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1. - Executive Summary 

In 2007, Nicaragua has an estimated population of 5,603,241 inhabitants, of whom 673,904 (12%) are under 5 years of age; an annual growth rate of 1.7%; and a fertility rate of 2.95 children per woman, with a disparity between the urban (2.57) and rural (3.57) zones.  In 2006, the infant mortality rate was 16.6 per 1000
 estimated live births.  The percentage of government expenditure on health was 3.4 in 2005, and the percentage of GDP allocated to health was 14.9 in 2006.

The health situation analysis of Nicaragua indicates problems in efficiency, quality, and equitable access and financing. It also identifies a setting in which the needs are increasing and the resources are limited.  The National Immunisation Programme (NIP), which has been developed and consolidated in this context, directs its efforts and resources to reaching and maintaining required vaccination coverage through an effectual programme that must continue to be strengthened to ensure the sustainable, effective delivery of quality immunisation services in the context of integrated care.

The Ministry of Health (MOH) has given explicit priority to the NIP, which is supported by the General Health Act and National Health Policy for 2007-2011.  The NIP lies within one of the strategic areas of the National Health Plan for 2005-2015, and the application of the Integrated Health Care Model (MAIS), starting in 2007, will strengthen its implementation.

With regard to programme administrative coverage, from 1997 until 2000, national vaccination coverage in children under 1 year of age was greater than 90%.   From 2001 to 2004, vaccination coverage remained greater than 85% for all the vaccines except for OPV and Pentavalent, which in 2004 had their lowest coverage for this period. Starting in 2005, there was an increase in the coverage of the different vaccines, and this trend continued in 2006.

However, according to preliminary ENDESA (DHS) 2006 data, 95% of children between 18 and 29 months of age had received the third dose of the polio and Pentavalent vaccines.  There are no data available to assess whether these children are completing their vaccination schedule before or after one year of age.

According to data from the latest DHS, the lowest coverage is found in rural areas in the Atlantic region, followed by the central region, where there are high levels of poverty and low levels of formal education.

Even with the difficulty of determining the true gap between those vaccinated and those not vaccinated, the analysis of the data confirms that these gaps exist and that, in order to overcome them, vaccination activities must be intensified in areas at risk.  Furthermore, the data point to the need to strengthen the management capacity of the programme’s professionals.

The drastic change in the epidemiological situation of vaccine-preventable diseases in Nicaragua reveals the impact of the Programme:
The last case of poliomyelitis in Nicaragua was reported in December 1981; no cases of measles have been reported in the country since 1994, the year of the last measles epidemic. The number of reported cases of rubella has been decreasing since 1998. The country has eliminated neonatal tetanus, achieving the goal of less than one case per one thousand live births in all municipalities, and the last case was in 2005.  The surveillance system has not reported cases of diphtheria since 1987.  During the past five years, the number of reported cases of non-neonatal tetanus in Nicaragua has ranged from 5 to 8 annually, and 87.5% of these cases have affected the population group over 35 years of age.  Only 11 cases of pertussis were reported from 2002 to 2006; the last case was reported in 2005.  This has been made possible through the maintenance of good quality epidemiological surveillance throughout the national territory. In addition to passive surveillance, regular active searches are conducted for cases of vaccine-preventable diseases (VPD).

National funds covered 58% of the programme financing during the period from 2002 to 2006. Of these, the largest percentage was expended on the procurement of vaccines and supplies (81%), followed by operating expenditures (18%), and only 1% was allocated to the components of training, social mobilisation, supervision and evaluation.  External financing covered the remaining 42% of the programme financial needs.

Intervention Proposal:

The Five Year Plan (cMYP) of the National Immunisation Programme (NIP) for 2007-2011 has the general objective of reducing the risk of disease and death from vaccine-preventable diseases through the universal application of vaccination and the epidemiological surveillance of those diseases.” The specific objectives and strategic areas include fulfiling the requirements for the safe introduction of new vaccines”, which include the introduction of the pneumococcal vaccine in 2008.
The decision to introduce the 7-valent pneumococcal vaccine In Nicaragua is based on the fact that in the past two years, pneumonia has been the main cause of child mortality, after perinatal causes and congenital abnormalities.
In the period from 2003 to 2006, the Ministry of Health received an annual average of 170,680 reports of pneumonia cases in children less than five years of age. This total includes both bacterial and viral pneumonias. The group that was most severely affected was that of children under five years of age and, within that group, those with less than one year of age, followed by one-year-olds and children between two and four years of age. 

The highest rates of mortality are found in the group of children with less than one year of age, followed by adults over 49 years old and children from one year to four years of age.

Most of the countries of the Americas, including Nicaragua, do not have data that enable them to evaluate the true burden of disease from pneumococcus. In order to overcome this difficulty, a collaborative study was conducted in 2006
 which, based on the data available in the region, enabled the countries to estimate the burden of disease from pneumococcus and to assess the cost effectiveness of introducing the 7-valent vaccine in these countries. The estimates presented below are based on this study.

Table 1 – Estimated number of cases of pneumococcal diseases In Latin America and number of cases, deaths & DALYs expected in children aged <5 years in Nicaragua in 2008 and in the period from 2008 to 2010
	Disease
	Estimated #  of cases in LA per 1000 children aged  < 5 years
	# of cases expected in the population aged <5 years in Nicaragua, 2008
	# of cases expected in the population aged <5 years in Nicaragua between 2008 and 2010

	AOM

	108
	73,160
	220,440

	Pneumonia
	28
	18,968
	57,151

	Sepsis
	0,11
	75
	225

	Meningitis
	0,34
	230
	694

	Total expected cases
	136,45
	92,433
	278,510

	# of deaths
	2
	1,355
	4,082

	DALYs
	53
	35,903
	108,179


Note: The calculations are based on estimates by INIDE (National Institute for Development Information) for the population from 0 to 5 years of age: 677,411, in 2008; 680,864, in 2009; and 682,832 in 2010. 

Total population < 5 years of age between 2008 and 2010: 2,041,107 children.

Table 1 shows that the number of expected cases in Nicaragua for four of the most common diseases caused by pneumococcus is 92,433 in 2008 and 278,510 in the following three years. Furthermore, it is estimated that the infections caused by pneumococcus may cause the death of more than 4000 children and a loss of 108,179 disability-adjusted life years (DALYs) in the next three years.

The estimate of the cost of treatment for children hospitalised or receiving ambulatory treatment is presented in Table 2. This cost includes direct medical costs paid by the health care system, as well as medical and non-medical costs paid by the family, such as transportation and medications. For these calculations, it was estimated that approximately 11.4% of the cases need to be hospitalised; the remainder receive ambulatory treatment.  

