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	GAVI 
GRANT TERMS AND CONDITIONS

	FUNDING USED SOLELY FOR APPROVED PROGRAMMES

	The applicant country (“Country”) confirms that all funding provided by Gavi for this application will be used and applied for the sole purpose of fulfilling the programme(s) described in this application. Any significant change from the approved programme(s) must be reviewed and approved in advance by Gavi. All funding decisions for this application are made at the discretion of the Gavi Board and are subject to IRC processes and the availability of funds. 

	AMENDMENT TO THE APPLICATION

	The Country will notify Gavi in its Annual Progress Report if it wishes to propose any change to the programme(s) description in its application. Gavi will document any change approved and this application will be amended.

	RETURN OF FUNDS

	The Country agrees to reimburse to Gavi all funding amounts that are not used for the programme(s) described in this application. The country’s reimbursement must be in US dollars and be provided, unless otherwise decided by Gavi, within sixty (60) days after the Country receives Gavi's request for a reimbursement and be paid to the account or accounts as directed by Gavi.

	SUSPENSION/ TERMINATION

	Gavi may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purpose other than for the programmes described in this application, or any Gavi-approved amendment to this application. Gavi retains the right to terminate its support to the Country for the programmes described in this application if a misuse of Gavi funds is confirmed.

	ANTICORRUPTION

	The Country confirms that funds provided by Gavi shall not be offered by the Country to any third person, nor will the Country seek in connection with its application any gift, payment or benefit directly or indirectly that could be construed as an illegal or corrupt practice.

	AUDITS AND RECORDS

	The Country will conduct annual financial audits, and share these with Gavi, as requested. Gavi reserves the right, on its own or through an agent, to perform audits or other financial management assessment to ensure the accountability of funds disbursed to the Country.

	The Country will maintain accurate accounting records documenting how Gavi funds are used. The Country will maintain its accounting records in accordance with its government-approved accounting standards for at least three years after the date of last disbursement of Gavi funds. If there is any claims of misuse of funds, Country will maintain such records until the audit findings are final. The Country agrees not to assert any documentary privilege against Gavi in connection with any audit.

	CONFIRMATION OF LEGAL VALIDITY

	The Country and the signatories for the Country confirm that its application, and Annual Progress Report, are accurate and correct and form legally binding obligations on the Country, under the Country’s law, to perform the programmes described in its application, as amended, if applicable, in the APR.

	CONFIRMATION OF COMPLIANCE WITH THE GAVI TRANSPARENCY AND ACCOUNTABILITY POLICY

	The Country confirms that it is familiar with the Gavi Transparency and Accountability Policy (TAP) and will comply with its requirements.

	USE OF COMMERCIAL BANK ACCOUNTS

	The Country is responsible for undertaking the necessary due diligence on all commercial banks used to manage Gavi cash-based support. The Country confirms that it will take all responsibility for replenishing Gavi cash support lost due to bank insolvency, fraud or any other unforeseen event.

	ARBITRATION

	Any dispute between the Country and Gavi arising out of or relating to its application that is not settled amicably within a reasonable period of time will be submitted to arbitration at the request of either Gavi or the Country. The arbitration will be conducted in accordance with the then-current UNCITRAL Arbitration Rules. The parties agree to be bound by the arbitration award, as the final adjudication of any such dispute. The place of arbitration will be Geneva, Switzerland. The language of the arbitration will be English

	. The languages of the arbitration will be English or French.

	For any dispute for which the amount at issue is US$ 100,000 or less, there will be one arbitrator appointed by Gavi. For any dispute for which the amount at issue is greater than US $100,000 there will be three arbitrators appointed as follows: Gavi and the Country will each appoint one arbitrator, and the two arbitrators so appointed will jointly appoint a third arbitrator who shall be the chairperson.

	Gavi will not be liable to the country for any claim or loss relating to the programmes described in the application, including without limitation, any financial loss, reliance claims, any harm to property, or personal injury or death. Country is solely responsible for all aspects of managing and implementing the programmes described in its application.


	

	

	


	1. Application Specification

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


	
	
	Type of Support
Vaccine
Start year
End year
Preferred second presentation[1]
Routine New Vaccines
HPV quadrivalent, 1 dose/vial, LIQUID
2016
2016

	
	[1] Gavi may not be in a position to accommodate all countries first product preferences, and in such cases, Gavi will contact the country to explore alternative options. A country will not be obliged to accept its second or third preference, however Gavi will engage with the country to fully explore a variety of factors (such as implications on introduction timing, cold chain capacity, disease burden, etc.) which may have an implication for the most suitable selection of vaccine. If a country does not indicate a second or third preference, it will be assumed that the country prefers to postpone introduction until the first preference is available.  It should be noted that this may delay the introduction in the country.

	[2] Gavi would appreciate feedback from countries on feasibility and interest of selecting and being shipped multiple Pentavalent vaccine presentations (1 dose and 10 dose vials) so as to optimise wastage, coverage and cost. Please refer to section 6.2.
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	3. Executive Summary


	
	
	Please provide a summary of your country's proposal, including the following information:

For each specific request, NVS routine support or NVS campaign : 

The duration of support

The total amount of funds requested

Details of the vaccine(s), if applicable, including the reason for the choice of presentation 

Projected month and year of introduction of the vaccine

Relevant baseline data, including:

DTP3 and measles coverage data (as reported on the WHO/UNICEF Joint Reporting Form)

Birth cohort, targets and immunisation coverage by vaccines

Country preparedness

Summary of EVM assessment and progress on EVM improvement plan.

The nature of stakeholders' participation in developing this proposal

Inter-Agency Coordinating Committee (ICC)

