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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

Burundi
Date of submission: 29.05.2011 09:01:25
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
	Measles, 10 doses/vial, Lyophilised
	2012
	2015
	
	

	New Vaccines Support
	Rotavirus 2-dose schedule
	2013
	2015
	Rotavirus 3-dose schedule
	


[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

Burundi started its program in 1980 with vaccines against diphtheria, tuberculosis, whooping cough measles, polio and tetanos. This program proved highly successful at the country level such that in less than ten years, the country had coverage of over 80% for all those antigens. In 2004,two new vaccines were introduced, i.e. the vaccine against viral hepatitis B and type b haemophilus influenzae in two injections. During 2005, this form was replaced by the Pentavalent that is given in a single injection combining liquid DTC-Hep B and freeze-dried Hib. The pentavalent 3 coverage rate was 96% in 2010, and the measles coverage rate estimated by the WHO and UNICEF was 69% in 2007, 84% in 2008, 91% in 2009 and 92 % in 2010
The main factors that led to improved vaccine coverage are listed below:

-
Th e existence of major health centers (an average of 80% of the population lives within a five-kilometer radius of the Health Centers [CDS].) 
-
The existence of a major network of accessible roads that facilitates access by the people to heathcare facilities. This also makes it easier to provide supervision and supplies to the health centers. 
-
More than 90% of the country’s healthcare facilities provide routine vaccination services;
-
The proper use of healthcare services 
-
Free vaccinations for children and care for pregnant women 
-
Mother and Child Week held every six months since 2003 
-
EPI activities incorporated into the other programs (vit A, MII, deworming, etc.…)
-
Existence of a community network (grassroots administration and ASC [community health agents])
-
Functional cold chain at all levels.
-
Involvement of civil society in immunization services 

The major challenges facing the EPI are listed below:
-
Controlling outbreaks of measles epidemics in districts with low vaccine coverage 
-
Controlling overall drop-out rates nationally (9% in 2008);
-
Poor ability to forecast and estimate EPI needs at the intermediate and outreach levels, resulting in frequent vaccine inventory shortages, causing many missed opportunities.
-
Low Pentavalent III vaccine coverage (less than 80%) in four healthcare districts out of 45 in 2010;
-
Low rates of measles vaccine coverage (less than 80%) in ten healthcare districts in 2010;
-
Rates of non-polio AFP fewer than 2/100,000 children below the age of 15 in 26 districts in 2010
-
Frequent oil inventory shortfalls: two in 2010;
-
The lack of a national waste management policy (in the en cours d’élaboration);
-
The lack of a monitoring and evaluation plan.
Since the introduction of vaccines against viral hepatitis B and haemofilus enfluenzae in 2004, Burundi has cofinanced these vaccines with a 20% contribution every year. Despite its meager income, the Government has always honored its contribution as agreed with GAVIALLIANCE. 
The comprehensive multi-year EPI plan for 2011-2015 proposes ways and means of dealing with these challenges around the following objectives:
1.
Improve the effectiveness of program coordination and management 
2.
Improve planning and including within it micro-planning in the decentralized facilities 
3.
By 2015 increase the Government’s contribution to at least 35% of the EPI budget 
4.
Reach a DTC3 VC rate of at least 80% in 100% of the health districts 
5.
By 2015, reach a total drop-out rate of less than 10% in 100% of the HD 
6.
Reach vaccine coverage for three doses of 13-valent pneumococcal vaccine of 40% at the end of 2011 and 80% in 2012
7.
In 2012 introduce the second dose of measles vaccine 
8.
In 2013, introduce the rotavirus vaccine
9.
By 2015, equip all the HD with computer equipment and vaccine management software 
10.
By 2015, 100% of the district healthcare offices report correct data on AEFI
11.
By 2015, 100% of the district health offices [BDS] provide effective vaccine management
12.
By 2015, cold chain operational at all levels 
13.
By 2015, 100% of the districts equipped with efficient incinerators
14.
Maintain surveillance indicators for target EPI diseases above regional standards

The cMYP refers to the 2006-2015 Global Immunization Vision and Strategy (GIVS) and is aimed at helping officials to plan their vaccination program. The document was created by a multi-disciplinary team consisting of focal points from the Ministry of Finance, the Ministry of Plannng and Development, EPI partners like UNICEF and the WHO, from civil society and officials from the Ministry of Health in collaboration with the Inter-Agency Coordinating Committee (ICC/PFHD).It was revised to introduce the second dose of the measles vaccine in 2012 and to introduce the rotavirus vaccine in 2013.
This submission meets objectives 7 and 8 of our cMYP. Burundi was eligible to introduce the second doses of MCV for 18-month olds in the routine vaccination. The purpose of the MCV dose is to reduce the morbidity and mortality attributable to measles. In fact, despite the fine performance observed in terms of coverage, (MCV coverage rate above 90% since 2007 at the national level), measles epidemics still occur in some districts with low routine vaccination coverage. That being the case, it has been noted that children who have received two doses of MCV have less of a tendency to catch the disease compared to children who have received only one dose. 
In Burundi, the epidemiological situation with regard to diarrhetic diseases due to rotaviruses does not differ from that of other developing countries. In fact, in those countries, 75% of children experience an initial episode of rotavirus diarrhea before the age of 12 months, while in developed countries, often the first episode does not occur before the age of two to five years. Hence this is a major public health problem, especially since every year diarrhetic diseases often occur at the same time as bronchitis or flu epidemices, which can cause problems for pediatric healthcare systems. The revised cMYP took into account the introduction of the rotavirus vaccine and the second dose of the measles vaccine. Thanks to immunization, the developed countries have succeeded in reducing very significantly the number of case of diarrhetic diseases due to rotaviruses. Given the extent and the seriousness of rotavirus-induced diarrhetic diseases, Burumdi plans to introduce the rotavirus vaccine starting in 2013. 
The plans for introducing these vaccines attached to this submission give more details on the activities related to their introduction. 





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 Burundi 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 Measles 10 doses/vial Lyophilised , Rotavirus 2-dose schedule introduction.
The Government of Burundi 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 May.
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
	Hon Dr NTAKARUTIMANA Sabine
	Name
	Hon Clotilde NIZIGAMA

	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

	Dr NTAKIRUTIMANA Dorothée
	EPI Director
	00257 22223736/ 00257 78860945
	ntakirutimana.dorothee@yahoo.fr
	

	Dr MARONKO Boniface
	Assistant EPI Director
	00257 22223736/ 00257 79928514
	bonymaronko@yahoo.fr
	

	Dr NDUWIMANA Rose M. Magnifique
	EPI/WHO focal point
	00257 79735106
	nduwimanar@bi.afro.who.int
	

	Dr MANIRAKIZA Déo
	EPI/UNICEF focal point
	0257 77733771
	dmanirakiza@unicef.org
	

	Dr NGIRIGI Liboire
	Director General of Public Health
	00257 79735897
	ngirigi@yahoo.fr
	

	Dr NINTERETSE Hilaire
	Director of Health Services and Programs
	00257 79961315
	hilnintere@yahoo.fr 
	

	Dr BAZOMBANZA Pierre Claver
	National IMCI focal point
	00257 77736819
	clabazombanza@yahoo.fr
	

	Dr NIZIGIYIMANA Dionis
	MPHAC/EPISTAT
	00257 77788788
	nizigi@hotmail.com
	

	Mr MANANGA Méschack
	Main Inspector 
	00257 79988496
	mameschak@yahoo.fr 
	

	Mr SINDAYIKENGERA Isidore
	Adviser in the Ministry of Plan and Community Development
	00257 78870070
	bampore006@yahoo.fr 
	

	Mme KAMIKAZI Josiane
	Technical adviser at the Ministry of Finance
	00257 77714277
	kajos3@yahoo.fr 
	

	Mr NKINDIYABARIMAKURINDA Sublime
	Planning unit
	00257 78368992
	ndisub@yahoo.fr 
	

	Mr NTACONAYIGIZE Bonaventure
	Information officer at Center for Cooperation and Development – CARITAS BURUNDI
	
	ntacobonauda@yahoo.fr
	


4.1.2. National Coordinating Body - Inter-Agency Coordinating Committee for Immunisation

We the members of the ICC, HSCC, or equivalent committee[1] met on the 11.05.2011 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: 11.

Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

Enter the family name in capital letters.

	Name/Title
	Agency/Organisation
	Signature
	Action

	Dr NGIRIGI Liboire
	Director General of the Ministry of Public Health and AIDS Control
	
	

	Dr GASHUBIJE Longin
	Executive Secretary of the PFHD
	
	

	Mme MUHORANE Carmen
	Adviser, Ministry of Public Health and AIDS Control
	
	

	Mr NKINDIYABARIMAKURINDA Sublime
	Adviser, Ministry of Public Health and AIDS Control
	
	

	Dr FATIMAHA Moussa
	Expert Consultant Public Health Services
	
	

	Mr NIMPAYE Emile
	Database Support Officer -MPHAC
	
	

	Mr MANIRAKIZA Raphael
	Expert Consultant in coordination support Embassy of Belgium
	
	

	Mr MANIRAMBONA Richard
	Research Director -National Institute of Public Health
	
	

	Dr NIYONGABO Enock
	Medical Coordinator – Community of Burundi Pentecostal Churches
	
	

	Mr NTUNZWENIMANA Fidèle
	Admnistrative and Financial Director – Burundi Drug Buying Group
	
	

	Mme MITASHITA AKIKA
	Coordinator - JICA
	
	

	Mr KIMARARUNGU Alphonse
	Consultant - JICA
	
	

	Dr COUDRAY Michel
	Health Plus Evaluation Consultant – European Union
	
	

	Dr MOREELS Réginald
	Adviser - MSPLS/APIMS
	
	

	DR BOSSUYT Michel
	Medical Coordinator - CORDAID
	
	

	Mme KANYONGA Florence
	Administrative and Financial Director  - National Institute of Public Health
	
	

	Dr KAMWENUBUSA Gaudef
	Director of the Integrated national program fighting chronic and non-transmissible diseases/MPHAC
	
	

	Mme KAMIKAZI Josiane
	Technical Adviser Ministry of Finance
	
	

	Mme BALENG Marie Louise
	Resident representative/PSI Burundi
	
	

	Mr NSHIMAYEZU Maximilien
	Director General SOUSCOM-TERIMBERE
	
	

	Dr CREPIN Pascal
	Health Project Officer – European Union
	
	

	Mme MONSEUR Sophie
	Program Manager / European Union
	
	

	Mr NDAYIRAGIJE Innocent
	Researcher – Norwegian Refugee Council
	
	

	Dr NDUWIMANA Rose Marie Magnifique
	EPI/WHO focal point - WHO
	
	

	Dr CIZA Alphonse
	NMP/WHO
	
	

	Mr SWALENSJean Michel
	Cultural Attaché  - Embassy of Belgium
	
	

	DR CABORE Joseph
	WHO representative
	
	

	Mr MAMADOU N'DIAYE
	Program Coordinator  /IMC
	
	

	Mr HICUBURUNDI Sostène
	Director General of Resources - MPHAC
	
	

	Mme Hedy Ip
	UNICEF
	
	

	Dr NINTERETSE Hilaire
	Director of Health Services and Programs
	
	

	Dr NINTUNZE Jacqueline
	Secretary General of the Assocation for Malaria Control
	
	

	Mr NDIKUMANA Désiré
	HSS-GAVI Coordinator
	
	

	Dr NTAKARUTIMANA Dorothée
	Director of the EPI
	
	

	Mr BARIGENZA Louis
	Administrative assistant HSS GAVI
	
	

	Dr SIBOMANA Célestin
	Deputy Director National Blood Transfusion Center
	
	

	Mme KANYANA Annonciate
	EPI Data Manager 
	
	

	Mr MANIRABARUTA Jean Claude
	EPI Logistician
	
	

	Dr NIVYINDIKA Léocadie
	Inspector General of Public Health
	
	

	Mr BUSAGO André
	ABS
	
	


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

Enter the family name in capital letters.
	Name
	Dr NTAKIRUTIMANA Dorothée
	Title
	Director of the EPI

	Tel no
	00257 22223736/ 00257 78860945
	
	

	Fax no
	
	Address
	PEV Burundi
Avenue de l'Hôpital
BP:160 Bujumbura
Burundi

	Email
	ntakirutimana.dorothee@yahoo.fr
	
	


4.1.3. The Inter-Agency Coordinating Committee for Immunisation

Agencies and partners (including development partners and NGOs) supporting immunisation services are co-ordinated and organised through an inter-agency coordinating mechanism (ICC, HSCC, or equivalent committee). The ICC, HSCC, or equivalent committee is responsible for coordinating and guiding the use of the GAVI NVS support. Please provide information about the ICC, HSCC, or equivalent committee in your country in the table below.

Profile of the ICC, HSCC, or equivalent committee

	Name of the committee
	Partnership Framework for Health and Development (PFHD)

	Year of constitution of the current committee
	2006

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

	Frequency of meetings
	The last Friday of the month


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
	Ministry of Public Health and AIDS Control
	Hon Dr NTAKARUTIMANA Sabine

	Secretary
	Director General of Public Health/ WHO
	Dr NGIRIGI Liboire /Dr CIZA Alphonse

	Members
	Minister of Finance
	Hon NIZIGAMA Clotilde
	Action

	
	WHO Representative
	Dr CABORE Joseph
	

	
	UNICEF Representative
	Mr DIABATE Souleyman
	

	
	World Bank Representative
	Mme TEMDON Mercy
	

	
	European Union Representative
	Mr STEPHANE de Loecker
	

	
	UNFPA Representative
	Mr MBENGUE Ismaila
	

	
	DFID Representative
	Mr Dave BEER
	

	
	Swiss Technical Cooperation Representative
	Mr TOGNOLA Claudio
	

	
	CORDAID Chief of Mission
	Mr BOSSUYT Michel
	

	
	Resident Representative of PSI
	Mme BALENG Marie Louise 
	

	
	IMC Representative
	Mr MAMADOU NDIAYE
	

	
	AHA Project Manager Representative 
	Mme Askale BINEGA
	

	
	Resident Representative of Belgian Technical Cooperation
	Mr VAN IMPE Paul
	

	
	Chief of French Cooperation 
	Mr Laurent ARNAUX
	


Major functions and responsibilities of the committee

	- Developing/adopting a common vision for developing the healthcare sector and for making the necessary reforms in the sector;
- Helping the Government to analyze the situation with regard to the healthcare sector ,proposing appropriate strategies for accelerating healthcare development and reaching the Millenium Development and poverty reduction goals;

- Pleading at the highest levels to have major healthcare problems treated adequately at macroeconomic and sectoral levels by attaching special importance to the effective use of the resources in the sector;

- Reflecting about possible effective ways to make the health policies in Burundi part of the peace consolidation process;
- Supporting the creation of socio-healthcare databanks based on a set of appropriate indicators accepted by all the parties concerned serving as a frame of reference for monitoring and evaluating progress;
- Creating operational technical groups if needed to examine in depth some thoughts on certain specific subjects.
- Seeing to it that information Is exchanged in order to guarantee excellent communication among the different partners. 



Three major strategies to enhance the committee's role and functions in the next 12 months

	1.
	

	2.
	

	3.
	


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 4
· 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
	8,444,784
	
	2010
	GPHC 2008

	Infant mortality rate (per 1000)
	101
	
	2010
	State of the World’s Children UNICEF 2009

	Surviving Infants[1]
	312,457
	
	2010
	GPHC 2008

	GNI per capita (US$)
	140
	
	2010
	State of the World’s Children UNICEF 2010

	Total Health Expenditure (THE) as a percentage of GDP
	14.00
	%
	2007
	National Health accounts 2007

	General government expenditure on health (GGHE) as % of General government expenditure
	7.40
	%
	2010
	2010 Public Finance Act


[1] Surviving infants = Infants surviving the first 12 months of life

Please provide some additional information on the planning and budgeting context in your country; also indicate the name and date of the relevant planning document for health

	The Government has drafted and implemented a Poverty Reduction Strategic Framework (PRSF 2007-2010) in which health is taken as a priority and immunization in particular (third focus related to the development of human capital. In taking steps to control poverty, the Government is now drafting a new PRSF for 2011-2015 in which health remains a priority. Immunization is also part of the National Health Policy (2005-2015), and the National Health Development Plan (NHDP) now being finalized; specifically, it is part of its third goal, which stresses reducing maternal and child mortality.. 
It is the 2011-2015 NHDP that is the reference document for the health planning in effect for that period as well as the 2011-2015 MTEF of the healthcare sector


Is the cMYP (or updated Multi-Year Plan) aligned with this document (timing, content, etc.)?

