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GAVI Alliance
Application Form for Country Proposals
For Support to New and Under-Used Vaccines (NVS)
Submitted by
The Government of
Timor-Leste (East Timor)
Date of submission: 26.05.2011 19:53:40
Deadline for submission: 1 Jun 2011
Select Start and End Year of your Comprehensive Multi-Year Plan (cMYP)
	Start Year
	2011
	End Year
	2015


Revised in January 2011
(To be used with Guidelines of December 2010)
Please submit the Proposal using the online platform https://AppsPortal.gavialliance.org/PDExtranet.
Enquiries to: proposals@gavialliance.org or representatives of a GAVI partner agency. The documents can be shared with GAVI partners, collaborators and general public. The Proposal and attachments must be submitted in English, French, Spanish, or Russian.
Note: Please ensure that the application has been received by the GAVI Secretariat on or before the day of the deadline.
The GAVI Secretariat is unable to return submitted documents and attachments to countries. Unless otherwise specified, documents will be shared with the GAVI Alliance partners and the general public.
	GAVI ALLIANCE
GRANT TERMS AND CONDITIONS
FUNDING USED SOLELY FOR APPROVED PROGRAMMES
The applicant country (“Country”) confirms that all funding provided by the GAVI Alliance will be used and applied for the sole purpose of fulfilling the programme(s) described in the Country’s application.  Any significant change from the approved programme(s) must be reviewed and approved in advance by the GAVI Alliance.  All funding decisions for the application are made at the discretion of the GAVI Alliance Board and are subject to IRC processes and the availability of funds.
AMENDMENT TO THE APPLICATION
The Country will notify the GAVI Alliance in its Annual Progress Report if it wishes to propose any change to the programme(s) description in its application.  The GAVI Alliance will document any change approved by the GAVI Alliance, and the Country’s application will be amended.
RETURN OF FUNDS
The Country agrees to reimburse to the GAVI Alliance all funding amounts that are not used for the programme(s) described in its application. The country’s reimbursement must be in US dollars and be provided, unless otherwise decided by the GAVI Alliance, within sixty (60) days after the Country receives the GAVI Alliance’s request for a reimbursement and be paid to the account or accounts as directed by the GAVI Alliance.
SUSPENSION/ TERMINATION
The GAVI Alliance may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purpose other than for the programmes described in the Country’s application, or any GAVI Alliance-approved amendment to the application.  The GAVI Alliance retains the right to terminate its support to the Country for the programmes described in its application if a misuse of GAVI Alliance funds is confirmed.
ANTICORRUPTION
The Country confirms that funds provided by the GAVI Alliance shall not be offered by the Country to any third person, nor will the Country seek in connection with its application any gift, payment or benefit directly or indirectly that could be construed as an illegal or corrupt practice.
AUDITS AND RECORDS
The Country will conduct annual financial audits, and share these with the GAVI Alliance, as requested. The GAVI Alliance reserves the right, on its own or through an agent, to perform audits or other financial management assessment to ensure the accountability of funds disbursed to the Country.
The Country will maintain accurate accounting records documenting how GAVI Alliance funds are used. The Country will maintain its accounting records in accordance with its government-approved accounting standards for at least three years after the date of last disbursement of GAVI Alliance funds.  If there is any claims of misuse of funds, Country will maintain such records until the audit findings are final.   The Country agrees not to assert any documentary privilege against the GAVI Alliance in connection with any audit.
CONFIRMATION OF LEGAL VALIDITY
The Country and the signatories for the Country confirm that its application, and Annual Progress Report, are accurate and correct and form legally binding obligations on the Country, under the Country’s law, to perform the programmes described in its application, as amended, if applicable, in the APR.
CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE TRANSPARANCY AND ACCOUNTABILITY POLICY
The Country confirms that it is familiar with the GAVI Alliance Transparency and Accountability Policy (TAP) and complies with the requirements therein.
USE OF COMMERCIAL BANK ACCOUNTS
The Country is responsible for undertaking the necessary due diligence on all commercial banks used to manage GAVI cash-based support. The Country confirms that it will take all responsibility for replenishing GAVI cash support lost due to bank insolvency, fraud or any other unforeseen event.
ARBITRATION
Any dispute between the Country and the GAVI Alliance arising out of or relating to its application that is not settled amicably within a reasonable period of time, will be submitted to arbitration at the request of either the GAVI Alliance or the Country. The arbitration will be conducted in accordance with the then-current UNCITRAL Arbitration Rules. The parties agree to be bound by the arbitration award, as the final adjudication of any such dispute. The place of arbitration will be Geneva, Switzerland. The language of the arbitration will be English.
For any dispute for which the amount at issue is US$ 100,000 or less, there will be one arbitrator appointed by the GAVI Alliance.  For any dispute for which the amount at issue is greater than US $100,000 there will be three arbitrators appointed as follows: The GAVI Alliance and the Country will each appoint one arbitrator, and the two arbitrators so appointed will jointly appoint a third arbitrator who shall be the chairperson.
The GAVI Alliance will not be liable to the country for any claim or loss relating to the programmes described in the application, including without limitation, any financial loss, reliance claims, any harm to property, or personal injury or death.  Country is solely responsible for all aspects of managing and implementing the programmes described in its application.


	1. Application Specification

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


Important note: To enable proper functioning of the form, please first select the cMYP years on the previous page.
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	Type of Support
	Vaccine
	Start Year
	End Year
	Preferred second presentation[1]
	Action

	New Vaccines Support
	DTP-HepB-Hib, 10 doses/vial, Liquid
	2012
	2015
	
	


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

Timor Leste (population 1.06 million) was declared a new sovereign state in 2002. Since this period, the predominantly rural country has commenced to re develop its human resource capacity and institutions. The population is very young, with approximately half under the age of 15. The country is divided into 13 Districts, 65 sub Districts and 442 villages (sucos). 

2. Proposal Request

This proposal request is for GAVI funded support for the introduction of Pentavalent vaccine from January 2012. The duration of requested support is for the length of the current multiyear plan for immunization 2012 - 2015. The vaccine requested is pentavalent vaccine (DPT-Hep B-Hib) 10 dose liquid vial. Support is also requested for funds for associated introduction costs.

2. Baseline Data

The most recent JRF indicates that DTP3 rates are 72% for DTP3 and 66% for measles for 2010. The most recent administratively reported coverage data in 2010 provides coverage rates of 66% for DTP3 and 68% for measles. Overall coverage has improved in recent years. Between the last two DHS surveys in 2003 and 2009/10, DPT3 coverage improved by 15% and measles coverage by 28%. The main constraints to coverage are lack of accessibility to services due to geographic terrain and limitations in human resources numbers and capacity. Measles and neo natal tetanus cases have been reported consistently over the last two years, highlighting the need for Timor Leste to implement micro-planning and management strategies for improving access. In the next cMYP period, it is proposed to increase coverage to greater than 80% DPT3 in all districts by 2015. There is reasonable equity of immunization coverage in Timor Leste. DHS data from 2010 demonstrates that for DPT3 coverage, the lowest economic qunitile has a DPT3 coverage rate of 55% and the highest quintile 72.5% (and similar differences in relation to education status).

3. Country preparedness

3.1 Health System Preparedness

The redevelopment of the health sector is one of the major priorities of the Government of Timor Leste. The first health sector plan was developed for the period 2008 - 2012, with three main goals of improving accessibility for quality health services, strengthening management and support systems and strengthening coordination, planning and monitoring. A second health strategic plan (for the period 2011 - 2030) is currently near finalization. There are currently 6 hospitals and 65 community health centres in Timor Leste. A Basic Service Package has been devised for implementation by health facilities across the country, with immunization as one of the core components. Currently the national immunization program implements through community health centres and health posts and a community health strategy known as SISCa (refer to cMYP for details).

3.2 Program Preparedness

The current immunization schedule includes the standard seven routine EPI antigens, with the Government of Timor Leste financing the procurement of tetravalent vaccine which was introduced into the routine program in December 2007. 

The Ministry of Health with the technical support of WHO has recently established a Surveillance Unit at the Ministry of Health in 2011 with the initial focus of this unit being on strengthening systems for vaccine preventable surveillance including AEFI. The national EPI program through its implementing units at sub national level has systems in place for case based measles surveillance and AFP reporting. The Ministry of Health currently recognizes the need for strengthening of AEFI systems in particular. National Immunization Policy and middle level training programs are currently being revised and implemented that will have a major focus on introduction of AEFI and other surveillance concepts and processes. 