Partners, including CSO involvement.
In the framework of the initiative to introduce new vaccines into the Expanded Programme on Immunisation (EPI), and in keeping with the national strategy to prevent cervical cancer and other HPV-related pathologies, Honduras has decided to include the Human Papilloma Virus (HPV) vaccine into the national immunisation programme, aimed at the population of 11-year-old girls in a two-dose schedule, to begin in April. The preparatory activities of the introduction plan as regard planning, scheduling and coordination will commence in February 2016.
In this context, the government of Honduras seeks support from Gavi, the vaccine alliance, to strengthen the EPI so as to achieve HPV vaccine introduction into the routine national immunisation schedule. The support requested from Gavi consists of 50% co-financing for the vaccine necessary to administer two doses to 100% of the cohort of 11-year-old girls in 2016, whereby the remaining 50% will be paid for by the country's resources. Likewise, a grant in the amount of US$ 246,912 is requested for implementation of the HPV introduction plan in the routine schedule during the first year, and, afterwards, access to Gavi HPV vaccine prices for the next four years. 
Following are the details of the target population, its needs, and HPV vaccine cost for 2016:
· Population of 11-year-old girls: 102,880
· No of doses needed on a 2-dose schedule:  205,760
· No of doses with wastage % in monodose at 5%:  216,049
· Unit cost of vaccine dose  US$: US$ 4.50
· Total vaccine cost: US$  972,221
· Gavi co-financing at US$ 2.25 / dose, introduction year:  US$ 486,110
· Government of Honduras co-financing at US$ 2.25 / dose, introduction year: US$ 486,110
The vaccine to be used is HPV quadrivalent in monodose presentation. This presentation has been chosen because it is available through PAHO Revolving Fund and its minimal wastage rate (5%), a significant criterion given the vaccine cost.
Immunisation is projected to begin in 2016, preferably in the first quarter once the schoolyear has begun, to ensure monitoring of second dose administration before schoolyear 2016 ends. This seeks to ensure that coverage in HPV2 is superior to 95%, considering that over 93% of this population has access to centres of education, which facilitates monitoring, while the remaining 7% will be enlisted through routine and community programme strategies, calling upon community leaders and health agents to engage in the active search for this population.
According to the 2014 routine programme evaluation as per the PAHO-WHO/UNICEF joint form on immunisation for Honduras 2014, in view of DPT3-Hep3-Hib3 tracking indicators for children under one year of age and MMR (measles, mumps and rubella) indicators for the one-year-old population, coverage rates achieved were 85% and 88%, respectively. By municipalities, 75% did not achieve coverage greater than 95%; in the end, coverage was 75% for pentavalent and 72% for MMR, which were not homogeneous due to problems in population denominator.
For 2015, the estimated birth cohort is 222,256; on the baseline established with Gavi for programme coverage, the targets to be reached are: BCG: 92%; Polio3, DPT-HepB-Hib and PCV13: 92%; Rotavirus: 94%; and MMR: 90%. These were adjusted in consideration of the population denominator problem.
As regards drop-out rate (abandonment) for OPV, DPT-HepB-Hib and MMR, this was kept lower than 5% throughout the period, showing an improvement in population enlistment and monitoring, with better results in terms of immunisation opportunities.
Currently, in Honduras, from 22 August to 11 September 2015, Effective Vaccine Management Assessment (EVMA) is being conducted by an external PAHO/WHO technical team and a national team. This evaluation will produce a country report and an improvement plan in terms of the different criteria assessed, the recommendations of which will be incorporated into EPI Multi-Year Plan 2016-2020.
This proposal was formulated with technical assistance given by PAHO/WHO to the Ministry of Health and was sent to the members of the Inter-Agency Cooperation Committee on health (ICC) for review prior to its signing by the Ministers of Health, Finance and Education and the ICC members.


	

	


			
	4. Signatures

	4.1. Signatures of the Government and National Coordinating Bodies

	4.1.1. Government and the Inter-Agency Coordinating Committee for Immunisation

	The Government of Honduras would like to expand the existing partnership with Gavi for the improvement of the infants routine immunisation programme of the country, and specifically hereby requests for Gavi support for: 

			
		HPV quadrivalent, 1 dose/vial, LIQUID for routine introduction.
	
			
	The Government of Honduras commits itself to developing national immunisation services on a sustainable basis in accordance with the Comprehensive Multi-Year Plan (cMYP) presented with this document. The Government requests that Gavi and its partners contribute financial and technical assistance to support immunisation of children as outlined in this application.

			
	The table(s) in the NVS Routine section of this application shows the amount of support in either supply or cash that is required from Gavi. Table(s) 6.2.3. of this application shows the government financial commitment for the procurement of this new vaccine (NVS support only). 
Following the regulations of the internal budgeting and financing cycles the Government will annually release its portion of the co-financing funds in the month of June.
The payment for the first year of co-financed support will be around May 2016 for HPV quadrivalent, 1 dose/vial, LIQUID.

			
	Please note that this application will not be reviewed or approved by the Independent Review Committee (IRC) without the signatures of both the Minister of Health and Minister of Finance or their delegated authority. These signatures are attached as DOCUMENTS NUMBER: 1 and 2 in section 10. Attachments

			
	Minister of Health (or delegated authority)
Minister of Finance (or delegated authority)
Name
Edna Yolani Batres 
Name
Wilfredo Cerrato
Date
Date
Signature
Signature

			
	Proof of involvement of the Ministry of Education will also be required for HPV Routine Support. The Ministry of Education will either have to be involved in the ICC process (preferred option) and/or the Minister of Education (or delegated authority) must provide its signature. The signature is attached as DOCUMENT NUMBER: {0} in section 10. Attachments
Minister of Education (or delegated authority)
Name
Marlon Escoto
Date
Signature

			
	This report has been compiled by (these persons may be contacted in case the Gavi Secretariat has queries on this document): 

			
	Full Name
Position
Telephone
Email
Dilberth Cordero. 
EGL and Life Course Advisor, PAHO/WHO
(504) 22216091
corderod@paho.org
Ida Berenice Molina
National EPI Manager
(504) 2213901
paihonduras@yahoo.com
Lourdes Otilia Mendoza
Assistant Manager, EPI
(504) 2213901
paihonduras@yahoo.com
Odalys García 
National Children’s Immunisation and Health Advisor PAHO/WHO
(504) 22216091
garciao@paho.org

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

			
	Agencies and partners (including development partners and NGOs) supporting immunisation services are coordinated and organised through an inter-agency coordinating mechanism (ICC, Health Sector Coordinating Committee (HSCC), or equivalent committee). The ICC, HSCC, or equivalent committee is responsible for coordinating and guiding the use of the Gavi NVS routine support and/or campaign support. Please provide information about the ICC, HSCC, or equivalent committee in your country in the table below.

			
	Profile of the ICC, HSCC or equivalent committee

			
	Name of the committee
Inter-Agency Coordinating Committee on Health (ICC)
Year of constitution of the current committee
1995
Organisational structure (e.g., sub-committee, stand-alone)
Independent cooperation committee composed of: Representatives of cooperation agencies and others.
Frequency of meetings
By law, the first Wednesday of each month for all health matters. 

			
	The Terms of Reference or Standard Operating Principles of the ICC, including information on its members, quorum, procedure for resolving disputes and meeting calendars are attached as DOCUMENT NUMBER: 4.

			
	Major functions and responsibilities of the ICC/HSCC:

			
	The Inter-agency Coordinating Committee on Health has the function of supporting the Honduras State Ministry of Health in organising external health cooperation and mobilising resources.

			
	Please describe how partners have provided support in preparation of the proposal:

			
	In preparing this proposal, the ICC has participated as follows:
· Technical assistance in preparing the application: PAHO/WHO
· Review of proposal: PAHO/WHO, UNICEF, USAID, LDS Church, Honduran Immunisation Board (CCNI), Ministry of Finance (SEFIN). 

			
	4.1.3. Signature Table for the Coordinating Committee for Immunisation 

			
	We the members of the ICC, HSCC, or equivalent committee[1] met on 07/09/2015 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached. The minutes of the meeting approving this proposal are attached as Document number 5. The signatures endorsing the proposal are attached as Document number 6 (please use the list of signatures in the section below).

			
	Please refer to Annex C of the ‘Gavi HSS and NVS General Guidelines’ for more information on ICCs.