	The cMYP is aligned with the 2011-2015 NHDP for achieving goal 3 concerning the reduction in maternal and child mortality. 


Please indicate the national planning budgeting cycle for health

	The national planning and budgeting cycle for health is part of the country’s planning and budgeting cycle. It starts with the circular from the Minister of Finance sent out in June of every year inviting the technical ministries, including the ministry of health, to develop estimated expenditures, following the budget conferences that end with the parliamentary session for approval of the finance laws. The execution of the budget begins on 1 January of the following year and ends on 31 December of the same year.



Please indicate the national planning cycle for immunisation

	The national planning cycle follows the planning cycle of the Ministry of Public Health. The EPI designs the comprehensive multi-year plan and submits it for approval by the PFHD. At the beginning of each year, an action plan related to the cMYP is designed by the EPI and also submitted for approval by the PFHD. The EPI staff handles the implentation, monitoring and evaluation of the plan.

With regard to financial management procedures, the request for funding of the activities contained in the annual action plan is prepared by the EPI, which submits it for approval successively to the Director of Health Services and Programs, the Director General of Health, the Director General of Resources and finally to the Office of the Minister. This process is too long and burdensome for a Program that is sometimes called on to carry out urgent activities, especially in terms of cold chain maintenance. 
Based on the objectives assigned to the EPI in the NHDP, projects aimed at improving the indicators related to the different EPI operations are identified and further developed at different levels of the healthcare system. 


Please indicate if sex disaggregated data (SDD) is used in immunisation routine reporting systems

	The immunization data reported are not broken down by sex. With vaccine coverage above 90%, gender disparities in terms of immunization disappear. A recent survey (MPS) in 2009 did not show any significant differences between vaccine coverage for boys (91%) and for girls (90%) for routine EPI.


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

	No because all the children targeted by the routine EPI, both sexes combined, are taken into account in lans to introduce new vaccines.


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
	At birth
	Yes
	Respected
	

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

	Penta
	6,10 and 14 weeks
	Yes
	respected
	

	Measles vaccine
	9 months
	Yes
	Respected
	

	TT
	Pregnant women TT 1 1st contact, TT 2 after 1 month, TT 3 after 6 months, TT 4 after 1 year, TT 5 after 1 to 3 years 
	Yes
	Respected
	

	Vitamin A
	At 9 months, and then every 6 months until the age of 5 years
	Yes
	Respected


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
	
	
	2009
	2010

	BCG
	98
	93
	
	
	Tuberculosis
	
	321

	DTP
	DTP1
	104
	99
	
	
	Diphtheria
	0
	0

	
	DTP3
	101
	96
	
	
	Pertussis
	0
	0

	Polio 3
	96
	94
	
	
	Polio
	2
	0

	Measles (first dose)
	91
	92
	
	
	Measles
	20
	495

	TT2+ (Pregnant women)
	88
	94
	
	
	NN Tetanus
	11
	2

	Hib3
	101
	96
	
	
	Hib[2]
	0
	0

	Yellow Fever
	
	
	
	
	Yellow fever
	0
	0

	HepB3
	101
	96
	
	
	HepBsero-prevalence[1]
	
	

	Vitamin A supplement 

Mothers (< 6 weeks post-delivery)
	
	
	49
	
	

	Vitamin A supplement 

Infants (>6 months)
	89
	99
	
	
	


[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
	Basic household survey for monitoring and evaluation of the impact of support to the reimbursement system of the Minimum Package of Health Services (2009 MPS)


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
	366,000
	416,185
	426,173
	436,402
	446,875
	
	

	Total infants' deaths
	30,642
	88,550
	90,675
	92,852
	95,080
	
	

	Total surviving infants
	335,358
	327,635
	335,498
	343,550
	351,795
	
	

	Total pregnant women
	422,239
	442,750
	453,376
	464,257
	475,399
	
	

	Number of infants vaccinated (to be vaccinated) with BCG
	339,584
	399,538
	417,650
	427,674
	437,938
	
	

	BCG coverage (%)[1]
	93%
	96%
	98%
	98%
	98%
	
	

	Number of infants vaccinated (to be vaccinated) with OPV3 
	315,488
	321,082
	328,788
	336,679
	344,759
	
	

	OPV3 coverage (%)[2]
	94%
	98%
	98%
	98%
	98%
	
	

	Number of infants vaccinated (or to be vaccinated) with DTP1[3]
	332,362
	324,359
	332,143
	340,115
	348,277
	
	

	Number of infants vaccinated (to be vaccinated) with DTP3[3]
	321,408
	321,082
	328,788
	336,679
	344,759
	
	

	DTP3 coverage (%)[2]
	96%
	98%
	98%
	98%
	98%
	
	

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

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

	Target population vaccinated with 1st dose of Rotavirus
	
	
	150,974
	302,324
	348,277
	
	

	Target population vaccinated with last dose of Rotavirus
	
	
	134,199
	292,018
	344,759
	
	

	Rotavirus coverage (%)[2]
	0%
	0%
	40%
	85%
	98%
	
	

	Infants vaccinated (to be vaccinated) with 1st dose of Measles
	308,358
	311,253
	318,723
	326,373
	334,205
	
	

	Measles coverage (%)[2]
	92%
	95%
	95%
	95%
	95%
	
	

	Infants vaccinated (to be vaccinated) with 2nd dose of Measles
	
	131,054
	268,398
	302,324
	316,616
	
	

	Pregnant women vaccinated with TT+
	384,135
	398,475
	408,038
	417,831
	427,859
	
	

	TT+ coverage (%)[4]
	91%
	90%
	90%
	90%
	90%
	
	

	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%
	1%
	1%
	1%
	1%
	
	


[1] Number of infants vaccinated out of total births

[2] Number of infants vaccinated out of total surviving infants

[3] Indicate total number of children vaccinated with either DTP alone or combined

[4] Number of pregnant women vaccinated with TT+ out of total pregnant women

[5] The formula to calculate a vaccine wastage rate (in percentage):[ ( A – B ) / A ] x 100. Whereby: A = the number of doses distributed for use according to the supply records with correction for stock balance at the end of the supply period; B = the number of vaccinations with the same vaccine in the same period.

5.5. Summary of current and future immunisation budget

(or refer to cMYP pages)

	
	Estimated costs per annum in US$ (in thousand US$)

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

	
	2010
	2012
	2013
	2014
	2015
	
	
	
	

	Routine Recurrent Cost

	Vaccines (routine vaccines only)
	3,227,781
	8,578,164
	13,398,258
	18,981,426
	21,915,176
	
	
	
	

	Traditional vaccines
	494,196
	628,144
	703,994
	792,173
	892,137
	
	
	
	

	New and underused vaccines
	2,733,585
	7,950,020
	12,694,264
	18,189,253
	21,023,039
	
	
	
	

	Injection supplies
	205,431
	358,081
	430,645
	492,680
	559,052
	
	
	
	

	Personnel
	580,200
	603,640
	615,713
	628,027
	640,588
	
	
	
	

	Salaries of full-time NIP health workers (immunisation specific)
	55,320
	57,555
	58,706
	59,880
	61,078
	
	
	
	

	Per-diems for outreach vaccinators / mobile teams
	524,880
	546,085
	557,007
	568,147
	579,510
	
	
	
	

	Transportation
	11,797
	13,819
	14,621
	14,913
	9,837
	
	
	
	

	Maintenance and overheads
	64,139
	143,221
	212,089
	282,042
	291,095
	
	
	
	

	Training
	50,000
	52,020
	53,060
	54,122
	55,204
	
	
	
	

