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1. Executive Summary

Synopsis of the proposal including the specific requests for support from GAVI and the Vaccine Fund. The figures essential for the calculation of award amounts should be presented here, including: baseline data, current DTP3 coverage and targets for increased coverage, strategies for reaching all children, requested number of doses of vaccine(s) and their presentations (drawn from the tables in this form). Summarise also the nature of ICC participation in developing this proposal.

The Islamic Republic of Mauritania is located in West Africa between the 15th. and 27 northern parallels, and has a surface area of 1 030 700 km² , a population of 2 548 157
 inhabitants, and a population density of 2.5 inhabitants per square km. The annual growth rate stands at 2.6%, and life expectancy is 51.3 years of age.

The main health parameters are the:

· Infantile death rate


74/1000

· Infantile-juvenile death rate

116/1000

· Maternal death rate


747/100,000 living births 

· Gross death rate



15.98/1000

· Inter-genesical interval


35 months 

The expanded programme on immunisation was initiated in our country in 1977 in Keur Macène and Rosso,  two experimental areas of Trarza. Subsequently it was gradually extended, and covered the whole country in 1984.

It applied two strategies:

· A fixed strategy based on maternal and infantile health services in urban areas.

· A mobile strategy based on mobile teams in rural areas.

A third strategy, the “accelerated strategy” based on national and municipal immunisation days, was introduced in 1985, and was later included during the mograbin immunisation days between 1987 and 1994.

Mauritania subsequently devoted itself to the eradication of poliomyelitis and controlling measles by means of national immunisation days.

In 1996 the RIM opted for the vaccine independence initiative (VII) to be responsible for the purchase of vaccines and consumables.

The overall objective of the EPI is to protect children aged between 0 and 11 months against tuberculosis, diphtheria, and women of procreation age (14-44 years) against tetanus.

According to the standard health district report, the immunisation rate for DTP-3 was 61% in 2001, which corresponds to 64,907 immunised children.

The targets of the EPI for each antigen between 2002 – 2006 are as follows:

	
	2001
	2002
	2003
	2004
	2005
	2006

	BCG
	70
	75
	80
	85
	90
	95

	DTP3/polio3
	61/58
	70
	75
	80
	85
	85

	MEAS
	58
	65
	75
	80
	85
	85

	TT
	31
	40
	50
	60
	70
	70

	Hepatitis B
	
	
	
	
	
	

	Haemophilus 

Influenzae b
	
	
	
	
	
	


The strategies adopted to achieve these targets are based on the following aims;

· Improving immunisation standards by:

· Strengthening the fixed strategy.

· Boosting the advanced strategy.

· Gradual introduction of the innovative mobile strategy.

· Implementation of a national safe immunisation strategy. 

· Enhancing competence and retraining through training and supervision, increase of EPI staff numbers at the central, regional, and peripheral levels.

· Improvement of social mobilisation

· Improvement of standards regarding planning, coordination and management (increased monitoring to make EPI quality data available, including vaccine data at the regional level).

· Increased additional immunisation through mass campaigns or screening.

· Improvement of integrated epidemiological monitoring performance.

This proposal of support for GAVI consideration was drawn up by a technical committee
 established by the CNC/EPI, and was subsequently amended and adopted by all members of the committee.   

2. Signatures of the Government and the Inter-Agency Co-ordinating Committee

The Government of The Islamic Republic of Mauritania commits itself to develop the national immunization services on a sustainable basis in accordance with the multi-year plan presented with this document. Districts performance on immunization will be reviewed annually through a transparent monitoring system. The Government requests the Alliance and its partners to contribute financial and technical assistance to support immunization of children as outlined in this application.

Signature:
Mr. DIOP ABDOUL HAMET

Title:
Minister of Health and Social Affairs

Date:
…………………………………………...

The GAVI Secretariat is unable to return submitted documents and attachments to individual countries.  Unless otherwise specified, documents may be shared with the GAVI partners and collaborators.

We, the undersigned members of the Inter-Agency Co-ordinating Committee endorse this proposal on the basis of the supporting documentation which is attached. Signatures for endorsement of this proposal does not imply any financial (or legal) commitment on the part of the partner agency or individual:

	Agency/Organisation
	Name/Title
	Date              Signature

	Ministry of Health and Social Affairs
	Mr. Diop Hamet: Minister of Health and Social Affairs
	

	
	Dr. Dah Ould Cheikh: Secretary-General of the Ministry of Health and Social Affairs
	

	
	Dr. Idoumou Ould Mohamed Vall: Director for the Protection of Health
	

	
	Dr. Mariem Takhla Mint Ahmedim: Head of the Pharmacy and laboratories
	

	
	Dr. Isagh Ould Khalef: national EPI coordinator
	

	Ministry of National Education


	Mr. Aderrahmane Ould Mohamed Sidina
	

	Ministry of culture and Islamic guidance


	Mr. Mohamed Ali Ould Septy
	

	Ministry of the Interior, postal services, and telecommunications


	Mr. Mohamed Hady Macina: technical advisor of the ministry
	

	Ministry of Defense


	Dr. Barro Souleymane
	

	Ministry of Communication and Relations with Parliament


	Mr. Mohamed Abdallahi Ould Boussery: technical advisor of the Ministry
	

	State Secretariat for the status of women


	Mr. Oumoulvadly Kamara
	

	French Cooperation
	Mrs. Gaelle Lepape
	

	WHO
	Dr. El Hadi Benzerroug: representative
	

	UNICEF
	Mrs. Ute Deseniss Gros: representative
	

	World Bank
	Mr. Souleymane Sow: representative
	

	Rotary International


	Mr. Habibou Fall: representative
	


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

Name : Dr. Isagh Ould Khalef 

Title/Address : National EPI Coordinator

Tel.No: (00 222) 525 17 51



Fax No. (00 222) 525 17 51

Head Office for the protection of health 

            

E-mail : pevmsas@yahoo.fr

P.O.B 1433 Nouakchott                         
Alternative address :

Name : Dr. Idoumou Ould Mohamed Vall
Title/Address : Director of the health protection office
Tel.No. : (00 222) 525 12 27

P.O.B 483 Nouakchott  

           

Fax No.(00222 525 69 43

E-mail: dps@mauritania.mr

3. Immunization-related fact sheet

	Table 1 : Basic facts (For the year 2000 or most recent; specify dates of data provided)

	Population
	2 548 157
	GNP per capita
	480 $US

	Surviving Infants* 
	106 768
	Infant mortality rate 
	74/ 1000

	Percentage of GDP allocated to Health
	2.0
	Percentage of Government expenditure for Health Care
	8.0


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

	Table 2: Trends of immunization coverage and disease burden by 12 months of age                                                            as per annual WHO/UNICEF Joint Reporting Form on Vaccine Preventable Diseases

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

	Vaccine
	Reported
	Survey
	Disease
	Number of reported cases

	
	1999
	2000
	1999
	Age group
	2000
	Age group
	
	1999
	2000

	BCG
	48
	70
	68
	12-23 mths
	
	
	Tuberculosis
	3788
	3617

	DTP


	DTP1
	45
	82
	61
	12-23 mths
	
	
	Diphtheria
	0*
	0

	
	DTP3
	31
	61
	33
	12-23 mths
	
	
	Pertussis
	445*
	1331

	OPV3
	31
	58
	37
	12-23 mths
	
	
	Polio
	0*
	0

	Measles
	28
	58
	45
	12-23 mths
	
	
	Measles
	907*
	2334

	TT2+  (Pregnant women)
	19
	31
	25
	14-45 yrs.
	