Table 2 – Estimate of the economic burden of pneumococcal disease in children aged <5 years in Nicaragua, 2008 – 2010

	Location and costing of treatment
	Total Number of Events
	Cost in US$/Child
	Total Cost in US$ in 2008 
	Total Cost in US$ from 2008 to 2010

	
	2008
	2008 – 2010
	
	
	

	Hospitalised
	10,537
	31,750
	15
	158,055
	476,250

	Ambulatory
	81,896
	246,760
	10
	818,960
	2,467,600

	Total Number of Cases
	92,433
	278,510
	
	
	

	Cost for the Health Care System
	
	
	25
	977,015
	2,943,850

	Cost for the Family
	
	
	3
	277,299
	835,530

	Total Cost
	
	
	28
	1,254,314
	3,779,380


Table 3 shows that the use of the 7-valent vaccine can prevent 39,506 cases of acute otitis media, 10,243 cases of pneumonia, 41 cases of sepsis, 124 of meningitis and 718 deaths per year. In addition to the diseases prevented and lives saved, sequelae prevented must also be tallied, including deafness, motor difficulties and convulsions which results in the loss of 18,670 disability-adjusted life years annually. The calculation of the percentage of diseases prevented and the reduction in deaths and DALYs were based on the data from the collaborative study. 

Table 3 – Number of pneumococcal diseases, deaths, and DALYs expected & prevented, with and without vaccine, according to the expected percentage reduction, Nicaragua, 2008.

	Event
	# of Events

w/o Vaccine
	# of Events

w/ Vaccine
	# of Events Prevented
	% of Events Prevented

	Acute Otitis Media
	73,160
	33,654
	39,506
	54%

	Pneumonia
	18,968
	8,725
	10,243
	54%

	Sepsis
	75
	34
	41
	54%

	Meningitis
	230
	106
	124
	54%

	Total Cases
	92,433
	42,519
	49,914
	54%

	Deaths
	1,354
	636
	718
	53%

	DALYs
	35,903
	17,233
	18,670
	52%


Pneumococcal Vaccine to Be Used in Nicaragua:

The vaccine recommended for children is the 7-valent conjugate vaccine, which contains the 4, 6B, 9V, 14, 18C, 19F and 23F serotypes. Based on the serotypes isolated in the Americas in the 2000 – 2003 period, the 7-valent vaccine covers approximately 60% of the serotypes circulating in our region. 

Target Population and Vaccine and Supply Requirements: 

The 7-valent pneumococcal vaccine will be introduced into the routine vaccination programme beginning on the date that it is available in the country and once all steps to ensure its safe introduction have been completed. Children will be vaccinated at the age of two, four and six months. In addition, to ensure a greater impact on the reduction of morbidity and mortality by invasive infections caused by pneumococcus, all children between the ages of 12 and 23 months will be vaccinated with a single dose of the vaccine. 

The target in 2008 is to vaccinate a total of 137,437 children under one year of age with three doses of the vaccine, and 136,187 children between 12 and 23 months of age with a single dose.

The requirements of vaccine doses for the first four years of application are found in the attached Plan for the Introduction of the Pneumococcal Vaccine in Nicaragua, which forms part of the NIP Five Year Plan.  An estimate of the requirements for both other supplies and the equipment for strengthening the local capacity of the cold chain network is also found in the plan.

Introduction Plan:

To ensure a proper and coordinated process, the strategy to be used for the introduction of the pneumococcal vaccine will be the same strategy that was adopted for the incorporation of the rotavirus vaccine in Nicaragua’s basic vaccination schedule in October 2006.  The Plan for the Introduction of the Pneumococcal Vaccine is an annex to the NIP cMYP and includes the following components: 

1. The process of organisation and coordination
2. Detailed scheduling and budgeting
3. Storage capacity assessment
4. Information system review
5. An active epidemiological surveillance system
6. Training of personnel
7. Supervision, monitoring and evaluation
8. Plan for social mobilisation and communication
Financing required for the introduction of the Pneumococcal Vaccine:
	Country Co-financing
	 
	Year 1 

2008
	Year 2 

2009
	Year 3

 2010
	Year 4

 2011

	Number of vaccine doses


	#
	71,200
	43,100
	43,300
	58,000

	Number of safety boxes


	#
	800
	500
	500
	650

	Total  value co-financed by country

 
	$
	216,500
	131,000
	132,000
	176,500

	GAVI Financing


	 
	2008
	2009
	2010
	2011

	Number of vaccine doses


	#
	650,400
	393,500
	395,500
	383,000

	Number of safety boxes


	#
	7225
	4375
	4400
	4275

	Total value financed by GAVI


	$
	3,472.500
	2,122,000
	2,133,000
	2,100,000

	Total financing
	$
	3,689,000
	2,253,000
	2,265,000
	2,276,500

	Total Country  2008 – 2011
	
	US $ 656,0000

	Total GAVI 
  2008 – 2011
	
	US $ 9,827,500


Note: The amounts shown in this table do not include the GAVI direct support for the introduction plan (minimum grant of US$ 100.000.00).
2. - Signatures of the Government and National Coordinating Bodies
The Government of Nicaragua would like to expand the existing partnership with the GAVI Alliance for the improvement of the infants’ routine immunisation programme of the country, and specifically hereby requests GAVI support for strengthening immunisation services and the activities set forth in the Five-Year National Immunisation Programme in the selected, highest priority municipalities.
The Government of Nicaragua commits itself to developing national immunisation services on a sustainable basis in accordance with the comprehensive Multi-Year Plan presented with this document.
The SILAIS/municipalities immunisation performance will be assessed annually through a transparent monitoring system.  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.

Table N° 4 of page 8 of this application shows the amount of support in either supply or cash that is required from the GAVI Alliance. 
	Ministry of Health:
	Ministry of Finance & Public Credit:

	Name: Maritza Cuan  Machado


	Name:  Alberto Guevara Obregón

	
	

	Title & Position:
 Minister of Health

	Title & Position:
Minister of Finance and Public Credit


	
	

	Signature: 

	Signature: 


	
	

	Date: 
	Date: 


2.1 National Coordinating Body: Immunisation Programme Inter-Agency Coordinating Committee (Technical Committee of the Health Sector Coordinating Roundtable, also known as the Sector Roundtable)
We the members of the ICC  (Technical Committee of the Health Sector Coordinating Roundtable, also known as the Sector Roundtable) met on August 7Th 2007 to review this proposal. At that meeting, we endorsed this proposal based on the supporting documentation, which is attached.  

The follow-up of this proposal will be conducted through the Sector Roundtable’s Working Group on Public Health and Organised Response.
· The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: 01.
	Unit/Organisation
	Name/Position
	Signature

	General Bureau of Planning & Development
Ministry of Health
	Dr. Alejandro Solis M.              