Cold Chain systems have been evaluated and updated over successive years since 2007. The vaccine cold chain system in Timor Leste extends from the Primary Central store in Dili to 13 District Stores to 65 CHCs. Since most facilities do not have 24 hr/day electricity, 75% of cold chain refrigeration equipment in the country is LP-Gas powered. In 2007, a consultant was engaged by UNICEF to develop a comprehensive cold chain inventory and a five-year cold chain rehabilitation plan (2008-2012). It was noted that some of the equipment was reaching its life-expectancy. As a consequence, over the period 2009-2010 UNICEF provided financial and technical assistance to purchase fifteen solar units and subsequently train district staff in the proper installation and maintenance of the new units. A comprehensive vaccine management assessment was conducted using the WHO/UNICEF Vaccine Management Assessment Tool in November 2007. At that time, the consultant found that cold chain capacity for DTP-HepB was adequate at primary and service delivery levels and the standard of equipment satisfactorily functional. A follow-up EVSM was conducted in 2009 and concluded that the primary vaccine store had more than sufficient capacity to accomodate all routine and campaign vaccines. The 2009 assessment further concluded that for routine EPI, none of the districts needed additional cold chain equipment. To best prepare for future new and underutilized vaccine introduction, efforts will continue on raising awareness and understanding among health staff -- particularly the newer work force expected over the next cMYP cycle – of vaccine temperature sensitivity, the importance of temperature monitoring and good vaccine handling, and proper record-keeping. As the transition from tetravalent to pentavalent vaccine will involve no significant shift in vaccine volume requirements, the current cold chain systems volumes are adequate for accommodating introduction of pentavalent vaccine (refer to cMYP for details).

In terms of introduction perparedness, important lessons learned from tetravalent introduction have included 4 main factors - these include (1) development of clear policy and guidelines on immunization (2) training of health staff (including vaccine management and AEFI) (3) improving coverage through RED micro-planning and (4) adequate dissemination of public information. These lessons learned have been taken up into the introduction plan which is annexed to this proposal. 

The nature of stakeholders participation in developing this proposal

In April 2010, at the Directors Meeting of the Ministry of Health represented by Directorate heads and development partners, the decision was undertaken to introduce Pentavalent vaccine in 2012. Subsequent meetings were undertaken with the National EPI Technical Working Group with the participation of the national program, WHO, UNICEF and NGOs to revise and update the multiyear plan and costing and to respond to critical issues in the development of this proposal to GAVI. The revised plan and costing and proposal were circulated to regional offices of WHO and UNICEF for additional inputs. 



4. Signatures
4.1. Signatures of the Government and National Coordinating Bodies
4.1.1. Government and the Inter-Agency Coordinating Committee for Immunisation
The Government of Timor-Leste (East Timor) would like to expand the existing partnership with the GAVI Alliance for the improvement of the infants routine immunisation programme of the country, and specifically hereby requests for GAVI support for DTP-HepB-Hib 10 doses/vial Liquid introduction.
The Government of Timor-Leste (East Timor) commits itself to developing national immunisation services on a sustainable basis in accordance with the Comprehensive Multi-Year Plan (cMYP) presented with this document. The Government requests that the GAVI Alliance and its partners contribute financial and technical assistance to support immunisation of children as outlined in this application.
Tables 6.(n).5. (where (n) depends on the vaccine) in the NVS section of this application shows the amount of support in either supply or cash that is required from the GAVI Alliance. Tables 6.(n).4. of this application shows the Government financial commitment for the procurement of this new vaccine (NVS support only).
Following the regulations of the internal budgeting and financing cycles the Government will annually release its portion of the co-financing funds in the month of January.
Please note that this application will not be reviewed or approved by the Independent Review Committee (IRC) without the signatures of both the Minister of Health & Minister of Finance or their delegated authority.
Enter the family name in capital letters.
	Minister of Health (or delegated authority)
	Minister of Finance (or delegated authority)

	Name
	H.E Ms.Madalena F.M.H.C Soares, B.Ns, Vice-Minister of Health
	Name
	H.E Mr Rui Manuel Hanjam, Vice Minister, Ministry of Finance, RDTL

	Date
	
	Date
	

	Signature
	
	Signature
	


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

	Mateus Cunha
	National EPI Officer MOH
	+670 7269219
	cunha_2001et@yahoo.com
	


4.1.2. National Coordinating Body - Inter-Agency Coordinating Committee for Immunisation
We the members of the ICC, HSCC, or equivalent committee[1] met on the 03.05.2011 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.
[1] Inter-agency Coordinating Committee or Health Sector Coordinating Committee, or equivalent committee which has the authority to endorse this application in the country in question.
The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: 4.
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
Enter the family name in capital letters.
	Name/Title
	Agency/Organisation
	Signature
	Action

	Mrs.Isabel Maria GOMES
	National Director of Community Health, Ministry of Health
	
	

	Mr. Mateus CUNHA
	National EPI Manager
	
	

	Mr. Jose Antonio Oliveira LIMA
	EPI Field Officer Ministry of Health
	
	

	Dr.Erling LARSSON
	Adviser of Health Policy WHO
	
	

	Dr. Yuwono SIDHARTA
	Epidemiologist WHO
	
	

	Mr. Herminio LELAN
	EPI Officer WHO
	
	

	Dr Md Monjur HOSSAIN
	Chief of Health and Nutrition UNICEF
	
	

	Dr. Sherin VARKEY
	Health Specialist UNICEF
	
	

	Mr. Aderito Gregorio DO CARMO
	Immunization Officer UNICEF
	
	

	Ms Lauri WINTER
	TAIS/USAID
	
	

	Dr. Ruhul AMIN
	Chief of Party MCC TPI (MCC/USAID)
	
	


In case the GAVI Secretariat has queries on this submission, please contact
Enter the family name in capital letters.
	Name
	Mateus Cunha
	Title
	EPI Officer

	Tel no
	+670 7269219
	
	

	Fax no
	+670 3331176
	Address
	Ministry of Health
Dili
Timor Leste

	Email
	cunha_2001et@yahoo.com
	
	


4.1.3. The Inter-Agency Coordinating Committee for Immunisation
Agencies and partners (including development partners and NGOs) supporting immunisation services are co-ordinated and organised through an inter-agency coordinating mechanism (ICC, HSCC, or equivalent committee). The ICC, HSCC, or equivalent committee is responsible for coordinating and guiding the use of the GAVI NVS support. Please provide information about the ICC, HSCC, or equivalent committee in your country in the table below.
Profile of the ICC, HSCC, or equivalent committee
	Name of the committee
	National EPI Technical Working Group

	Year of constitution of the current committee
	2006

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

	Frequency of meetings
	Once per quarter


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

	Chair
	National Director of Community Health, Ministry of Health
	Mrs. Isabel Maria GOMES

	Secretary
	National EPI Manager Ministry of Health (Vice Chair)
	Mr. Mateus CUNHA

	Members
	EPI Field Officer Ministry of Health (Secretary)
	Mr. Jose Antonio Oliveira LIMA
	Action

	
	Adviser of Health Policy / WHO
	Dr. Erling LARSSON
	

	
	Epidemiologist /WHO
	Dr. Yuwono SIDHARTA
	

	
	EPI Officer WHO
	Mr. Herminio LELAN
	

	
	Chief of Health and Nutrition / UNICEF
	Dr. Md. Monjur HOSSAIN
	

	
	Health Specialist UNICEF
	Dr Sherrin VARKEY
	

	
	Immunization Officer UNICEF
	Mr Aderito Gregorio DO CARMO
	

	
	Country Director / TAIS - USAID
	Ms. Lauri WINTER
	

	
	Chief of Party MCC TPI MCC/USAID
	Dr. Ruhul AMIN
	


Major functions and responsibilities of the committee
	1. To monitor immunization coverage and surveillance data and recommend improvements to immunization strategy.
2. To recommend to the Ministry of Health any changes to Immunization Policy
3. To provide technical recommendations to the Ministry of Health on new vaccine introductions 
4. To oversee development of multi year planning and costing of national program
5. To coordinate resources both national and international for the financing of the national program
6. To coordinate resource mobilization and responses for immunization program
7. To report to the Ministry of Health on any other factors effecting the performance of the national EPI program


Three major strategies to enhance the committee's role and functions in the next 12 months
	1.
	Increase frequency of National EPI Technical Working Group to 6 times per year.

	2.
	Every quarter, to request that one District Manager presents the situation of immunization services in that District

	3.
	To request higher level MOH membership on the EPI TWG from time to time in order to link EPI policy issues closer to the health policy issues of the sector.


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

	Tel no
	
	
	

	Fax no
	
	Address
	

	Email
	
	
	


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

	Year of constitution of the current NITAG
	

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

	Frequency of meetings
	


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

	Chair
	
	

	Secretary
	
	

	Members
	
	
	Action

	
	
	
	


Major functions and responsibilities of the NITAG
	


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

	2.
	

	3.
	