			
	Function
Title / Organisation
Name
Please sign below to indicate the attendance at the meeting where the proposal was endorsed
Please sign below to indicate the endorsement of the minutes where the proposal was discussed
Chair
Secretary of State at the Department of Health/SESAL
Edna Yolani Batres
Secretary
PAHO/WHO Representative 
Ana Emilia Solís – Ortega Treasurer
Members
UNICEF Representative 
Luz Ángela Merlo
Health Official / USAID  
Gustavo Ávila 
Director of Public Affairs / Church of Jesus Christ of Latter Day Saints –
Gerardo Valladares
Chair / National Immunisations Advisory Committee
Renato Valenzuela
Representative / Honduran Social Security Institute 
Miriam Chavez
Chair / Honduran College of Physicians - 
Johana Romero
Chair / Honduran College of Nursing Professionals 
Aida Codina
Chair / Honduran National Association of Nursing Aides 
Francisca López
Health Analyst / Ministry of Finance
Lesslie Carranza

			
	On submitting the proposal, we confirm that quorum was reached. Yes

			
	The minutes of the last three ICC meetings are attached as DOCUMENT NUMBER: 7.

			
	4.2. National Immunisation Technical Advisory Group (NITAG)

			
	Has a NITAG been established in the country? Yes

			
	We the members of the NITAG met on 07/09/2015 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation describing the decision-making process through which the recommendations were reached, attached as Document number 9.
4.2.1. The NITAG
Profile of the NITAG 
Name of the NITAG 
Consejo Consultivo Nacional de Inmunizaciones (Honduran Immunisation Board)
Year of constitution of the current NITAG 
1999
Organisational structure (e.g., sub-committee, stand-alone)
Independent advisory body
Frequency of meetings
Quarterly 
Function
Title / Organisation
Name
Chair
College of Medicine, Autonomous National University 
Renato Valenzuela
Secretary
National EPI Manager
Ida Berenice Molina
Members
Immunology Society
Francisco Rodríguez Quiróz
Paediatrician
Francisco Cleaves
Public Health Paediatrician
Carlos Godoy Arteaga
Allergist 
Mario Bulnes
Paediatrician
Fernando Tomé Abarca 
Major functions and responsibilities of the NITAG 
Honduras has a National Immunisations Technical Advisory Group called the Consejo Consultivo Nacional de Inmunisaciones (Honduran Immunisation Board) created by the Honduran Ministry of Health by virtue of Executive Resolution No 3205 dated August 1999 and its internal regulations, approved in December 1999. It is likewise backed by the Vaccine Act of the Republic of Honduras approved in 2014.
This committee is based on the Public Administration Act and the Health Code, which authorises the Ministry of Health to create advisory boards on specific aspects as needed. It is composed of renowned health professionals who are members of different scientific associations in the clinical, epidemiological and laboratory areas of Honduras. Its function is oriented towards providing technical and scientific advice on aspects relating to the eradication, elimination and control of vaccine-preventable diseases.  The recommendations of the Honduran Immunisation Board have been fundamental in decision-making for new vaccine introduction (pentavalent, rotavirus, pneumococcal), and currently in the technical decision to prioritise the introduction of the HPV vaccine. 

			
	In the absence of a NITAG, countries should clarify the role and functioning of the advisory group and describe plans to establish a NITAG. This document is attached as Document no 10. 


	

	


	5. Immunisation Programme Data


	
	
	5.1 Background information

	
	Please complete the table below, using data from available sources. Please identify the source of the data and the date. Where possible use the most recent data and attach the source document.

		▪ 
Please refer to the Comprehensive Multi-Year Plan for Immunisation (cMYP) (or equivalent plan) and attach a complete copy (with an Executive Summary) as DOCUMENT NUMBER 11. Please attach the cMYP costing tool as DOCUMENT NUMBER 12.
▪ 
Please attach relevant Vaccine Introduction Plan(s) as DOCUMENT NUMBER : 0
▪ 
Please refer to the two most recent annual WHO/UNICEF Joint Reporting Forms (JRF) on Vaccine Preventable Diseases.
▪ 
Please refer to Health Sector Strategy documents, budgetary documents, and other reports, surveys etc, as appropriate.
▪ 
Please refer to the attached risk assessments in the case of yellow fever and meningitis A mass preventive campaigns.

	
	Please use the most recent data available and specify the source and date.

	
	Figure
Year
Source
Total population
8,894,975
2015
National Statistics Institute (INE) projection, 2015
Birth cohort
222,256
2015
National Statistics Institute (INE) projection, 2015
IMR
24
2014
HDS (ENDESA), 2011-2012, National Statistics Institute (INE)  
Surviving infants[1]
217,145
2015
(MoH, Annual Progress Report 2014 submitted to Gavi by the government of Honduras).
GNI per capita (US$)
2,346
%
2014
Page, World Bank, datos.bancomundial.org
Total health expenditure
8
%
2011
Study of public health expenditure and financing, 2011
Total government health expenditure
33
%
2014
Budget Commission, National Congress, 2015

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

	
	5.1.1 Lessons learned

	
	New vaccine support for systematic immunisation

	
	If new or under-used vaccines have already been introduced in your country, please give details of the lessons learned from previous introduction(s) specifically for: storage capacity, protection from accidental freezing, staff training, cold chain, logistics, coverage and drop-out rates, wastage rate, etc., and suggest action points or actions taken to address them. Please refer to previous Post Introduction Evaluations (PIE), if applicable. If they are included in the Introduction Plan, please cite the section only.

	
	Lessons Learned
Action Points
For twenty years (1997 – 2013), the country has accumulated experience in new and underused vaccine introduction in accordance with a process of technical, political and programmatic analysis towards decision-making and the subsequent preparation of introduction plans. In this framework, the MMR and pentavalent vaccines were introduced (1997 and 2000, respectively). 
Maintaining the political priority to include new vaccines in accordance with country needs, in keeping with the epidemiological situation and the availability of funds. 
Honduras was one of the first countries in the Latin American and Caribbean region to introduce the rotavirus and pneumococcal conjugate vaccines with Gavi support (2009 and 2011, respectively). 

Both rotavirus and the pneumococcal conjugate – the last vaccines to be included in the immunisation schedule – posted coverage rates higher than 85% in their first year of introduction, similar to those observed for the rest of the vaccines in the national schedule, maintaining drop-out rates (abandonment) inferior to 5%,
Identifying civic participation strategies to attain 95% coverage in the target population and maintaining drop-out rates lower than 5%.


Keeping the cold chain inventory updated with regard to storage capacity on all levels in the event of new vaccine introduction for the acquisition of required equipment.


In 2013, the country implemented an immunisation project presented by two NGOs – the Honduran League against Cancer and the Family Planning Association (ASHONPLAFA) – as a pilot experience prior to HPV introduction, to immunise the adolescent population of 10 and 11 years of age in six health regions with a three-dose schedule. As a result, 95,744 doses were administered, achieving a coverage higher than 95% in 67% of the regions (4/6) for first, second and third doses.
In-service training on the HPV vaccine, its importance, and immunisation safety (techniques of vaccine administration, conservation and handling, cold chain surveillance, waste management and AEFI surveillance) on all levels

Establishment and dissemination of the vaccine introduction guidelines on all levels as well as their permanent monitoring and evaluation.

Development of an information, education and communication plan incorporated into the EPI 2013 - 2017 strategic plan for social communication, with the broad participation of all mass media, loudspeaker vans and printed matter.
The effectiveness of the strategy of immunisation in educational centres was assessed through prior census and the preparation of the effective programme that allowed for enrolment of the target population, compliance with the immunisation schedule and AEFI surveillance within the time projected for its conduct and monitoring.  
Strengthening strategic alliances with the educational sector from the national to the local level prior to vaccine introduction to include teachers and heads of families in census preparation for the enlistment of the target population and subsequent monitoring to complete schedules.