Coordinator of the Technical Committee of the Health Sector Coordinating Roundtable
	

	General Bureau of Administration & Finance 

Ministry of Health
	Jaime González
Director General DGAF

	

	Ministry of Health
General Bureau of Health Services
	Liana Vega Mejia

Director General DGSS

	

	Ministry of Health
Bureau of External Cooperation
	Carolina Siu
Technical Secretary of External Cooperation & SWAp 
	

	Ministry of Foreign Relations
	Deborah Sequeira

Official Delegate to the Sector Roundtable
	

	Technical Secretariat Of the Office of the President
	Julio Zapata 

Social Area Coordinator 
	

	PAHO/WHO
	Mario Cruz Peñate

Liaison of UN Organisations
	

	Officer
World Bank Representation in Nicaragua
	Colleen Littlejohn
Liaison  of International Financial Organisations
	

	First Secretary

 Embassy of Sweden
	Helena Reutersward

Liaison of Bilateral Partners on the Technical Committee
	

	Ministry of Finance and Public Credit
	Maura Rodriguez
Liaison of UN Organisations
	


In case the GAVI Secretariat has queries on this submission, please contact:

	Name: Dr. Omar Malespín


	Position: 
Director of the National Expanded Immunisation Programme         (NIP) 

	
	

	Telephone No: (505) 289-5696
	Address: Complejo Concepción Palacios MINSA Central  


	
	

	Fax No: (505) 289-5696
	         

	
	

	E-mail: prog-pai@minsa.gob.ni
	


The GAVI Secretariat is unable to return documents and attachments to individual countries.  Unless otherwise specified, documents may be shared with the GAVI partners and collaborators.
2.2.- The Inter-Agency Coordinating Committee for Immunisation (Health Sector Coordinating Roundtable or Sector Roundtable)
Agencies and partners (including development partners and CSO's) 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 support.  Please provide information about the ICC/HSCC in your country in the spaces below.
Profile of the ICC/HSCC (Technical Committee of the Health Sector Coordinating Roundtable, also known as the Sector Roundtable)
	Name of the ICC/HSCC:

Health Sector Coordinating Roundtable (HSCR)


	Date of constitution of the current ICC/HSCC:
The Sector Roundtable has functioned since 28 February 2003, upheld by Presidential Decree 71-203



	Organisational structure (e.g., sub-committee, stand-alone):
 (Chapter 5, Manual of Responsibilities of the Health Sector Coordinating Roundtable)
The MOH coordinates the Sector Roundtable and the Minister of Health is its chair.  The structure follows:
· Health Sector Coordinating Roundtable, in full
· Technical Committee
· Technical Secretariat
· Working Groups

	Frequency of meetings: (Chapter 8, Manual of Responsibilities of the Health Sector Coordinating Roundtable )

The Health Sector Coordinating Roundtable shall meet in ordinary session at least four times per year.  Extraordinary meetings may be called under special circumstances.
The Technical Committee shall meet monthly to follow up on the agreements reached in the meetings of the Health Sector Coordinating Roundtable. 



	Composition of the Health Sector Coordinating Roundtable or Sector Roundtable

	Function
	Position/ Organisation
	Name

	Chair

	Minister of Health
The Republic of Nicaragua
	Maritza Cuan Machado

	Secretary

	General Bureau of Planning & Development, MINSA
	Alejandro Solís M.

	Members 
	· Vice Minister of Health
· Director General of Health Regulation/MINSA

· Director General of Health Services / MINSA
· DGSS / MINSA

· Technical Secretary for SWAp / MINSA
· Director of Planning Division / MINSA
· Planning & Development Division / MINSA
· Director General, General Bureau of Administration and Finance/MINSA

· External Cooperation / MINSA

· Coordinator of the External Funding Coordination Unit / MINSA

· Planning Bureau/MINSA

· Health Sector Advisor–Embassy of Finland
· Health Sector Advisor–Embassy of Finland
· Project Management Specialist
· Health Coordinator/USAID
· General Supervisor, Human Investment & Development Office/USAID
· Co director of Health Projects / AECI

· Sector Specialist /IDB
· Project Officer/WB
· Project Manager/WB
· Chargé d’ Affaires /European Commission
· European Commission
· Development Cooperation Director / Embassy of Austria
· Social Sector Advisor / Embassy of Austria
· First Secretary & Chief of Canadian Cooperation / CIDA
· Health Specialist / CIDA
· Chargé d’ Affaires / Embassy of Iceland
· Icelandic International Development Agency
· Social Sector Advisor / JICA

· Chief Cooperation Advisor/Embassy of the Netherlands
· First Secretary/Embassy of Sweden
· Chargé for Cooperation/Embassy of Sweden
·  Representative of UNICEF

· Health Officer / UNICEF

· Inter-agency Coordination / UNICEF

· Representative of UNFPA

· Regional Director for Central America / Lux Development

· Officer / Lux Development Nicaragua

· Representative of PAHO
· Programme Coordinator / PAHO
· Advisor in Systems, Technology & Health Services Development / PAHO
· Official delegate to the Health Sector Roundtable / INSS

· Official delegate to the Health Sector Roundtable /MINED

· Official delegate to the Health Sector Roundtable /MINED

· Official delegate to the Health Sector Roundtable /MIFAMILIA

· Official delegate to the Health Sector Roundtable /MHCP

· Official delegate to the Health Sector Roundtable /MHCP

· Official delegate to the Health Sector Roundtable /MINREX
	· Guillermo González

· Roberto Zapata

· Liana Vega Mejia

· Leopoldo Espinoza

· Carolina Siu
· Marina Avilez
· Indiana Herrera
· Jaime González
· Magaly Echegoyen
· Patricia Silva
· Carlos Cruz L.

· Riitta Tyolajarvi

· Rosemary Vega
· Iván Tercero

· Connie Johnson
· Inma Gisbert

· Edmundo Quintanilla
· Coleen Littlejohn

· Rafael Cortez

· José Luís Martínez

· Isabel Tercero Rojas

· Michaela Ellmeier

· Christina Hoernicke

· Kerry Max

· Karla Eslaquit

· Gisli Palsson

· Gerdur Gestsdottii

· Elizabeth Hernández

· Maria de Jesús Largaespada

· Helena Reutersward

· Karin Rohlin

· Debora Comini

· Ivette Sandino

· Anne-Sofie Munk

· Pedro Pablo Villanueva

· Max Riehl

· Laver Rene

· Socorro Gross
· Mario Cruz Peñate
· Maria Angelica Gomes

· Edwin Montenegro

· José Maria Bautista

· Marcela González

· Ramiro Blanco

· Francisco Mena

· Nancy Alvarado

· Deborah Sequeira



	Major functions and responsibilities of the ICC: (Health Sector Coordinating Roundtable or Sector Roundtable):
 Reference: Chapter 7, Manual of Responsibilities of the Health Sector Coordinating Roundtable
· To coordinate, harmonise and promote synergy among the actions of the participating institutions and organizations, regardless of the financing mechanism, in accordance with the national health policies and plan.
· To jointly analyze, follow-up on and evaluate the implementation of the cMYP and annual plan, and to make suggestions for improving compliance with the results and indicators defined in said plans. 
· To incorporate the contributions of each development partner's (SPD’s) future bilateral missions and meetings.

· To discuss topics that are of key interest to the sector according to a meeting calendar set by the annual operational.
· To use the plenary sessions to allow the development partners to inform all members of any substantial changes in their respective cooperation programmes.

· To convey sector information to the Health Sector Coordinating Roundtable members.
· To promote the effective participation of the Health Sector Coordinating Roundtable members in the formulation of a health sector situational analysis.
· To elect the members of the Technical Committee, Technical Secretariat and Working Groups. 