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

	Total population
	1,066,582
	
	2010
	Census 2010 with population Growth rate of 2.41%

	Infant mortality rate (per 1000)
	45
	
	2010
	DHS 2010

	Surviving Infants[1]
	45,253
	
	2010
	Based on Live Births 47,385 from JRF and IMR of 45/1000 from 2010 DHS Survey

	GNI per capita (US$)
	2,644
	
	2010
	World Bank

	Total Health Expenditure (THE) as a percentage of GDP
	12.30
	%
	2009
	NHA WHO Website 2010

	General government expenditure on health (GGHE) as % of General government expenditure
	9.80
	%
	2008
	NHA WHO Website 2010


[1] Surviving infants = Infants surviving the first 12 months of life
Please provide some additional information on the planning and budgeting context in your country; also indicate the name and date of the relevant planning document for health
	There are three relevant documents for planning and budgeting in the country context. These are as follows:cMYP 2011 - 2015, Health Sector Plan 2007 - 2012 and Draft Health Sector Plan 2011 - 2030.Other important aspects of the national planning and budgeting cycle are as follows: District health teams under the Ministry’s direction implement health policy and strategies through annual action plans and have a designated role in ensuring appropriate local service delivery and effective utilisation of resources. At the sub national level, there are systems of annual district implementation plans and sub district implementation plans



Is the cMYP (or updated Multi-Year Plan) aligned with this document (timing, content, etc.)?
	The time period of the cMYP is 2011 - 2015. This is aligned to the national health sector planning cycle. This proposal is aligned to the time period of 2011 - 2015


Please indicate the national planning budgeting cycle for health
	The Health Strategic Plan is linked to a Medium Term Expenditure Framework. The annual budgeting cycle is based on the calendar year.Historically, the annual planning process at district level has been separate from the budget cycle. However, steps have been taken in recent times to more appropriately link planning and budgeting. There is a system of annual program review at the central level


Please indicate the national planning cycle for immunisation
	Immunization forms part of the basic services package which is implemented nationally. All national programs are integrated at the sub district and district levels within annual district and sub district implementation plans.There is a line item in the national budget for immunization and the national government procures all vaccines and injection safety supplies.


Please indicate if sex disaggregated data (SDD) is used in immunisation routine reporting systems
	Timor Leste conducted a DHS survey in 2010 which disaggraegtes data according to gender and education and income quintiles. In the cMYP, gender disaggregated data from the DHS data is presented for immunization coverage and other health and social indicators. Sex disaggregated data is also recorded on immunization tally sheets. 


Please indicate if gender aspects relating to introduction of a new vaccine have been addressed in the introduction plan
	The DHS 2010 survey demonstrates that infant mortality is slightly higher for boys than girls. Measles immunization coverage is slightly higher for boys (69%)than girls (66%). For DPT3, similarly the rate is 68.6% for boys compared to 64.1% for girls. 


5.2. Current vaccination schedule
Traditional, New Vaccines and Vitamin A supplement (refer to cMYP pages)
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	Vaccine
(do not use trade name)
	Ages of administration
(by routine immunisation services)
	Given in
entire country
	Comments
	Action

	BCG
	Birth to 1 Year
	Yes
	
	

	DTP-Hep B
	6 weeks or 1st contact after 6 weeks, + 1 month, + 1 month
	Yes
	
	

	Polio
	0-2 weeks, 6 weeks or 1st contact after 6 weeks, + 1 month, + 1 month
	Yes
	
	

	Measles
	9 months
	Yes
	
	

	TT
	Pregnant women: 1st contact, + 1 month, + 6 months, + 1 year, + 1 year 
	Yes
	
	

	Vitamin A
	2 doses 12-59 months. Post partum mothers
	Yes
	


5.3. Trends of immunisation coverage and disease burden
(as per last two annual WHO/UNICEF Joint Reporting Form on Vaccine Preventable Diseases)
	Trends of immunisation coverage (percentage)
	Vaccine preventable disease burden

	Vaccine
	Reported
	Survey
	Disease
	Number of reported cases

	
	2009
	2010
	2009
	2010
	
	2009
	2010

	BCG
	71
	71
	77
	
	Tuberculosis
	0
	0

	DTP
	DTP1
	76
	75
	74
	
	Diphtheria
	0
	0

	
	DTP3
	72
	72
	64
	
	Pertussis
	0
	0

	Polio 3
	78
	72
	54
	
	Polio
	0
	0

	Measles (first dose)
	70
	66
	60
	
	Measles
	10
	50

	TT2+ (Pregnant women)
	39
	33
	76
	
	NN Tetanus
	2
	7

	Hib3
	
	
	
	
	Hib[2]
	0
	0

	Yellow Fever
	
	
	
	
	Yellow fever
	
	

	HepB3
	72
	72
	63
	
	HepBsero-prevalence[1]
	
	

	Vitamin A supplement 
Mothers (< 6 weeks post-delivery)
	
	39
	55
	
	

	Vitamin A supplement 
Infants (>6 months)
	
	42
	51
	
	


[1] If available
[2] Note: JRF asks for Hib meningitis
If survey data is included in the table above, please indicate the years the surveys were conducted, the full title and if available, the age groups the data refers to
	A DHS Survey was conducted in Timor Leste 2009 and 2010 (Timor-Leste Demographic and Health Survey 2009-10 national Statistics Directorate Ministry of Finance). The Immunization data refers to children aged 12-23 months at time of survey. The TT coverage data refers to women aged 15-49 years who had a birth in the 5 years preceding the survey.


5.4. Baseline and Annual Targets
(refer to cMYP pages)
Table 1: baseline figures
	Number
	Base Year
	Baseline and Targets

	
	2010
	2012
	2013
	2014
	2015
	
	

	Total births
	47,385
	49,696
	50,894
	52,121
	53,377
	
	

	Total infants' deaths
	2,132
	2,236
	2,290
	2,345
	2,402
	
	

	Total surviving infants
	45,253
	47,460
	48,604
	49,776
	50,975
	
	

	Total pregnant women
	51,650
	54,170
	55,475
	56,812
	58,181
	
	

	Number of infants vaccinated (to be vaccinated) with BCG
	29,770
	41,248
	45,805
	48,472
	51,242
	
	

	BCG coverage (%)[1]
	63%
	83%
	90%
	93%
	96%
	
	

	Number of infants vaccinated (to be vaccinated) with OPV3 
	30,443
	40,751
	44,278
	46,909
	49,107
	
	

	OPV3 coverage (%)[2]
	67%
	86%
	91%
	94%
	96%
	
	

	Number of infants vaccinated (or to be vaccinated) with DTP1[3]
	31,582
	40,341
	43,744
	46,291
	48,426
	
	

	Number of infants vaccinated (to be vaccinated) with DTP3[3]
	30,524
	38,917
	42,285
	44,798
	46,897
	
	

	DTP3 coverage (%)[2]
	67%
	82%
	87%
	90%
	92%
	
	

	Wastage[1] rate in base-year and planned thereafter for DTP (%)
	50%
	50%
	40%
	30%
	20%
	
	

	Wastage[1] factor in base-year and planned thereafter for DTP
	2
	2
	1.67
	1.43
	1.25
	
	

	Infants vaccinated (to be vaccinated) with 1st dose of HepB and/or Hib
	31,582
	40,341
	43,744
	46,291
	48,426
	
	

	Infants vaccinated (to be vaccinated) with 3rd dose of HepB and/or Hib
	30,524
	38,917
	42,285
	44,798
	46,897
	
	

	HepB and/or Hib 3rd dose coverage (%)[2]
	67%
	82%
	87%
	90%
	92%
	
	

	Infants vaccinated (to be vaccinated) with 1st dose of Measles
	27,922
	39,757
	41,224
	44,824
	48,753
	
	

	Measles coverage (%)[2]
	62%
	84%
	85%
	90%
	96%
	
	

	Pregnant women vaccinated with TT+
	16,810
	37,026
	37,919
	38,833
	39,768
	
	

	TT+ coverage (%)[4]
	33%
	68%
	68%
	68%
	68%
	
	

	Vit A supplement to mothers within 6 weeks from delivery
	
	
	
	
	
	
	

	Vit A supplement to infants after 6 months
	
	
	
	
	
	
	

	Annual DTP Drop-out rate[ (  DTP1 - DTP3 ) / DTP1 ]  x 100[5]
	3%
	4%
	3%
	3%
	3%
	
	


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

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

	
	2010
	2012
	2013
	2014
	2015
	
	
	
	

	Routine Recurrent Cost

	Vaccines (routine vaccines only)
	310,261
	528,681
	462,530
	423,531
	391,646
	
	
	
	

	Traditional vaccines
	135,148
	99,618
	102,191
	96,051
	90,941
	
	
	