Developing specific communication activities for teachers and pupils with regard to unfounded fears and rumours, depending on the vaccine

Identifying strategic opinion leaders in each school among both teachers and heads of families as immunisation facilitators and spokespersons. 

Monitoring and evaluation of the immunisation strategy in educational institutions and on the community level with regard to coverage achieved with first and second doses; monitoring mechanisms to complete schedules; occurrence of adverse events, drop-out rate, etc. 




	
	5.1.2 Health planning and budgeting

	
	Please provide information on the planning and budgeting cycle in your country
The planning and budgeting cycle in Honduras observes a fiscal year from January to December.
Please indicate the name and date of the relevant planning document for health
Institutional Strategic Plan 2014–2018, Management Planning and Evaluation Unit (UPEG), 2014. Annual Operating Plan, Ministry of Health, 2015. UPEG 
Is the cMYP (or updated Multi-Year Plan) aligned with the proposal document (timing, content, etc.)
The Ministry of Health of Honduras, through the Expanded Programme on Immunisation, has implemented multi-year plans since 1990 based on the analysis of the national situation of the programme in all its components. Both the 2011-2015 and the 2016-2020 multi-year plans are considered basic elements supported by the following documents: Health Sector Plan up to 2021, National Plan up to 2038, Strategy for the Accelerated Reduction of Maternal and Child Mortality (RAMNI), the Millennium Development Goals (MDG) and the recommendations of the PAHO/WHO Technical Advisory Group (TAG) meeting on vaccine-preventable diseases for the Americas, the Regional and the Global Vaccine Plans. The Multi-Year Plan for 2011-2015 (fifth multi-year plan) and the preliminary document for 2016 -2020 present the activities by programme component and the funding required per year for programme operation for the period.
The multi-year plan for 2011-2015 and the preliminary plan for 2016-2020 are oriented towards maintaining achievements in eradication (polio), elimination (neonatal tetanus, measles, rubella and congenital rubella syndrome) and control (serious forms of infant tuberculosis, whooping cough, diphtheria, mumps, hepatitis B, invasive Hib diseases, severe rotavirus diarrhoeas, pneumococcal pneumonia and influenza) as well as their impact in terms of the decrease of disease and mortality through the annual achievement and maintenance of homogeneous immunisation coverage over the set target in the population under five, with emphasis on the under-two population, eleven-year-olds and groups at risk, promoting the conscious participation of the population in general and the family in particular, local governments, public and private sector institutions and organised civil society.
In the multi-year plan for 2016-2020 as compared with the previous five-year period (2011-2015), there is an increase in external cooperation in the vaccine and supplies component associated to rotavirus and pneumococcal vaccine co-financing, MMR procurement for the measles monitoring campaign, and the funding of inactivated polio (IPV) and human papilloma virus (HPV) vaccines through Gavi, the Global Alliance for Vaccines and Immunisation, with an annual budget averaging $ 18 million.  
The EPI plan of action for 2015 has included some activities from components of the HPV introduction plan.  Currently underway as a preliminary document is the multi-year plan for 2016-2020, which will be finished at the end of October 2015, and which includes all the activities relating to HPV vaccine introduction by components.
The 2015 plan includes all the actions, IPV introduction plans and key activities by component to strengthen immunisation service delivery. This year, the State assumes almost 80% of the cost of the new vaccines co-financed by Gavi: rotavirus and pneumococcal conjugate.  The 2016-2020 plan includes Gavi transition plan and health service strengthening support to reinforce strategic areas ensuring the sustainability of the health services that contribute to vaccination and immunisation.
In our country, as in other Latin American countries, the cancer that occurs most frequently is cervical cancer, representing 40% of all¹ cancers and 50% of the malignant tumours affecting the female population.  The World Health Organisation (WHO) estimates that the cancer problem ranks between second and third place as a cause of death, and will be the first on the global level by the year 2030. It is important to mention that, in Honduras, the problems relating to cancer have been evident in “ the unavailability of records with reliable data on the disease, the lack of a system of epidemiological surveillance in cancer, the lack of a unified and integrated management of cancer patients, the scarcity of human resources and dearth in training, the inefficient dispersal of the resources available for disease prevention, treatment and cure, the scarce and inadequate infrastructure and the insufficient equipment. All of these result in incomplete, inadequate and ineffective healthcare, to which higher disease and mortality rates due to the illness are to be added.  For this reason, the Ministry of health proposes the implementation of a strategic plan as a tool incorporating appropriate measures for an integrated approach to cancer care. The inclusion of HPV immunisation for the 11-year-old female population in both the EPI multi-year plan 2016-2020 and the national plan for cancer prevention and control will support the preventive component.
Please indicate the national planning budgeting cycle for health
The national planning budgeting cycle for the health sector observes the fiscal year in course from January to December: planning is initiated by the health sector and prepared in the framework of the law to establish the country vision and the adoption of a national plan, setting up a strategic alliance under the coordination of the Presidential Office Secretariat, the Finance Secretariat and the Technical Secretariat for Planning and External Cooperation, and linking the budget draft for the fiscal year in course with the projected budget of the previous year based on the fulfilment of targets and objectives. The Ministry of Health budget falls under the sector of development and social inclusion and corresponds to objectives and results per year, production results by institution and programme, and results by institution and project. The budget is set forth by expenditures, by funding source and comparative funding body, expenditure budget by institution and comparative programme, investment budget by funding source, expenditure budget by expense group, itemised object and funding source, and detailed expenditure budget by group of expense items and activities or works. The Ministry of Health prepares the budget draft from May to June of the current year for the following fiscal year, submitting this to the sector Office for Development and Social Inclusion, which in turn presents it to the Presidential Office Secretariat, the Finance Secretariat and the Technical Secretariat for Planning and External Cooperation for inclusion into the general budget of the republic for approval by the Sovereign National Congress in December of the fiscal year in course. 
 Please indicate the national planning cycle for immunisation
The national budget planning cycle for immunisation falls within the framework of the same process as the national budget planning cycle for the health sector. The budget line corresponds to Health Service Provision programme result in primary care, under the component of health promotion and disease prevention activities. In project results, immunisation figures in the line:  investment in a healthier country with better education for the people, under the section:  Strengthening maternal and child care services on the national level, and in the line: integrated healthcare to vulnerable groups in the framework of the strategy of: A thousand days for children, pregnant women and breast-feeding mothers.
The immunisation budget includes:  personal services, permanent staff for national programme operation, all aspects related to maintenance, repair and cleaning, and aspects related to travel expenses, tickets, materials and supplies.
Detailed budgets with regard to vaccines, syringes and other immunisation supplies are included in each health region in the framework of the decentralisation process.