	
	NN Tetanus
	1**
	11*

	Hib3 
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	Hib
	S.O
	S.O***

	Yellow Fever
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	Yellow fever
	S.O
	S.O

	HepB3  
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	hepB seroprevalence  (if available)
	24***
	

	 Vit A supplementation  


	Mothers                               ( < 6 weeks after delivery )
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	
	
	

	
	Infants              ( > 6 months)
	81
	94.9
	58
	
	
	
	
	
	


*Health statistics yearbook 1997, 1998** data from the epidemiological monitoring division*** study of the prevalence of Ag HBS in blood donators at the National Hospital Centre in 1996, N/A = Not Applicable

	The best official estimate: Indicate the best official estimate of coverage among infants as reported in WHO/UNICEF Joint reporting form. Provide explanatory comments on why these are the best estimates:  Recent efforts made to restart the EPI (since May 2001), with the organisation of localised multi-antigen immunisation campaigns, the mobile strategy being applied again with regular supervision in combination with improvements in collecting, analysing, and transferring of routine data from the health districts with a satisfactory completion are favourable to routine immunisation coverage – while all these aspects were not taken into account in EDSM data of 2000-2001.


· Summary of health system development status relevant to immunisation: 

The main objectives of the 4th. health action plan (1981-1985) were to increase health coverage, to make preventative action a priority, and to generalise primary health care.

The main recommendations of the national master plan 1992-1996 suggested that efforts to prevent diseases and handicaps must be more vigorous and integrated. The efforts achieved have indeed resulted in a lower incidence of some main diseases: poliomyelitis, measles, and maternal /post-birth tetanus – the infantile and infantile / juvenile death rates nevertheless remain very high. Transmissible diseases and malnutrition are the main causes of morbidity and mortality in all age groups, and the use of preventative services remains low. 

Immunisation coverage made significant progress between 1991 and 2000, with a continuous increase during its first stage until stagnating and even falling after 1996. The national immunisation days organised since 1995 have been very successful with coverage rates above 90%, but the polio virus still prevails as shown by a autochthonal  case of wild polio in March 2001.

Furthermore, the RIM has committed itself to the vaccine independence initiative by taking over the purchase costs of vaccines and consumables. This budget has gradually increased from 36 to 50 million.

The current master health plan (1998-2002) reconfirms this determination to continue efforts to help a majority of people. In compliance with the commitments made by the government, poliomyelitis will be eradicated by 2005, post-birth tetanus will be eliminated to achieve an incidence of less than 1 case per 1000 living births by 2005, and measles will be controlled to achieve a 90% reduction of cases, with a 95% reduction of deaths due to this disease. Immunisation against hepatitis B and haemophilus influenzae b will be gradually become a part of the EPI from 2004 onwards.

In March 1999 the RIM was declared eligible for the initiative to reduce the debt of highly indebted poor countries (HIPC), where one of the conditions regarding health is the improvement of routine immunisation coverage, particularly that of DTP3 that must be increased to 70%.

In the strategic context of the fight against poverty, four main objectives have been outlined, of which the third aims to develop human resources and the access to essential infrastructure. This objective will have the most significant effect on poverty in the long run in the way it will help productivity and improve the living conditions of the poor. Particularly access to education and health services considerably reduces the vulnerability of the poor. 

The framework of medium-term budget planning for the implementation of health strategies part of the anti-poverty strategy has specified three key objectives to reduce poverty:

· Improvement of health indicators of the Mauritanian population with strong emphasis on improving indicators regarding the most deprived sections of the population, and reduction of infantile, infantile/juvenile, and maternal mortality (e.g. reducing infantile mortality in urban areas from 75/1000 in 2001 to 60/1000 by 2004).

· Limiting the effect of costs (spending) on the income of the poor.

· Enhancing the participation of the poor.

The overall objective is to increase health spending per inhabitant from 8 US Dollars in 1999 to 14 US Dollars in 2002 in order to reach 16 US Dollars per inhabitant in the coming years.  

(
Relevant section(s) of strategies to develop the health system

(
National master plan for health 1998-2002 (pages 36-59) 
number of documents 1 & 2

(
Medium-term budget framework 2002-2004 (pages 3-8, 20 and 29)

Profile of the Inter Agency Co-ordinating Committee (ICC) 

Various agencies and partners (including NGOs and Research Institutions) that are supporting immunization services are co-ordinated and organised through an inter-agency co-ordinating mechanism which is referred to in this document as ICC.
· Name of the ICC: Inter-Agency Coordinating Committee for the EPI

· Date of constitution of the current ICC :  05 February 2002 

· Organisational structure (e.g., sub-committee, stand-alone) : Logistical sub-committee, social mobilisation sub-committee, epidemiological monitoring sub-committee, and National Immunisation days sub-committee.

· Frequency of meetings : 1 per month during the 1st. quarter of 2002, subsequently 1 quarterly meeting during the second quarter.

· Composition :

	Function


	Title / Organization
	Name

	Chair


	Minister of Health and Social Affairs
	Mr. Diop Abdoul Hamet

	Secretary


	National EPI Coordinator
	Dr. Ishagh Ould Khalef

	Members
	Secretary – General of the MSAS


	Dr. Dah Ould Cheikh

	
	Director of health protection
	Dr. Idoumou Ould Mohamed Vall

	
	Head of the pharmacy and laboratories
	Dr. Mariem Takhla Mint Ahmedou

	
	Representative of the National Education Ministry
	Mr. Abderrahmane Ould Mohamed Sidina

	
	Representative of the Ministry of Culture and Islamic guidance
	Mr. Mohamed Ali Ould Septy

	
	Technical advisor from the Ministry of the Interior, post offices and telecommunications
	Mr. Mohamed Hady Macina

	
	Representative of the Ministry of Defense, Head of the pediatric section (military hospital)
	Dr. Barro Souleymane

	
	Technical advisor of the Ministry of Communication and relations with parliament
	Mr. Mohamed Abdallahi Ould Boussery

	
	Representative of the State Secretariat for the condition of women
	Mrs. Oumouvadly Kamara

	
	Representative of French Cooperation
	Mrs. Gaelle LEPAPE

	
	Permanent representative of WHO
	Dr. El Hadi Benzerroug

	
	Permenanent representative of UNICEF
	Mrs. Ute Deseniss Gros

	
	Representative of the World Bank
	Mr. Souleymane Sow

	
	Representative of Rotary International
	Mr. Habibou Fall


· Major functions and responsibilities of the ICC:

1. Elaborating a national immunisation policy against infectious diseases with epidemiological potential that can be eradicated.