	

	New and underused vaccines
	175,113
	429,063
	360,339
	327,480
	300,705
	
	
	
	

	Injection supplies
	33,381
	27,665
	27,104
	28,397
	29,658
	
	
	
	

	Personnel
	483,792
	624,877
	761,345
	776,572
	792,103
	
	
	
	

	Salaries of full-time NIP health workers (immunisation specific)
	455,352
	589,108
	718,557
	732,928
	747,586
	
	
	
	

	Per-diems for outreach vaccinators / mobile teams
	28,440
	35,769
	42,788
	43,644
	44,517
	
	
	
	

	Transportation
	12,144
	14,694
	16,164
	17,780
	19,558
	
	
	
	

	Maintenance and overheads
	169,097
	211,786
	233,894
	237,209
	266,260
	
	
	
	

	Training
	
	41,616
	37,142
	43,297
	44,163
	
	
	
	

	Social mobilisation and IEC
	25,105
	26,949
	28,363
	29,850
	31,415
	
	
	
	

	Disease surveillance
	40,167
	43,119
	45,380
	47,760
	50,264
	
	
	
	

	Program management
	45,188
	48,509
	51,053
	53,730
	56,547
	
	
	
	

	Other
	269,000
	306,538
	95,400
	96,000
	99,000
	
	
	
	

	Subtotal Recurrent Costs
	1,388,135
	1,874,434
	1,758,375
	1,754,126
	1,780,614
	
	
	
	

	

	Routine Capital Costs

	Vehicle
	
	67,626
	68,979
	70,358
	71,765
	
	
	
	

	Cold chain equipment
	193,228
	27,486
	4,553
	4,644
	60,526
	
	
	
	

	Other capital equipment
	
	23,929
	
	
	
	
	
	
	

	Subtotal Capital Costs
	193,228
	119,041
	73,532
	75,002
	132,291
	
	
	
	

	

	Campaigns

	Polio
	
	
	
	
	
	
	
	
	

	Measles
	
	
	
	1,240,148
	
	
	
	
	

	Yellow Fever
	
	
	
	
	
	
	
	
	

	MNT campaigns
	99,366
	
	30,056
	
	30,471
	
	
	
	

	Other campaigns
	
	
	
	
	
	
	
	
	

	Subtotal Campaign Costs
	99,366
	0
	30,056
	1,240,148
	30,471
	
	
	
	

	GRAND TOTAL
	1,680,729
	1,993,475
	1,861,963
	3,069,276
	1,943,376
	
	
	
	


5.6. Summary of current and future financing and sources of funds
Please list in the tables below the funding sources for each type of cost category (if known). Please try and indicate which immunisation program costs are covered from the Government budget, and which costs are covered by development partners (or the GAVI Alliance), and name the partners (or refer to cMYP).
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	
	Estimated costs per annum in US$ (in thousand US$)

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

	
	
	2010
	2012
	2013
	2014
	2015
	
	
	
	

	Routine Recurrent Cost

	Recurrent Costs
	Government
	927,711
	1,056,087
	1,259,183
	1,313,263
	1,388,330
	
	
	
	
	

	Surveillance
	WHO
	40,000
	40,000
	40,000
	40,000
	40,000
	
	
	
	
	

	Recurrent Costs
	UNICEF
	147,594
	200,000
	200,000
	200,000
	200,000
	
	
	
	
	

	Recurrent Costs
	USAID
	200,000
	200,000
	200,000
	
	
	
	
	
	
	

	Vaccines 
	GAVI
	0
	418,400
	284,000
	182,000
	83,000
	
	
	
	
	

	
	Other
	0
	0
	0
	0
	0
	
	
	
	
	

	
	

	Routine Capital Costs
	

	
	Government
	
	
	
	
	
	
	
	
	
	

	
	WHO
	
	
	
	
	
	
	
	
	
	

	TT High Risk SIA
	UNICEF
	
	
	
	
	
	
	
	
	
	

	
	USAID
	
	
	
	
	
	
	
	
	
	

	
	GAVI
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	

	Campaigns
	

	
	Government
	
	
	
	
	
	
	
	
	
	

	
	WHO 
	
	
	
	
	
	
	
	
	
	

	
	UNICEF
	99,366
	
	
	
	
	
	
	
	
	

	
	USAID
	
	
	
	
	
	
	
	
	
	

	
	GAVI
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	GRAND TOTAL
	1,414,671
	1,914,487
	1,983,183
	1,735,263
	1,711,330
	
	
	
	
	


6. New and Under-Used Vaccines (NVS)
Please summarise the cold chain capacity and readiness to accommodate new vaccines, stating how the cold chain expansion (if required) will be financed, and when it will be in place. Please indicate the additional cost, if capacity is not available and the source of funding to close the gap.
	The introduction of DTP-HepB-Hib 10 dose vial (2.6 cm3/dose), which is only marginally bigger than the DTP-HepB 10 dose currently in use (2.1 cm3/dose) will be easily accomodated into the cold chain system and will not require purchase of new equipment.

A vaccine management assessment conducted in 2007 with the WHO Vaccine Management Tool concluded that that storage capacity at primary and service delivery levels (except one sub-district) was adequate for the routine EPI vaccines, which included the supply of DTP-HepB vaccines, in 10 dose vial presentations. A comprehensive cold chain inventory (2008-2012) and gap analysis was also conducted. It was noted that 90% of equipment was in good working order and that a third of equipment was over six years old (life-expectancy at 10-12 years). As a consequence, over the period 2007-2010 UNICEF provided financial and technical assistance to purchase and install a total of 34 fridge/freezer units, 7 freezers, 16 ILRS and 15 solar units, and subsequently train district staff in the proper maintenance of the new equipment. The five-year cold chain rehabilitation plan will need to be updated and work must continue to develop an effective cold chain maintenance strategy.

In preparation for a measles and tetanus campaign, a follow-up EVSM was conducted in 2009 and concluded that the primary vaccine store had more than sufficient capacity to accomodate all routine and campaign vaccines. Specifically 20,000 litre capacity available at +2-+8 degrees celsius versus 2,773 litres volume required (surplus 17,227 litres) and 10,000 litre capacity available at -15 to-25 degrees celsius versus 297 litres required (surplus 9,703 litres). The 2009 assessment further concluded that for routine EPI, none of the districts needed additional cold chain equipment.

Prior to the introduction of DTP-HepB, knowledge about appropriate vaccine management handling was not well understood, and skills diminished from national to service delivery level. Since 2007,a Cold Chain and Vaccine Management (CCVM) training curricula was developed and 21 national and district staff were trained over a five-day course in mid 2009. The same staff then participated in a training skills course and vaccine management refresher training at the end of 2009 to then facilitate sub-national CCVM trainings. During 2009-2010 a series sub-national CCVM trainings were then conducted to train health workers, covering topics such as reading vaccine vial monitors, multi-dose vial policy, temperature monitoring, vaccine forecasting and calculating wastage. The CCVM trainings will continue as staff rotates and a new cadre of staff roll-in.

Overall, vaccine management practices have improved at all levels in the past five years due to the investment in training and system improvements. The cold chain and logistics sytems is being established and stabilised and new technologies like digital freeze indicators have been widely introduced. To best prepare for future new vaccine introduction, efforts will continue on raising awareness and understanding among health staff -- particularly the newer work force expected over the next cMYP cycle – of vaccine temperature sensitivity, the importance of temperature monitoring and good vaccine handling, and proper record-keeping. One recent area of work that has been under-taken is vaccine wastage monitoring, as this is still not a concept that is well-understood or proactively managed. 

The last vaccne management assessments were conducted in the following years:WHO/UNICEF Vaccine Management Assessment Tool Oct-Nov 2007
WHO/UNICEF Effective Vaccine Store Management, March 2009, The next assessment is proposed for June-August 2011.


Please give a summary of the cMYP sections that refer to the introduction of new and under-used vaccines. Outline the key points that informed the decision-making process (data considered etc)
	The WHO vaccine position paper (Nov 2006) recommends that Hib vaccine should be introduced into all routine infant immunization programmes. Furthermore, in 2009 WHO provided estimates of severe disease due to Hib, indicating a range of 2102 to 3780 cases per year in Timor Leste among children aged 1 month to 5 years and 33 deaths. This information, combined with technical information provided on global and regional Hib estimates, vaccine supply issues and co-financing projections were considered. Furthermore, lessons learned from the introduction of DTP-Hep B made apparent that Timor Leste is capable of introducing a new vaccine successfully. The Council of Directors therefore endorsed in April 2011 the proposition by the National Immunization Programme to introduce Hib vaccine.