	
	5.1.3 Preparatory activities

	
	Please provide an outline of all preparatory activities for vaccine(s) introduction or campaigns. If they are included in detail the Introduction Plan and/or Plan of Action, please cite the sections only.
Below are the details of activities from the multi-year plan relating to an effective HPV vaccine introduction and the activities relating to the specific introduction plan:
· Effective Vaccine Management Assessment (from 24 August to 11 September 2015) as a mechanism that will enable the identification of strengthening measures prior to HPV introduction.
· Conduct of two six-monthly EPI evaluations with the participation of regional technical teams, key technical regulatory units and cooperation partners, the last one held in July, which identified the coverage inferior to 95% achieved in all the vaccines during the last three years as a major problem to resolve, the main reasons for which were problems in the population denominator in 16 of the 20 regions and a weakened immunisation outreach strategy. 
· Implementation of nominal immunisation records (SINOVA), with regard to which a pilot experience has been in progress in four of the twenty health regions, and which is expanding to two new regions in 2015. 
· Data quality assessment to be conducted by an external PAHO team in November, to identify the areas to strengthen in terms of the information system.
Detailed preparatory activities contained in document 14, HPV Introduction Plan:
· Definition of target population by health region and establishment of the census.
· Determination of the requirements relating to stationery based on the population to immunise by educational institution as per census.
· Preparation of technical and operational guidelines on HPV immunisation.
· Assessment of cold chain storage capacity on the national level and in eight regional storage facilities.
· Vaccine, syringe and safety box procurement.
· Strengthening of vaccine distribution logistics.
· Maintaining stock management by VSSM on the national vaccine centre level and in the 20 health regions, enabling awareness of stocks and supplies on the national and regional level, as well as availability, input, outflow and safety reserves.
· Intra-institutional coordination, organisation of the central integration team and regional teams involving all authorities by activity, and extra-institutional relations on the level of the ICC, the Ministry of Education, medical associations, civil society, professional colleges, municipalities and NGOs.
· The organisation of crisis committees to investigate and handle rumours and AEFIs associated to the vaccine.
· Formulation of the national and departmental training plan for vaccine introduction by levels, determining requirements in staff and budget. 
· Formulation of a national communication strategy with nationwide coverage that will include the design, validation, production and distribution of informative and educational materials on the vaccine and the disease it protects against, addressed to health staff, teachers in educational centres and the target population. 
· Adaptation of the information system, incorporating the new vaccine into the immunisation card, record forms and the computerised system (SIVAC).
· Preparation of the supervision guide and determination of the monitoring and supervision plan oriented towards identifying progress and problems and to aid in decision-making.
· Supervision before, during and after vaccine introduction.
· EPI evaluation on all levels integrating the introduction of the new vaccine.

	
	5.1.4 Gender and equality

	
	Please describe any barriers to access, utilisation and delivery of immunisation services at district level (or equivalent) that are related to geographic, socio-economic and/or gender equity. Please describe actions taken to mitigate these barriers and highlight where these issues are addressed in the vaccine introduction plan(s).
In Honduras there are geographic, socio-economic and cultural factors proper to a developing country, among them overcrowding (more than 3 persons per room), lack of housing or housing without basic utilities (drinking water and/or sanitation services). The high economic burden (more than 3 dependents per working family member) taxes the demographic structure, with many minors depending on each adult and low levels of income. The presence of remote areas, to which the high index of violence, crime and internal and external migratory flows must be added, restricts universal access, both in terms of the population coming for immunisation services and the health services reaching out to the population. All these factors in the general country context do not allow for homogeneous immunisation coverage of 95% or more.
On the local level, despite reliance on a sustainable national immunisation programme in all the health establishments, the dearth of human resources to ensure outreach immunisation, basically to remote areas hard to access geographically and safely in addition to immunisation delivery in centres, the country has made outstanding progress in this respect, underscoring the formation of 355 family health teams (a physician, a nursing graduate, a nursing aide and a health promoter) distributed over 19/20 health regions, except for Gracias a Dios. Their main function is to attend to the health of an assigned population group through health promotion, disease prevention including immunisation, curing, rehabilitation and surveillance. With Gavi-HSS funding support, said teams will be trained in EPI standards in 2015.
Despite the efforts exerted in the EPI 2013-2017 National Health Promotion plan with Gavi-HSS fund support to promote the demand for immunisation services, the national communication strategy oriented to the population in general and to families in particular to promote the spontaneous demand for health services, particularly immunisation, requires sustainable reinforcement, strengthening the institutional structure on all levels and improving financing.  In the plans for 2011 to 2015 and for 2016 to 2020, emphasis will be placed on activities by component to reduce the gaps in immunisation service supply and demand, regardless of the living conditions affecting the population.
Discuss how equity issues (geographic, socio-economic and/or gender) are being taken into account in the design of social mobilisation and other strategies to increase immunisation coverage. Highlight where these issues are addressed in the vaccine introduction plan(s).
To avail of gender-differentiated statistics for the routine programme in the SESAL information system, a project for the design and implementation of the Nominal Vaccination System (SINOVA) was initiated in 2011. This currently provides information by gender in four of the 20 health regions where it has been functioning. Its extension is in progress with support from PAHO/WHO and Gavi-HSS funds. 
It is vital to underscore that, given the universal character of immunisation, no access barriers relating to gender and socio-economic equality should exist. In this aspect, ENDESA 2011-2012, clearly showed that there are no significant statistical differences with regard to equality in immunisation coverage rates for third pentavalent doses: the difference was 2.2% between the upper wealth quintile (98%) and the lower wealth quintile (95.8%), and by gender, coverage does not present any difference between males (95.5%) and females (95%), remaining similar for the other vaccines administered to two-year-old children.
The decision to exclusively immunise eleven-year-old girls was taken by the country on conducting an analysis of technical and political aspects (priority, disease burden, economic analysis, funding allocation) programmatic aspects and feasibility (installed cold chain capacity and vaccine supply). Nevertheless, health promotion and disease prevention activities are envisioned, addressed to children and oriented towards sexual and reproductive health, including cervical cancer information, on the school and community level, using an integrated approach.
In 2014, characterisation of the municipalities at risk showed that, of the 298 municipalities in the country, 75% (222) did not achieve pentavalent coverage higher than  95%. 60% of the population under one year of age in the country live in these municipalities. The plans for 2011-2015 and for 2016-2020 have both considered activities by components in order to offer immunisation services basically in the 222 municipalities where immunisation coverage is lower than 95%, and where the population aged one year and younger suffer more exposure, identifying, reviving and implementing local innovations to reach the more vulnerable populations of difficult geographic, socio-economic and cultural access, promoting the widespread participation of local governments, civil society and community leaders as managers with shared responsibility in their own health in the specific case of immunisation. 
Please indicate if sex disaggregated data is collected and used in immunisation routine reporting systems.
In the Nominal Vaccination System (SINOVA), which currently provides information on immunisation in children under five by gender in four of the 20 health regions where it is operative. With funding support from PAHO/WHO and Gavi-HSS, it is in the process of expanding to two health regions in 2015 and to eight regions in 2016. Its nationwide operation is expected in 2017.
Is the country currently in a situation of fragility (e.g. insecurity, conflict, post-conflict, refugees/and or displaced persons and recent, current or potential environmental disaster, such as flooding, earthquake or drought or others)? If Yes, please describe how these issues may impact your immunisation programme, planning for introduction of routine vaccines or campaigns and financing of these activities.
Honduras, like the other developing Latin American countries, currently faces multiple threats. Growing urban problems appear and reappear. Migration increases and new situations arise from environmental imbalance and its effects on the planet, triggering off disasters. Moreover, social inequality and inadequate living conditions are increasingly affecting vast sectors of the principally urban population. In this context, two basic situations are evident in the Honduran setting: public insecurity, provoked by economic aspects, food, sanitation, the environment, and personal and political circumstances, whereby the lack of personal safety, conceived in terms of delinquency and the homicide rate, generates mistrust, vulnerability and the growth of collective fears; to this must be added the fact that more than 60% of the Honduran population resides in zones affected by natural disasters such as draught, whereby over 80% of the country's produce for basic food consumption, such as corn and beans, has been affected, giving rise to hunger and increased poverty.  All these aspects have negative effects and hamper the achievement of universal access to immunisation and other health interventions, requiring specific measures for community incorporation, schedule changes based on population needs, and improvements in the working conditions of immunisation staff in the case of the routine programme and outreach drives with respect to specific campaigns or the introduction of new vaccines. In addition to all this, additional funding is required for immunisation in deferred schedules, for late afternoons, Saturdays and Sundays, as well as massive and widespread dissemination through local media and loudspeaker announcements, along with coordination between social compensation programmes, such as the 10,000 voucher for senior adults and secure housing, among others, so as to establish control mechanisms in relation to the immunisation status of the target population.
If available, please provide additional information and documents on subnational coverage data, e.g. comparing urban/rural districts or districts with highest/lowest coverage, etc.
Honduras in 2014 achieved general immunisation coverage of 85% in the population under one year of age and in children under two by health regions. It is observed that 80% (16/20) of the health regions are at risk due to coverage rates lower than 95% for all the vaccines, which have increased in comparison with 2013.  The six health regions with largely urban population distributions: Metropolitan Capital District (country capital), San Pedro Sula metropolitan area (industrial), Cortés, Atlántida, Copán and Choluteca, where over 50% of the target population of the country concentrates. These therefore account for the decline in immunisation coverage rates, since the number of immunised children decreased in comparison to 2013.  With regard to immunisation coverage in the population under two years of age by municipality, these are not homogeneous. During the 2012-2014 period, the number of municipalities at risk due to coverage lower than 95% on the national level increased for all the vaccines in comparison to 2010-2011. In 2014, for pentavalent, 75% (222) of municipalities did not achieve coverage higher than to 95%; these are distributed over 19/20 health regions and, according to characterisation, majority are rural, with less than 500 yearly births.
Please describe what national surveys take place routinely in country to assess gender and equity related barriers. Highlight whether this application includes any activities to assess gender and equity related barriers.
Honduras conducts the national health survey ENDESA every five years by way of routine. The last survey was conducted during the 2011-2012 period, analysing immunisation coverage for equity and by gender.

