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The Government of

	ALBANIA




Proposal for support submitted to the

Global Alliance for Vaccines and Immunization (GAVI)

and The Vaccine Fund

This document is accompanied by an electronic copy on diskette for your convenience. Please return a copy of the diskette with the original, signed hard-copy of the document to

GAVI Secretariat; c/o UNICEF, Palais des Nations, 1211 Geneva 10, Switzerland.

Enquiries please to: Dr Julian Lob-Levyt, jloblevyt@unicef.org or representatives of a GAVI partner agency.  All documents and attachments must be submitted in English or French.

1. Executive Summary

Infections due to Haemophilus influenzae are a major cause of morbidity and mortality in young children throughout the world.  Six serotypes (types a-f) are known to cause disease, but type b is responsible for over 90% of the life-threatening H. influenzae infections in children, including meningitis and pneumonia. From 300,000 to 500,000 children die each year due to these H. influenzae type b (Hib) diseases.

Current Hib vaccine is safe and highly effective - 90-99% of children develop antibodies after three doses. It prevents meningitis, pneumonia, epiglottitis, and other serious infections caused by the Hib bacterium. In the United States, Hib cases declined 99% from 1989 to 1995 in children under 5, as a result of the use of Hib vaccine.

Starting from November 2005, WHO recommends global implementation of the Hib vaccination – unless robust epidemiological evidence exists of low disease burden, lack of benefit, or overwhelming impediments to implementation.
Based on our surveillance data and data obtained by cross-sectional epidemiological surveys we might assume that Hib infections represent an important burden and impact on public health: the rates of Hib meningitis and Hib invasive infections (severe pneumonia, sepsis, etc) result to be of about 15/100,000 with a considerable case fatality rate (around 14%).

Based on specific conditions of Albania (rural areas accounting for around 55% of country population and with very low birth rates at village level) what dictates a high wastage rate,  we plan to use 50% 1-dose vials and 50% 10-dose vials of monovalent liquid  Hib vaccine in a gradual immunization strategy.  If liquid 10-dose presentation is not available, then our second choice would be 50% 1-dose vials of liquid and 50% 10-dose vials of lyophilized monovalent Hib vaccine.
All children should receive three doses of Hib vaccine in their first year, beginning after second month of age.

Giving several immunizations at the same time simplifies planning for both parents and health workers and reduces costs. The closest match for Hib vaccine is the schedule for DTP and, based on the NIS:

· the first dose of HiB will be accompanied with 3 shots (HBV, OPV and DTP), 

· the second dose of HiB will be accompanied with 2 shots (OPV and DTP)

· the third dose of HiB will be accompanied with 3 shots (HBV, OPV and DTP)

We do not consider the booster dose as useful following primary series of vaccination.

Albania anticipates to start Hib implementation in July 2007. Therefore we will need a total of 86 250 doses of liquid, or 93 000 doses of liquid+lyophilized Hib vaccine for 6 months of implementation in 2007. 

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

The Government of ALBANIA commits itself to developing 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 that the Alliance and its partners contribute financial and technical assistance to support immunization of children as outlined in this application.
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Immunization-related fact sheet

	Table 1: Basic facts for the year 2006 

	Population**
	3,067,740


	GNP per capita***
	1500$US

	Surviving Infants*, ** 
	43,373


	Infant mortality rate** 
	15.1/ 1000

	Percentage of GDP*** allocated to Health
	6%
	Percentage of Government expenditure for Health Care***
	8% 


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

** Official data from INSTAT
*** Official data from Ministry of Health and Ministry of Finance
	Table 2: Trends of immunization coverage and disease burden by 12 months of age (as per  last two 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

	
	2004
	2005
	2002… 
	Age group
	 2004…
	Age group
	
	2004
	2005

	BCG
	97.4
	97.7
	
	
	
	
	Tuberculosis
	591
	600

	DTP


	DTP1
	98.5
	98.5
	.
	.
	
	
	Diphtheria
	0
	0

	
	DTP3
	98.4
	98.4
	
	
	
	
	Pertussis
	72
	15

	OPV3
	97.8
	97.1
	
	
	
	
	Polio
	0
	0

	Measles
	96.2
	97.2
	
	
	
	
	Measles
	0
	0

	TT2+  (Pregnant women)
	85.3
	85.5
	
	
	
	
	NN Tetanus
	0
	0

	Hib3
	
	
	
	
	
	
	Hib*
	25
	22

	Yellow Fever
	
	
	
	
	
	
	Yellow fever
	0
	0

	HepB3
	98.8
	98.5
	
	
	
	
	HepB seroprevalence  (if available)
	9.7%
	

	Vit A supplementation


	Mothers                               ( < 6 weeks after delivery )
	
	
	
	
	
	
	
	
	

	
	Infants              ( > 6 months)
	
	
	
	
	
	
	
	
	


· *Hib (meningitis and severe pneumonia cases) for Tirana. The number of Hib meningitis cases are 12 out of 50 children meningitis ones in Tirana.

	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:
These estimates are based on the routine notification from all country vaccination points (well baby clinics or mother and child consultation units) in urban areas, health centers and health posts (for ambulantsias in rural areas) through an official quarterly reporting form containing monthly detailed data on number of live births, number of children targeted to be vaccinated for each antigen (that is the denominator), and the number of children who were actually vaccinated (that is the numerator). The compilation of this data makes up the national level denominators and numerators at the end of each year. As the denominators are continuously updated by the health institutions according to the follow-ups, one can have different denominators even for the antigens that are administered at the same age.



· Summary of health system development status relevant to immunization:

Albania has adopted a PHC strategy in accordance with the objectives of the HFA strategy encouraged by WHO. Steps have already been taken to implement this strategy, and the process is ongoing. 