Three major strategies to enhance the ICC’s: (Health Sector Coordinating Roundtable or Sector Roundtable) role and functions in the next 12 months:
Reference: Ministry of Health – Cooperation Harmonization and Alignment Plan, 15 March 2007
1. The Sector Roundtable and its working groups shall function according to agreed upon and approved mechanisms, procedures and norms that make it possible to accomplish its purpose:  To promote the effective participation of the various actors of the health sector in order to contribute to the highest level of health possible; report and analyze health performance and development in the country; and articulately connect development cooperation. 
2. The Inter-Agency Technical Committee shall be functioning and using MHCP-provided tools and methodology to work and reach its objectives.
3. The Cooperation Assessment shall be updated to identify the non-governmental organisations and cooperation projects that work in the health area and incorporate them in the appropriate local plans and technical areas in order to build capacity and institutionalise strategic processes according to the National Health Plan and Policy.

3.   Immunisation Programme Data
Comprehensive Multi-Year Plan for Immunisation
· A complete copy of the Five Year Comprehensive Immunisation Plan is attached as DOCUMENT NUMBER: 02
· The two most recent annual WHO/UNICEF Joint Reporting Forms on Vaccine Preventable Diseases are attached as DOCUMENT NUMBERS: 03 and 04. 
· Please refer to Health Sector Strategy documents, budgetary documents, and other reports, surveys etc, as appropriate. 
Current immunisation information
Table 3. 1: Basic facts for the year 2006

	Total Population 

2007, INIDE

	5,603,241

	GNI per capita, 2006, Central Bank of Nicaragua
	958.6 US$

	Surviving Infants* (Group of one-year-olds), 2007, INIDE
Population <12 months**, 2007, INIDE

	135,043
136,160

	Infant Mortality Rate, 2006, Ministerio de Salud
	16.6/ 1000 Estimated Live Births
ENDESA 2005: 29/ 1000 Estimated Live Births

	Percentage of GDP allocated to Health, 2005, Central Bank of Nicaragua
	14.9%

	Percentage of Government expenditure on Health, 2005. Central Bank of Nicaragua
	3.4%



* Surviving infants = Infants surviving the first 12 months of life

** Population < 12 months is the population used by the National Immunisation Programme for its planning.
Please provide some additional information on the planning and budgeting context in your country:
Please indicate the name and date of the relevant planning document for health:

National Health Plan for 2004-2015.
Is the cMYP (or updated Multi-Year Plan) aligned with this document (timing, content etc)?
Yes, the cMYP (Five Year Plan 2007-2011) is congruous with the National Health Plan, and its duration falls within the period covered by the National Health Plan.
Please indicate the national planning budgeting cycle for health:
The budget is formulated every 5 years.  The Five-Year Health Plan for 2 005 – 2009 currently sets it in accordance with annual scheduling that is done at the beginning of the second semester of each year. The Mid-Term Budget Frame for 2008-2010 is currently under execution.
Please indicate the national planning cycle for immunisation:

The NIP budget is programmed in the Five Year Plan for 2007 – 2011 and is reviewed yearly to adjust the annual budgets.
Table 3.2: 
Current Vaccination Schedule: Traditional, New Vaccines and Vitamin A Supplement (Page 8 of  cMYP)

	Vaccine
	Ages of administration

	Indicate by an “x” if given in:
	 Comments 

	
	(by routine immunisation services)
	Entire country
	Only part of the country 
	

	BCG


	Newborns
	X
	 
	 

	Polio 3
	2, 4 & 6  months
	X
	 
	An additional dose during each Massive Vaccination Campaign (JPV)

	Pentavalent

	2, 4 & 6  months
	X
	 
	 

	Rotavirus
	2, 4 & 6  months
	X
	 
	Rotavirus is not applied > 8 months old.

	DTP
	18 months 
	X
	 
	One year from the 3rd dose of Pentavalent

	MMR (measles)
	12 months 
	X
	 
	An additional dose during the Follow-up Campaigns for children from 1 to 4 years old

	dT
	6 years             

>= 10 years
	X
	 
	Women of childbearing age: a dose during each pregnancy

	Influenza
	6 to 23 months with chronic diseases
≥ 65 years with chronic diseases

	X
	
	Annual vaccination

	Vitamin A 


	 6 months to 4 years
	X
	 
	During the Massive Vaccination Campaigns


Table 3.3: Trends of immunisation coverage and disease burden 

(as per last two annual WHO/UNICEF Joint Reporting Forms on Vaccine Preventable Diseases)

	Trends of immunisation coverage (in percentage)
	Vaccine preventable disease burden


	Vaccine 
	Reported 
	DHS Survey
	Disease
	Number of cases reported  

	
	2005
	2006
	2001
	2006
	
	2005
	2006

	BCG 
	93.5%
	100.5%
	95.5
	96.3
	Tuberculosis *
	7582
	7955

	DTP (Pentavalent)


	DTP1 (Penta1)
	91.8 %
	93.5% 
	
	
	Diphtheria
	0
	0

	
	DTP3 (Penta3)
	86.2%
	87.2
	82.7
	95.1
	Pertussis 
	1
	1

	Polio 3 
	86.8%
	87.7%
	84.7
	95.1
	Polio 
	0
	0

	Measles (MMR) (first dose) 
	96.16%
	98%
	86.4
	87.6
	Measles 
	0
	0

	TT2+ (Pregnant women) ***
	98.26%
	20.1% ☼
	
	
	NN Tetanus
	1
	0

	Hib3  ( Included in the Pentavalent schedule)
	86.2 
	87.2
	
	
	Hib ** 
	N/D
	N/D

	Yellow Fever  (Dose applied for travellers)
	481 Doses
	487 Doses
	
	
	Yellow Fever 
	0
	0

	HepB3 ( health workers)
	800 
	900
	
	
	HepB Seroprevalence **
	N/D
	N/D

	Vitamin A supplement
	Mothers (<6 weeks post-delivery) (No record is kept of this group, as it is applied after 6 months.)
	
	
	
	
	
	
	

	
	Infants

(>6 months) : 
	    97.7% 
	90.9% 
	
	
	
	
	


☼ According to MINSA statistics TT2+ o (dT2+)
· If available. * TB cases include all age groups.  ** Note: JRF asks for Hib meningitis ** N/D: No data. Epidemiological Surveillance does not record Haemophilus influenza. N/D: There are no data on seroprevalence of hepatitis B.
*** Regarding the TT2+ coverage, please take into account the schedule in effect in Nicaragua.
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: 
· The DHS data are from ENDESA 2001, and the preliminary DHS data are from 2006.
Table 3.4: Baseline and annual targets (Annex 1, Five Year Plan, and NIP) 

	Number
	Baseline and targets

	
	

	
	Base Year 
	GAVI Application Year 
	Programme Year 1 
	Programme Year 2 
	Programme Year 3 
	Programme Year 4

	
	2006
	2007
	2008
	2009
	2010
	2011

	Births (population <12 months)
	149,709
	136,160
	137,437
	138,558
	139,122
	139,817

	
	
	
	
	
	
	

	Infant deaths (<12 months)
	 1850 (p)
	 1480
	1332
	1199
	1079
	971

	Surviving infants (Population of one year olds)
	147,624
	135,043
	136,187
	137,237
	137,813
	138,364

	
	
	
	
	
	
	

	Pregnant women (Expected)
	174,098
	156206
	157,827
	159,887
	161,938
	163,882

	
	