	Social mobilisation and IEC
	60,000
	119,646
	122,039
	124,480
	126,969
	
	
	
	

	Disease surveillance
	195,000
	416,160
	424,483
	432,973
	441,632
	
	
	
	

	Program management
	135,000
	140,454
	143,263
	146,128
	149,051
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	

	Subtotal Recurrent Costs
	4,529,348
	10,425,205
	15,414,171
	21,156,791
	24,188,604
	
	
	
	

	

	Routine Capital Costs

	Vehicle
	0
	0
	0
	0
	0
	
	
	
	

	Cold chain equipment
	35,200
	49,766
	55,835
	125,900
	76,469
	
	
	
	

	Other capital equipment
	0
	1,044,041
	1,063,330
	1,058,077
	0
	
	
	
	

	Subtotal Capital Costs
	35,200
	1,093,807
	1,119,165
	1,183,977
	76,469
	
	
	
	

	

	Campaigns

	Polio
	1,496,850
	1,815,620
	1,955,929
	2,109,352
	2,277,762
	
	
	
	

	Measles
	210,393
	1,193,190
	0
	0
	1,522,326
	
	
	
	

	Yellow Fever
	0
	0
	0
	0
	0
	
	
	
	

	MNT campaigns
	0
	0
	0
	0
	0
	
	
	
	

	Other campaigns
	1,117,289
	1,351,919
	1,487,111
	1,635,822
	1,799,405
	
	
	
	

	Subtotal Campaign Costs
	2,824,532
	4,360,729
	3,443,040
	3,745,174
	5,599,493
	
	
	
	

	GRAND TOTAL
	7,389,080
	15,879,741
	19,976,376
	26,085,942
	29,864,566
	
	
	
	


5.6. Summary of current and future financing and sources of funds

Please list in the tables below the funding sources for each type of cost category (if known). Please try and indicate which immunisation program costs are covered from the Government budget, and which costs are covered by development partners (or the GAVI Alliance), and name the partners (or refer to cMYP).

Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

	
	Estimated costs per annum in US$ (in thousand US$)

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

	
	
	2010
	2012
	2013
	2014
	2015
	
	
	
	

	Routine Recurrent Cost

	Total recurring costs
	GOV, WHO, GAVI,UNICEF
	4,529,348
	10,425,205
	15,414,171
	21,156,790
	24,188,604
	
	
	
	
	

	
	

	Routine Capital Costs
	

	Capital costs
	
	35,200
	1,093,807
	1,119,165
	1,183,977
	76,469
	
	
	
	
	

	
	

	Campaigns
	

	SSME , Polio and Measles
	GAVI,UNICEF,WHO,GOV
	2,824,532
	4,360,729
	3,443,040
	3,745,174
	5,599,493
	
	
	
	
	

	GRAND TOTAL
	7,389,080
	15,879,741
	19,976,376
	26,085,941
	29,864,566
	
	
	
	
	


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.

	At the central level, the EPI has three cold rooms with a capacity of 88.0m3 and 17 freezers. The net positive storage capacity is 23.7m3. This available cold chain capacity is sufficient for the entire period for introducing new vaccines at the central level for two to three deliveries a year (cf. table 6.1).
At the intermediate and outreach level, the needs have been estimated until 2015. The gaps identified in terms of cold chain storage capacity are in the process of being filled. The Government, with the support of UNICEF, has prepared a cold chain rehabilitation plan, and the plan is now being implemented.


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)

	Serious rotavirus gastroenteritis affects mainly children from 6 to 24 months of age. Estimated fatal outcomes in 2004 of 527,000 (between 475,000 and 580,000) concern primarily low income countries.
In developing countries, introducing this vaccine in the routine EPI could also reduce the high burden of morbidity from serious rotavirus-induced diarrhea, preventing a substantial number of deaths caused by this illness. This easily helps to reach the millenium development goals by helping to reduce mortality in children below the age of five. 
In fact, the WHO strongly recommends to countries that they introduce the anti-rotavirus vaccination in national immunization programs in the regions and countries where the data on vaccine effectiveness indicate that it could have a notable impact on public health, and where there are an appropriate infrastructure and funding mechanisms making it possible to use these vaccines over the long term.
In Burundi, the epidemiological situation with regard to diarrhetic diseases due to rotaviruses is no different from the situation in other developing countries. In fact, a study done with households at the country level in 2009 showed that 18.5% of children below the age of five had had diarrhea during the two weeks preceding the survey. This frequency varies between 16.3% and 22.3% depending on the region. For children less than six months of age, the frequency is13.2%. This figure rises to 30% for children 6 to 11 months old, and to 31.3% for children 12 to 23 months old before falling to 17.5% for children 24 to 35 months old and falling to 7.4% for children 48 to 59 months old. The peak is reached at the age of 12 to 23 months. The high frequency ages for diarrhea as a reported illness (6 to 23 months) are the ages at which children begin to receive food other than mother’s milk and to explore their environment. 
Diarrhea is the second leading cause of mortality in children less than five years of age in Burundi behind malaria, and is closely followed by pneumonia.
Therefore in 2013 Burundi wants to introduce the rotavirus vaccine in children less than one year of age in order to reduce the number of childhood deaths so it can claim to reach the MDG.
Concerning measles, despite the fact that vaccine coverage in the past few years is apparently good, there are still a certain number of children who are not protected from measles, which is at the root of the epidemics observed in some regions of the country. For that, introducing the second dose of measles vaccine will increase immunity in the population in general and in children in particular.


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)

Liters
	Sum-product of total vaccine doses multiplied by unit packed volume of the vaccine
	33,646
	42,694
	51,242
	54,532
	
	
	
	

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

Liters
	#
	23,784
	23,784
	23,784
	23,784
	
	
	
	

	C
	Estimated minimum number of shipments per year required for the actual cold chain capacity
	A / B
	2
	2
	3
	3
	
	
	
	

	D
	Number of consignments /

shipments per year
	Based on national vaccine shipment plan
	2
	2
	3
	3
	
	
	
	

	E
	Gap (if any)
	((A / D) - B)
	-6,961
	-2,437
	-6,703
	-5,607
	
	
	
	

	F
	Estimated additional cost of cold chain
	US$
	0
	0
	0
	0
	
	
	
	


Please briefly describe how your country plans to move towards attaining financial sustainability for the new vaccines you intend to introduce, how the country will meet the co-financing payments, and any other issues regarding financial sustainability you have considered (refer to the cMYP)

	The Government supports the EPI through funds from the HIPC initiative. It started co-financing pentavalent in 2008, and it plans to continue with the new vaccines. 
Among the strategies to be used to finance the new vaccine will be:
- Mobilizing reliable internal and external resources; 
- Strategies for the effective use of resources.
The term internal resources refers to the financing guaranteed by the Government, United Nations agencies, bi-lateral and multi-lateral cooperation and the NGOs working in the healthcare sector as well as the communities. 
The Government now funds the EPI operating expenses. As part of the initiative for vaccine independence, the State contributes 10% for the purchase of vaccines. In fact, the agreement between GAVI and the Government stipulates that the State must gradually increase its share until it funds a good portion of vaccine purchases. 
To that end, it will put in place mechanisms involving local businesses in the support of immunization services by creating a national fund for vaccines.
Mobilizing external resources:
The partnership between the Government and the customary EPI donors will be enhanced so that the new vaccines can be introduced successfully.
The estimated cost of the program shows a gradual increase during the GAVI support period, especially after this intervention. The Government of Burundi will make the other partners aware of the need to fill the gap and guarantee the sustainability of the activities. 
As indicated in the chapter of the FVP on macroeconomic objectives, Burundi is among the fragile and most indebted countires. It was admitted to the HIPC initiative in 2006, which allowed it to receive additional funds to finance programs in the eligible sectors, including health. Thus the Expanded Program for Immunization receives these funds. 
The Ministry of Public Health and its partners have already made arrangements to form a partnership framework for health and development (PFHD).
The PFHD is evolving towards a sector approach, whereby all financing will be put in a common basket. With this approach, all programs, including the EPI, will be taken into account.