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

	
	
	
	2012
	2013
	2014
	2015
	
	
	
	

	A
	Annual positive volume requirement, including new vaccine (litres or m3)
Litres
	Sum-product of total vaccine doses multiplied by unit packed volume of the vaccine
	1,210
	1,400
	1,296
	1,104
	
	
	
	

	B
	Existing net positive cold chain capacity (litres or m3)
Litres
	#
	20,000
	20,000
	20,000
	20,000
	
	
	
	

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

	D
	Number of consignments /
shipments per year
	Based on national vaccine shipment plan
	2
	2
	2
	2
	
	
	
	

	E
	Gap (if any)
	((A / D) - B)
	-19,395
	-19,300
	-19,352
	-19,448
	
	
	
	

	F
	Estimated additional cost of cold chain
	US$
	120,113
	103,703
	110,645
	178,641
	
	
	
	


Please briefly describe how your country plans to move towards attaining financial sustainability for the new vaccines you intend to introduce, how the country will meet the co-financing payments, and any other issues regarding financial sustainability you have considered (refer to the cMYP)
	The following issues, identified in the cMYP, and of direct relevance to the financial sustainability of ne wvaccine introduction.

1. Following introduction of tetravalent vaccine through AusAID support in 2007, the Government of Timor Leste assumed full resposibility for financing of the vaccine program from 2009. This demonstrates the committment and financial capacity of the Government of Timor Leste to finance the recurrent costs of the national immunization program.

2. Currently the MOH finances 79% of program costs. Wider developments in the health system in the coming years, including improvements to roads and communications, should result in improved demand for fixed facility services in the coming years. This will reduce somewhat in improved efficiency of the program.

3. Improving GNI will increase the capacity of the national government to direct financing to social sectors.


6.2. Assessment of burden of relevant diseases (if available)
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	Disease
	Title of the assessment
	Date
	Results

	Haemophilus Influenzae Type B Disease
	Estimates of severe illness cases and deaths in children from one month to less than
	27 July 2009
	There is an annual estimate of 2321 pneumonia cases due to Hib. (Estimates range from 2102 to 3780 cases). The incidence rate for pneumonia is estimated at 1382/100,000. 45 meningitis cases are expected per year (incidence 28/100,000). The report is annexed to this application. 
	

	Broncho/Pneummonia and Meningitis/encephalitis
	Health Management Information System Timor Leste
	2010
	There were 1292 reported cases of broncho-pneummonia/pneummonia in 2010 in under 5 children (63 deaths). There were 21 reported meningitis cases in 2010 in under 5 children (6 deaths).
	


If new or under-used vaccines have already been introduced in your country, please give details of the lessons learned from storage capacity, protection from accidental freezing, staff training, cold chain, logistics, drop-out rate, wastage rate etc., and suggest action points to address them
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	Lessons Learned
	Action Points

	Important success factor included preparing an inventory of the cold chain plan and developing a rehabilitation plan.

Introducing the RED approach (detailed micro-plan) was an important factor in improving coverage.

Ensuring the development and dissemination of immunization policy to all managers and health providers was essential for updating on quality and standards for immunization services.

Training of health staff in middle level management, side effects and refreshment of technical skills were all important factors for supporting the introduction of tetravalent vaccine.

With the last vaccine introduction, public information was too focussed on the urban areas and communication effors should target a wider population

	The next vaccine management assessment will be conducted in 2011. Ongoing efforts will be made to integrate cold and vaccine management into MLM and immunization in practice training.

In 2011, a MLM program is being conducted with micro-planning being one of the main components.

The Immunization Policy is being updated in 2011 and will be disseminated with immunization training for new vaccine introduction. Two main areas of focus for the immunization policy update will be surveillance and AEFI.

For introduction planning for pentavalent, more emphasis in the communication strategy will be placed on strategies to communicate with more rural and remote populations.
	


Please list the vaccines to be introduced with support from the GAVI Alliance (and presentation)
	Pentavalent Vaccine (DPT-Heb B-Hib) 10 Dose liquid Vials


6.3.1. Requested vaccine ( DTP-HepB-Hib, 10 doses/vial, Liquid )
As reported in the cMYP, the country plans to introduce DTP-HepB-Hib, 10 doses/vial, Liquid vaccine.
6.3.2. Co-financing information
If you would like to co-finance higher amount than minimum, please overwrite information in the “Your co-financing” row.
Note: Selection of this field has direct impact on automatic calculations of support you are requesting and should not be left empty.
	Country group
	Graduating


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

	
	2012
	2013
	2014
	2015
	
	
	
	

	Minimum co-financing
	0.37
	0.74
	1.11
	1.48
	
	
	
	

	Your co-financing (please change if higher)
	0.37
	0.74
	1.11
	1.48
	
	
	
	


6.3.3. Wastage factor
Please indicate wastage rate:
Countries are expected to plan for a maximal wastage rate of:
· 50% - for a lyophilised vaccine in 10 or 20-dose vial,
· 25% - for a liquid vaccine in 10 or 20-dose vial or a lyophilised vaccine in 5-dose vial,
· 10% - for a lyophilised/liquid vaccine in 2-dose vial, and
· 5% - for a liquid vaccine in 1-dose vial
Note: Selection of this field has direct impact on automatic calculations of support you are requesting and should not be left empty.
	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	2012
	2013
	2014
	2015
	
	
	
	

	Vaccine wastage rate in %
	25%
	25%
	25%
	20%
	
	
	
	

	Equivalent wastage factor
	1.33
	1.33
	1.33
	1.25
	
	
	
	


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

	
	
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	40,341
	43,744
	46,291
	48,426
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	38,917
	42,285
	44,798
	46,897
	
	
	
	

	Immunisation coverage with the third dose
	Table 1
	#
	82.00%
	87.00%
	90.00%
	92.00%
	
	
	
	

	Estimated vaccine wastage factor
	Table 6.(n).3[3]
	#
	1.33
	1.33
	1.33
	1.25
	
	
	
	

	Country co-financing per dose[2]
	Table 6.(n).2[3]
	$
	0.37
	0.74
	1.11
	1.48
	
	
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Total price per-dose includes vaccine cost, plus freight, supplies, insurance, visa costs etc.
[3] Where (n) depends on the vaccine
6.3.5. Portion of supply to be procured by the country (and cost estimate, US$)
	
	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of vaccine doses
	#
	28,500
	53,600
	96,400
	136,200
	
	
	
	

	Number of AD syringes
	#
	25,400
	45,100
	80,800
	121,000
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	300
	500
	900
	1,350
	
	
	
	

	Total value to be co-financed by country
	$
	74,500
	132,000
	208,000
	269,000
	
	
	
	


6.3.6. Portion of supply to be procured by the GAVI Alliance (and cost estimate, US$)
	
	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Year 6
	Year 7
	Year 8

	
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of vaccine doses
	#
	172,800
	124,400
	90,900
	45,500
	
	
	
	

	Number of AD syringes
	#
	153,700
	104,500
	76,200
	40,400
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	1,725
	1,175
	850
	450
	
	
	
	

	Total value to be co-financed by GAVI
	$
	452,000
	305,500
	196,000
	90,000
	
	
	
	


6.3.7. New and Under-Used Vaccine Introduction Grant
Please indicate in the tables below how the one-time Introduction Grant[1] will be used to support the costs of vaccine introduction and critical pre-introduction activities (refer to the cMYP).
Calculation of lump-sum for the DTP-HepB-Hib, 10 doses/vial, Liquid
If the total is lower than US$100,000, it is automatically rounded up to US$100,000
	Year of New Vaccine Introduction 
	Births (from Table 1)
	Share per Birth in US$
	Total in US$

	2012
	49,696
	0.30
	100,000


[1] The Grant will be based on a maximum award of $0.30 per infant in the birth cohort with a minimum starting grant award of $100,000
Cost (and finance) to introduce the DTP-HepB-Hib, 10 doses/vial, Liquid (US$)
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.
	Cost Category
	Full needs for new vaccine introduction in US$
	Funded with new vaccine introduction grant in US$

	Training
	39,000
	39,000

	Social Mobilization, IEC and Advocacy
	42,000
	42,000

	Cold Chain Equipment & Maintenance
	20,000
	

	Vehicles and Transportation
	10,000
	10,000

	Programme Management
	5,000
	5,000

	Surveillance and Monitoring
	4,000
	4,000

	Human Resources
	
	

	Waste Management
	
	

	Technical assistance
	
	

	
	
	
	

	Totals
	120,000
	100,000


7. Procurement and Management of New and Under-Used Vaccines
Note: The PCV vaccine must be procured through UNICEF
a) Please show how the support will operate and be managed including procurement of vaccines (GAVI expects that most countries will procure vaccine and injection supplies through UNICEF)
	1. Introduction planning and implementation will be managed through the National EPI program at the Ministry of Health. 