The main elements of the PHC strategy are the decentralization of functions, responsibilities and authorities to the district level and the integration of all PHC-elements. Primary Health Care is assured by the Government through the MOH and the HII (Health Insurance Institute). Private provision of PHC services is welcomed and regulation of these services is to be undertaken by the MOH.

The Directorate of PHC in the MOH is comprised as follows:

· Sector of Ambulatory Health Care

· Sector of Epidemiology, Hygiene and State Sanitary Inspectorate

· Sector of Reproductive Health

· Sector of Health Education

The leading authority at the district level is the Directorate of Primary Health Care. Every District PHC-Directorate has three main divisions: Ambulatory Health Care Service, Epidemiology, Hygiene and Sanitary Inspectorate (EHSI), and Health Education. 

The immunization services represent an important part of the PHC. The urban population receives vaccinations included into the National Immunisation Schedule in the Mother and Child Consultancies situated at the town polyclinics. Immunization services in the rural population are part of commune health centres and (health posts). 

The Epidemiological units of the districts EHSI are responsible for the methodological guidance, monitoring, supervision and assessment of the immunization services delivered by the primary health care facilities and maternity hospitals. They are also responsible for planning and distribution of vaccines, surveillance of communicable diseases, epidemiological investigation of infectious diseases, outbreak response, organization of supplementary immunizations and other activities regarding infectious diseases. The Institute of Public Health through EPI program is responsible for such organisation and prepares and monitors the whole country immunisation program. IPH advises MoH about vaccination program and its changes and MoH approves the National Immunisation Schedule.

Historical background of EPI

EPI started in Albania in 1993 when WHO regional morbidity and mortality targets for vaccine-preventable diseases (VPDs) were officially adopted.

Before that the country had a national programme on “production and administration of vaccines”, which gave high priority to studies on vaccines’ impact on the population immunity and to epidemiological surveillance of VPDs. Immunization of children against the major childhood infectious diseases (Diphtheria, Tetanus, Pertussis, Tuberculosis, Poliomyelitis, and Measles) was compulsory. Cold-chain problems added significantly to lower herd immunity to diseases against which vaccine protection is ensured by live antigens (Poliomyelitis, Measles). Furthermore, penalizing pediatricians and nurses during the time of the old regime for not immunizing children resulted in reporting of unrealistically high immunization coverage rates. 

The intensive epidemics of Measles in 1989-1990 and Polio in 1996 and further on indicated some problems of the Albanian EPI and especially cold-chain deficiency.

However, transparency and open-mindedness of national health authorities create the prerequisite needed for realistic assessment of the EPI achievements and failures and for up-dating of managerial instruments.

EPI is situated in Institute of Public Health and it is a national program linked with the Department of Control Communicable Diseases.

EPI is responsible for overall monitoring of vaccination coverage, surveillance of vaccine preventable diseases, cold chain monitoring, injection safety, new policies on financing immunization services.

Immunization policy of Albania

Albania started production of vaccines against most of the major VPDs of childhood in the late 1950s, the 1960s and 1970s (Diphtheria and Tetanus toxoids - 1959, DT-1962, Pertussis – 1965, DPT – 1971, BCG -1971., and Measles – 1976) and began regular procurement of OPV from 1961.)
Until the dramatic socio-economic changes in the early 1990s the country was self-sufficient. Local manufacturing of bioproducts was discontinued in 1991 and since then UNICEF has been covering vaccine needs. The Government has taken the obligation to procure 10% of the vaccines beginning from 1999 and to double the percentage every next year.  In 2005 all vaccines were covered by the government. The government introduced in 1994-95 the Hepatitis B vaccine for immunization of newborns and supported by Rotary Club and in 1999-2000 procured it by government funds.

Immunization strategies are developed by the Institute of Public Health (IPH) and endorsed by MOH. Immunizations included into the National Immunization Schedule (NIS) are obligatory and free-of-charge for the population. Changes in immunisation schedule are happening since 2000 including introduction of MR in the first year and revaccination at five years old as well as in 2005 by introducing MMR vaccine for both ages. 

Other changes include introduction of AD syringes, improving of cold chain management, vaccination coverage monitoring etc. 

A financial immunisation plan was prepared in 2003-2004 and based on such plan recommendations are made every year to MoH.

By ratification of the Convention on the Right of the Child (CRC) through Presidential Decree (1992) as well as by adoption of target 5 of the Regional HFA (Health for All) strategy and later on of target 7 of Health 21Albania accepted the principle of “the best interest of the child”. Ever since then the Albanian MOH has followed the WHO recommendations and has been implementing the regional strategies for disease elimination and control. However further programmatic changes especially at district level are needed

 in order the EPI to meet the new socio-economic challenges and to adapt to the reforming health care system.

	· Attached are the relevant section(s) of strategies for health system development and Immunization Strategy
	Document number 1, 2…………..