	
	5.1.5 Data quality

	
	Please attach a data quality assessment (DQA), report if one has been completed within the previous 48 months (DOCUMENT NUMBER: 13). If available, an improvement plan and progress report on the implementation of the improvement plan should also be submitted (DOCUMENT NUMBER: 16, DOCUMENT NUMBER: 17).
If DQA not available, please briefly describe plans to establish mechanisms for data quality assessment.
The last international data quality assessment on the immunisation programme was conducted by PAHO/WHO along with the multidisciplinary EPI evaluation in 2007, which produced findings and recommendations that were transformed into activities included in the multi-year plan for 2011 to 2015.
A new international data quality assessment is projected for 9 to 20 November 2015, to evaluate progress made and propose measures to improve data quality, under the technical guidance of the PAHO/WHO international team.
Please indicate what routine mechanisms to independently assess the quality of administrative data are in place, and if so what these mechanisms are and how they enable the country to track changes in data quality over time.
- The Department of Health plans to conduct the following systematically through its Health Statistics Area (AES):
· Quality assessment of the EPI information system in prioritised regions based on the drop-out rate criterion.
· Supervision of information system operation by regional, municipal and local levels in selected regions for good and bad performance.
- Systematically, the EPI conducts the following:
· Data quality checks on the different regional, municipal and local levels have been integrated into the EPI's general supervision process.
- Application of the supervision guide on data quality is also systematically conducted in the regions where the nominal vaccination system is implemented. 
Please detail what household surveys have been conducted in recent years to independently assess immunisation coverage and equity, and describe any survey plans for the coming five year period.
On the national level, every six months the Honduran Institute for Statistics (INE) systematically conducts the permanent household survey for multiple purposes analysing all aspects related to poverty, children's health, including vaccines, status of women and violence, family planning and other socio-demographic indicators. The last household survey showed that, in general, more than eight out of every ten children (85%) received all the vaccines established in the national immunisation schedule, which is congruent with the administrative coverage rates achieved   


	

	


	5.1.6 HPV specific facts


	
	
	Please demonstrate country’s ability to deliver a complete multi-dose series of vaccines to at least 50% of a one-year cohort selected from the population of 9-13 year old girls the target vaccination cohort in at least one typical district using a similar strategy to the one proposed for HPV vaccine delivery. For each district, fill-in:

	
	District Information
Name of the district
La Paz Municipality - Health Region No 12   
Size of population of the district
44,939
Describe how the district is divided into rural and urban areas:
70% of the municipality population is urban and 30% rural; 50% of the population are female and the urban area represents 65% while the rural accounts for 35%.    
The municipality is composed of 9 villages and 88 hamlets, with a regional hospital in the urban area and 11 rural health establishments.
It has 28 basic education centres with 3 schools, 5 within the urban limits and 26 in rural areas.

	
	Please specify what was the multi-dose vaccine used (HPV/TT/others)? What was the vaccination schedule?
HPV quadrivalent was used in a three-dose schedule, with application intervals of: 0 - 2 - 6 months.  
Describe the vaccination strategy used (school based, health centre based, mixed)? How was it carried out, who carried it out, who was the lead department/agency? What age/sex was the multi-dose vaccine delivered to? If it was school based, how many schools were targeted? Was it age based or grade based?
The demo introduction process for HPV introduction was conducted nationally in six regions, on the public and private school level in selected municipalities. 
In La Paz municipality, it was conducted in accordance with the following steps:  
· Planning and programming: definition of immunisation strategy for a captive population in educational institutions and in the field, through patients coming to the health services and notifying their villages. 
· Inventory of existing schools with the target population and request for enrolment census sent to the schools, thereby determining the population of girls aged 10 and 11 for each school.
· Development of strategic alliances and coordination with local educational authorities of the municipality, headmasters, municipal authorities and community leaders.
· Development of IEC plan oriented to the target population for the vaccine, parents and teachers; preparation of educational material such as murals, etc. 
· Preparation of informed consent sheet addressed to parents of the girls to be immunised.
· Conduct and coordination: A municipal coordinator was appointed for inter-programme coordination with the regional cancer and health promotion programmes and statistics. 
· Inter-institutional coordination on the level of educational district management and directors of primary education centres. 
· Preparation of a plan of action by component, definition of immunisation tactics with respect to school visiting hours, evaluation of cold chain operation, and supervision.
· Training: A municipal training plan was prepared in accordance with local resources and budget, lasting one day and including doctors, professional nurses, hospital staff and nurse aide training school personnel.
· Inauguration and immunisation launching. 
· Immunisation monitoring and supervision throughout the schedule administration period.
· Immunisation activity evaluation meeting with the participation of the central authority (EPI), the NGO ASHONPLAFA and municipal health management.
What was the number of targeted population? What was the number in target population who started the multi-dose series? What was the number in the target population who received all doses?
For this pilot experience in La Paz municipality, a target population of 2,677 girls between 10 and 11 years old was established, with an overall coverage of 97%.(2,589 )
100% coverage was achieved in the 10-year-old population in all three rounds, and 96% in the 11-year-old population.
Please provide the source of data for estimation of the target population:
The sources consulted for population were the INE and the enrolment census for the educational institutions in the municipality. 
If applicable, please detail what additional people beside the target population also received the vaccine:
None 