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

	
	
	
	
	


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

	Storage capacity:
Increase the volume of the products to be stored
	- A new EPI warehouse was built 
- Two cold rooms were installed in 2004
- Five new freezers were purchased and installed for the EPI in 2010
- Coolers now being purchased.(2011)
- Twelve BDS equipped with freezers (2010)
- Freezers and refrigerators for the BDS now being purchased (2011)
- New fridges now being purchased for the BDS
	

	Protection from accidental freezing:
As the new capacity for keeping vaccines in the positive room was exceeded vaccines are stored next to the evaporator with a risk of freezing the vaccines
	New refrigerators with a large storage capacity have been purchased and others are on order
	

	Personnel training:
Need to train immunization agents on the new vaccines
	Introducing new vaccines requires training personnel at all levels. With the introduction of the rotavirus vaccine, need to take into account training all healthcare personnel including vaccinators on respecting the target group in order to avoid as much as possible risks of accidents related to this vaccine (intestinal invagination)
	

	Cold chain logistics:
Increase the amount of the different spare parts 
Increase the amount of oil 
	Install generators at the provincial health bureau (BPS) and district health offices (BDS) and use of solar plates in the health centers

Use of the contribution by PBF(performance based financing) to the purchase of oil.
	

	Drop-out rate:
Focusing on the new vaccine results in an incrase in the drop-out rate for traditional vaccines
	The new vaccines are aligned to the preexisting vaccine calendar
	

	Wastage rate:
High wastage rate
	Implementing the open vial policy limits wastage of the Hib and HepB vaccines.
	

	Enlisting community support on a large scale
	Proper communications on Hib and HepB resulted in the prompt acceptance of these vaccines
	


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

	- The second dose of measles vaccine in 2012
- The rotavirus vaccine in 2013



6.3.1. Requested vaccine ( Measles, 10 doses/vial, Lyophilised )

As reported in the cMYP, the country plans to introduce Measles, 10 doses/vial, Lyophilised vaccine.

6.3.2. Co-financing information

No Co-financing for Measles

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 %
	20%
	20%
	20%
	20%
	
	
	
	

	Equivalent wastage factor
	1.25
	1.25
	1.25
	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
	#
	311,253
	318,723
	326,373
	334,205
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	131,054
	268,398
	302,324
	316,616
	
	
	
	

	Immunisation coverage with the third dose
	Table 1
	#
	95.00%
	95.00%
	95.00%
	95.00%
	
	
	
	

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

	Country co-financing per dose[2]
	Table 6.(n).2[3]
	$
	0.00
	0.00
	0.00
	0.00
	
	
	
	


[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
	#
	0
	0
	0
	0
	
	
	
	

	Number of AD syringes
	#
	0
	0
	0
	0
	
	
	
	

	Number of re-constitution syringes
	#
	0
	0
	0
	0
	
	
	
	

	Number of safety boxes
	#
	0
	0
	0
	0
	
	
	
	

	Total value to be co-financed by country
	$
	0
	0
	0
	0
	
	
	
	


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
	#
	204,800
	378,500
	388,600
	400,300
	
	
	
	

	Number of AD syringes
	#
	191,000
	345,600
	347,400
	356,500
	
	
	
	

	Number of re-constitution syringes
	#
	22,800
	42,100
	43,200
	44,500
	
	
	
	

	Number of safety boxes
	#
	2,375
	4,325
	4,350
	4,450
	
	
	
	

	Total value to be co-financed by GAVI
	$
	68,000
	125,000
	128,000
	131,500
	
	
	
	


6.3.7. New and Under-Used Vaccine Introduction Grant

Please indicate in the tables below how the one-time Introduction Grant[1] will be used to support the costs of vaccine introduction and critical pre-introduction activities (refer to the cMYP).

Calculation of lump-sum for the Measles, 10 doses/vial, Lyophilised
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
	416,185
	0.30
	125,000


[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 Measles, 10 doses/vial, Lyophilised (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
	65,000
	50,000

	Social Mobilization, IEC and Advocacy
	26,000
	26,000

	Cold Chain Equipment & Maintenance
	10,000
	5,800

	Vehicles and Transportation
	10,000
	8,000

	Programme Management
	15,000
	5,000

	Surveillance and Monitoring
	39,000
	15,000

	Human Resources
	0
	0

	Waste Management
	15,000
	15,000

	Technical assistance
	0
	0

	Training Supervision 
	30000
	0
	

	Totals
	210,000
	124,800


6.4.1. Requested vaccine ( Rotavirus 2-dose schedule )

As reported in the cMYP, the country plans to introduce Rotavirus 2-dose schedule vaccine.

6.4.2. Co-financing information

If you would like to co-finance higher amount than minimum, please overwrite information in the “Your co-financing” row.

Note: Selection of this field has direct impact on automatic calculations of support you are requesting and should not be left empty.

	Country group
	Low


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

	
	2013
	2014
	2015
	
	
	
	
	

	Minimum co-financing
	0.20
	0.20
	0.20
	
	
	
	
	

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


6.4.3. Wastage factor

Please indicate wastage rate:

Countries are expected to plan for a maximal wastage rate of:

· 50% - for a lyophilised vaccine in 10 or 20-dose vial,

· 25% - for a liquid vaccine in 10 or 20-dose vial or a lyophilised vaccine in 5-dose vial,

· 10% - for a lyophilised/liquid vaccine in 2-dose vial, and

· 5% - for a liquid vaccine in 1-dose vial

Note: Selection of this field has direct impact on automatic calculations of support you are requesting and should not be left empty.

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

	
	2013
	2014
	2015
	
	
	
	
	

	Vaccine wastage rate in %
	5%
	5%
	5%
	
	
	
	
	

	Equivalent wastage factor
	1.05
	1.05
	1.05
	
	
	
	
	


6.4.4. Specifications of vaccinations with new vaccine

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

	
	
	
	2013
	2014
	2015
	
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	150,974
	302,324
	348,277
	
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	134,199
	292,018
	344,759
	
	
	
	
	

	Immunisation coverage with the third dose
	Table 1
	#
	40.00%
	85.00%
	98.00%
	
	
	
	
	

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

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


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule

[2] Total price per-dose includes vaccine cost, plus freight, supplies, insurance, visa costs etc.

[3] Where (n) depends on the vaccine

6.4.5. Portion of supply to be procured by the country (and cost estimate, US$)

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

	
	
	2013
	2014
	2015
	
	
	
	
	

	Number of vaccine doses
	#
	15,100
	34,000
	39,900
	
	
	
	
	

	Number of AD syringes
	#
	
	
	
	
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	175
	400
	450
	
	
	
	
	

	Total value to be co-financed by country
	$
	79,500
	143,000
	151,500
	
	
	
	
	


6.4.6. Portion of supply to be procured by the GAVI Alliance (and cost estimate, US$)

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

	
	
	2013
	2014
	2015
	
	
	
	
	

	Number of vaccine doses
	#
	381,300
	680,400
	715,700
	
	
	
	
	

	Number of AD syringes
	#
	
	
	
	
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	4,250
	7,575
	7,950
	
	
	
	
	

	Total value to be co-financed by GAVI
	$
	2,004,500
	2,863,000
	2,711,000
	
	
	
	
	


6.4.7. New and Under-Used Vaccine Introduction Grant

Please indicate in the tables below how the one-time Introduction Grant[1] will be used to support the costs of vaccine introduction and critical pre-introduction activities (refer to the cMYP).

Calculation of lump-sum for the Rotavirus 2-dose schedule
If the total is lower than US$100,000, it is automatically rounded up to US$100,000

	Year of New Vaccine Introduction 
	Births (from Table 1)
	Share per Birth in US$
	Total in US$

	2013
	426,173
	0.30
	128,000


[1] The Grant will be based on a maximum award of $0.30 per infant in the birth cohort with a minimum starting grant award of $100,000

Cost (and finance) to introduce the Rotavirus 2-dose schedule (US$)
Note: To add new lines click on the New item icon in the Action column. Use the Delete item icon to delete a line.