 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.
4.1 Profile of the ICC

Name of the ICC: Immunization Co-ordinating Committee………

· Date of constitution of the current ICC:  17 July, 2001 …………………………………………………………………

· Organisational structure (e.g., sub-committee, stand-alone): ICC and 2 sub-comitees Technical Review Committee near IPH and Immunisation Committee near MoH.  ICC stands near MoH

· Frequency of meetings: 4 times per year……………………………………………

· Composition:

	Function


	Title / Organization
	Name

	Chair


	Ministry of Health, Vice Minister, 
	Arben Ivanaj

	Secretary
	Istitute of Public Helth, Director
	Eduard Kakarriqi

	Members
	· Istitut of Public Helth, EPI Coordinator

· Istitut of Public Helth, EPI Manager
· Ministry of Health
· Div.of Pediatric Infectious Diseases, Tirana University Hospital Center
· Department of Infectious Disease, FoM
· UNICEF

· WHO

· USAID

· World Bank

· Albanian Red Cross

· Swiss-Cooperation

· French Embassy
	Silvia Bino
Ilirjana Kadare

Agim Shehi

Eli Foto

Kozma Tavanxhi

Carry Auer, Mariana Bukli

Devora Kestel, Vasil Miho

Zhaneta Shatri

Lorena Kostallari, Saimir Kadiu

Zamir Muca, Arjana Deljana

Enkelejda Kuka
Frech attaché on cultural and social affairs


· Major functions and responsibilities of the ICC: 

The ICC has been formed to improve coordination among partners in support of immunization program and control of vaccine-preventable diseases. The ICC is the main coordination mechanism in the country for immunization activities. ICC suggests and support Government in improving and expanding national immunization program.
Attached is the supporting document:

	· Terms of reference of the ICC
	 Document number 3…….

	
	


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

· 1. Increase the advocacy and national commitment on strengthening of immunization programs during decentralization process.

· 2. Increase the collaboration with different NGOs linked with hard to reach and vulnerable population groups all over the country.

· 3.Increase the ICC role on improving health system and health information system through collaboration with sectors outside immunization activities

4.2 Functioning of the ICC

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

1. High (>90%) coverage rates of each EPI antigen (vaccine) of Albanian National Vaccination Calendar.

2. High percentage (>90%) of the minimum package of cold chain equipment for each health center all over the country.

3. High percentage (>80%) of reporting of AEFI based on health centers.
 

Attached are the supporting documents:

	· ICC’s workplan for the next 12 months
	        Document number…4….

	· 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….


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

	1. Issues affecting the quality  of immunisation 
in Albania.

2. Survey on the performance level of the vaccination coverage in subpopulations of high risk areas ( suburban areas of Tirana District) 

3. A quality assessment of cold chain system in EPI in Albania

4. Inventory of cold chain equipment

5. Vaccination in hard to-reach population


	Anthony Battersby
FBA & UNICEF consultant
UNICEF, IPH

UNICEF,IPH

IPH

UNICEF, IPH
	2001

2002

2003

2004

2005


· The major strengths identified in the assessments:

· Very high coverage in most areas
· Vaccines generally available 

· Vaccines distributed using vaccine carriers or cold boxes 

· All facilities using AD syringes 

· Some facilities using safety boxes

· Monthly reports made by facilities and quarterly reports made by districts

· Some good management of child call forward.
· The three major problems identified in the assessments:

· Immunisation records
· Storage at different levels of cold chain system
· Stock management

· The three major recommendations in the assessments:

1. Vaccine Storage at IPH

· Temperature records must be kept by the national store; if chart recorders are used then the charts must be dated and kept for one year. If thermometers are used they must be read twice a day and the reading recorded on a monthly record. The monthly records must be kept for one year.

· Diluent and the vaccine, which is supplied with it, must always be distributed together.

· Diluent must be treated as a stock item and quantities must be recorded.

· There must be a stock record for every single item that is distributed from the national store. These records should be reconciled with the actual stock at least twice a year.

· The recording unit for all vaccines both for receipt and issue should be “doses”.

· A cold chain survey using the WHO protocol should be carried out to monitor selected vaccine for six months starting in January 2002.

2. Stock Management

· The stock management principles recommended in Section 3 needs to be applied at all levels.

· It should be the responsibility of the receiving store to quantify the amount of vaccine they require, by indicating the stock on hand and the amount now required

· The Plan makes a good basis on which to begin to quantify the monthly requirement but it must be checked against the reality of actual activity.

· Staff must place orders for the vaccine they actually need rather then trying to stockpile vaccine against possible future shortages

3. Immunisation records

· There should be a single register for immunisations. This register should be completed at the time the immunisation is given.

· All parents should be given an immunisation and/or a baby book. It must be emphasized to them that they need to bring it with them when they come to an immunisation session and the staff must complete the parent held record and give it back to the parent.

· A simple call-forward system such as the one described should be introduced.

· The immunisation card needs to be redesigned to include the second dose of MR vaccine.

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

	· The most recent assessment reports on the status of immunization services 
	Document  number 5,6,7,8,9…..

	· 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 10…..


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

	Component or area
	Month/Year

	Stock Management

Injection safety
	November 2005-September 2006

June 2006


Multi-Year Immunization Plan

Based upon the recommendations of the assessment of immunization services, the Government has developed the multi-year immunization plan. The plan is under revision and a new draft will be presented in ICC meeting in 2006. The revision is bsed on new developments based on FSP and taking into account GIVS.

	· Attached is a complete copy (with an executive summary) of the comprehensive Multi-Year Immunization Plan.. 
	Document number 11


	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

	Expert consultants (Quality Assessment of Cold Chain System
( Financial Sustainability Plan)


	18 September – 5 October 2001
June, 2004 (five days)
	Anthony Battersby
FBA & UNICEF consultant

Consultants provided by WHO and World Bank, Victor Galayda and Anne Miller


	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
	Birth
	x
	
	

	HepB
	Birth, M2, M6
	x
	
	

	DTP
	M2, M4, M6, Y2
	x
	
	

	OPV
	M2, M4, M6, Y2, Y5
	x
	
	

	MMR
	Y1, Y5
	x
	
	

	DT
	Y6
	x
	
	

	Td
	Y14
	x
	
	


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

1. Constantly sustaining a coverage at levels >95% throughout the country of all national EPI antigens. In such a context: 

a) Monthly monitoring various vaccination points (sites) in different country districts in order to evaluate the accuracy of the vaccination registers data (nominators and denominators for each National EPI antigen); 

b) Quantitatively improvements of the quarterly official immunization reporting form and its implementation throughout the country immediately after the respective workshop (March 2006) with epidemiologists of all country districts. 