	
	Table 5.1.6: (Please refer to WHO/UNICEF JRF)

	
	Girl age
HPV 1st dose
HPV 2nd dose
HPV 3rd dose
9 years old
10 years old
11 years old
102,880
102,880
12 years old
13 years old
14 years old
+ 15 years old
Unknown

	
	Was there an evaluation of the ‘project’? If so, who performed it? Please provide a short summary of the evaluation methodology and/or provide the evaluation report if available (Document No: 21). Please ensure this summary (and/or the attached report) includes a costing analysis of the proposed delivery strategy or strategies. Refer to section 10. Attachments 3.
The pilot experience conducted in Honduras from 2011 to 2013 immunising girls aged 10 and 11 in 9 health regions was conducted in phases in coordination with two NGOs: the Honduran League against Cancer and ASHONPLAFA.
As regards the evaluation process, it was conducted in each health region. Details of methodology are given below:
· The national EPI prepared national guidelines for HPV vaccine administration in pilot regions, defining process indicators to monitor throughout the entire project in the monitoring component, as well as the conduct of evaluation meetings following the administration of each dose and a final meeting to compile lessons learned.
· The EPI prepared standardised guidelines for the conduct of evaluation meetings after each immunisation round. These gave details of methodology with regard to participating staff, time of duration, agenda, content of the document to present for each municipality and content of the presentation.
· The regional meetings after each round were conducted by the regional EPI manager, with the participation of municipal heads and nurses, who presented their results. The product was an immunisation report for each round that contained results, facilitators, constraints, interventions conducted and commitment plans.
At the end of the three immunisation rounds, regional evaluation was conducted under the guidance of the regional head, with the participation of central EPI, NGOs, the regional technical team, municipal heads and nurses, obtaining a final report on the experience with its results, a SWOT analysis and lessons learned as products. 
Considering that the project was conducted by NGOs, there were obstacles to specific cost analysis on doses per immunised child. Financial information was only available from one of the NGOs. 


	

	

	

	


	


	5.2. Baseline and Annual Targets (NVS Routine Support)


	
		
	Please refer to cMYP pages to assist in filling-in this section. 

		
	Number
Base Year
Baseline and Targets 
2014
2016
Total births
221,718
224,487
Total infants' deaths
5,009
5,396
Total surviving infants
216,709
219,091
Total pregnant women
260,845
264,744
Target population vaccinated with OPV3[1]
OPV3 coverage[2]
95 %
94 %
Target population vaccinated with DTP1[1]
212,287
208,773
Target population vaccinated with DTP3[1]
205,788
206,528
DTP3 coverage[2]
95 %
94 %
Wastage [3] rate in base-year and planned thereafter (%) for DTP 
5
5
Wastage [3] factor in base year and planned thereafter for DTP
1.05
1.05
Number of girls in the target cohort
0
102880
Target population vaccinated with 1st dose of HPV 
0
102,880
Target population vaccinated with last dose of HPV
0
102,880
HPV quadrivalent coverage 1st dose
0 %
100 %
HPV quadrivalent coverage last dose
0 %
100 %
First presentation HPV quadrivalent, 1 dose/vial, LIQUID
Wastage [3] rate in base-year and planned thereafter (%) 
5
5
Wastage [3] factor in base-year and planned thereafter (%)
1.05
1.05
Maximum wastage rate for HPV quadrivalent, 1 dose/vial, LIQUID
5 %
5 %
Target population vaccinated with 1st dose of Measles 
205,788
197,122
Measles coverage[2]
95 %
90 %
Annual DTP Drop-out rate [ ( DTP1 – DTP3 ) / DTP1 ] x 100
3 %
1 %
[1] Indicate total number of children vaccinated with either DTP alone or combined.
[2] Number of infants vaccinated out of total surviving infants.
[3] 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.
[1] Indicate total number of children vaccinated with either DTP alone or combined.
[2] Number of infants vaccinated out of total surviving infants.
[3] The formula to calculate a vaccine wastage rate (in percentage): [ ( A – B ) / A ] x 100 Whereby: A = the number of doses distributed for use according to the supply records with correction for stock balance at the end of the supply period; B = the number of vaccinations with the same vaccine in the same period.
	
		
	5.2.1 HPV specific targets
Single year cohort of girls to be vaccinated with HPV should be within the WHO-recommended target population of 9-13 year old girls.
Please specify the source of data that was used to estimate the number of girls in target and reported in the above table under “Target population vaccinated with HPV“
The population to immunise with HPV in 2016 corresponds to the cohort of girls aged 11 that year. 
This represents a total of 102,880 girls from the cohort to be immunised. Source: National Statistics Institute (INE), Honduras.
The expected target is 100% of the total cohort to be immunised.
Expected coverage is: 96% for first doses and 95% for second doses. This coverage is technically based on the country experience over the last ten years with the administration of the Td booster (tetanus-diphtheria toxoid) in the 11-year-old school-going population, where sustained coverage rates superior to 90% are achieved. 


	

	


	5.3. Targets for preventive campaign(s)


	
	
	Support for the preventive campaign will not be given this year  

	

	

	


	6. New and Under-Used Vaccines (NVS Routine)


	
	
	6.1. Assessment of burden of relevant diseases (if available)

	
	If already included in detail the Introduction Plan or Plan of Action, please cite the sections only.
Disease
Title of the assessment
Date
Results
Cervical cancer 
Basic Health Indicators 
2010
Cervical cancer occupies the first place among all the cancers affecting women, with a mortality rate of 40 for every 100,000 inhabitants 

It accounts for 40% of all malignant tumours.

It represents 60% of the all the cancers affecting the female population.




Cervical cancer
Progress in Cervical Cancer Prevention, Cervical Cancer Action Report, Source: Globocan       
April 2011: 
The cervical cancer report presents Honduras as having a mortality rate greater than or equal to 17.6 per 100,000 on the global scale.