	Cost Category
	Full needs for new vaccine introduction in US$
	Funded with new vaccine introduction grant in US$

	Training
	62,000
	50,000

	Social Mobilization, IEC and Advocacy
	45,000
	26,000

	Cold Chain Equipment & Maintenance
	105,601
	6,000

	Vehicles and Transportation
	15,000
	8,000

	Programme Management
	15,000
	5,000

	Surveillance and Monitoring
	48,000
	15,000

	Human Resources
	0
	

	Waste Management
	10,000
	18,000

	Technical assistance
	10,000
	0

	Training Supervisions 
	30000
	0
	

	Totals
	340,601
	128,000


7. Procurement and Management of New and Under-Used Vaccines

Note: The PCV vaccine must be procured through UNICEF

a) Please show how the support will operate and be managed including procurement of vaccines (GAVI expects that most countries will procure vaccine and injection supplies through UNICEF)
	The country submits a request for a quotation for its share of the co-financing to the UNICEF supply department. After obtaining these costs, the country pays the portion to the account of the UNICEF supply division, which in turn takes charge of delivering the vaccines and immunization equipment to the country EPI


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.
	The NRA not yet operational at the Country level


c) Please describe the introduction of the vaccines (refer to cMYP)

	In 2012,  Burundi plans to introduce the second dose of measles vaccine and the rotavirus vaccine in 2013.
Concerning measles, despite the good vaccine coverage, measles transmission remains continual, and the first dose is administered at the age of 9 months. Given the extent of the resurgence of measles epidemics, Burundi plans to introduce the second dose of the MCV in the routine immunization starting in 2012. The storage conditions for this vaccine at the central, intermediate and outreach level are all met. The country has experience in administering the first dose, which would explain that the second dose will not cause any problems.
Training the personnel before introducing the second dose and the vaccine calendar will be considered. Moreover, information, education and awareness campaigns for political decision-makers and the population will be included in the other IEC activities of the EPI. The EPI management tools will be updated to take into account the second dose of MCV. 
A post-introduction evaluation of the second dose of MCV will be done after nine to twelve months. A retrospective survey on the prevalence of measles in children who have received the second dose a few years after it is introduced is conceivable. 
Concerning the rotavirus vaccine, there are plans to introduce it in 2013. 
The rotavirus vaccine chosen by Burundi is Rotarix in single-dose liquid form. The two required doses of this vaccine are administered orally like the OPV.
This choice is justified for the following reasons:
Reaching high vaccine coverage quickly (because the vaccine will quickly follow the current trend of the OPV);
- Better vaccine stability compared to Rotateq
- Administered orally like the OPV 
- Easy to handle 
- Ease of complying with age requirements with two doses rather than three,
- Cold chain needs less substantial (17.1cm3 for Rotarix and 45.9cm3 for Rotateq,
- Rotateq does not carry vaccine vial monitors 
- Proper control of wastage rate owing to the single-dose liquid form 
- Keeps at between +2°c and +8°c
- The rotavirus vaccine will be introduced on the same day throughout the country and will be administered to all the EPI target children who appear. The vaccine calendar will be the same as for pentavalent and pneumoccal vaccines. 
Thereafter, all children who come for the first dose of their penta series will receive in addition the first dose of the rotavirus vaccine so as to finish the second dose in the tenth week of the series started beforehand. This will be done while taking into account the fact that, according to the recommendatons, the first dose of Rotarix must be administered between six and fifteen weeks and the second dose is administered no later than the 32nd week (see issue No. 51-52 of the weekly WHO epidemiology report dated 18 December 2009), 
No catch-up vaccination will be given. The Rotavirus vaccine will be administered orally, while the pentavalent vaccine will be injected in a single intramuscular injection. 
All agents, both private and public, working in the healthcare area will be trained in the introduction of the Rotavirus vaccine, with emphasis on the need to respect the very specific age instructions and the importance of closer surveillance of the AEFI. 
Political decision-makers, communities and clinicians will be made aware of the fight against diarrhetic disealses due to rotaviruses and on the benefits of the anti-rotavirus vaccine.
There are plans to introduce the anti-rotavirus vaccine in 2013. Several points were considered for setting the time for introducing the new vaccine given the time it takes to make the request and obtain approval from GAVI, and to acquire the funds, and given the deadlines for orders of the new vaccine, personnel training and rehabilitating the cold chain. We also took into account the introduction of the pneumococcal vaccine in 2011 and the introduction of the second dose of the measles vaccine planned for 2012. 




d) Please indicate how funds should be transferred by the GAVI Alliance (if applicable)

	In accordance with the memorandum signed in 2010 between the Government of Burundi and GAVI Alliance, the HSS-GAVI funds will be paid to a sub-account of the Treasury opened at the Central Bank, and these funds will be isolated from the other funds managed by the Public Treasury. These funds will be released from the Treasury sub-account with the signatures of both the Minister of Finance and the Minister of Public Health and AIDS Control. 


e) Please indicate how the co-financing amounts will be paid (and who is responsible for this)

	The Government portions will be paid through UNICEF by bank transfers 
The person responsble for the operation is the Minister of Public Health/Director of the EPI.


f) Please outline how coverage of the new vaccine will be monitored and reported (refer to cMYP)

	Vaccine coverage will be monitored through monthly reports on the number of children receiving the second dose of measles vaccine and rotavirus vaccine. The data related to these vaccines will be included in the routine immunization reports. 
Overall surveillance of vaccine coverage will be done every three years. The main indicator of vaccine coverage for the rotavirus vaccine is rota 2 corresponding to the second dose of polio or penta vaccine in children less than one year of age, while the indicator of measles vaccine coverage will be the number of children who have received this vaccine out of the total number of children ages 12 to 23 months.


7.1. Vaccine Management (EVSM/EVM/VMA)

When was the last Effective Vaccine Store Management (EVSM) conducted? April   - 2011
When was the last Effective Vaccine Management (EVM) or Vaccine Management Assessment (VMA) conducted? April   - 2011
If your country conducted either EVSM, EVM, or VMA in the past three years, please attach relevant reports. (Document N°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.

	An Effective Vaccine Management assessment at the national level in April 2011 and measures for improvement were determined based on the recommendations made in the report. We will report on the state of implementation of these measures in our subsequent report.


When is the next Effective Vaccine Management (EVM) Assessment planned? March  - 2015
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)

	All the comments and recommendations by the PFHD will be included in the minutes of the different meetings of the PFHD.


9. Annexes

Annex 1

Annex 1.1 – Measles, 10 doses/vial, Lyophilised
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
	#
	0
	0
	0
	0
	
	
	
	

	Number of AD syringes
	#
	0
	0
	0
	0
	
	
	
	

	Number of re-constitution syringes
	#
	0
	0
	0
	0
	
	
	
	

	Number of safety boxes
	#
	0
	0
	0
	0
	
	
	
	

	Total value to be co-financed by the country
	$
	0
	0
	0
	0
	
	
	
	


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
	#
	204,800
	378,500
	388,600
	400,300
	
	
	
	

	Number of AD syringes
	#
	191,000
	345,600
	347,400
	356,500
	
	
	
	

	Number of re-constitution syringes
	#
	22,800
	42,100
	43,200
	44,500
	
	
	
	

	Number of safety boxes
	#
	2,375
	4,325
	4,350
	4,450
	
	
	
	

	Total value to be co-financed by the country
	$
	68,000 
	125,000
	128,000
	131,500
	
	
	
	


Table 1.1  C - Summary table for Measles, 10 doses/vial, Lyophilised
	
	Data from
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of Surviving infants
	Table 1
	#
	327,635
	335,498
	343,550
	351,795
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	131,054
	268,398
	302,324
	316,616
	
	
	
	

	Immunisation coverage with the last dose
	Table 1
	#
	95.00%
	95.00%
	95.00%
	95.00%
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	311,253
	318,723
	326,373
	334,205
	
	
	
	

	Number of doses per child
	
	#
	1
	1
	1
	1
	
	
	
	

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

	Number of doses per vial
	
	#
	10
	10
	10
	10
	
	
	
	

	AD syringes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Reconstitution syringes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Safety boxes required 
	
	#
	Yes 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Vaccine price per dose
	
	$
	0.240 
	0.240 
	0.240 
	0.240 
	 
	 
	 
	 