2. Specifying the diseases targeted by the programme.

3. Follow-up of the implementation of the immunisation programme.

4. Outlining goals, strategies and appropriate measures for the programme.

5. Ensuring that the programme runs smoothly. 

6. Adopting action plans and implementing biannual plans by sector for immunisation and activity reports.

7. Informing all national and international partners who are likely to support the expanded programme on immunisation.

8. Supporting and encouraging information exchange and information feedback on a national level, operational with regard to external partners.

9. Coordinating activities and commitments of partners.

10. Ensuring that the partnership established by the National Committee reveals itself as a positive support for both the routine EPI and the national immunisation days.

· Four major strategies to enhance ICC’s role and functions in the next 12 months :

· Enhancement of logistics and the cold chain.

· Implementation of the strategic communication plan for development & social mobilisation.

· Increased integrated epidemiological monitoring.

· Qualitative improvements of national immunisation days, synchronised door to door.

· Three main indicators (in addition to DTP3 coverage) that are chosen by the ICC to monitor implementation of this proposal :

· Drop-out rate between DTP1 and DTP3.

· Drop-out rate of vaccines.

· Integrated epidemiological monitoring  (AFP).

· Number of health facilities using auto-destruct syringes and safety boxes.

Attached are the supporting documents :

	· Terms of reference of the ICC
	        Document number 4

	· ICCs workplan of next 12 months
	        Document number 3

	· Minutes of the three most recent ICC meetings or of any other meetings in which partners participated that concerned improving and expanding the national immunization program 
	        Document number 5


4. Immunization services assessment(s)

Reference is made to the most recent assessments of the immunization system that have been completed within the three years prior to the submission of this proposal.

· Assessments, reviews and studies of immunisation services for current reference :

	Title of the assessment
	Main participating agencies
	Dates

	Document based analysis of the routine EPI and disease monitoring 
	MSAS/WHO/ UNICEF
	JAN 2002

	External review of the EPI in Mauritania, September 2001 to April 2002
	WHO/UNICEF/ICP EPI
	APR 2002 Version

	Demographic and health survey in Mauritania.
	MSAS/FNUAP/ USAID / Central Statistical Bureau, National Statistics Bureau
	2000-2001

	Strategic communication plan for development / social mobilisation
	MSAS/WHO/ UNICEF
	2001


· The three major strengths identified in the assessments :

· Membership of the vaccine independence initiative

· Good storage capacity at the central level.

· Creation of an integrated epidemiological monitoring system 

· Creation of a coordination committee for national programmes of communication / pleading /

· Social mobilisation.

· The three major problems identified in the assessments :

· Low immunisation coverage

· Lack of means of communication (radio, fax, e-mail, vehicles…)

· Inadequate social mobilisation

· The three major recommendations in the assessments :

· Improvement of routine immunisation quality standards and integrated monitoring of diseases.

· Greater community participation and improvement of social mobilisation.

· More widespread additional immunisation.

· Attached are  complete copies (with an executive summary) of :

	· the most recent assessment reports on the status of immunization services
	Document  number 6,7,8

	· a list of the recommendations of the assessment reports with remarks on the status of their implementation i.e. included in work-plan, implemented, not implemented, in progress….   
	Document  number 9


· Components or areas of immunization services that are yet to be reviewed (or studied). 

	Component or area
	Month/Year

	Financing of the EPI
	

	
	


5. Multi-Year Immunization Plan

Based upon the recommendations of the assessment of immunization services, the Government has developed (or updated) the multi-year immunization plan or adjusted the health sector plan.

	· Attached is a complete copy (with an executive summary) of the Multi-Year Immunization Plan or of the relevant pages of the health sector plan. 
	Document number 10


(available)

	· Technical support required for implementation of the immunization plan (expert consultants, training curricula, managerial tools…)

	Type of technical support
	Period for the support
	Desired from which agency

	Consultants
	2002 - 2004
	WHO/UNICEF/IDA

	Training programmes
	2002 - 2003
	WHO/UNICEF/IDA

	Management tools
	2002 - 2003
	WHO/UNICEF/IDA


	Table 3 : Schedule of vaccinations with traditional and new vaccines, and with Vit A supplementation

	Vaccine (do not use trade name)
	Ages of administration                (by routine immunization services)
	Indicate by an “x” if given in :
	Comments

	
	
	Entire country
	Only part of the country
	

	BCG & POLIO
	At birth
	x
	
	

	DTP1/POLIO 1
	6 weeks
	x
	
	

	DTP2/POLIO 2
	10 weeks
	x
	
	

	DTP3/POLIO 3
	14 weeks
	x
	
	

	Measles 
	9 months
	x
	
	

	TT 1
	After age 14 / during pregnancy
	x
	
	

	TT 2
	4 weeks after TT 1
	x
	
	

	TT 3
	1 year after TT 2
	x
	
	

	TT 4
	1 year after TT 3
	x
	
	

	TT 5
	1 year after TT 4
	x
	
	

	Vitamin A
	1st.dose after 6 months of age

2nd. dose 6 months later
	x
	
	


· Summary of major action points and timeframe for improving immunization coverage:

Improvement of immunisation quality by:

· Enhancing the fixed strategy

· Re-boosting the advanced strategy

· Re-launching the mobile strategy

· Gradual introduction of the innovative mobile strategy

· Implementation of the national injection safety strategy

· Better training and retraining

· Improvement of social mobilisation

· Improvement of management and planning standards

· Increased additional immunisation through organised mass campaigns or screening.

· Improvement of integrated epidemiological monitoring performance. 