	
	
	
	
	

	Infants vaccinated with BCG 
	150,413
	133, 330
	136,062
	137,449
	138,287
	139,117

	
	
	
	
	
	
	

	BCG coverage * (♦)
	100%
	97.9%
	99
	99.2
	99.4
	99.5

	Infants vaccinated with OPV3 
	131,228
	133, 330
	136,062
	137,449
	138,287
	139,117

	
	
	
	
	
	
	

	OPV3 coverage (♦)
	87.7%
	97.9%
	99
	99..2
	99..4
	99..5

	Infants vaccinated with DTP3*** (Pentavalent)
	130,516
	133, 330
	136,062
	137,449
	138,287
	139,117

	
	
	
	
	
	
	

	DTP3 coverage **  (♦)
	87.2%
	97.9
	99
	99.2
	99.4
	99.5

	Infants vaccinated with DTP1*** (Pentavalent)
	139,869
	135996
	137,422
	138,548
	139,116
	139.812

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	 Wastage
 rate in base-year and planned thereafter (Pentavalent)  (♦ ♦)                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        
	1
	1
	1
	1
	1
	1

	Infants vaccinated with 3rd dose of Rotavirus
	14
	133, 330
	136,062
	137,449
	138,287
	139,117

	
	
	
	
	
	
	

	Rotavirus coverage**
	0.01%
	97.9%
	99
	99.2
	99.4
	99.5

	Infants vaccinated against measles (MMR)
	144,584
	135,043
	136,187
	137,237
	137,813
	138,364

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	** Measles vaccine (MMR) coverage
	97.90%
	100%
	100%
	100%
	100%
	100%

	Pregnant women vaccinated with TT+   
	 52,750
	52,110
	52,798
	 53,487
	 54,173
	 54,773

	TT+ coverage **** 
	 30.2
	30 % 
	 30%
	 30%
	 30%
	30% 

	Vitamin A
	infants
	861592
	 606,513

(90%)
	 609,672 (90%)
	612,677 (90%) 
	 614,548 (90%)
	 617621 (90%) 

	
	(> 6 months  – 4 years) 
	
	
	
	
	
	

	Source: NIP  DGPD MINSA data & INIDE data
	
	
	
	
	
	


* Number of infants vaccinated out of total births
** Number of infants vaccinated out of surviving infants
*** Indicate total number of children vaccinated with either DTP alone or combined

**** Number of pregnant women vaccinated with TT+ out of total pregnant women
(♦) In Nicaragua, estimated BCG, Polio, and DTP (Pentavalent) coverage is based on the number of children with less than 1 year of age; estimated MMR coverage is based on the one-year-old population.  The figures used are the official population figures as defined by INIDE, which are derived from data from the latest national census, 2005-5006.
(p) Preliminary Information, MINSA statistics. Final data for this period are not yet available.
(♦ ♦) In Nicaragua, a single dose of pentavalent is used and wastage is not expected with this vaccine. However, there could be some wastage due to problems in the cold chain.
Please indicate the method used to calculate TT+ and the coverage: 
The coverage is calculated by dividing the total number of TT+ (doses applied to pregnant women) by the total number of pregnancies expected during the period and multiplying the result by 100.
Table 3.5: Summary of current and future immunisation budget (Annex 2, NIP Five Year Plan)

	Cost category
	Estimated costs per annum in US$ (,000)

	
	Current Year  2007
	Year 1    2008
	Year 2     2009
	Year 3     2010
	Year 4    2011
	Total

	
	
	
	
	
	
	

	1. Standardisation, Organisation, Coordination & Advocacy
	31.2
	136.9
	31.2
	123.9
	31.2
	353.4

	 2. Operational Costs
	6989.2
	7053.4
	7006.4
	7004.8
	6992.2
	35046.6

	3. Vaccines & Supplies
	8346.13
	13572.72
	10859.87
	10907.19
	12293.38
	55,979.29

	4. Cold Chain
	183
	2624.8
	559
	277.7
	228.2
	3872.8

	5. Epidemiological Surveillance
	91.96
	177.76
	92
	178
	91.96
	631.4

	6. Supervision
	145.6
	145.6
	145.6
	145.6
	145.6
	728.2

	7. Evaluation
	102
	72
	72
	102
	72
	419.3

	8. Training
	199.6
	199.6
	199.6
	199.6
	199.6
	998.0

	9. Social Mobilisation & Communication
	196
	196
	196
	196
	196
	980.0

	10. Research
	321.3
	42
	22
	22
	22
	429.3

	11. Development & Follow-up of Special Projects
	242
	75
	75.3
	75.3
	75
	542.9

	TOTAL
	16847.99
	24295.78
	19232.18
	19232.09
	20347.14
	99,981.1


Table 3.6: Summary of current and future financing and sources of funds (Annex 3, NIP Five-Year Plan)
	COST CATEGORY
	FINANCING SOURCE
	Estimated financing per annum in US$ (,000)

	
	
	Base Year 2007
	Year 1    

2008
	Year 2     2009
	Year 3     2010
	Year 4    2011
	Total

	
	
	
	
	
	
	
	

	1.  Standardisation, Organisation, Coordination & Advocacy
	National Funds (2.8%)

Not financed (97.2%)


	31.2
	136.9
	31.2
	123.9
	31.2
	353.4

	2. Operational Costs
	National Funds (96.5%)               

OPS (0.8%)                                

Not financed (2.7%)
	6989.2
	7053.4
	7006.4
	7004.8
	6992.2
	35046.6

	3. Vaccines & Supplies
	National Funds: (45.2%             

External Funds: 

GAVI, Others (38.9 %)                           

Not financed: (15.9%)
	8346.13
	13572.72
	10859.87
	10907.19
	12293.38
	55,979.29

	4. Cold Chain
	National Funds (8.5%)                                              Not financed (91.5%)
	183
	2624.8
	559
	277.7
	228.2
	3872.8

	5. Epidemiological Surveillance
	National Funds (1.6%)                                              Not financed (98.4%)
	91.96
	177.76
	92
	178
	91.96
	631.4

	6. Supervision
	External Funds: OPS, GAVI (24.7%)

Not financed (75.3%)
	145.6
	145.6
	145.6
	145.6
	145.6
	728.2

	7. Evaluation
	External Funds: OPS (4,1%)

Not financed (95.9%)
	102
	72
	72
	102
	72
	419.3

	8. Training
	External Funds: GAVI, OPS (18.4%)

Not financed (81.6%)
	199.6
	199.6
	199.6
	199.6
	199.6
	998.0

	9. Social Mobilisation & Communication
	National Funds (51%) Not financed (49%)
	196
	196
	196
	196
	196
	980.0

	10. Research
	External Funds: PATH, OPS (74.4%)

Not financed (26.6%)
	321.3
	42
	22
	22
	22
	429.3

	11. Development & Follow-up of Special Projects

	External Funds: GAVI (72.9%)                                

Not financed (27.1%)
	242
	75
	75.3
	75.3
	75
	542.9

	Total
	
	16847.99
	24295.78
	19232.18
	19232.09
	20347.14
	99,981.1


NIP Financing 2007 - 2011  

The National Immunisation Programme depends economically and financially upon national funds and external financial support. The sustainability of the NIP Programme is subject to the creation of a fixed budget line that is exclusively for procurement of vaccines and supplies, operating costs and ensuring the cold chain.

