164		$23,928,532

		Per-diems for supervision and monitoring				$4,258,402		$4,436,592

		Transportation				$1,550,499		$1,581,509		$0		$0		$0		$3,132,007

		Fix site strategy (incl. vaccine distribution)				$861,388		$878,616

		Outreach strategy				$516,833		$527,170

		Mobile strategy				$172,278		$175,723

		Maintenance and overhead				$14,520,982		$17,193,910								$31,714,892

		Cold chain maintenance and overheads				$10,365,587		$12,154,250

		Maintenance of other capital equipment				$2,948,869		$3,809,003

		Building overheads (electricity, water…)				$1,206,526		$1,230,656

		Short-term training				$0		$0		$0		$0		$0		$0

		For National level

		For Province level

		For District National level

		For Health Center level

		IEC/social mobilization				$4,269,337		$4,576,735								$8,846,071

		Disease surveillance				$4,587,167		$5,159,332								$9,746,499

		Monitoring/Evaluation														$0

		Programme management				$6,127,499		$6,875,054								$13,002,552

		Other routine recurrent costs				$25,622		$28,748								$54,370

		Subtotal				$81,646,957		$99,323,313		$42,211,293		$37,437,202		$38,553,163		$299,171,928

		Routine capital Costs

		Vehicles				$2,815,531		$3,039,546								$5,855,077

		Cold chain equipment				$22,859,046		$26,843,872								$49,702,918

		Other capital equipment				$645,606		$645,606								$1,291,213

		Subtotal				$26,320,184		$30,529,024								$56,849,208

		Shared Health Systems Costs

		Shared personnel costs				$45,995,826		$47,313,181								$93,309,006

		Shared transportation costs				$0		$0								$0

		Construction of new buildings				$1,829,060		$1,865,641								$3,694,701

		Subtotal				$47,824,886		$49,178,821								$97,003,707

		GRAND TOTAL				$155,792,026		$179,031,159		$42,211,293		$37,437,202		$38,553,163		$453,024,843





Original

						2009		2010		2011		2012		2013		2014		Total 2010 - 2014

						US$		US$		US$		US$		US$		US$		US$

		Vaccines (routine vaccines only)				$40,987,540		$47,357,457		$48,002,411		$46,962,339		$55,034,080		$63,748,369		$261,104,655

		Traditional				$17,677,171		$18,300,739		$18,540,657		$17,168,468		$17,395,195		$17,656,948		$89,062,008

		Underused				$23,310,369		$29,056,718		$29,461,753		$29,793,870		$25,728,961		$19,414,783		$133,456,085

		New				$0		$0		$0		$0		$11,909,924		$26,676,638		$38,586,562

		Injection supplies				$8,286,424		$4,159,201		$4,213,072		$4,251,715		$4,301,934		$4,362,287		$21,288,210

		Personnel				$25,065,526		$26,306,817		$29,172,292		$32,039,553		$34,984,619		$36,413,067		$158,916,348

		Transportation				$1,432,421		$1,461,069		$1,490,291		$1,520,097		$1,550,499		$1,581,509		$7,603,464

		Maintenance and overhead				$4,403,255		$6,921,480		$9,788,575		$12,133,202		$14,520,982		$17,193,910		$60,558,148

		Short-term training				$0		$0		$350,451		$0		$757,458		$0		$1,107,908

		IEC/social mobilization				$1,689,979		$1,896,156		$2,127,487		$3,161,717		$4,269,337		$4,576,735		$16,031,433

		Disease surveillance				$2,848,242		$3,195,728		$3,585,606		$4,057,413		$4,587,167		$5,159,332		$20,585,247

		Programme management				$3,866,445		$4,338,151		$4,867,405		$5,461,229		$6,127,499		$6,875,054		$27,669,338

		Other routine recurrent costs				$0		$18,140		$20,353		$22,836		$25,622		$28,748		$115,699

		Subtotal				$88,579,832		$95,654,199		$103,617,943		$109,610,101		$126,159,195		$139,939,010		$574,980,449

								108%		108%		106%		115%		111%		110%

																		$0

		Vehicles				$1,547,274		$1,744,640		$2,120,127		$2,469,889		$2,815,531		$3,039,546		$12,189,734

		Cold chain equipment				$6,863,409		$11,560,168		$15,795,985		$19,019,846		$22,859,046		$26,843,872		$96,078,917

		Other capital equipment				$154,737		$645,606		$645,606		$645,606		$645,606		$645,606		$3,228,032

		Subtotal				$8,565,420		$13,950,415		$18,561,719		$22,135,341		$26,320,184		$30,529,024		$111,496,682

								163%		133%		119%		119%		116%		130%

																		$0

		Polio Campaign for 0 - 59 months				$3,568,456		$5,039,121		$16,923,257		$0		$0		$0		$21,962,378