2. Further enhancing the EPI infectious diseases surveillance throughout the country. 

3. Implementing Lot Quality Assurance surveys in “high risk areas” to identify eventual needs of follow-up vaccinations (mopping-up immunization) in order to maintain the immunization coverage at levels >95% in such high-risk sub-populations. (May 2006). 

4. Further enhancing the quality of our IPH National Enterovirus Laboratory performance. 

5. Further enhancing the quality of our IPH National Measles/Rubella Laboratory performance.

6. Continuing training of health professionals (family doctors of primary health care and hospital specialists) throughout the country concerning the EPI surveillance and immunization: two workshops, the first one on March 2006 and the second one on September 2006. 

	Table 4: Baseline and annual targets

	Number of
	Baseline and targets

	
	Base-year
	Year of GAVI/VF application
	Year 1 of Programme implementation
	Year 2 of Programme implementation
	Year 3 of Programme implementation
	Year 4 of Programme implementation
	Year 5 of Programme implementation
	Year 6 of Programme implementation

	
	2000…
	2001…
	2002…
	2003…
	2004…
	2005…
	2006…
	2007…

	Births
(Denominator for BCG & HepB1
	57, 948
	44, 896
	42, 216
	44, 042
	41, 466 
	41, 000
	40,644
	40,644

	Infants’ deaths
	708
	673
	633
	669
	620
	600
	644
	624

	Surviving infants (Denominator for all other doses)
	57, 240
	44, 223
	41, 583
	43, 373
	40, 846
	40, 400
	40,000
	40,020

	Pregnant women
	57, 948
	44, 896
	42, 216
	44, 042
	41,466
	41, 000
	40,644
	40,644

	Infants vaccinated with BCG 
	45, 678
	37, 668
	39, 683
	41, 883
	40, 388
	38, 950
	39,709
	39,709

	BCG coverage*
	87.8
	83.9
	94.0
	95. 1
	97. 4
	97. 5
	98. 0
	98. 0

	Infants vaccinated with OPV3 
	55, 837
	47, 663
	53, 039
	39, 915
	40, 945
	38, 570
	39,677
	39,687

	OPV3 coverage**
	97.6
	98.0
	98.0
	97. 1
	97. 8
	98. 0
	99. 0
	99. 0

	Infants vaccinated with DTP3*** 
	55, 890
	49, 918
	53, 026
	39, 870
	40, 729
	38, 570
	39,677
	39,687

	DTP3 coverage**
	97.8
	97.8
	98.0
	97.0
	97. 3
	98. 0
	99. 0
	99. 0

	Infants vaccinated with DTP1***
	52, 345
	48, 874
	47, 044
	42, 902
	40, 448
	38, 760
	40,327
	40,542

	Wastage
 rate in base-year and planned thereafter
	25
	25
	25
	25
	24
	22
	20
	18

	Infants vaccinated with 3rd dose of HepB………….. (use these four  rows for any new vaccine)
	56, 673
	48, 628
	52, 128
	39, 188
	41, 340
	38, 570
	39,717
	39,727

	…………. Coverage**
	98.1
	97.6
	96.0
	97.2
	98.8
	99.0
	99. 0
	99. 0

	Infants vaccinated with 1st  dose of  HepB. 
	55, 678
	44, 400
	41, 793
	43, 322
	40, 927
	38, 950
	40,319
	40,319

	Wastage1 rate in base-year and planned thereafter 
	20
	20
	20
	20
	20
	19
	20
	18

	Infants vaccinated with Measles 
	49, 456
	30, 063
	50, 704
	41, 020
	44, 714
	38, 380
	38,880
	38,899

	Measles coverage**
	95.2
	95.0
	96.0
	93. 2
	96. 2
	95. 0
	97.2
	97.2

	Pregnant women vaccinated with TT+ 
	47, 234
	37, 680
	26, 453
	33, 301
	35, 371
	36, 900
	38,612
	38,612

	TT+ coverage
	77.1
	83.9
	71.0
	75. 6
	85. 3
	90. 0
	95.0
	95.0

	Vit A supplementation
	Mothers (< 6 weeks from delivery)
	
	
	
	
	
	
	
	

	
	Infants (> 6 months)
	
	
	
	
	
	
	
	

	*  Number of infants vaccinated out  of total births 
	**  Number of infants vaccinated out of surviving infants

	***  Indicate total number of children vaccinated with either DTP alone or combined
	


	Table 5: Estimate of annual DTP drop out rates

	
	Actual rates and targets

	
	 2000
	 2001
	 2002
	 2003
	 2004
	 2005
	 2006
	 2007

	Drop out rate                                    [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100
	-7
	-2
	-13
	7
	-1
	1
	2
	2


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

· Planning and constraints for the Polio Eradication Initiative:

Injection safety

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

Objective and strategies of the injection safety plan of action (2003-2007)

Objective: To ensure the safe administration of all immunization injections and appropriate disposal of injection waste throughout the country by the year 2005

Strategies:

a) Ensure central and district governments commitment

b) Sustain exclusive use of ADs in immunization services

c) Improve planning and distributing so that to ensure reliability of estimates of equipment requirements, minimum stock levels and effective supply/ distribution of injection and disposal equipment

d) Ensure the safe collection (establish a collection procedure) and disposal of used injection equipment through uninterrupted supply of safety boxes to all immunization sites and appropriate incineration

e) Institute monitoring and supervising procedures to ensure adequate supplies at all levels and correct practices by HCWs

f) Improve training of HCWs and managers on safe injection and disposal procedures

g) Secure the required budget for injection safety including safe disposal of used equipment