	Table 4 : Baseline and annual targets

	Number of
	Baseline
	Targets

	
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007

	Births
	121 037
	124 184
	127 413
	130 718
	134 117
	137 604
	141 182
	

	Infants’ deaths
	74/1000
	74/1000
	74/1000
	72/1000
	72/1000
	70/1000
	70/1000
	

	Surviving infants
	106 768
	114 945
	117 984
	121 306
	124 461
	127 772
	131 298
	

	Infants vaccinated with BCG* 
	58 098
	86 929
	95 560 
	104 571
	114 000
	123 844
	134 407
	

	Infants vaccinated with OPV3** 
	33 098
	70 117
	82 589
	93 291
	99 569
	108 606
	111 604
	

	Infants vaccinated with DTP3** 
	33 098
	70 117
	82 589
	93 291
	99 569
	108 606
	111 604
	

	Infants vaccinated with**: 

(use one row for any new vaccine)
	N/A
	N/A
	N/A
	N/A
	24 892
	38 332
	111604
	

	Infants vaccinated with Measles** 
	29 895
	66 669
	76 690
	90 976
	99 569
	102 218
	111 604
	

	Pregnant women vaccinated with TT+ 
	22 997
	38 498
	50 966
	65 359
	80 471
	96 329
	98 828
	

	Vit A supplementation
	Mothers (< 6 weeks from delivery)
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	

	
	Infants (> 6 months)
	328 179
	384 901
	415 693
	426 501
	437 590
	448 967
	460 640
	

	*  Target of children out of total births 
	**  Target of children out of surviving infants


· Summary of major action points and timeframe for reduction of vaccine wastage. If maximum allowance of wastage rates cannot be achieved immediately, the proposal has to provide a rationale for a higher rate. : 

· 1998: Survey carried out to ascertain wastage rates in 6 Wilaya which revealed the importance of monitoring wastage rates.

· 1998: The supply of vials containing 10 doses was standardised.

· 1999: Elaboration of national directives for opened vials, and training of health staff on policies pertaining to opened vials

· 2000: Implementation of computerised management of antigens.

· 2001: Implementation of EPI data and cold-chain follow-up management.

· 2002: Updating of directives regarding the use of opened vials in the context of the dissemination of directives to restart the EPI (ministerial memorandum).

· 2002: Introduction of systematic feedback to Wilaya’s regarding vaccine monitoring.

· 2002 : Training of regional EPI centres on managing the programme (including vaccine management).

· 2002:  Review of the vaccine supply plan at the central level (2 supply runs per year instead of 1).

	Table 5 : Estimate of annual DTP wastage and drop out rates

	
	Actual
	Targets

	
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007

	Wastage rate 

	46.6%
	33.7%
	25
	25
	20
	20
	15
	

	Drop out rate                                    [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100
	31
	24
	20
	15
	10
	7
	5
	


· Countries requesting YF vaccine have to present the same table for measles vaccine wastage rates. N/A

· Planning and constraints for the Polio Eradication Initiative:

Mauritania is a very large country with a very spread out population, with a hardly developed communication network, and health coverage that remains insufficient.

Data on performance of the routine immunisation programme and monitoring of targeted diseases is often incomplete and arrives late. Data on immunisation coverage shows low rates for all antigens including OPV, with high wastage rates that are pronounced in view of the low use of health facilities.

Synergies remain to be developed between the division and supervision of management teams of the routine immunisation programme.

Mauritania organises eradication campaigns against polio and for the control of measles since 1995. Coverage rates exceeding 90% have not yet made it possible to stop the circulation of the wild polio virus (isolation of an autochtonal wild polio case in 2001), hence the importance to have synchronised door-to-door NID’s with the goal of reaching the final areas where the wild polio virus still causes very occasional cases of AFP.   

The quality of the NID’s will be improved in the short run, with a better run active monitoring system and the organisation of screening campaigns if required. Special emphasis shall be placed on restarting the routine EPI programme.  

6. Injection safety

7.1
Summary of the injection safety strategy for immunization (for all countries):                                                             

In order to contribute to improving the state of health of the population, the government of the RIM has committed itself to ensuring the secure and rational use of injections to avoid any risk to the person receiving injections, to those administering these, and to the community. The RIM has therefore elaborated a multi – annual plan in the context of the EPI and the vaccine independence initiative for the implementation of the national injection safety strategy based on the following considerations:  

2000: Generalisation of the use of AD syringes as injection material of the EPI.

2000: Survey of injection safety that singled out pitfalls.

2001: 

Elaboration of a national policy project regarding injection safety.

Elaboration of a multi-year plan for the implementation of an injection safety policy based on the following:

Training / retraining / supervision of health staff (public & private sectors) regarding stock management, injection safety, rationalisation of prescriptions, and waste management.

Long-term budgeting approach for the purchase of vaccines and consumables.

Regular supply of injection material, of samples, and consumables only usable once.

Communication with the community regarding injection safety through Information and education.

Construction / repairing incinerators.

	· Attached is a copy of the Plan to achieve Safe Injections (including plans for transition to auto-destruct syringes) and Safe Management of Sharps Waste or of the relevant pages of the health plan. 
	Document number 11


7.2
Injection safety equipment (For countries submitting a request for injection safety support).

The following tables calculate the amount of supplies requested for injection safety:

	Table 6.1: Estimated supplies for safety of vaccination with BCG ( Use  one table for each vaccine BCG, DTP, TT and measles, and  number them from 6.1 to 6.4)

	
	
	Formula
	2002
	2003
	2004
	2005
	2006

	A
	Target of children for …… vaccination (for TT target of women)
	Match with targets in table 4
	95 560
	104 571
	114000
	134 407
	134 407

	B
	Number of doses per child (for TT woman)
	#
	1
	1
	1
	1
	1

	C
	Number of  BCG doses
	A x B
	95 560
	104 571
	114000
	123 844
	134 407

	D
	AD syringes (+10% wastage)
	C x 1.11
	106 071
	116 074
	123 654
	137 467
	149 192

	E
	AD syringes buffer stock  
 
	D x 0.25
	26 517
	0
	0
	0
	0

	F
	Total AD syringes
	D + E
	132 588
	116 074
	123 074 
	137 467
	149 192

	G
	Number of doses per vial
	#
	20 
	20
	20
	20
	20

	H
	Number of re-constitution 
 syringes (+10%  wastage)
	C x 1.11 / G
	7359
	6443
	6863
	7630
	8281

	I
	Number of safety boxes (+10% of extra need)
	( F + H ) x 1.11 / 100
	1554
	1360
	1449
	1567
	1748


Table 6.2 : Estimated supplies for safety of vaccination with DTP ( Use  one table for each vaccine BCG, DTP, TT and measles, and  number them from 6.1 to 6.4)

	
	
	Formula
	2002
	2003
	2004
	2005
	2006

	A
	Target of children for …… vaccination (for TT target of women)
	Match with targets in table 4
	82587
	93291
	99569
	108606
	111604

	B
	Number of doses per child (for TT woman)
	#
	3
	3
	3
	3
	3

	C
	Number of  DTP doses
	A x B
	247761
	279873
	298707
	325818
	334 812

	D
	AD syringes (+10% wastage)
	C x 1.11
	275014
	310659
	331567
	361658
	371641

	E
	AD syringes buffer stock  
 
	D x 0.25
	68753
	0
	0
	0
	0

	F
	Total AD syringes
	D + E
	343768
	310659
	331567
	361658
	371641

	G
	Number of doses per vial
	#
	10
	10
	10
	10
	10

	H
	Number of re-constitution 
 syringes (+10%  wastage)
	C x 1.11 / G
	
	
	