		Measles Campaign for 9 - 59 months				$2,157,145		$5,558,763		$19,294,472		$0		$0		$0		$24,853,235

		MNT Campaign				$0		$1,006,294		$0		$0		$0		$0		$1,006,294

		Subtotal				$5,725,601		$11,604,178		$36,217,729		$0		$0		$0		$47,821,907

								203%		312%		0%		0%		0%

																		$0

		Shared personnel costs				$34,278,032		$35,328,861		$38,761,674		$42,314,293		$45,995,826		$47,313,181		$209,713,834

		Shared transportation costs				$0		$0		$0		$0		$0		$0		$0

		Construction of new buildings				$1,689,768		$1,723,564		$1,758,035		$1,793,196		$1,829,060		$1,865,641		$8,969,495

		Subtotal				$35,967,800		$37,052,425		$40,519,709		$44,107,488		$47,824,886		$49,178,821		$218,683,329

								103%		109%		109%		108%		103%		106%

						$138,838,653		$158,261,217		$198,917,100		$175,852,931		$200,304,264		$219,646,855		$952,982,368

		Routine Immunization				$133,113,052		$146,657,039		$162,699,370		$175,852,931		$200,304,264		$219,646,855		$905,160,460

		Supplemental Immunization Activities				$5,725,601		$11,604,178		$36,217,729		$0		$0		$0		$47,821,907

		cMYP component				2009		2010		2011		2012		2013		2014		Total 2010 - 2014

						US$		US$		US$		US$		US$		US$		US$

		Vaccine Supply and Logistics				$61,127,996		$71,251,616		$79,406,101		$84,299,729		$98,970,654		$114,602,934		$448,531,034

		Service Delivery				$26,497,947		$27,767,887		$30,662,583		$33,559,650		$36,535,117		$37,994,576		$166,519,812

		Advocacy and Communication				$1,689,979		$1,896,156		$2,127,487		$3,161,717		$4,269,337		$4,576,735		$16,031,433

		Monitoring and Disease Surveillance				$2,848,242		$3,195,728		$3,585,606		$4,057,413		$4,587,167		$5,159,332		$20,585,247

		Programme Management				$4,981,088		$5,493,227		$6,397,884		$6,666,933		$8,117,104		$8,134,458		$34,809,605

		Supplemental Immunization Activities				$5,725,601		$11,604,178		$36,217,729		$0		$0		$0		$47,821,907

		Shared Health Systems Costs				$35,967,800		$37,052,425		$40,519,709		$44,107,488		$47,824,886		$49,178,821		$218,683,329

						$138,838,653		$158,261,217		$198,917,100		$175,852,931		$200,304,264		$219,646,855		$952,982,368

		Resource Requirements, Financing and Gaps*						2010		2011		2012		2013		2014		Avg. 2010 - 2014

		Total Resource Requirements						$2,707,180		$10,027,531		$2,747,543		$8,086,964		$2,215,828		$25,785,046

		Total Resource Requirements (Routine only)						$2,667,837		$9,024,777		$2,707,614		$7,278,268		$2,183,626		$23,862,122

				per capita				$0.6		$0.7		$0.7		$0.8		$0.9		$0.8

				per DTP targeted child				$35.3		$38.6		$41.2		$46.4		$50.3		$42.4

		Total Secured Financing						$121,208,792		$167,082,088		$88,966,744		$103,259,769		$114,551,254		$595,068,647

		APBN/Goverment						$60,152,180		$74,063,311		$52,377,163		$52,830,643		$59,334,715		$298,758,013

		APBD I/Provincial Budget						$11,722,671		$14,876,445		$3,696,809		$3,973,655		$4,133,153		$38,402,733

		APBD II/District Budget						$45,442,995		$74,367,321		$32,433,623		$36,794,357		$38,736,997		$227,775,293

		Gov. Co-Financing of GAVI Vaccine						$0		$0		$0		$0		$0		$0

		GAVI						$2,858,354		$1,707,976		$0		$8,903,657		$12,346,389		$25,816,376

		WHO						$642,976		$1,476,453		$142,976		$757,458		$0		$3,019,862

		UNICEF						$389,616		$590,581		$316,172		$0		$0		$1,296,369

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		Funding Gap (with secured funds only)						-$118,501,612		-$157,054,557		-$86,219,201		-$95,172,805		-$112,335,425		-$569,283,600

				% of Total Needs				-4377%		-1566%		-3138%		-1177%		-5070%		-2208%

		Total Probable Financing						$0		$27,533,032		$42,778,698		$49,219,610		$55,916,780		$175,448,121

		APBN/Goverment						$0		$774,476		$9,871,284		$10,863,099		$11,935,911		$33,444,771