7.2  For countries submitting a proposal  for Injection Safety Support.  Summarise the most important findings of a recent assessment of Injection Safety and Waste Disposal. The relevant documents are attached
	· Situation Analysis of Injection Safety and Waste Disposal or Report of the most recent Injection Safety and Waste Disposal Assessment
	Document number…

	· Update of the implementation status of recommendations from recent injection safety assessment or injection safety components from a broader review.
	Document number…

	· Policy on Injection Safety and Waste Disposal or a Draft Policy awaiting endorsement
	Document number…

	· 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…


7.3
Injection safety equipment (For countries submitting a request for injection safety support). GAVI’s support is only for three years of routine immunization. 

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

	Table 6.1: Estimated supply for safety of vaccination with   ………...   vaccine 

( Use  one table for each vaccine BCG(1 dose), DTP(3 doses), TT(2 doses) 1, Measles(1 dose) and Yellow Fever(1 dose), and  number them from 6.1 to 6.5)

	
	
	Formula
	20…
	20…
	20…
	20…
	20…

	A
	Number of children to be vaccinated 2  
	#
	
	
	
	
	

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	
	
	
	
	

	C
	Number of doses per child 
	#
	
	
	
	
	

	D
	Number of doses 
	A x B/100 x C
	
	
	
	
	

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	
	
	
	
	

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	
	
	
	
	

	G
	Vaccines buffer stock 5  
	F x 0.25
	
	
	
	
	

	H
	Number of doses per vial
	#
	
	
	
	
	

	I
	Total vaccine doses 
	F + G
	
	
	
	
	

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	
	
	
	
	

	K
	Reconstitution syringes (+ 10% wastage) requested 6 
	I / H x 1.11
	
	
	
	
	

	L
	Total of safety boxes (+ 10% of extra need) requested
	(J + K) / 100 x 1.11
	
	
	
	
	

	1 GAVI/The Vaccine Fund supports the procurement of AD syringes to deliver two doses of TT to pregnant women. If the immunization policy of the country includes all Women in Child Bearing Age (WCBA), GAVI/The Vaccine Fund will contribute to a maximum of two doses for Pregnant Women (estimated as total births)
2 To insert the number of infants that will complete vaccinations with all scheduled doses of a specific vaccine. 

3 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.

4 A standard wastage factor of 2.0 for BCG and of 1.6 for DTP, Measles, TT, and YF vaccines is used for calculation of  INS support
5 The buffer stock for vaccines and AD syringes is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. Write zero under other years. In case of a phased introduction with the buffer stock spread over several years, the formula should read: [ F – number of doses (incl. wastage) received in previous year ] * 0.25.

6 It applies only for lyophilized vaccines; write zero for other vaccines.




7.4 For countries requesting GAVI/The Vaccine Fund to provide funds in lieu of the supply calculated above.

List of activities of the injection safety plan funded by The Vaccine Fund and by other sources: 

	Source of fund
	Injection Safety activity
	Month of start of fund utilization

	
	
	

	
	
	

	
	
	


 (Use as many rows as necessary

New and under-used vaccines

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


Introduction of new antigens and combined vaccines into the NIS

· 2001  - MR (measles-rubella) to the 5-year olds

· 2005  - MMR (measles-mumps-rubella) to the 12- month olds

· 2005  - H. influenzae type b to infants

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

	Disease
	Title of the assessment
	Date
	Results

	Hib 
	1. Report on disease burden

2. Case based surveillance of Hib Meningitis 
	2001

2003

2004-2005
	18.8/100 000

12.9/100 000

25/100 000


· (For Europe and Asia countries requesting support for Hib Vaccines). WHO advise on Hib introduction is attached:

	· WHO advise on introduction of Hib in this country
	Document number 12, 13 ……


·  (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:

Look at document number 14

· 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 : Look at document number 15
· First preference: Liquid Hib vaccine, 50% in 1-dose and 50% in 10-dose vials.
Table 7.1: Estimated number of doses of   liquid Hib vaccine in 1-dose vials (50% of total need)
	
	 
	Formula
	2007

(6 months)
	2008
	2009
	2010
	2011
	2012

	A
	Number of children to be vaccinated with the first dose 1  
	#
	20000
	20000
	20000
	20000
	20000
	20000

	B
	Percentage of vaccines requested from The Vaccine Fund 2
	%
	50
	100
	100
	100
	100
	50

	C
	Number of doses per child 
	#
	3
	3
	3
	3
	3
	3

	D
	Number of doses 
	A x B/100 x C
	30000
	60000
	60000
	60000
	60000
	30000

	E
	Estimated vaccine wastage factor
	see list in table 
	1.05
	1.04
	1.03
	1.02
	1.02
	1.02

	F
	Number of doses ( incl. wastage)
	 D  x E
	31500
	62400
	61800
	61200
	61200
	29412

	G
	Vaccines buffer stock 3  
	F (-F of previous year) x 0.25
	7875
	7725
	0
	0
	0
	0

	H
	Number of doses per vial
	#
	1
	1
	1
	1
	1
	1

	I
	Total vaccine doses requested
	F + G
	39375
	70171
	61800
	61200
	61200
	29412

	J
	Number of AD syringes (+ 10% wastage)
	(D + G) x 1.11
	42041
	75175
	66600
	66600
	66600
	33300

	K
	Reconstitution syringes (+ 10% wastage) 4
	I / H x 1.11
	0
	0
	0
	0
	0
	0

	L
	Total of safety boxes (+ 10% of extra need) 
	(J + K) / 100 x 1.11
	467
	834
	739
	739
	739
	370

	1 To insert the number of infants that will be vaccinated with the first dose only (as indicated in table 4). 

	2 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.