	
	

	I
	Number of safety boxes (+10% of extra need)
	( F + H ) x 1.11 / 100
	3816
	3448
	3680
	4014
	3717


Table 6.3 : Estimated supplies for safety of vaccination with MEAS ( Use  one table for each vaccine BCG, DTP, TT and measles, and  number them from 6.1 to 6.4)

	
	
	Formula
	2002
	2003
	2004
	2005
	2006

	A
	Target of children for …… vaccination (for TT target of women)
	Match with targets in table 4
	76690
	90976
	99569
	102218
	111604

	B
	Number of doses per child (for TT woman)
	#
	1
	1
	1
	1
	1

	C
	Number of  MEAS doses
	A x B
	76690
	90767
	99569
	102218
	111604

	D
	AD syringes (+10% wastage)
	C x 1.11
	85126
	100984
	110522
	113452
	123880

	E
	AD syringes buffer stock  
 
	D x 0.25
	21281
	0
	0
	0
	0

	F
	Total AD syringes
	D + E
	106407
	100984
	110522
	113452
	123880

	G
	Number of doses per vial
	#
	10
	10
	10
	10
	10

	H
	Number of re-constitution 
 syringes (+10%  wastage)
	C x 1.11 / G
	8512
	1010
	1105
	1134
	1238

	I
	Number of safety boxes (+10% of extra need)
	( F + H ) x 1.11 / 100
	1276
	1234
	1240
	1272
	1389


Table 6.4 : Estimated supplies for safety of vaccination with TT ( Use  one table for each vaccine BCG, DTP, TT and measles, and  number them from 6.1 to 6.4)

	
	
	Formula
	2002
	2003
	2004
	2005
	2006

	A
	Target of children for …… vaccination (for TT target of women)
	Match with targets in table 4
	50965
	65363
	80475
	96328
	98828

	B
	Number of doses per child (for TT woman)
	#
	5
	5
	5
	5
	5

	C
	Number of  TT doses
	A x B
	254825
	326815
	40375
	481640
	494140

	D
	AD syringes (+10% wastage)
	C x 1.11
	282856
	362765
	446636
	534620
	584594

	E
	AD syringes buffer stock  
 
	D x 0.25
	0
	0
	0
	0
	0

	F
	Total AD syringes
	D + E
	282856
	362765
	446
	534620
	548954

	G
	Number of doses per vial
	#
	10
	10
	10
	10
	10

	H
	Number of re-constitution 
 syringes (+10%  wastage)
	C x 1.11 / G
	
	
	
	
	

	I
	Number of safety boxes (+10% of extra need)
	( F + H ) x 1.11 / 100
	3140
	4027
	4958
	5934
	6090


6.1 
Areas for injection safety funds (For countries requesting funds equivalent to the supplies calculated above).

List of areas of injection safety funded by different sources: (For the GAVI/Vaccine Fund support, fill in “areas of support”. For AD syringes and waste disposal, fill in “source of funds”.)
	Source of fund
	Area of support
	Start of fund utilization

	
	AD syringes and waste disposal boxes
	2002 

	
	
	

	GAVI/Vaccine Fund 
	
	


 (Use as many rows as necessary

7. New and under-used vaccines

· Summary of those aspects of the multi-year immunization plan that refer to the introduction of new and under-used vaccines.

The vaccine against hepatitis B will be gradually introduced in the routine EPI as of 2004, and will concern the two most populated wilaya (regions) of Nuakchott and Noudhibou which account for 27% of the total population of the country. The vaccine will be extended to the rest of the country as of 2006.

An initial study of the haemophilus influenzae b vaccine is planned for 2003 to gather missing data on this subject, with its introduction in the immunisation programme due to take place in 2004.

It is with this in mind that a regular and progressive supply of vaccines and consumables has been taken into account in the multi-year plan that will be preceded by a strengthening of technical and logistical capacity. A process of monitoring and assessment will take place simultaneously with the introduction of the new vaccines.

· Assessment of burden of relevant diseases (if available) :

	Disease
	Title of the assessment
	Date
	Results

	Hepatitis B
	Study of the prevalence of HBS in blood donors at the National Hospital Centre
	1996
	24%

	
	
	
	


·  (if new or under-used vaccines have been already introduced)

Lessons learnt about storage capacity, protection from accidental freezing, staff training, cold chain, logistics, drop out rate, wastage rate etc. as per current experience with new and under-used vaccines: N/A

· Summary of the action points that address possible implications for storage capacity, staff training, cold chain, measures to avoid freezing of vaccines, logistics, drop out rate, wastage rate etc… in the Plan for Introduction of New and Under-used Vaccines :
· The introduction of new vaccines will require:

· Increased technical capacity ( training) and logistical means.

· Increased storage capacity for vaccines and consumables in the Moughataas and some Wilayas.

· Training and supervision of health agents on the correct storage of vaccines in the cold chain and during transport.

· More rigorous monitoring of temperature mornings and evenings.

· Introduce a list (?) of refrigeration during supervision.

· Actual implementation of the policy regarding opened vials.

· Providing feedback at all levels regarding vaccine monitoring.

· Adjusting intervals of supply deliveries to Wilayas and Moughataas according to storage capacity.
· Improving management of services to reduce dropout rates and loss of vaccines.

· First preference: required number of doses and presentations of requested new and under-used vaccines. (For each one of the requested first preference of  new and under-used vaccine, please use provided formulas) 
	Table 7.1: Estimated number of doses  of  hepatitis B  vaccine (Specify one table for each presentation of any vaccine and number it 7.2, 7.3, …)

	
	
	Formula
	2002
	2003
	2004
	2005
	2006
	2007

	A
	Number of children to receive new vaccine  

	match with  targets in  table 4
	
	
	6228
	9581*
	111604**
	

	B
	Number of doses per child 
	#
	
	
	3
	3
	3
	

	C
	Estimated wastage rate in percent  

	% 
	
	
	25
	20
	15
	

	D
	Equivalent wastage factor 
	See list in table (
	
	
	1.33
	1.25
	1.18
	

	E
	Number of doses
	 A x B x D
	
	
	24842
	35929
	395078
	

	F
	Number of vaccines buffer stock  
  
	E x 0.25
	
	
	6211
	0
	0
	

	G
	Total of vaccine doses needed
	E + F
	
	
	31053
	35929
	395078
	

	H
	Percentage of vaccines requested from  the Vaccine Fund
	 % 
	
	
	100
	100
	100
	

	I
	Number of doses requested from the Vaccine Fund                   
	G x H / 100
	