2. Major policy and technical decsions will be made through the Council of Directors at the Ministry of Health.

3. Introduction activities will be technical advised and coordinated by the EPI National Working Group that is represented by the EPI program, WHO, UNICEF and NGO partners.

4. Vaccines will be procured through UNICEF procurement mechanisms.


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


c) Please describe the introduction of the vaccines (refer to cMYP)
	The cMYP on page 26 describes the strategies for introduction of new vaccines and activity mapping is attached as Document 16:

1. The introduction plan describes how managers will undertake a review of sentinel surveillance systems in the region in preparation for establishment of such a system in Timor Leste.

2. The vaccine will be introduced as per MOH decision into the routine schedule from early 2012. The vaccine will be introduced nationwide.

3. IEC programs will be implemented nationwide through media, launching and training of volunteers and local authorities, especially in remote areas.

4. There will be important preparatory activities to prepare the EPI system for introduction. A follow up EVM assessment from the one conducted in 2009 will be conducted in June 2011. Also, WHO will provide technical assistance to develop country specfic AEFI guidelines in 2011. A feasibility assessment will also be conducted for establishment of a meningitis-encephaltis hospital sentinel site (AES guidelines are already available but the system is not yet functional).

5. Staff and managers will trained in new vaccine introduction, with a special empahsis on surveillance and AEFI. Training will be followed up by supervision and monitoring from Districts 

A costed activity plan is also appended which describes the new vaccine introduction plan which is summarized below according to the main components.

(a)Preparatory Activities. These activities include conducting an updated EVM assessment and development of an EVM Plan. In preparation for introduction, many changes to documentation will be required, including updating of the immunization strategy and preparation of new EPI health information forms and IEC materials (including immunization cards for parents. Activities will also be under taken to ensure timly procurement and distribution of vaccines.

(b)Immunization Safety and AEFI Surveillance. As outlined in the cMYP, there is currently a proposal to position an AEFI officer at the surveillance unit at the MOH. Upcoming MLM training programs for community health centre managers will have a component on AEFI surveillance. In other issues relating to surveillance, there was a agreement that a feasibility study should be organized in order to establish a sentinel surveillance system for meningitis and encephalitis. 

(c)Training and IEC. A substantial range of activities are proposed for training and IEC. In terms of training, in addition to the MLM program proposed this year, there will be a national workshop for central and District levels on Hib disease and vaccine introduction, followed by District workshops for CHJC managers and staff. The focus of the training will be on Hib disease, the new vaccine, as well as reinforcing of AEFI responses, cold chain management and Red strategy implementation. In terms of IEC there will be an official launching of the program, as well as an orientation of local authorities and PSF volunteers regarding the new vaccine and the EPI program. Finally, there will also be investments in media materials including radio and TV messages on the new vaccine and printed materials for community members.

(d)Supervision and Monitoring. The cMYP details strategies and plans for improving supervision and monitoring through MLM programs (to be implemnted in 2011), development of supervision guidelines and strengthening the monitoring functions of the EPI technical working group. The annexed introduction plan includes plans for on site training and supervision by national and district supervisors and a post introduction evaluation in 2013.




d) Please indicate how funds should be transferred by the GAVI Alliance (if applicable)
	1. Introduction Grants funds should be channelled to the Government Bank Account as specified in this application (refer to attachment 8).


e) Please indicate how the co-financing amounts will be paid (and who is responsible for this)
	Government co financing amounts will be paid by the Directorate of Finance at the Ministry of Health. Following provision of the cost estimate from the Supply Division in UNICEF, the MOH will approve the cost estimate and transfer the funds to UNICEF Supply Division. The agency responsible for this function is the Directorate of Finance at the Ministry of Health in Timor Leste.


f) Please outline how coverage of the new vaccine will be monitored and reported (refer to cMYP)
	Objectives 1,2 and 3 in the cMYP (programme management, service delivery and routine immunization, )are the main areas outlining monitoring and reporting. In summary the main strategies are as follows:

(a) Developing line list of high priority Community Health centres and Villages
(b) Developing needs based mirco-plans that indentify areas with unreached children and describe the actions to reach them
(c) Implementation of programs of supportive supervision, reinforced through Middle level management training in May/June 2011.
(d) Use of immunization monitoring charts at facility level to track coverage and alert for immunization drop out.

Integrated surveillance systems have been developed in Timor Leste for AFP, measles and MNTE but these systems will require strengthening, commencing with MLM capacity building in May/June 2011 and the extending to immunization in practice training in 2012. Surveillance topics will also be updated during introduction training.

The Regional and Country Offices of WHO will provide technical support during the next cMYP plan cycle to develop sentinel surveillance systems for meningitis, encephalitis and pneummonia at a selection of the 6 Hospitals in Timor Leste. (cMYP page 25)

Although MOH managers and staff are required to report adverse events, systems will require strengthening. In 2011, WHO will provide technical assistance to develop country specific AEFI guidelines. Reporting of AEFI will be reinforced duting MLM and vaccine introduction training in 2011 (see Page 26 CMYP)


7.1. Vaccine Management (EVSM/EVM/VMA)
When was the last Effective Vaccine Store Management (EVSM) conducted? March  - 2009
When was the last Effective Vaccine Management (EVM) or Vaccine Management Assessment (VMA) conducted? May  - 2007
If your country conducted either EVSM, EVM, or VMA in the past three years, please attach relevant reports. (Document N°13)
A VMA report must be attached from those countries which have introduced a New and Underused Vaccine with GAVI support before 2008.
Please note that EVSM and VMA tools have been replaced by an integrated Effective Vaccine Management (EVM) tool. The information on EVM tool can be found at http://www.who.int/immunization_delivery/systems_policy/logistics/en/index6.html
For countries which conducted EVSM, VMA or EVM in the past, please report on activities carried out as part of either action plan or improvement plan prepared after the EVSM/VMA/EVM.
	Improvements to Cold Chain and vaccine Management over recent years are detailed in the cMYP on pages 15 and 16. In summary, the main points are as follows:

1. CAPITAL EQUIPMENT A vaccine management assessment in 2007 observed that 90% of equipment was in good working order and that a third of equipment was over six years old (life-expectancy at 10-12 years). As a consequence over the period 2007-2010 UNICEF provided financial and technical assistance to purchase and install a total of 34 fridge/freezer units, 7 freezers, 16 ILRS and 15 solar units, and subsequently train district staff in the proper maintenance of the new equipment.

2. TRAINING A Cold Chain and Vaccine Management (CCVM) training curricula was developed and 21 national and district staff were trained over a five-day course in mid 2009. During 2009-2010 a series sub-national CCVM trainings were then conducted to train health workers, covering topics such as reading vaccine vial monitors, multi-dose vial policy, temperature monitoring, vaccine forecasting and calculating wastage. As illustrated in Table 2.5 below, while weaknesses in the central store management persist, there have been notable improvements to the system, particularly in the areas of vaccine arrival and handing, monitoring of temperatures and stock management. While cold chain capacity for all routine and campaign doses of tetanus and measles was deemed quite sufficient, it was noted the vaccine storekeeper needed further training on volume capacity analysis, hence the lowered score.

3. TECHNOLOGIES Overall, vaccine management practices have improved at all levels in the past five years due to the investment in training and system improvements. The cold chain and logistics systems is being established and stabilised and new technologies like digital freeze indicators have been widely introduced. To best prepare for future new vaccine introduction, efforts will continue on raising awareness and understanding among health staff -- particularly the newer work force expected over the next cMYP cycle – of vaccine temperature sensitivity, the importance of temperature monitoring and good vaccine handling, and proper record-keeping. 


When is the next Effective Vaccine Management (EVM) Assessment planned? June  - 2011
Under new guidelines, it will be mandatory for the countries to conduct an EVM prior to an application for introduction of new vaccine.
8. Additional Comments and Recommendations
Comments and Recommendations from the National Coordinating Body (ICC/HSCC)
	WASTAGE: Due to the fact the EPI program is in an early stage of development and due to in accessibility of many remote areas due to communication, geographic and transport barriers, reducing vaccine wastage is a major challenge for the EPI program. The cMYP (see pages 25 cMYP) details strategies by which vaccine wastage will be monitored and reduced. At this stage it is not feasible that vaccine wastage can be reduced from 50% to 25% in 1 or 2 years. The plan in the cMYP is to reduce wastage from 50% to 20% over 4 years. This being the case, it is requested that GAVI take this plan into consideration when considering this vaccine proposal request. That is, the country is requesting vaccine supply based on a wastage rate of 50% in 2012. This will prevent the risk of stock out and interruption to the program.