	3 The buffer stock for vaccines is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. 

	4 It applies only for lyophilized vaccines; write zero for other vaccines.


Table 7.2: Estimated number of doses of liquid Hib vaccine in 10-dose vials (50% of total need)
	
	 
	Formula
	2007

(6 months)
	2008
	2009
	2010
	2011
	2012

	A
	Number of children to be vaccinated with the first dose 1  
	#
	20000
	20000
	20000
	20000
	20000
	20000

	B
	Percentage of vaccines requested from The Vaccine Fund 2
	%
	50
	100
	100
	100
	100
	50

	C
	Number of doses per child 
	#
	3
	3
	3
	3
	3
	3

	D
	Number of doses 
	A x B/100 x C
	30000
	60000
	60000
	60000
	60000
	30000

	E
	Estimated vaccine wastage factor
	see list in table 
	1.25
	1.24
	1.18
	1.14
	1.11
	1.11

	F
	Number of doses ( incl. wastage)
	 D  x E
	37500
	73200
	70800
	68400
	66600
	33300

	G
	Vaccines buffer stock 3  
	F (-F of previous year) x 0.25
	9375
	8925
	0
	0
	0
	0

	H
	Number of doses per vial
	#
	10
	10
	10
	10
	10
	10

	I
	Total vaccine doses requested
	F + G
	46875
	82125
	70800
	68400
	66600
	33300

	J
	Number of AD syringes (+ 10% wastage)
	(D + G) x 1.11
	43706
	76507
	66600
	66600
	66600
	33300

	K
	Reconstitution syringes (+ 10% wastage) 4
	I / H x 1.11
	0
	0
	0
	0
	0
	0

	L
	Total of safety boxes (+ 10% of extra need) 
	(J + K) / 100 x 1.11
	485
	849
	739
	739
	739
	370

	1 To insert the number of infants that will be vaccinated with the first dose only (as indicated in table 4). 

	2 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.

	3 The buffer stock for vaccines is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. 

	4 It applies only for lyophilized vaccines; write zero for other vaccines.


	· Table ( : Wastage rates and factors Countries are expected to plan for a maximum of 50% wastage rate for a lyophilized vaccine in 10 or 20-dose vial, 25% for a liquid vaccine in a10 or 20-dose vial, 10% for any vaccine (either liquid or lyophilized) in 1 or 2-dose vial, and to reduce it in the following years.

	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


· 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:

The strategies to improve program efficiency include reducing vaccine wastage, improving attendance at vaccine sessions in rural and suburban areas, and optimizing vaccine combinations.  To reduce vaccine wastage, four types of actions are envisioned:  1) improve stock management at the district and health center levels; 2) introducing single-dose rather than multi-dose vials in remote areas where attendance at vaccine sessions is low; 3) improve management information on size of target populations in catchments areas; and (4) improve implementation of multi-dose vial policy.  

If the stock management system is improved at the district and health center levels, vaccine wastage due to overstocking should decrease.  Forms for stock management introduced at the central level can be introduced at the district and health center levels so that documentation on vaccine stocks is available.  Some of the actions to improve stock management include conducting training sessions for health staff in district and health centers to assist health staff to use the new forms correctly, printing of forms and then introducing these into all district and health centers.  

As a solution to high vaccine wastage in remote areas, the program plans to assess the feasibility of introducing single-dose vaccine vials instead of using multi-dose vials.  Use of these vials will lower vaccine wastage and some preliminary analysis of the FSP team indicates that the program can actually have cost savings from introducing these lower-dose vials.  

· Second preference: 50% liquid Hib vaccine in 1-dose vials and 50% lyophilized Hib vaccine in 10-dose vials
Table 7.3: Estimated number of doses of lyophilized Hib vaccine in 10-dose vials (50% of the total need, the rest of the need will be the same as in Table 7.1)
	
	 
	Formula
	2007

(6 months)
	2008
	2009
	2010
	2011
	2012

	A
	Number of children to be vaccinated with the first dose 1  
	#
	20000
	20000
	20000
	20000
	20000
	20000

	B
	Percentage of vaccines requested from The Vaccine Fund 2
	%
	50
	100
	100
	100
	100
	50

	C
	Number of doses per child 
	#
	3
	3
	3
	3
	3
	3

	D
	Number of doses 
	A x B/100 x C
	30000
	60000
	60000
	60000
	60000
	30000

	E
	Estimated vaccine wastage factor
	see list in table 
	1.43
	1.39
	1.34
	1.29
	1.25
	1.25

	F
	Number of doses ( incl. wastage)
	 D  x E
	42900
	83400
	80400
	80400
	77400
	37500

	G
	Vaccines buffer stock 3  
	F (-F of previous year) x 0.25
	10725
	10125
	0
	0
	0
	0

	H
	Number of doses per vial
	#
	10
	10
	10
	10
	10
	10

	I
	Total vaccine doses requested
	F + G
	53625
	93525
	80400
	77400
	75000
	37500

	J
	Number of AD syringes (+ 10% wastage)
	(D + G) x 1.11
	45205
	77839
	66600
	66600
	66600
	33300

	K
	Reconstitution syringes (+ 10% wastage) 4
	I / H x 1.11
	5952
	10381
	8924
	8591
	8325
	4163

	L
	Total of safety boxes (+ 10% of extra need) 
	(J + K) / 100 x 1.11
	568
	979
	838
	835
	832
	416

	1 To insert the number of infants that will be vaccinated with the first dose only (as indicated in table 4). 

	2 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.