	
	31053
	35929
	395078
	

	J
	Number of doses per vial
	#
	
	
	10
	10
	10
	

	K
	Number of AD syringes  
 (+10%  wastage)                      
	[( A x B) + F] x            x 1.11 x H / 100
	
	
	25572
	31905
	371642
	

	L
	Number of AD syringes buffer stock
	K x 0.25
	
	
	6393
	7976
	92911
	

	M
	Total of AD syringes
	K + L 
	
	
	31965
	39881
	464553
	

	N
	Number of reconstitution  
 syringes (+10%  wastage)
	I x 1.11 / J
	
	
	
	
	
	

	O
	Number of safety boxes  
 (+10%  of extra need)
	(M + N)  x 1.11 / 100
	
	
	426
	531
	5157
	


*in 2004 & 2005: Immunisation only in two regions (Nouakchott and Dahklet Nouadhibou)

** in 2006: expansion of immunisation to the entire country.

	Table ( : Wastage rates and factors

	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
	2.00
	2.22
	2.50


· Second preference: Required number of doses and presentations of requested new and under-used vaccines, if first preference is not available. (Please use provided formulas as per table 7.1) 
	· Attached is the plan of action for vaccinations with new or under-used vaccines (if already contained within the national, multi-year plan, indicate pages)
	Document number……


Table 7.2 : estimated number of doses of haemophilus influenzae b vaccine, vials of 10 doses

	
	
	Formula
	2002
	2003
	2004
	2005
	2006
	2007

	A
	Number of children to receive new vaccine  

	match with  targets in  table 4
	
	
	6226*
	9581
	111 604
	

	B
	Number of doses per child 
	#
	
	
	3
	3
	3
	

	C
	Estimated wastage rate in percent  

	% 
	
	
	25
	20
	15
	

	D
	Equivalent wastage factor 
	See list in table (
	
	
	1.33
	1.25
	1.18
	

	E
	Number of doses
	 A x B x D
	
	
	24 842
	35 929
	395078
	

	F
	Number of vaccines buffer stock  
  
	E x 0.25
	
	
	6211
	0
	0
	

	G
	Total of vaccine doses needed
	E + F
	
	
	31053
	35929
	395078
	

	H
	Percentage of vaccines requested from  the Vaccine Fund
	 % 
	
	
	100
	100
	100
	

	I
	Number of doses requested from the Vaccine Fund                   
	G x H / 100
	
	
	31053
	35929
	395078
	

	J
	Number of doses per vial
	#
	
	
	10
	10
	10
	

	K
	Number of AD syringes  
 (+10%  wastage)                      
	[( A x B) + F] x            x 1.11 x H / 100
	
	
	25572
	31905
	371642
	

	L
	Number of AD syringes buffer stock
	K x 0.25
	
	
	6393
	7976
	92911
	

	M
	Total of AD syringes
	K + L 
	
	
	31965
	39881
	464553
	

	N
	Number of reconstitution  
 syringes (+10%  wastage)
	I x 1.11 / J
	
	
	3447
	3988
	4386
	

	O
	Number of safety boxes  
 (+10%  of extra need)
	(M + N)  x 1.11 / 100
	
	
	393
	487
	5206
	


*In 2004 & 2005; immunisation will only occur in 2 regions (Nouakchott and Dahklet Noudhibou)

** In 2006; immunisation will be carried out in the whole country.

Table 7.3: Estimated number of doses  of  hepatitis B  vaccine, 1 dose per vial
	
	
	Formula
	2002
	2003
	2004
	2005
	2006
	2007

	A
	Number of children to receive new vaccine  

	match with  targets in  table 4
	
	
	6226*
	9581*
	111604
	

	B
	Number of doses per child 
	#
	
	
	3
	3
	3
	

	C
	Estimated wastage rate in percent  

	% 
	
	
	5
	5
	5
	

	D
	Equivalent wastage factor 
	See list in table (
	
	
	1.33
	1.25
	1.18
	

	E
	Number of doses
	 A x B x D
	
	
	24842
	35929
	395078
	

	F
	Number of vaccines buffer stock  
  
	E x 0.25
	
	
	6211
	0
	0
	

	G
	Total of vaccine doses needed
	E + F
	
	
	31053
	35929
	395078
	

	H
	Percentage of vaccines requested from  the Vaccine Fund
	 % 
	
	
	100
	100
	100
	

	I
	Number of doses requested from the Vaccine Fund                   
	G x H / 100
	
	
	31053
	35929
	395078
	

	J
	Number of doses per vial
	#
	
	
	1
	1
	1
	

	K
	Number of AD syringes  
 (+10%  wastage)                      
	[( A x B) + F] x            x 1.11 x H / 100
	
	
	25572
	31905
	371642
	

	L
	Number of AD syringes buffer stock
	K x 0.25
	
	
	6393
	7976
	92911
	

	M
	Total of AD syringes
	K + L 
	
	
	31965
	39881
	464553
	

	N
	Number of reconstitution  
 syringes (+10%  wastage)
	I x 1.11 / J
	
	
	
	
	
	

	O
	Number of safety boxes  
 (+10%  of extra need)
	(M + N)  x 1.11 / 100
	
	
	426
	531
	5157
	


*In 2004 & 2005; immunisation will only occur in 2 regions (Nouakchott and Dahklet Noudhibou)

** In 2006; immunisation will be carried out in the whole country.

Table 7.4: Estimated number of doses  of  hepatitis B  vaccine (Specify one table for each presentation of any vaccine and number it 7.2, 7.3, …)
	
	
	Formula
	2002
	2003
	2004
	2005
	2006
	2007

	A
	Number of children to receive new vaccine  

	match with  targets in  table 4
	
	
	6226*
	9581
	111604
	

	B
	Number of doses per child 
	#
	
	
	3
	3
	3
	

	C
	Estimated wastage rate in percent  

	% 
	
	
	5
	5
	5
	

	D
	Equivalent wastage factor 
	See list in table (
	
	
	1.33
	1.25
	1.18
	

	E
	Number of doses
	 A x B x D
	
	
	24842
	35929
	395078
	

	F
	Number of vaccines buffer stock  
  
	E x 0.25
	
	
	6211
	0
	0
	

	G
	Total of vaccine doses needed
	E + F
	
	
	31053
	35929
	395078
	

	H
	Percentage of vaccines requested from  the Vaccine Fund
	 % 
	
	
	100
	100
	100
	

	I
	Number of doses requested from the Vaccine Fund                   
	G x H / 100
	
	
	31053
	35929
	395078
	

	J
	Number of doses per vial
	#
	
	
	1
	1
	1
	

	K
	Number of AD syringes  
 (+10%  wastage)                      
	[( A x B) + F] x            x 1.11 x H / 100
	