POPULATION: The population reported in the JRF for 2010 (total births) is 47,385. The 2010 has identified a new infant mortality rate of 45 per 1000 live births as identified in the 2010 DHS Survey. For this reason, the surviviving infants for 2010 and subsequent years has been readjusted to take into account this new figure.


9. Annexes
Annex 1
Annex 1.1 – DTP-HepB-Hib, 10 doses/vial, Liquid
Table 1.1 A - Rounded up portion of supply that is procured by the country and estimate of related cost in US$
	Required supply item
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of vaccine doses
	#
	28,500
	53,600
	96,400
	136,200
	
	
	
	

	Number of AD syringes
	#
	25,400
	45,100
	80,800
	121,000
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	300
	500
	900
	1,350
	
	
	
	

	Total value to be co-financed by the country
	$
	74,500
	132,000
	208,000
	269,000
	
	
	
	


Table 1.1  B - Rounded up portion of supply that is procured by GAVI and estimate of related cost in US$.
	Required supply item
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of vaccine doses
	#
	172,800
	124,400
	90,900
	45,500
	
	
	
	

	Number of AD syringes
	#
	153,700
	104,500
	76,200
	40,400
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	1,725
	1,175
	850
	450
	
	
	
	

	Total value to be co-financed by the country
	$
	452,000 
	305,500
	196,000
	90,000
	
	
	
	


Table 1.1  C - Summary table for DTP-HepB-Hib, 10 doses/vial, Liquid
	
	Data from
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of Surviving infants
	Table 1
	#
	47,460
	48,604
	49,776
	50,975
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	38,917
	42,285
	44,798
	46,897
	
	
	
	

	Immunisation coverage with the last dose
	Table 1
	#
	82.00%
	87.00%
	90.00%
	92.00%
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	40,341
	43,744
	46,291
	48,426
	
	
	
	

	Number of doses per child
	
	#
	3
	3
	3
	3
	
	
	
	

	Estimated vaccine wastage factor
	Table 6.(n).3[2]
	#
	1.33
	1.33
	1.33
	1.25
	
	
	
	

	Number of doses per vial
	
	#
	10
	10
	10
	10
	
	
	
	

	AD syringes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Reconstitution syringes required 
	
	#
	No 
	No 
	No 
	No 
	 
	 
	 
	 

	Safety boxes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Vaccine price per dose
	
	$
	2.470 
	2.320 
	2.030 
	1.850 
	 
	 
	 
	 

	Country co-financing per dose
	Table 6.(n).2[2]
	$
	0.37 
	0.74 
	1.11 
	1.48 
	 
	 
	 
	 

	AD syringe price per unit
	
	$
	0.053 
	0.053 
	0.053 
	0.053 
	 
	 
	 
	 

	Reconstitution syringe price per unit
	
	$
	 
	 
	 
	 
	 
	 
	 
	 

	Safety box price per unit
	
	$
	0.640 
	0.640 
	0.640 
	0.640 
	 
	 
	 
	 

	Freight cost as % of vaccines value
	
	%
	3.50 
	3.50 
	3.50 
	3.50 
	 
	 
	 
	 

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


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Where (n) depends on the vaccine
Table 1.1 D - Estimated number of doses for DTP-HepB-Hib, 10 doses/vial, Liquid associated injection safety material and related co-financing budget (page 1)
	
	
	Formula
	2012
	2013

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	14.15%
	
	
	30.12%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	40,341
	5,708
	34,633
	43,744
	13,177
	30,567

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

	D
	Number of doses needed
	B * C
	121,023
	17,122
	103,901
	131,232
	39,529
	91,703

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	1.33
	1.33
	1.33
	1.33
	1.33
	1.33

	F
	Number of doses needed including wastage
	D * E
	160,961
	22,773
	138,188
	174,539
	52,574
	121,965

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	40,241
	5,694
	34,547
	3,395
	1,023
	2,372

	I
	Total vaccine doses needed
	F + G
	201,202
	28,466
	172,736
	177,934
	53,597
	124,337

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

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	179,004
	25,325
	153,679
	149,436
	45,013
	104,423

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

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	1,987
	282
	1,705
	1,659
	500
	1,159

	N
	Cost of vaccines needed
	I * vaccine price per dose
	496,969
	70,310
	426,659
	412,807
	124,344
	288,463

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	9,488
	1,343
	8,145
	7,921
	2,386
	5,535

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

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	1,272
	180
	1,092
	1,062
	320
	742

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	17,394
	2,461
	14,933
	14,449
	4,353
	10,096

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	1,076
	153
	923
	899
	271
	628

	T
	Total fund needed
	(N + O + P + Q + R + S)
	526,199
	74,445
	451,754
	437,138
	131,672
	305,466

	U
	Total country co-financing
	I * country co-financing per dose
	74,445
	
	
	131,672
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	14.15%
	
	
	30.12%
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Where (n) depends on the vaccine
Table 1.1 D - Estimated number of doses for DTP-HepB-Hib, 10 doses/vial, Liquid associated injection safety material and related co-financing budget (page 2)
	
	
	Formula
	2014
	2015

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	51.47%
	
	
	74.99%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	46,291
	23,828
	22,463
	48,426
	36,318
	12,108

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

	D
	Number of doses needed
	B * C
	138,873
	71,482
	67,391
	145,278
	108,952
	36,326

	E
	Estimated vaccine wastage factor
	Table 6.(n).3. in NVS section[2]
	1.33
	1.33
	1.33
	1.25
	1.25
	1.25

	F
	Number of doses needed including wastage
	D * E
	184,702
	95,071
	89,631
	181,598
	136,190
	45,408

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	2,541
	1,308
	1,233
	0
	0
	0

	I
	Total vaccine doses needed
	F + G
	187,243
	96,379
	90,864
	181,598
	136,190
	45,408

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

	K
	Number of AD syringes (+ 10% wastage) needed
	(D + G) * 1.11
	156,970
	80,797
	76,173
	161,259
	120,937
	40,322

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

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	1,743
	898
	845
	1,790
	1,343
	447

	N
	Cost of vaccines needed
	I * vaccine price per dose
	380,104
	195,650
	184,454
	335,957
	251,951
	84,006

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	8,320
	4,283
	4,037
	8,547
	6,410
	2,137

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

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	1,116
	575
	541
	1,146
	860
	286

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	13,304
	6,848
	6,456
	11,759
	8,819
	2,940

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	944
	486
	458
	970
	728
	242

	T
	Total fund needed
	(N + O + P + Q + R + S)
	403,788
	207,840
	195,948
	358,379
	268,766
	89,613

	U
	Total country co-financing
	I * country co-financing per dose
	207,840
	
	
	268,766
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	51.47%
	
	
	74.99%
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule
[2] Where (n) depends on the vaccine
Annex 2
Estimated prices of supply and related freight cost: 2011 from UNICEF Supply Division; 2012 onwards: GAVI Secretariat
Table A - Commodities Cost
	Vaccine
	Presentation
	2011
	2012
	2013
	2014
	2015
	2016
	2017

	AD syringe
	0
	0.053
	0.053
	0.053
	0.053
	0.053
	0.053
	0.053

	DTP-HepB
	2
	1.600
	
	
	
	
	
	

	DTP-HepB
	10
	0.620
	0.620
	0.620
	0.620
	0.620
	0.620
	0.620

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

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

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

	DTP-Hib
	10
	3.400
	3.400
	3.400
	3.400
	3.400
	3.200
	3.200

	HepB monoval
	1
	
	
	
	
	
	
	

	HepB monoval
	2
	
	
	
	
	
	
	

	Hib monoval
	1
	3.400
	
	
	
	
	
	

	Measles
	10
	0.240
	0.240
	0.240
	0.240
	0.240
	0.240
	0.240

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

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

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

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

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

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

	Safety box
	0
	0.640
	0.640
	0.640
	0.640
	0.640
	0.640
	0.640

	Yellow Fever
	WAP
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856

	Yellow Fever
	WAP
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856
	0.856


Note: WAP - weighted average price (to be used for any presentation: For DTP-HepB-Hib, it applies to 1 dose liquid, 2 dose lyophilised and 10 dose liquid. For Yellow Fever, it applies to 5 dose lyophilised and 10 dose lyophilised)
Table B - Commodities Freight Cost
	Vaccines
	Group
	No Threshold
	200’000 $
	250’000 $
	2’000’000 $

	
	
	
	<=
	>
	<=
	>
	<=
	>

	Yellow Fever
	Yellow Fever
	
	20%
	
	
	
	10%
	5%

	DTP+HepB
	HepB and or Hib
	2%
	
	
	
	
	
	

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

	Pneumococcal vaccine (PCV10)
	Pneumococcal
	5%
	
	
	
	
	
	

	Pneumococcal vaccine (PCV13)
	Pneumococcal
	5%
	
	
	
	
	
	