	3 The buffer stock for vaccines is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. 

	4 It applies only for lyophilized vaccines; write zero for other vaccines.


	· Attached is the plan of action for introduction of vaccinations with new or under-used vaccines (if already contained within the national multi-year plan, indicate pages)
	Document number 16…


Financial analysis and planning 
Assured long term financing is crucial for maintaining program improvements and sustaining the introduction of new vaccines.  Meeting the financial requirements of improved and expanded immunization programs has proven to be the biggest challenge that countries and their partners face.  The financial analysis of the estimated cost of immunization (including the introduction of a new vaccine) is summarised in three major areas for the next years (see the document attached hereby): 

1. Rigorous analyses of the current and projected future costs for the program for the next years; 

2. Projected financing from all sources for the same time period; 

3. Description of the highest priority actions that the government/ will take to fill any resource gaps.

Executive Summary

The key objectives of the NIP for the years 2004-2013 are:
· Achieving and maintaining 90% or higher vaccination coverage rates for each  EPI antigen nationwide;

· Introducing new antigens to the NIS, specifically Mumps and Hib-vaccines;

· Maintaining effective cold chain system

· Ensuring safe injection practices during immunization

Assessment (diagnosis) of the key financing challenges and opportunities associated with the country and health system context
· The government is projecting that economic growth will increase to 6% from 2003-2005, with inflation rates of 2-4%. The government plans to continue to implement a program aimed at increasing public revenues.  Growth in public revenues will be driven by strong economic growth, and increases of collections of taxes and duties. Increases in social and health insurance contributions are also expected to rise with more contributors and continued growth in real wage levels.
· The GoA has developed a Growth and Poverty Reduction Strategy (GPRS) to lower the level of poverty in the country. The main objectives of the GPRS for 2002-2004 were: (i) real GDP growth of 22-25 percent from 2002-2004; (ii) reduction of number of people living in poverty; (iii) tangible improvement of infrastructure and related services; (iv) reduction of infant and maternal mortality rates and disease incidence; and (v) increase of level of elementary and secondary education enrollment.
· One of the strategic priorities for public expenditures in the MTEF was to increase the share of GDP expenditures in health sector to 3% of GDP in 2004 . The percentage of total public expenditures on health care is also projected to increase to 11% in 2004 from 7.4% in 1998.
· While the Government is decentralizing key government functions, the transfer of funds from the central government to the local governments for funding primary health care did not go smoothly and funds for primary and public health services fell significantly in 2002. In 2004 the Government decided to allocate funds for financing primary and public health services as conditional grants to local government to ensure a more secure and appropriate financing of such services.  Currently the best way to ensure adequate funding for primary health care is being discussed.
· The most important donor assistance in 2004-2009 will come from GAVI VF supporting the introduction of Hib-vaccine.  GAVI will also continue its assistance in stabilizing Hepatitis-B vaccine procurement for the NIP, as will be UNICEF with its phase-out support for financing of routine EPI vaccines.

· The mechanisms of budgeting, procurement, and fund disbursement for the NIP are well established and functioning. This is why the main efforts by the NIP managers will be directed at ‘institutionalizing’ government commitment to NIP.

Current program costs and sources of financing
· The total program costs constituted $4.61 million in 2003.

· Total program cost as a share of total government health spending in 2003 was 2.8%.

· Vaccine costs in and 2003 constituted 5.3% of the total program cost.

· Vaccine cost per fully-immunized child was $2.78 in 2003.

· In 2003, internal (combined Institute of Health Insurance and MoH) financing accounted for 90% of programme funds. UNICEF provided 8.8% and GAVI/VF 1.9% of the total program financing.

Projected gap in resources during and after the remainder of current Vaccine Fund commitment, including graph depicting the funding gap over time.

· Total NIP cost will amount in 2004 to $5.15 million, will sharply rise to $6.43 million in 2005 and will continue growing moderately throughout 2006-2013.

· Total projected funding gap for the years 2004, 2005 and 2006 will constitute respectively $179,000, $298,000 and $359,000. Admittedly, the gap will be reduced thereafter throughout the years of GAVI’s likely support for Hib-vaccine introduction: the gap is projected to be $252,000 for 2009.

· Vaccine expenses are not expected to contribute to the total financing gap, as main unfounded line-items are capital expenditures for transport and auxiliary equipment.

· The total projected funding gap is expected to reduce from $359,000 in 2006 (5.6% of programme cost) to $252,000 in 2009 (3.8% of total programme cost) and to $187.000 in 2013 (2.5% of total program cost).

· The gap will constitute 0.1% of total national healthcare public spending in 2004 and 0.2% in 2006.

Strategic priorities for financial sustainability, based on a diagnosis of the key financing challenges
· Increase Government Contribution for Vaccine Purchase 
· Increase government contribution for program operational costs 

· Increase government’s contribution for capital costs 

· Reduce vaccine wastage
· Increase attendance at vaccine sessions (extend out-reach services to risk groups)
· Optimize vaccine combinations
· Possible adjustment in program objectives due to unforeseen funding risks will consist in slowing down the substitution of MR for MMR vaccine and expanding the coverage for Hib-vaccine. 