	Country co-financing per dose
	Table 6.(n).2[2]
	$
	0.00 
	0.00 
	0.00 
	0.00 
	 
	 
	 
	 

	AD syringe price per unit
	
	$
	0.053 
	0.053 
	0.053 
	0.053 
	 
	 
	 
	 

	Reconstitution syringe price per unit
	
	$
	0.038 
	0.038 
	0.038 
	0.038 
	 
	 
	 
	 

	Safety box price per unit
	
	$
	0.640 
	0.640 
	0.640 
	0.640 
	 
	 
	 
	 

	Freight cost as % of vaccines value
	
	%
	10.00 
	10.00 
	10.00 
	10.00 
	 
	 
	 
	 

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


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule

[2] Where (n) depends on the vaccine

Table 1.1 D - Estimated number of doses for Measles, 10 doses/vial, Lyophilised associated injection safety material and related co-financing budget (page 1)

	
	
	Formula
	2012
	2013

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	0.00%
	
	
	0.00%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	131,054
	0
	131,054
	268,398
	0
	268,398

	C
	Number of doses per child
	Vaccine parameter
	1
	1
	1
	1
	1
	1

	D
	Number of doses needed
	B * C
	131,054
	0
	131,054
	268,398
	0
	268,398

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

	F
	Number of doses needed including wastage
	D * E
	163,818
	0
	163,818
	335,498
	0
	335,498

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	40,955
	0
	40,955
	42,920
	0
	42,920

	I
	Total vaccine doses needed
	F + G
	204,773
	0
	204,773
	378,418
	0
	378,418

	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
	190,930
	0
	190,930
	345,563
	0
	345,563

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	22,730
	0
	22,730
	42,005
	0
	42,005

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	2,372
	0
	2,372
	4,303
	0
	4,303

	N
	Cost of vaccines needed
	I * vaccine price per dose
	49,146
	0
	49,146
	90,821
	0
	90,821

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	10,120
	0
	10,120
	18,315
	0
	18,315

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	864
	0
	864
	1,597
	0
	1,597

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	1,519
	0
	1,519
	2,754
	0
	2,754

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	4,915
	0
	4,915
	9,083
	0
	9,083

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	1,251
	0
	1,251
	2,267
	0
	2,267

	T
	Total fund needed
	(N + O + P + Q + R + S)
	67,815
	0
	67,815
	124,837
	0
	124,837

	U
	Total country co-financing
	I * country co-financing per dose
	0
	
	
	0
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	0.00%
	
	
	0.00%
	
	


[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 Measles, 10 doses/vial, Lyophilised associated injection safety material and related co-financing budget (page 2)

	
	
	Formula
	2014
	2015

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	0.00%
	
	
	0.00%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	302,324
	0
	302,324
	316,616
	0
	316,616

	C
	Number of doses per child
	Vaccine parameter (schedule)
	1
	1
	1
	1
	1
	1

	D
	Number of doses needed
	B * C
	302,324
	0
	302,324
	316,616
	0
	316,616

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

	F
	Number of doses needed including wastage
	D * E
	377,905
	0
	377,905
	395,770
	0
	395,770

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	10,602
	0
	10,602
	4,467
	0
	4,467

	I
	Total vaccine doses needed
	F + G
	388,507
	0
	388,507
	400,237
	0
	400,237

	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
	347,348
	0
	347,348
	356,403
	0
	356,403

	L
	Reconstitution syringes (+ 10% wastage) needed
	I / J * 1.11
	43,125
	0
	43,125
	44,427
	0
	44,427

	M
	Total of safety boxes (+ 10% of extra need) needed
	(K + L) / 100 x 1.11
	4,335
	0
	4,335
	4,450
	0
	4,450

	N
	Cost of vaccines needed
	I * vaccine price per dose
	93,242
	0
	93,242
	96,057
	0
	96,057

	O
	Cost of AD syringes needed
	K * AD syringe price per unit
	18,410
	0
	18,410
	18,890
	0
	18,890

	P
	Cost of reconstitution syringes needed
	L * reconstitution price per unit
	1,639
	0
	1,639
	1,689
	0
	1,689

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	2,775
	0
	2,775
	2,848
	0
	2,848

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	9,325
	0
	9,325
	9,606
	0
	9,606

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	2,283
	0
	2,283
	2,343
	0
	2,343

	T
	Total fund needed
	(N + O + P + Q + R + S)
	127,674
	0
	127,674
	131,433
	0
	131,433

	U
	Total country co-financing
	I * country co-financing per dose
	0
	
	
	0
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	0.00%
	
	
	0.00%
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule

[2] Where (n) depends on the vaccine

Annex 1.2 – Rotavirus 2-dose schedule
Table 1.2 A - Rounded up portion of supply that is procured by the country and estimate of related cost in US$

	Required supply item
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of vaccine doses
	#
	
	15,100
	34,000
	39,900
	
	
	
	

	Number of AD syringes
	#
	
	
	
	
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	
	175
	400
	450
	
	
	
	

	Total value to be co-financed by the country
	$
	
	79,500
	143,000
	151,500
	
	
	
	


Table 1.2  B - Rounded up portion of supply that is procured by GAVI and estimate of related cost in US$.

	Required supply item
	
	2012
	2013
	2014
	2015
	
	
	
	

	Number of vaccine doses
	#
	
	381,300
	680,400
	715,700
	
	
	
	

	Number of AD syringes
	#
	
	
	
	
	
	
	
	

	Number of re-constitution syringes
	#
	
	
	
	
	
	
	
	

	Number of safety boxes
	#
	
	4,250
	7,575
	7,950
	
	
	
	

	Total value to be co-financed by the country
	$
	 
	2,004,500
	2,863,000
	2,711,000
	
	
	
	


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

	Number of Surviving infants
	Table 1
	#
	
	335,498
	343,550
	351,795
	
	
	
	

	Number of children to be vaccinated with the third dose[1]
	Table 1
	#
	
	134,199
	292,018
	344,759
	
	
	
	

	Immunisation coverage with the last dose
	Table 1
	#
	
	40.00%
	85.00%
	98.00%
	
	
	
	

	Number of children to be vaccinated with the first dose
	Table 1
	#
	
	150,974
	302,324
	348,277
	
	
	
	

	Number of doses per child
	
	#
	
	2
	2
	2
	
	
	
	

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

	Number of doses per vial
	
	#
	
	1
	1
	1
	
	
	
	

	AD syringes required 
	
	#
	 
	No 
	No 
	No 
	 
	 
	 
	 

	Reconstitution syringes required 
	
	#
	 
	No 
	No 
	No 
	 
	 
	 
	 

	Safety boxes required 
	
	#
	 
	Yes 
	Yes 
	Yes 
	 
	 
	 
	 

	Vaccine price per dose
	
	$
	 
	5.000 
	4.000 
	3.600 
	 
	 
	 
	 

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

	AD syringe price per unit
	
	$
	 
	0.053 
	0.053 
	0.053 
	 
	 
	 
	 

	Reconstitution syringe price per unit
	
	$
	 
	 
	 
	 
	 
	 
	 
	 

	Safety box price per unit
	
	$
	 
	0.640 
	0.640 
	0.640 
	 
	 
	 
	 

	Freight cost as % of vaccines value
	
	%
	 
	5.00 
	5.00 
	5.00 
	 
	 
	 
	 

	Freight cost as % of devices value
	
	%
	 
	10.00 
	10.00 
	10.00 
	 
	 
	 
	 


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule

[2] Where (n) depends on the vaccine

Table 1.2 D - Estimated number of doses for Rotavirus 2-dose schedule associated injection safety material and related co-financing budget (page 1)

	
	
	Formula
	2013
	2014

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	3.80%
	
	
	4.75%
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	150,974
	5,743
	145,231
	302,324
	14,370
	287,954

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

	D
	Number of doses needed
	B * C
	301,948
	11,486
	290,462
	604,648
	28,740
	575,908

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

	F
	Number of doses needed including wastage
	D * E
	317,046
	12,061
	304,985
	634,881
	30,177
	604,704

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	79,262
	3,016
	76,246
	79,459
	3,777
	75,682

	I
	Total vaccine doses needed
	F + G
	396,308
	15,076
	381,232
	714,340
	33,953
	680,387