For the 2007 – 2011 period, the budget required to guarantee the activities in the NIP Plan of Action is US$ 99,981.100 of this total, US$ 59, 957,900  (60%) has been budgeted from the national fund, US$ 23, 171,100  (23.2%) is from external funds, and US$ 16, 300,000  (16.8%) is unfunded. The NIP Cost in 2007-2011 by Programme Components with Pneumococcal vaccine introduction cost is US$ 986,570.07
The NIP will submit requests to organisations and institutions to provide funds to support the planned activities that are necessary to strengthen the Immunisation Programme and that do not have financing at this time. Work will be done to prepare a draft Law on Vaccines with a broad consensus to ensure the funding and sustainability of the National Immunisation Programme. 
4.  New and Under-Used Vaccines (NVS)

	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 NIP cMYP 2007 – 2011 refers to the introduction of new vaccines in:

1.- The specific objectives of the cMYP, which include compliance with the requirements for the safe introduction of new vaccines.
2.- The evaluation process for the National Immunisations Programme, which examined the introduction of the new vaccines, such as the 5-valent, which in turn served as a foundation for the plan to introduce the rotavirus vaccine in late October 2006.  A number of requirements were set forth and met for the safe introduction of that new vaccine.  It also states therein that the MOH plans to introduce the pneumococcus vaccine in 2008 with the support of the GAVI Alliance.
3. - The strategic areas of the NIP cMYP which establish the priority of strengthening the capacity to conduct burden-of-disease and economic impact studies for decision-making and the formulation of plans for the safe introduction of new vaccines.

Within this process three important aspects have been identified for development:

· Research and analysis capacity

· Planning and management capacity

· Technical capacity

                                                                                                                                                                 4.- The Plan for the Introduction of the Pneumococcal Vaccine in Nicaragua, which is an annex to the cMYP 2007 – 2011, defines the elements that are considered key to the introduction of this new vaccine.  These elements include the process of organisation and coordination, scheduling and budgeting, cold chain capacity, information system, surveillance system, training, monitoring, supervision, evaluation and social mobilisation and communication.



	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 use attached Excel Annex 2a (Tab 6) on the Cold Chain. Please indicate the additional cost, if capacity is not available and the source of funding to close the gap.
According to a recent national assessment, the current capacity of the cold chain is sufficient at the national level due to the existence of two key factors: 

1. The National Vaccine Centre (CENABI) has six storage chambers with a combined storage capacity of 120 m3. Furthermore, there is space for adding two additional chambers, which would raise the total combined storage capacity to 160 m3.
2. The national vaccine supply schedule is set quarterly, which allows for a positive margin beyond the capacity required at any given time.
However, the study identified the need to strengthen the cold chain capacity at the local level (in the SILAIS and municipalities).  Due to the implementation of good practices in the use of the refrigeration equipment and thermoses, the introduction of the rotavirus vaccine currently has not placed strain on the local systems,.  But a plan needs to be developed to adjust the cold network at the departmental and municipal levels in order to ensure more efficient distribution of vaccines in the short term.
(Detailed information can be found in the Plan for the Introduction of the Pneumococcal Vaccine, which is an annex to the NIP cMYP.)



Table 4.1: Capacity and cost (for positive storage) (Refer to Tab 6 of Annex 2a or Annex 2b)
	
	
	Formula
	Year 1 2008
	Year 2 2009
	Year 3 2010
	Year 4 2011

	A
	Annual positive volume requirement, including new vaccine

	Sum-product of total vaccine doses multiplied by unit packed volume of the vaccine
	282 m3
	253 m3
	251 m3
	253 m3

	B
	Annual positive capacity, including new vaccine (specify:________________) (litres or m3)
	#
	120 m3
	120 m3
	120 m3
	120 m3

	C
	Estimated minimum number of shipments per year required for the actual cold chain capacity
	A / B
	2.3
	2.1
	2.09
	2.1

	D
	Number of consignments / shipments per year
	Based on national vaccine shipment plan
	4
	4
	4
	4

	E
	Gap (if any)
	((A / D) - B)
	-49
	-57
	-57
	-57

	F
	Estimated cost for expansion
	US $
	-
	-
	-
	-


Note: The cold chain capacity is sufficient at the national level, as defined by the number of scheduled quarterly shipments, which establish a positive capacity margin of 49 m3 for the year 2008, and 57 m3 per annum for 2009, 2010 and 2011.  However, it is necessary to develop an expansion plan at the local level (in the SILAIS and municipalities) to adjust the cold network at the departmental and municipal levels to in order to ensure more efficient vaccine distribution in the short term. 
Methodology for calculating needed Cold Chain capacity:  
When calculating required cold chain capacity, the NIP Management team adopted a more demanding methodology in terms of needed cold chain storage volume. 

The methodology is experience-based and takes into account three more factors in addition to those envisaged by the Application Annex 2 tool: 

(1) three-layer packaging which effectively increases volume: individual vaccine dose – pack of doses – box of packs;

(2) the necessity to have free operating space in the cold chain rooms for convenient vaccine box handling;

(3) the necessity to provide for spare capacity for future NIP expansion

Empirical coefficients has been developed by the Cold chain engineers to account for each of these factors when multiplying the number of doses needed to be handled in the cold chain. The vaccine with the biggest volume demand per dose is taken by the methodology as a basis for calculating total demand.

The methodology has proven effective in assuring adequate volume of cold chain capacity in Nicaragua throughout 1997-2007.

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 financial sustainability and the co-financing of the costs of introducing the pneumococcal vaccine will be guaranteed through the inclusion of the requirements in the mid-term budget frames, which cover three years.  The MOH updates these annually in negotiations with the Ministry of Finance and will use budget adjustments or the allocation of other resources to guarantee funding in upcoming years.
Table 4.2: Assessment of burden of relevant diseases (if available):

Estimated number of cases of pneumococcal diseases In Latin America & expected number of cases, deaths & DALYs in children <5 years of age in Nicaragua in 2008 & in the period 2008 – 2010

	Disease
	Estimated #  of cases in LA per 1000 children from  0-5 yrs of age
	Expected # of cases in 0-5 yrs of age population of Nicaragua, 2008
	Expected # of cases in 0-5 yrs of age population of Nicaragua, 2008-2010

	AOM
	108
	73,160
	220,440

	Pneumonia
	28
	18,968
	57,151

	Sepsis
	0,11
	75
	225

	Meningitis
	0,34
	230
	694

	Total expected cases
	136,45
	92,433
	278,510

	# of deaths
	2
	1,355
	4,082

	DALYs
	53
	35,903
	108,179


Note: Calculations are based on:

1.- The INIDE estimates for population 0 to 5 years of age: 

677, 411 in 2008; 680,864 in 2009; and 682,832 in 2010. 

Total population < 5 years of age in the period between 2008 and 2010: 2, 041,107 children.