Short- and medium-term actions to move toward financial sustainability
· Specific steps to implement main strategies in 2004-2006 will be:

· Advocacy with MOH and MOF when GAVI funding ends and/or vaccine choice changes (2004)
· Prepare presentation to MOH on unfunded operational costs (2004)
· Advocate with MOF for higher funding for program (2004)
· Advocate for funds for upgrading of cold chain, vehicles, incinerators, and power generators (2004)

· Improve stock management in districts and health centers:  Conduct trainings for staff in district and health centers on stock management forms; Introduce forms (2004)

· Assess feasibility and cost of introducing single-dose vials in areas where attendance at vaccine sessions is  low; Conduct trainings on introduction of single-dose vials in areas (2005)
· Improve management information system for immunization program (2005)
· Improve implementation of multi-dose vial policy (2004)
· Increase social mobilization in rural and suburban areas (2004)

· Institute annual review of vaccine combinations in program (2005)

Indicators to monitor progress toward the objectives set for financial sustainability are presented in Table 5.1 below.
· For countries that have already completed a Financial Sustainability Plan (FSP): 

	· The attached document is an update of the program costs, financing projections and the plan of action for addressing the financial gap (if already contained within the national, comprehensive  multi-year plan, indicate pages)
	Document number 17


· For countries that have not completed a FSP:

	· The attached document summarises the results of most recent efforts to conduct the needed financial analyses and prepare a FSP. (if already contained within the national, comprehensive  multi-year plan, indicate pages)
	Document number……


Please follow the latest version of the financial analysis tool which is available @ http://www.who.int/immunization_financing/tools/annexes/en/
Summary of requests to GAVI and the Vaccine Fund

With reference to all points presented above, the Government of ALBANIA considering that its DTP3 coverage for 20004 was 97.3 % corresponding to 40,729 number of children receiving 3 doses of DTP, 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:

· 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 20…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 ………… (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 2) with their proposal.
1.1 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 8: New and under-used vaccines requested from GAVI and the Vaccine Fund (fill in the annual amount of row “I” of table 7.1.  Specify one additional row for each presentation of any vaccine as per tables 7.2, 7.3, …)

	Vaccine presentation


	Number of doses per vial
	Starting month and year 
	Number of doses requested for first calendar  year
(6 months)
	Number of doses requested for second calendar  year *

	First preference
	
	
	
	

	- Hib liquid vaccine 
	1
	July 2007
	39375
	70171

	- Hib liquid vaccine 
	10
	July 2007
	46875
	82125

	Second preference
	
	
	
	

	- Hib liquid vaccine 
	1
	July 2007
	39375
	70171

	- Hib lyophilised vaccine
	10
	July 2007
	53625
	93525

	* 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      X                                      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 approved, you will be entitled to receive a lump-sum of US$ 100,000 to facilitate the introduction of new vaccines) Please submit the attached “Banking Form”( Annex 2) with the proposal, in case you have not yet already done so for other types of support from GAVI/The Vaccine Fund.. 
1.2 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 9






The equivalent amount of funds
	Table 9: Summary of total supplies for safety of vaccinations with BCG, DTP, TT, MEASLES and YF, requested from GAVI and the Vaccine Fund for three years (fill in the total sums of rows “J, K and L” of tables 6.1, 6.2, 6.3, 6.4 and 6.5).

	
	ITEM
	20..
	20..
	20..
	20..

	J
	Total AD syringes
	for BCG
	
	
	
	

	
	
	for other vaccines
	
	
	
	

	 K
	Total  of reconstitution  syringes 
	
	
	
	

	 L
	Total of safety boxes
	
	
	
	


· (In case you request funds equivalent to the above supplies at the prices obtained by UNICEF) Please submit the attached “Banking Form” (Annex 2) with the proposal, in case you have not yet already done so for other types of support from GAVI/The Vaccine Fund.
 Additional comments and recommendations from the ICC 

ANNEX  1 

Index of documents attached 

	Section of proposal
	Document Subject
	Document number

	3
	A copy of the relevant section(s) of strategies for health system development
	………

	4
	a) The terms of reference of the ICC
	………

	
	b) The ICC’s workplan for the next 12 months
	…

	
	c) The minutes of the three most recent ICC meetings or any meetings concerning the introduction of new or under-used vaccines or safety of injections
	………

	5
	a) Most recent, national assessment report(s) on the status of immunization services
	………

	
	b) Summary of the recommendations of the assessment report(s) with remarks on the status of implementation of each recommendation.
	………

	6
	A complete copy (with executive summary) of the comprehensive Multi-Year Immunization Plan or of the relevant pages of the health sector plan
	………

	7
	a) The Situation Analysis of Injection Safety and Waste Disposal or Report of the most recent Injection Safety and Waste Disposal Assessment
	………

	
	b) An update of the implementation status of recommendations from recent injection safety assessment or injection safety components from a broader review.
	………

	
	c) The Policy on Injection Safety and Waste Disposal or a Draft Policy awaiting endorsement
	………

	
	d) The plan to achieve Safe Injections (including plans for transition to auto-destruct syringes) and Safe Management of Sharps Waste or relevant pages of the health plan.
	………

	8
	a) WHO’s advise on introduction of Hib in this country (for European and Asian countries)
	………

	
	b) Plan of Action 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)
	………

	9
	Updated Financial Sustainability Plan (or a summary of the relevant financial analysis for preparation of the FSP)
	………


ANNEX  2

	GLOBAL ALLIANCE FOR VACCINES AND IMMUNIZATION


	
	Banking  Form

	

	SECTION 1 (To be completed by payee)

	
	

	In accordance with the decision on financial support 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 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
	

	
	























� The formula to calculate a vaccine wastage rate (in percentage): [ ( A – B ) / A ] x 100.   Whereby : A = The number of doses distributed for use according to the supply  records with correction for stock balance at the end of the supply period; B =  the number of  vaccinations with the same vaccine in the same period. For new vaccines check table (  after Table 7.1.
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