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

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

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

	M
	Total of safety boxes (+ 10% of extra need) needed
	I / 100 x 1.11
	4,400
	168
	4,232
	7,930
	377
	7,553

	N
	Cost of vaccines needed
	I * vaccine price per dose
	1,981,540
	75,376
	1,906,164
	2,857,360
	135,812
	2,721,548

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

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

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	2,816
	108
	2,708
	5,076
	242
	4,834

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	99,077
	3,769
	95,308
	142,868
	6,791
	136,077

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	282
	11
	271
	508
	25
	483

	T
	Total fund needed
	(N + O + P + Q + R + S)
	2,083,715
	79,262
	2,004,453
	3,005,812
	142,868
	2,862,944

	U
	Total country co-financing
	I * country co-financing per dose
	79,262
	
	
	142,868
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	3.80%
	
	
	4.75%
	
	


[1] 2nd dose if Measles vaccine or Rotavirus 2-dose schedule

[2] Where (n) depends on the vaccine

Table 1.2 D - Estimated number of doses for Rotavirus 2-dose schedule associated injection safety material and related co-financing budget (page 2)

	
	
	Formula
	2015
	

	
	
	
	Total
	Government
	GAVI
	Total
	Government
	GAVI

	A
	Country Co-finance
	
	5.28%
	
	
	
	
	

	B
	Number of children to be vaccinated with the first dose[1]
	Table 1 (baseline & annual targets)
	348,277
	18,390
	329,887
	
	
	

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

	D
	Number of doses needed
	B * C
	696,554
	36,779
	659,775
	
	
	

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

	F
	Number of doses needed including wastage
	D * E
	731,382
	38,618
	692,764
	
	
	

	G
	Vaccines buffer stock
	(F - F of previous year) * 0.25
	24,126
	1,274
	22,852
	
	
	

	I
	Total vaccine doses needed
	F + G
	755,508
	39,892
	715,616
	
	
	

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

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

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

	M
	Total of safety boxes (+ 10% of extra need) needed
	I / 100 x 1.11
	8,387
	443
	7,944
	
	
	

	N
	Cost of vaccines needed
	I * vaccine price per dose
	2,719,829
	143,610
	2,576,219
	
	
	

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

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

	Q
	Cost of safety boxes needed
	M * safety box price per unit
	5,368
	284
	5,084
	
	
	

	R
	Freight cost for vaccines needed
	N * freight cost as % of vaccines value
	135,992
	7,181
	128,811
	
	
	

	S
	Freight cost for devices needed
	(O + P + Q) * freight cost as % of devices value
	537
	29
	508
	
	
	

	T
	Total fund needed
	(N + O + P + Q + R + S)
	2,861,726
	151,102
	2,710,624
	
	
	

	U
	Total country co-financing
	I * country co-financing per dose
	151,102
	
	
	
	
	

	V
	Country co-financing % of GAVI supported proportion
	U / T
	5.28%
	
	
	
	
	


[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 - Low - Minimum country's co-payment per dose of co-financed vaccine.

	vaccine
	2012
	2013
	2014
	2015
	
	
	

	Measles, 10 doses/vial, Lyophilised
	0.00
	0.00
	0.00
	0.00
	
	
	

	Rotavirus 2-dose schedule
	
	0.20
	0.20
	0.20
	
	
	


Table D - Wastage rates and factors

Countries are expected to plan for a maximal wastage rate of:

· 50% - for a lyophilised vaccine in 10 or 20-dose vial,

· 25% - for a liquid vaccine in 10 or 20-dose vial or a lyophilised vaccine in 5-dose vial,

· 10% - for a lyophilised/liquid vaccine in 2-dose vial, and

· 5% - for a liquid vaccine in 1-dose vial

	Vaccine wastage rate
	5%
	10%
	15%
	20%
	25%
	30%
	35%
	40%
	45%
	50%
	55%
	60%

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


WHO International shipping guidelines: maximum packed volumes of vaccines

Table E - Vaccine maximum packed volumes

	Vaccine product
	Designation
	Vaccine formulation
	Admin route
	No. Of doses in the schedule
	Presentation (doses/vial, prefilled)
	Packed volume vaccine (cm3/dose)
	Packed volume diluents (cm3/dose)

	BCG
	BCG
	lyophilized
	ID
	1
	20
	1.2
	0.7

	Diphtheria-Tetanus-Pertussis
	DTP
	liquid
	IM
	3
	20
	2.5
	

	Diphtheria-Tetanus-Pertussis
	DTP
	liquid
	IM
	3
	10
	3.0
	

	Diphtheria-Tetanus
	DT
	liquid
	IM
	3
	10
	3.0
	

	Tetanus-Diphtheria
	Td
	liquid
	IM
	2
	10
	3.0
	

	Tetanus Toxoid
	TT
	liquid
	IM
	2
	10
	3.0
	

	Tetanus Toxoid
	TT
	liquid
	IM
	2
	20
	2.5
	

	Tetanus Toxoid UniJect
	TT
	liquid
	IM
	2
	Uniject
	12.0
	

	Measles
	Measles
	lyophilized
	SC
	1
	1
	26.1
	20.0

	Measles
	Measles
	lyophilized
	SC
	1
	2
	13.1
	13.1

	Measles
	Measles
	lyophilized
	SC
	1
	5
	5.2
	7.0

	Measles
	Measles
	lyophilized
	SC
	1
	10
	3.5
	4.0

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

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

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

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

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

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

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

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

	Polio
	OPV
	liquid
	Oral
	4
	10
	2.0
	

	Polio
	OPV
	liquid
	Oral
	4
	20
	1.0
	

	Yellow fever
	YF
	lyophilized
	SC
	1
	5
	6.5
	7.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	10
	2.5
	3.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	20
	1.5
	2.0

	Yellow fever
	YF
	lyophilized
	SC
	1
	50
	0.7
	1.0

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

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

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

	Hepatitis B
	HepB
	liquid
	IM
	3
	1
	18.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	2
	13.0
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	6
	4.5
	

	Hepatitis B
	HepB
	liquid
	IM
	3
	10
	4.0
	

	Hepatitis B UniJect
	HepB
	liquid
	IM
	3
	Uniject
	12.0
	

	Hib liquid
	Hib_liq
	liquid
	IM
	3
	1
	15.0
	

	Hib liquid
	Hib_liq
	liquid
	IM
	3
	10
	2.5
	

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	1
	13.0
	35.0

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	2
	6.0
	

	Hib freeze-dried
	Hib_lyo
	lyophilized
	IM
	3
	10
	2.5
	3.0

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

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

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

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

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

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

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

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

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

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

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

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

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

	Meningitis W135
	MV_W135
	lyophilized
	SC
	1
	10
	2.5
	4.0

	Meningitis A conjugate
	Men_A
	lyophilized
	SC
	2
	10
	2.6
	4.0

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	10
	15.0
	

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	10
	8.1
	8.1

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	5
	2.5
	2.9

	Japanese Encephalitis
	JE_lyo
	lyophilized
	SC
	3
	1
	12.6
	11.5

	Japanese Encephalitis
	JE_liq
	liquid
	SC
	3
	10
	3.4
	

	Rota vaccine
	Rota_lyo
	lyophilized
	Oral
	2
	1
	156.0
	

	Rota vaccine
	Rota_liq
	liquid
	Oral
	2
	1
	17.1
	

	Rota vaccine
	Rota_liq
	liquid
	Oral
	3
	1
	45.9
	

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

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

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

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

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

	Polio inactivated
	IPV
	liquid
	IM
	3
	PFS
	107.4
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	10
	2.5
	

	Polio inactivated
	IPV
	liquid
	IM
	3
	1
	15.7
	

	Human Papilomavirus vaccine
	HPV
	liquid
	IM
	3
	1
	15.0
	

	Human Papilomavirus vaccine
	HPV
	liquid
	IM
	3
	2
	5.7
	

	Monovalent OPV-1
	mOPV1
	liquid
	Oral
	
	20
	1.5
	

	Monovalent OPV-3
	mOPV3
	liquid
	Oral
	
	20
	1.5
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