2.- Data from the joint study on disease burden conducted by the Sabin Vaccine Institute, Pan American Health Organisation, Pneumo ADIP at Johns Hopkins University, and Centers for Disease Control & Prevention (CDC) 2006.

Please list the vaccines to be introduced with support from the GAVI Alliance (and presentation):
First Preference Vaccine

· As reported in the Introduction Plan that is annexed to the cMYP, starting in 2008 the MOH plans to introduce the heptavalent pneumococcal conjugate vaccine in a single dose pre-filled syringe form in the routine program.

Please refer to the excel spreadsheet Annex 2a or Annex 2b (for Rotavirus and Pneumo vaccines) and proceed as follows:

· Please complete the “Country Specifications” Table in Tab 1 of Annex 2a or Annex 2b, using the data available in the other Tables: Table 3 for the commodities price list, Table 5 for the vaccine wastage factor and Table 4 for the minimum co-financing levels per dose
.

· Please summarise the list of specifications of the vaccines and the related vaccination programme in Table 6.3 below, using the population data (from Table 3.4 of this application) and the price list and co-financing levels (in Tables B, C, and D of Annex 2a or Annex 2b).

· Then please copy the data from Annex 2a or 2b (Tab “Support Requested”) into Tables 6.4 and 6.5 (below) to summarize the support requested, and co-financed by GAVI and by the country.  

· Please submit the electronic version of the excel spreadsheets Annex 2a or 2b together with the application
Table 4.3: Specifications of vaccinations with new vaccine 
	Vaccine : Pneumococcal
	Use date: in
	 
	Year 1 2008
	Year 2 2009
	Year 3 2010
	Year 4 2011

	Number of children to be vaccinated with the third dose
	Table 3.4
	#
	136,062
	137,449
	138,287
	139,117

	Target immunisation coverage with the third dose
	Table 3.4
	%
	99
	99.2
	99.4
	99.5

	Number of children to be vaccinated with the first dose
	Table 3.4
	#
	137,437
	138,558
	139,122
	139,817

	Estimated vaccine wastage factor
	Annex  2a or 2b

Table E - Table 5
	#
	1.05
	1.05
	1.05
	1.05

	Country co-financing per dose *
	Annex 2a or 2b

Table D - tab 4 
	$
	0.30
	0.30
	0.30
	0.40




* Total price per dose includes vaccine cost, plus freight, supplies, insurance, fees, etc
Table 4.4 Portion of supply to be co-financed by the country (and cost estimate, US$)

	
	 
	Year 1 2008
	Year 2 2009
	Year 3 2010
	Year 4 2011

	Number of vaccine doses
	#
	71,200
	43,100
	43,300
	58,000

	Number of AD syringes
	#
	N/A
	N/A
	N/A
	N/A

	Number of re-constitution syringes
	#
	N/A
	N/A
	N/A
	N/A

	Number of safety boxes
	#
	800
	500
	500
	650

	Total value to be co-financed by country
	$
	 216,500
	 131,000
	 132,000
	176,500


N/A: Not applicable.

Table 4.5: Portion of supply to be procured by the GAVI Alliance (and cost estimate, US$)

	
	 
	Year 1 2008
	Year 2
2009
	Year 3 2010
	Year 4 2011

	Number of vaccine doses
	#
	650,400
	393,500
	395,500
	383,000

	Number of AD syringes
	#
	N/A
	N/A
	N/A
	N/A

	Number of re-constitution syringes
	#
	N/A
	N/A
	N/A
	N/A

	Number of safety boxes
	#
	7225
	4375
	4400
	4275

	Total value to be co-financed by GAVI
	$
	3,472.500
	2,122,000
	2,133,000
	2,100,000


 N/A: Not applicable.

Note: This amounts in this table do not include GAVI direct support for the introduction plan (a minimum grant of US$ 100.000.00).
· Please refer to http://www.unicef.org/supply/index_gavi.html for the most recent GAVI Alliance Vaccine Product Selection Menu, and review the GAVI Alliance NVS Support Country Guidelines to identify the appropriate country category, and the minimum country co-financing level for each category. 
Second Preference Vaccine:
If the first preference of vaccine is in limited supply or currently not available, please indicate below the alternative vaccine presentation.
Not applicable.

· Please complete tables 4.3 – 4.4 for the new vaccine presentation.
· Please complete the Excel spreadsheets Annex 2a or Annex 2b for the new vaccine presentation and submit them alongside the application.
Procurement and Management of New and Under-Used Vaccines.
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):

PAHO will manage the funds for the introduction of the pneumococcal vaccine, and the vaccine will be purchased through the Revolving Fund.

The NIP shall request the funds quarterly as scheduled.  Subsequent disbursements shall be requested when previously disbursed funds have been executed and the activities and expenditures reports have been prepared.

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 description of the mechanisms 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.

Not Applicable: Nicaragua will not use an alternative mechanism for procurement and delivery of supply financed by the country or the GAVI Alliance.

c) Please describe the introduction of the vaccines (refer to cMYP)
The plan established for the safe introduction of new vaccines is based on the experience of introducing the rotavirus vaccine and is reflected in the cMYP. The plan has the following components: 
1. Assessment of the burden of the disease

2. Characteristics of the new vaccine to be introduced

3. Definition of the target population and requirements for vaccine and supplies to ensure the timely and appropriate delivery at every level. Children under one will be vaccinated at the ages of 2, 4 and 6 months.  In addition, during the introductory year, children between 12 and 23 months of age will receive a single dose of the pneumococcal vaccine.

4. Organisation and coordination of the process, which entails:

- Communicating the decision to introduce the pneumococcal vaccine to the leaders of the various levels of health care;

- Establishing the technical-operational guidelines and requirements for the safe introduction of the vaccine;

 - Organising the technical-managerial teams that will be responsible for coordinating the introduction of the vaccine at the various levels;

- Coordination with other MOH areas and programmes, professional scientific associations, the Committee of Immunisation Practices, universities, the Nicaraguan Institute of Social Security (INSS), the Ministry of Finance, non-governmental organisations, and international development cooperation bodies to define roles and functions to support the introduction of the new vaccines;

5. Detailed schedule and budget, as key components of the planning process;

6. Assessment of the storage capacity of the cold chain;

7. Review of the information system;

8. Implementation of a sentinel surveillance system for bacterial pneumonia and meningitis;

9. Training of personnel to ensure standardisation and adequate dissemination of knowledge;

10. Planning the supervision, monitoring and evaluation of progress made in the organisation, planning and execution of the scheduled actions; and

11. Development of a plan for social promotion and mobilisation to ensure wide acceptance of and spontaneous demand for the new vaccine.
	d) Please indicate how funds should be transferred by the GAVI Alliance (if applicable).

The GAVI Alliance should transfer the funds to PAHO so that the vaccine may be purchased through the Revolving Fund.



e) Please indicate how the co-financing amounts will be paid (and who is responsible for this).
The MOH will transfer the co-financing funds to PAHO for the purchase of the vaccines through the Revolving Fund

f) Please outline how coverage of the new vaccine will be monitored and reported (refer to cMYP)
The Plan for the Introduction of the Pneumococcal Vaccine, which is annexed to the cMYP of the NIP, establishes that:

1.- A plan for supervision, monitoring and evaluation will be implemented to ensure the appropriate follow up for all the activities to be carried out at all the different levels.  Checklists and registries of strengths and weaknesses will be used to ensure the appropriate follow-up of those points that require strengthening. 