	
	25572
	31905
	371642
	

	L
	Number of AD syringes buffer stock
	K x 0.25
	
	
	6393
	7976
	92911
	

	M
	Total of AD syringes
	K + L 
	
	
	31965
	39881
	464553
	

	N
	Number of reconstitution  
 syringes (+10%  wastage)
	I x 1.11 / J
	
	
	7096
	8853
	55654
	

	O
	Number of safety boxes  
 (+10%  of extra need)
	(M + N)  x 1.11 / 100
	
	
	434
	541
	10881
	


*In 2004 & 2005; immunisation will only occur in 2 regions (Nouakchott and Dahklet Noudhibou)

** In 2006; immunisation will be carried out in the whole country.

8. Strategic directions to mobilise additional resources for immunization

· Summary of strategies that the Government intends to pursue to increase the resources for immunization of children, and that will be converted in a comprehensive Financial Sustainability Plan by the time of the mid-term review. Highlights of the agreements made with donor agencies (i.a.: Vaccine Independence Initiative) and the use of funds freed by debt relief :

The Government is planning to increase the mobilisation of resources intended for the immunisation of children:

· Relying more heavily on the National Coordination Committee of the EPI.

· Gradually increasing state contributions by making the most of the HIPC initiative.

· Increasing community involvement in financing of peripheral activities.

· Using safety funds at a decentralised level to finance the functioning of the cold chain (purchase of gas, etc…). 

	· Tables of expenditure for 2000 and resource needs detailing the sources of funds for 2000 and subsequent years are attached in Annex 1.
	     Document number .….


· Remarks on recurrent cost reduction strategies which contribute to financial sustainability, such as vaccine wastage reduction:

· Vaccines whose price does not vary according to packaging size (new vaccines  and others such as DTP and the polio vaccine with low cost variations between 10-20%). The cost reduction for such vaccines is invariable  linked to the reduction of wastage due to the use of opened vials and small quantities – a key factor.

· Vaccines whose cost varies significantly according to packaging size (e.g. TT: 49% cost increase between 10-20 doses). A cost reduction for this vaccine can only be achieved by reducing the wastage rate. A reduction of recurrent costs could therefore be achieved with 20 dose packages instead of 10, even if wastage rates are high.

9. Summary of requests to GAVI and the Vaccine Fund

With reference to all points presented above, the Government of the Islamic Republic of Mauritania

considering that its DTP3 coverage for 2000 was 31%%  corresponding to 33098 number of children vaccinated with DTP3, requests the Alliance and its partners to contribute financial and technical assistance required to increase immunization of children.

Specifically, the Government hereby applies for the following types of support from GAVI and the Vaccine Fund. (Circle “YES” or “NO” according to the requests submitted with this proposal):
· Support for Immunization Services                       

  YES           NO

· Support for New and Under-used vaccines                                  YES           NO

· Support for Injection Safety                                                          YES           NO

10.1
SUPPORT FOR IMMUNIZATION SERVICES 

GAVI and the Vaccine Fund are requested to fund the strategies for strengthening immunization services in year 2002 according to the number of additional children (as compared to the baseline) that are targeted to be immunized with DTP3 as presented in table 4, namely 29434 (number of children). Funds will also be requested for following years as estimated in table 4.

· The Government takes full responsibility to manage the in-country transfer of funds. 

(In case an alternative mechanism is necessary please describe it and the reasons for it:)
· Operational mechanism that is followed for safeguarding transparency, standards of accounting, long-term sustainability and empowerment of the government in using the funds:

· Countries requesting immunization services support should submit the “Banking Details” form (Annex 3) with their proposal
9.1 SUPPORT FOR NEW AND UNDER-USED VACCINES 

GAVI and the Vaccine Fund are requested to fund the introduction of New and Under-used Vaccines by providing the following vaccines: (fill in only what is being requested from the Vaccine Fund in line with tables 7.1, 7.2…)

	Table 9 : New and under-used vaccines requested from GAVI and the Vaccine Fund

	Vaccine presentation


	Number of doses per vial
	Starting month and year 
	Number of doses requested for first calendar  year
	Number of doses requested for second calendar  year *

	Hepatitis B
	10
	2004
	155 256
	119 205

	Haemophilus Influenzae b

(multi-doses) 
	10
	2004
	124 205
	119 768

	
	
	
	
	

	
	
	
	
	

	* Vaccines will also be requested for following years as described in tables 7.1, 7.2…


· Vaccines will be procured (tick only one) : 


                                   By UNICEF                                               By GOVERNMENT

· (If vaccines are proposed to be procured by the Government) 
Process and procedures of the National Regulatory Authority to control the purchase and delivery of vaccines into the country, including weaknesses, constraints and planned measures to improve the control system:
 
· (In case you are entitled to receive US$ 100,000 to facilitate the introduction of new vaccines) Please submit the attached “Banking Details” form (Annex 3) with the proposal. 
9.2 SUPPORT FOR INJECTION SAFETY 

GAVI and the Vaccine Fund are requested to support the injection safety plan by providing: 

(Tick one choice only):

The amount of supplies listed in table 8






The equivalent amount of funds
	Table 8: Summary of total supplies for safety of vaccinations with BCG, DTP, TT and MEASLES requested from GAVI and the Vaccine Fund (fill in the total sums of rows “F”, “H” and “I” of tables 6.1,6.2, 6.3, 6.4.

	
	ITEM
	2002
	2003
	2004
	2005
	2006

	F
	Total AD syringes
	for BCG
	132 588
	116 074
	123 654
	137 467
	149 192

	
	
	for other vaccines
	733 031
	804 408
	888 725
	1 009 730
	1 044 115

	H
	Total  of reconstitution  syringes 
	15 881
	7 453
	7 968
	8 764
	9 514

	I
	Total  of safety boxes
	9 786
	10 069
	11 327
	12 787
	12 944


· (In case you request funds equivalent to the above supplies at the prices obtained by UNICEF) Please submit the attached “Banking Details” form (Annex 3) with the proposal.
10.  Additional comments and recommendations from the ICC 

ANNEX 1

Statement of financing and of unmet needs for immunization (USD ,000) 

Table 1

	Expenditure in 2000 from different sources

	Ref.

#
	Category / Line item
	Central Govern-ment
	Local Govern-ment
	Private sector
	Donor 11
	Donor 2
	Donor 3
	Donor 4
	Donor 

n.. 2
	Total Expend-iture in 2000

	1.
	Vaccines, AD syringes…
	
	
	
	
	
	
	
	
	

	1.1
	· Line item …
	
	
	
	
	
	
	
	
	

	1.2
	· Line item …3
	
	
	
	
	
	
	
	
	

	2.
	Equipment (cold chain, spare parts, sterilisation…)
	
	
	
	
	
	
	
	
	

	2.1
	· Line item …
	
	
	
	
	
	
	
	
	

	2.2
	· Line item …3
	
	
	
	
	
	
	
	
	

	3.
	Other item immunization specific
	
	
	
	
	
	
	
	
	

	3.1
	· Line item …
	
	
	
	
	
	
	
	
	

	3.2
	· Line item …3
	
	
	
	
	
	
	
	
	

	Total expenditure in 2000
	
	
	
	
	
	
	
	
	

	1
If basket funding or a similar aggregated funding approach is used, please describe the total funding amounts, and/or detail partner contributions as fully as possible.