	Rotavirus
	Rotavirus
	5%
	
	
	
	
	
	

	Measles
	Measles
	10%
	
	
	
	
	
	


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

	DTP-HepB-Hib, 10 doses/vial, Liquid
	0.37
	0.74
	1.11
	1.48
	
	
	


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

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


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

	BCG
	BCG
	lyophilized
	ID
	1
	20
	1.2
	0.7

	Diphtheria-Tetanus-Pertussis
	DTP
	liquid
	IM
	3
	20
	2.5
	

	Diphtheria-Tetanus-Pertussis
	DTP
	liquid
	IM
	3
	10
	3.0
	

	Diphtheria-Tetanus
	DT
	liquid
	IM
	3
	10
	3.0
	

	Tetanus-Diphtheria
	Td
	liquid
	IM
	2
	10
	3.0
	

	Tetanus Toxoid
	TT
	liquid
	IM
	2
	10
	3.0
	

	Tetanus Toxoid
	TT
	liquid
	IM
	2
	20
	2.5
	

	Tetanus Toxoid UniJect
	TT
	liquid
	IM
	2
	Uniject
	12.0
	

	Measles
	Measles
	lyophilized
	SC
	1
	1
	26.1
	20.0

	Measles
	Measles
	lyophilized
	SC
	1
	2
	13.1
	13.1

	Measles
	Measles
	lyophilized
	SC
	1
	5
	5.2
	7.0

	Measles
	Measles
	lyophilized
	SC
	1
	10
	3.5
	4.0

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

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

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

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

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

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

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

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

	Polio
	OPV
	liquid
	Oral
	4
	10
	2.0
	

	Polio
	OPV
	liquid
	Oral
	4
	20
	1.0
	

	Yellow fever
	YF
	lyophilized
	SC
	1
	5
	6.5
	7.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	10
	2.5
	3.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	20
	1.5
	2.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	50
	0.7
	1.0

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

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

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

	Hepatitis B
	HepB
	liquid
	IM
	3
	1
	18.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	2
	13.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	6
	4.5
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	10
	4.0
	

	Hepatitis B UniJect
	HepB
	liquid
	IM
	3
	Uniject
	12.0
	

	Hib liquid
	Hib_liq
	liquid
	IM
	3
	1
	15.0
	

	Hib liquid
	Hib_liq
	liquid
	IM
	3
	10
	2.5
	

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	1
	13.0
	35.0

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	2
	6.0
	

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	10
	2.5
	3.0

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

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

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

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

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

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

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

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

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

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

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

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

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

	Meningitis W135
	MV_W135
	lyophilized
	SC
	1
	10
	2.5
	4.0

	Meningitis A conjugate
	Men_A
	lyophilized
	SC
	2
	10
	2.6
	4.0

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	10
	15.0
	

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	10
	8.1
	8.1

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	5
	2.5
	2.9

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	1
	12.6
	11.5

	Japanese Encephalitis
	JE_liq
	liquid
	SC
	3
	10
	3.4
	

	Rota vaccine
	Rota_lyo
	lyophilized
	Oral
	2
	1
	156.0
	

	Rota vaccine
	Rota_liq
	liquid
	Oral
	2
	1
	17.1
	

	Rota vaccine
	Rota_liq
	liquid
	Oral
	3
	1
	45.9
	

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

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

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

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

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

	Polio inactivated
	IPV
	liquid
	IM
	3
	PFS
	107.4
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	10
	2.5
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	1
	15.7
	

	Human Papilomavirus vaccine
	HPV
	liquid
	IM
	3
	1
	15.0
	

	Human Papilomavirus vaccine
	HPV
	liquid
	IM
	3
	2
	5.7
	

	Monovalent OPV-1
	mOPV1
	liquid
	Oral
	
	20
	1.5
	

	Monovalent OPV-3
	mOPV3
	liquid
	Oral
	
	20
	1.5
	


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

	MoH Signature (or delegated authority) of Proposal
	
	1
	Yes

	MoF Signature (or delegated authority) of Proposal
	
	2
	Yes

	Signatures of ICC or HSCC or equivalent in Proposal
	
	3
	Yes

	Minutes of ICC/HSCC meeting endorsing Proposal
	
	4
	Yes

	comprehensive Multi Year Plan - cMYP
	
	14
	Yes

	cMYP Costing tool for financial analysis
	
	15
	Yes

	Minutes of last three ICC/HSCC meetings
	
	13
	Yes

	Improvement plan based on EVM
	
	9
	Yes

	WHO/UNICEF Joint Reporting Form (JRF)
	
	6
	

	ICC/HSCC workplan for forthcoming 12 months
	
	7
	

	National policy on injection safety
	
	8
	

	Action plans for improving injection safety
	
	
	

	Plan for NVS introduction (if not part of cMYP)
	
	16
	

	Banking details
	
	5
	


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

	
	Description
	Date and Time
	Size
	
	

	1
	File Type:
MoH Signature (or delegated authority) of Proposal *
File Desc:

	File name:
DOC 1 Signature MOH.pdf
Date/Time:
09.05.2011 21:01:14
Size:
635 KB
	
	

	2
	File Type:
MoF Signature (or delegated authority) of Proposal *
File Desc:

	File name:
DOC 2 Signature MOF.pdf
Date/Time:
09.05.2011 21:02:12
Size:
635 KB
	
	

	3
	File Type:
Signatures of ICC or HSCC or equivalent in Proposal *
File Desc:

	File name:
DOC 3 Signature ICC.pdf
Date/Time:
09.05.2011 21:02:12
Size:
619 KB
	
	

	4
	File Type:
Minutes of ICC/HSCC meeting endorsing Proposal *
File Desc:

	File name:
DOC 4 Minutes Endorsing proposal May 3 2011.doc.docx
Date/Time:
03.05.2011 02:47:58
Size:
17 KB
	
	

	5
	File Type:
Banking details
File Desc:

	File name:
DOC 9 Banking Form.pdf
Date/Time:
09.05.2011 20:58:05
Size:
1 MB
	
	

	6
	File Type:
WHO/UNICEF Joint Reporting Form (JRF)
File Desc:

	File name:
DOC 10 updated_TLS_JRF_2010_SEARO_11_APRIL_2011.xls
Date/Time:
02.05.2011 02:40:17
Size: 277 KB
	
	

	7
	File Type:
ICC/HSCC workplan for forthcoming 12 months
File Desc:

	File name:
DOC 11 Work Plan for National EPI Technical Working Group 2011 Timor Leste.docx
Date/Time:
02.05.2011 02:40:17
Size:
19 KB
	
	

	8
	File Type:
National policy on injection safety
File Desc:
National Immunization Strategy
	File name:
DOC 12 EPIStrategy07_Es[1].pdf
Date/Time:
02.05.2011 02:39:10
Size:
298 KB
	
	

	9
	File Type:
Improvement plan based on EVM *
File Desc:
EVM
	File name:
DOC 13 Annex_Exec_summa_mission_TL_07.doc
Date/Time:
02.05.2011 02:39:10
Size:
171 KB
	
	

	10
	File Type:
other
File Desc:
EVSM
	File name:
DOC 14 Annex_EVSM2009.pdf
Date/Time: 02.05.2011 02:38:21
Size: 131 KB
	
	

	11
	File Type:
other
File Desc:
DHS Coverage Survey
	File name:
DOC 15 Timor-Leste_DHS_2009-10_Complete_Final_11-18-2010.zip
Date/Time:
02.05.2011 02:26:34
Size: 3 MB
	
	

	12
	File Type:
other
File Desc:
Preliminary Census Report 2010
	File name:
DOC 16 Preliminary Census Results 2010 TL.pdf
Date/Time:
03.05.2011 20:51:10
Size: 3 MB
	
	

	13
	File Type:
Minutes of last three ICC/HSCC meetings *
File Desc:
	File name:
DOC 7 Minutes,_EPI_NWG 2011.docx
Date/Time:09.05.2011 20:49:41
Size: 68 KB
	
	

	14
	File Type:
comprehensive Multi Year Plan - cMYP *
File Desc:
	File name:
DOC 5 MYP-TLS_2011-2015 updated may 17.doc
Date/Time: 19.05.2011 03:16:44
Size: 2 MB
	
	

	15
	File Type:
cMYP Costing tool for financial analysis *
File Desc:
	File name:
DOC 6 TL cMYP Costing 2011-2015 updated may 17.xls
Date/Time: 19.05.2011 03:18:25
Size: 3 MB
	
	

	16
	File Type:
Plan for NVS introduction (if not part of cMYP)
File Desc:
	File name:
DOC 8 Hib_IntroPlan_Timor May 19.xlsx
Date/Time: 19.05.2011 03:27:32
Size: 15 KB
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