		APBD I/Provincial Budget						$0		$9,037,310		$13,666,007		$16,031,787		$18,342,947		$57,078,052

		APBD II/District Budget						$0		$16,048,276		$19,241,407		$22,324,723		$25,637,922		$83,252,327

		Gov. Co-Financing of GAVI Vaccine						$0		$0		$0		$0		$0		$0

		GAVI						$0		$1,460,222		$0		$0		$0		$1,460,222

		WHO						$0		$0		$0		$0		$0		$0

		UNICEF						$0		$212,749		$0		$0		$0		$212,749

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		0						$0		$0		$0		$0		$0		$0

		Funding Gap (with secured & probable funds)						-$118,501,612		-$184,587,590		-$128,997,899		-$144,392,415		-$168,252,206		-$744,731,721

				% of Total Needs				-4377%		-1841%		-4695%		-1785%		-7593%		-2888%





Final Document

		

								20%		50%		100%		100%		100%

						2012		2013		2014		2015		2016		2017		Total 2013 - 2017

		Routine Recurrent Costs				US$		US$		US$		US$		US$		US$		US$

		Vaccines (routine vaccines only)				$46,962,339		$56,894,058		$61,983,152		$67,452,566		$64,068,624		$65,090,057		$315,488,457

		Traditional				$17,168,468		$19,073,170		$19,346,043		$18,220,596		$18,471,591		$18,813,628		$93,925,028

		Underused				$29,793,870		$27,183,587		$20,882,817		$9,851,379		$9,998,165		$10,147,138		$78,063,086

		New				$0		$10,637,301		$21,754,292		$39,380,591		$35,598,868		$36,129,291		$143,500,343

		Injection supplies				$4,251,715		$4,364,678		$4,425,329		$4,639,903		$4,568,185		$4,648,084		$22,646,179

		Personnel				$32,039,553		$34,984,619		$36,413,067		$40,054,374		$44,059,811		$48,465,792		$203,977,664

		Transportation				$1,520,097		$1,550,499		$1,581,509		$1,739,659		$1,913,625		$2,104,988		$8,890,280

		Maintenance and overhead				$12,133,202		$14,520,982		$17,193,910		$18,913,301		$20,804,631		$22,885,094		$94,317,917

		Short-term training				$2,371,284		$4,314,384		$5,928,210		$0		$0		$0		$12,613,878

		IEC/social mobilization				$4,187,070		$5,807,366		$7,140,117		$7,854,128		$8,639,541		$9,503,495		$43,131,716

		Disease surveillance				$4,057,413		$4,638,148		$5,235,803		$5,802,718		$6,242,792		$6,867,071		$28,786,532

		Programme management				$5,461,229		$12,008,915		$15,697,178		$22,266,099		$8,318,815		$9,150,696		$67,441,703

		Other routine recurrent costs				$22,836		$25,622		$28,748		$31,623		$34,785		$38,263		$159,041

		Subtotal				$113,006,738		$139,109,270		$155,627,022		$168,754,371		$158,650,809		$168,753,541		$797,453,367

		Routine capital Costs

		Vehicles				$2,469,889		$2,815,531		$3,039,546		$3,343,501		$3,677,851		$4,045,636		$16,922,065

		Cold chain equipment				$19,019,846		$22,859,046		$26,843,872		$29,528,259		$32,481,085		$35,729,193		$147,441,455

		Other capital equipment				$645,606		$645,606		$645,606		$710,167		$781,184		$859,302		$3,641,865

		Subtotal				$22,135,341		$26,320,184		$30,529,024		$33,581,927		$36,940,119		$40,634,131		$168,005,385

		Campaign Costs

		Polio Campaign for 0 - 59 months				$0		$2,323,701		$8,108,364		$14,540,909		$0		$0		$24,972,974

		Measles Campaign for 9 - 59 months				$0		$2,921,491		$10,178,822		$15,904,762		$0		$0		$29,005,075

		MNT Campaign				$0		$1,248,981		$0		$0		$0		$0		$1,248,981

		Subtotal				$0		$6,494,173		$18,287,186		$30,445,671		$0		$0		$55,227,030

		Shared Health Systems Costs

		Shared personnel costs				$42,314,293		$45,995,826		$47,313,181		$52,044,499		$57,248,948		$62,973,843		$265,576,297

		Shared transportation costs				$0		$0		$0		$0		$0		$0		$0

		Construction of new buildings				$1,793,196		$1,829,060		$1,865,641		$2,052,205		$2,257,425		$2,483,168		$10,487,499

		Subtotal				$44,107,488		$47,824,886		$49,178,821		$54,096,704		$59,506,374		$65,457,011		$276,063,796

		GRAND TOTAL				$179,249,568		$219,748,512		$253,622,054		$286,878,672		$255,097,302		$274,844,683		$1,296,749,577