2 Please use the electronic version of the document and insert as many columns for partner contributions as are necessary for your submission

3 Please use the electronic version of the document to insert as many line items as necessary for your submission


Table 2

	Budget for 2000                      (Fill in a similar table for subsequent years)  

	Ref.

#
	Category / Line item
	Contributions committed by partners
	Total projected needs  
	Unmet needs

	
	
	Central Govern-ment
	Local Govern-ment
	Private sector
	Donor 11
	Donor 2
	Donor 3
	Donor 

n.. 2
	
	

	1.
	Vaccines, AD syringes…
	
	
	
	
	
	
	
	
	

	1.1
	· Line item …
	
	
	
	
	
	
	
	
	

	1.2
	· Line item …3
	
	
	
	
	
	
	
	
	

	2.
	Equipment (cold chain, spare parts, sterilisation…)
	
	
	
	
	
	
	
	
	

	2.1
	· Line item …
	
	
	
	
	
	
	
	
	

	2.2
	· Line item …3
	
	
	
	
	
	
	
	
	

	3.
	Other item immunization specific
	
	
	
	
	
	
	
	
	

	3.1
	· Line item …
	
	
	
	
	
	
	
	
	

	3.2
	· Line item …3
	
	
	
	
	
	
	
	
	

	Total commitment 
	
	
	
	
	
	
	
	
	

	1
If basket funding or a similar aggregated funding approach is used, please describe the total funding amounts, and/or detail partner contributions as fully as possible.

2 Please use the electronic version of the document and insert as many columns for partner contributions as are necessary for your submission

3 Please use the electronic version of the document to insert as many line items as necessary for your submission


ANNEX  2

Summary of documentation
 

	Background information on Health System Development status

	a) Attached are the relevant section(s) of strategies for health system development
	Document number 1,2

	Profile of the Inter Agency Co-ordinating Committee (ICC)

	b) ICC’s workplan of next 12 months
	Document number 3

	c) Terms of reference of the ICC 
	Document number 4

	d) Minutes of the three most recent ICC meetings or any meetings concerning the introduction of new or under-used vaccines or safety of injections
	Document number 5

	Immunization Services Assessment

	e) Most recent, national assessment report(s) on the status of immunization services
	Document number 6,7,8

	f) Summary of the recommendations of the assessment report(s) with remarks on the status of implementation of each recommendation.
	Document number 9

	Multi-Year Immunization Plan

	g) Complete copy (with executive summary) of the Multi-Year Immunization Plan or of the relevant pages of the health sector plan.
	Document number 10

	h) Action plan for the introduction of new or under-used vaccines into immunization services (if already contained within the national, multi-year plan, please indicate page and paragraphs)

i) A copy of the Plan to achieve Safe Injections (including plans for transition to auto-destruct syringes) and Safe Management of Sharps Waste or of the relevant pages of the health plan.
	   Document number 10

Document number 11

	Unmet needs requiring additional resources

	j) Tables of expenditure for 2000 and resource needs (Annex 1)
	Document number 12


ANNEX  3

	GLOBAL ALLIANCE FOR VACCINES AND IMMUNIZATION


	
	Banking Details

	

	SECTION 1 (To be completed by payee)

	
	

	In accordance with the decision on support to  immunization services made by the Global Alliance for Vaccines and Immunization and the  Vaccine Fund  dated . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ,  the Government    of . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . , 

hereby requests that a payment be made, via  electronic bank transfer, as detailed below :



	Name of Institution :

(Account Holder)
	

	Address :
	

	
	

	
	

	City – Country :
	

	Telephone No. :
	
	Fax No. :
	

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

	For credit to :       Bank account’s title
	

	Bank account No. :
	

	At  :                    Bank’s name
	

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

	By whom is the account audited ?
	

	Signature of Government’s authorizing official :



	
Name :
	
	Seal :



	Title :
	
	

	Signature :
	
	

	Date :
	
	

	
	
	


	SECTION 2 ( To be completed by the Bank ) 

	

	FINANCIAL INSTITUTION
	CORRESPONDENT BANK 

(In the United States)

	Bank Name :
	
	

	Branch Name :
	
	

	Address :


	
	

	
	
	

	City – Country :
	
	

	
	
	

	Swift code :
	
	

	Sort code :
	
	

	ABA No. :
	
	

	Telephone No :
	
	

	Fax No :
	
	

	
	
	

	I certify that the account No. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . is held by  (Institution name) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .at this banking institution.

	The account is to be signed jointly by at least …… (number of signatories) of the following authorized signatories :
	Name of bank’s authorizing official :



	1  Name :

Title :
	
	Signature :                    
	

	
	
	Date:
	

	2  Name :

Title :
	
	Seal:

	
	
	

	
3  Name :

Title :
	
	

	
	
	

	4  Name :

Title :
	
	

	
	
	


COVERING LETTER

(To be completed by UNICEF representative on a letter-headed paper)
TO:    GAVI – Secretariat

                                                           



Att. Dr Tore Godal

                                                           



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 UNICEF Representative :



	Name
	

	Signature
	

	Date
	

	
	


� General population and habitat census of 2000


� demographic and health survey of 2000-2001


� The document “ documentary analysis of the EPI and monitoring” was elaborated by WHO consultants.


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


� The buffer stock for vaccines and AD syringes is set at 25%. This is calculated with the first stock of doses required to introduce the vaccination in any given geographic area. Write zero for other years.


� Only for lyophilized vaccines. Write zero for other vaccines
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� Please adjust estimates of target number of children to receive new vaccines, if a phased introduction is intended. If targets for hep B3 and 


Hib3 differ from DTP3 an explanation of the difference should be provided.


�  The country should aim for a maximum wastage rate of 25% for the first year with a plan to gradually reduce it to 15% by the third year. For vaccine in single or two-dose vials the maximum wastage allowance is 5%. No maximum limits have been set for yellow fever vaccine in multi-dose vials.
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� A wastage factor of 1.11 is applied to the total number of vaccine doses requested from the Vaccine Fund, excluding the wastage of vaccines.


� Only for lyophilized. Write zero for other vaccines.


� A multiplying factor of 1.11 is applied to safety boxes to cater for areas where one box will be used for less than 100 syringes
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� Please submit hard copy documents with an identical electronic copy whenever possible
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