2.- The information system will be reviewed and adjustments required will be made in the registry of doses of the new vaccine applied and for the issuance of vaccination coverage reports.  The coverage will be disseminated in the periodic meetings of the Technical Committee of the Sector Roundtable and in the annual report of the Ministry of Health.

3.- The National Immunisations Programme will begin implementing a data quality assessment plan at the end of 2007.

New and Under-Used Vaccine Introduction Grant

Table 4.6: Calculation of lump –sum

	Year of new vaccine introduction
	N° of births (from Table 3.4)
	Share per birth in US$
	Total in US$

	2008
	137,437 
	$ 0.30
	$ 41,231


Please indicate in the tables below how the one-time Introduction Grant
 will be used to support the costs of vaccine introduction and critical pre-introduction activities (refer to the cMYP:  Annex  Plan for the Introduction of the Pneumococcal Vaccine).

Table 4.7: Cost (and finance) to introduce the first preference vaccine (US$) 

	Cost Category
	Full needs for new vaccine introduction
	Funded with new vaccine introduction grant 

	
	US$
	US$

	1.- Cold Chain
	432860.27
	

	2.- Information System
	59,107.76
	59,107.76

	3.- Surveillance
	48,125.00
	

	4.- Training in vaccination, cold chain & information system
	72,142.04
	32,724.04

	5.- Monitoring
	111,476.00
	

	6.- Evaluation
	57,118.00
	

	7.- Social communication & mobilisation
	205,771,00
	8,168

	Total
	986,570.07
	99,999.80


Source: Budget of the Plan for the Introduction of the Pneumococcal Vaccine
· Please complete the banking form (annex 1) if required
Please complete a table similar to the one above for the second choice vaccine (if relevant) and title it Table 4.7: Cost (and finance) to introduce the second preference vaccin
5. Additional comments and recommendations from the National Coordinating Body (ICC/HSCC -- Sector Roundtable) 

(Annex, Document 1: Minutes of the National Coordinating Body (Technical Committee of the Health Sector Coordinating Roundtable) meeting where the GAVI proposal was endorsed)
6.   Documents required for each type of support
	Type of Support 
	Document
	Document 
Number
	Duration *

(year)

	ALL 
	WHO / UNICEF Joint Reporting Form (last two)
	3 & 4
	2005 & 2006

	ALL
	cMYP
	2
	2007-2011

	ALL
	Endorsed minutes of the National Coordinating Body (Technical Committee of the Health Sector Coordinating Roundtable) meeting where the GAVI proposal was endorsed
	1
	

	ALL
	Endorsed minutes of the ICC/HSCC (Health Sector Coordinating Roundtable) meeting where the GAVI proposal was presented & discussed
	5
	

	ALL
	Minutes of the three most recent ICC/HSCC (Health Sector Coordinating Roundtable) meetings
	6
	

	ALL
	ICC/HSCC (Health Sector Coordinating Roundtable) work plan for the forthcoming 12 months 
	7
	


* Please indicate the duration of the plan / assessment / document where appropriate. 

ANNEX 1

	GAVI ALLIANCE

	
	Banking Form

	

	Section 1 (To be completed by the payee) 

	
	

	In accordance with the decision on financial support made by the Global Alliance for Vaccines and Immunisation dated_________________, the Government of Nicaragua hereby requests that a payment be made, via electronic bank transfer, as detailed below:



	Name of Institution: 

(Account holder) 
	PROGRAMA AMPLIADO DE INMUNIZACIONES, MINISTERIO DE SALUD 

	Address:
	MINSA

	
	Complejo Concepción Palacios, Frente a Residencial Rubenia

	
	

	City & country
	Managua, Nicaragua

	Telephone
	
	Fax:
	

	Amount in US$: 
	(To be filled in by GAVI Secretariat)
	Currency of the bank account:
	Córdobas

	For credit to:       Bank account’s title
	MHCP-RE/FONSALUD-DON.EXTERNA-MINSA

	Bank account No.:
	Cuenta Corriente No. 51398

	At:                    Bank’s name 
	Central Bank of Nicaragua

	Is the bank account exclusively to be used by this program?
	YES (    )    NO   (  X  ) 

	By whom is the account audited?
	The Auditor General of Nicaragua and Price-Waterhouse

	Signature of Government’s authorizing official:


	
Name:
	MARITZA CUAN MACHADO
	Seal:



	Title:
	MINISTER OF HEALTH
	

	Signature:
	
	

	Date:
	
	

	
	
	


	Section 2 (To be completed by the bank)

	

	FINANCIAL INSTITUTION 
	CORRESPONDING BANK
(in the United States) 

	Name of the bank:
	Central Bank of Nicaragua
	

	Name of the branch:
	
	

	Address: 


	Carretera Sur KM. 7 1/2
	

	
	
	

	City & country:
	Managua, Nicaragua
	

	
	
	

	SWIFT code:
	
	

	Sort code:
	
	

	ABA No. :
	
	

	Telephone #:
	
	

	Fax No. :
	
	

	
	
	

	I certify that the account No. 51398s held by  (Institution name) Ministry of Health

 at this banking institution.

	The account is to be signed jointly by at least …… of the following authorized signatories:

	Name of bank’s authorizing official:



	1 Name: 

Title:
Jaime González
MINSA


	Signature:      
	
	

	
	Director General of Administration & Finance
	Date:
	

	
2 Name: 

Title:
	Alejandro Solís M.

MINSA


	Seal:

	
	Director General of Planning & Development
	

	3 Name: 

Title:
	Guillermo González

MINSA


	

	
	Vice Minister of Health 
	

	
	
	


COVER LETTER

(To be completed by PAHO representative on letterhead paper)
TO:    GAVI Alliance – Secretariat

Att. Dr Julian Lob-Levyt
Executive Secretary

C/o UNICEF

Palais des Nations

CH 1211 Geneva 10

Switzerland
	On the ……………………………… I received the original of the BANKING DETAILS form, which is attached.

I certify that the form does bear the signatures of the following officials:



	
	Name
	
	
	Title

	Government’s authorizing official
	
	
	
	

	Bank’s authorizing official 
	
	
	
	

	

	                                    

	Signature of PAHO Representative:



	Name
	

	Signature
	

	Date
	

	
	








� The Burden of Pneumococcal Disease and the Cost Effectiveness of a Pneumococcal Vaccine in Latin America and the Caribbean: A review of the evidence and an economic analysis. Collaborative Study conducted by the Sabin Vaccine Institute, the Pan-American Health Organisation, the Pneumococcal Vaccines Accelerated Development and Introduction Plan (Pneumo ADIP) of Johns Hopkins University and the Centres for Disease Control and Prevention (CDC), 2006.


� Acute Otitis Media


� 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. For new vaccines check table (  after Table 7.1.








� See


� Table D1 should be used for the first vaccine, with tables D2 and D3 for the second and third vaccine co-financed by the country


� 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





�
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