	
	6.1.1 HPV burden specific information
Has the country undertaken an assessment of the burden of cervical cancer? If so, describe the burden, and when and how the assessment was done. If not, countries may report on Globocan data (available on the WHO HPV information Centre website at http://www.who.int/hpvcentre/en).
A study from the Department of Microbiology of the National Autonomous University of Honduras (UNAH), Human papillomavirus infection in Honduran women with normal cytology by N. Tabora et al, 2008, Tegucigalpa, Honduras, found that the global prevalence of HPV was 51%. Twenty-three types of HPV were found: VPH 16, 51, 31, 18 and 11 were the most common. The highest prevalence of cancer-associated types of HPV (15.0%) was found in women under 35. Apart from association with age, the major independent predictors of HPV infection were number of lifetime sexual partners, low socio-economic level and less than 5 previous pap tests.
The report Progress in Cervical Cancer Prevention, Cervical Cancer Action Report, Source: Globocan, April 2011 presents Honduras as having a mortality rate greater than or equal to 17.6 per 100,000 on the global scale. In the analysis of data from Latin America and the Caribbean, it indicates that women between 35 and 54 repeatedly account for the highest proportion of yearly deaths. On the world scale, the proportion between death and the incidence of cervical cancer is 55%; i.e., death for every 1.8 cases. Nevertheless, there are evident regional differences related to healthcare quality. According to a study conducted by the International Agency for Research on Cancer (IARC), the five-year survival of women with cervical cancer in developing countries oscillates between 28 and 64.9%, whereas in the US, this survival is 70.1%. 
Cervical cancer is one of the clearest examples of inequality in health and disease burden, whereby Honduras, together with Nicaragua, El Salvador and Bolivia, are the countries where the problem is at its most serious, with incidence rates higher than 35 for every 100,000 women and high mortality due to deficient social and economic conditions. A mortality ratio of 0.52 makes it the third among the 25 countries in the region.  Nuevos paradigmas y desafíos en la prevención y control del cáncer cérvico uterino en América Latina, Public Health, Mexico,  2010.
Describe the existing cervical cancer prevention and control activities.
As regard prevention and control activities for cervical cancer, since 1997, by virtue of presidential resolution 0311, the country has had a manual of Standards and Procedures for Cervical Cancer Prevention and Control within the framework of the activities of the national cancer control programme, representing a basic instrument to promote education in health and the detection, diagnosis and treatment of pre-malignant and malignant forms of cervical cancer. In this context, it deals with unifying the criteria for women with priority in cytology sampling, systematising and unifying the technique of cervical cytology, providing guidance for cytology reporting and proper referral in accordance with results, unifying the management of malignant gynaecological pathologies (pre-invasive and invasive pathologies detected by cervical cytology), and establishing the monitoring mechanisms for cases tested positive for malignity. 
The components of the cervical cancer prevention and control programme are: 
· Detection and recruitment oriented to cervical cytology promotion by informing and educating the population, addressing women with active sexual lives in accordance with risk criteria. Cytology will be performed every year.
· Cytology report and steps to take, oriented to the interpretation of results for monitoring in accordance with the standards established with regard to: negativity, slight or moderate inflammation, or severe inflammation.
· Diagnosis and treatment oriented to identifying the need to repeat cytological examination depending on results, and indicated treatment as per diagnosis.
· Social education, communication and participation oriented to: the population of women who have started their sexual lives and the population in general, regarding the importance of prevention, early diagnosis, timely treatment and other gynaecological procedures through direct and group education, using dissemination techniques such as talks, flip charts, etc., and taking advantage of basic package delivery or home visits.
Flow charts on cytology results, biopsy as per cytology result and clinical staging are available. 
Has the country developed a roadmap or strategy for establishing or strengthening a national comprehensive approach to cervical cancer prevention and control? Yes
If Yes, please attach and refer to section 10. Attachments (Document No 19)
If No, are there plans for the country to develop such a roadmap or strategy in the future? Please describe- when, who will be leading the development of the plan, and which agencies will be involved.
The country has a National Strategic Plan for Cancer Prevention and Control 2009 - 2013 that serves as the working guide for decision-making, which prioritises the components of health promotion and cancer prevention, healthy lifestyles, early detection and screening, assistance management, research and epidemiological surveillance. Cervical cancer is included in this plan from an integrated approach of prevention, health promotion, diagnosis, early detection, treatment and palliative care, under the guidance of the Directorate of Standardisation since 2014. This currently includes the HPV immunisation plan as a preventive measure. 
The country has a national programme of integrated care for adolescents with a multi-sector, multidisciplinary and participative approach that strengthens the mechanisms of coordination and social mobilisation. Service delivery is based on integrated healthcare through the combination of prevention, health promotion, early detection, timely treatment and rehabilitation, implemented in three spheres of action: lifestyle, the environment and health services. This programme comprehends the right of adolescents to care at the health services for any reason on working days during working hours with no fixed calendars or schedules, providing integrated and differentiated healthcare for their physical, psycho-social, sexual and reproductive health, enlisting them as early as possible and evaluating them at least once a year to promote and protect their health, determining protective factors against health risks and damages. 
The components of the plan are oriented towards: health promotion with community participation centred on adolescents, care for adolescents at the health establishments, reproductive health, psycho-social health, oral health, nutrition, and the most frequent diseases.
In the reproductive health component, the standards project for all the measures relating to menstrual cycle disorders, early pregnancies, alterations in sexual maturity, and sexually active adolescents and males. Likewise, the country avails of a strategy of user-friendly services in sexual and reproductive health as part of the national programme of integrated healthcare for adolescents, the principal intervention of which is the promotion and protection of sexual and reproductive health, training in STI and HIV/AIDS prevention, family planning, teenage pregnancies and the prevention of risk behaviour. 
The country also avails of a standards manual on integrated women's healthcare that purports to contribute to raising the biological and psycho-social health level of the female population, measures of health promotion, disease prevention, healthcare and health recovery for family and community well-being as a whole, with a view to the specific objectives of decreasing disease and mortality due to cancer in women, extending coverage and intensifying the promotion of testing and the prevention and diagnosis of pre-invasive cervical lesions and other neoplasms. The chapter on gynaecological care, number 1, considers that, regardless of the reason for consultation, integrated preventive measures should be taken every time a woman is attended to, which include yearly pap tests. Any woman whose pap results indicate HPV infection, low or high-grade inter-epithelial lesions and cervical cancer will be referred to the cervical and colposcopic pathologies unit.
The following are considered priority activities in the framework of the strategic plan for implementation:
· Health promotion and cancer prevention through the encouragement of healthy lifestyles in the population and the reinforcement of educational programmes. 
· Strengthening the health services to increase user enlistment in methods of early diagnosis, screening and timely treatment. 
· Implementation of palliative care systems, improving quality of life for patients, the family and the community.
· Development of institutional cancer research.
· Strengthening and unifying the national register of general cancer cases, particularly cervical cancer.
· Development of the surveillance subsystem in the context of national epidemiological surveillance.
· Development of a training and capacity-building plan for human resources by levels.
6.1.2 Delivery strategy for HPV vaccine
Please specify the chosen age cohort for HPV vaccination: 11 years old
Please describe the HPV vaccination strategy and plan (when vaccinations will be scheduled, who will do vaccinations, how will the vaccine logistics be assured, coordination between the schools and health personnel, the plan to ensure all three doses are delivered, and plans for reaching girls who may be absent on the day of scheduled vaccinations, etc.)
The HPV introduction plan will have nationwide coverage, in 20 health regions and 298 municipalities.
It will be implemented starting in April 2016 under the directors of the health regions and health services, who will delegate responsibilities to the municipal heads while these delegate to every health establishment head.
The target is to immunise 100% of the 11-year-old girls, for which expected coverage is 95%, since 93% of this population is concentrated in public and private basic primary education centres. Coordination will be established with the Ministry of Education on the departmental and municipal levels to draw up the census of this age group population.
Immunisation strategies and tactics will be oriented to permanent immunisation in health establishments by spontaneous demand. Immunisation to the captive population from public and private centres of education will be conducted through outreach activities, mobilising school immunisation teams on two occasions: once in April for administration of first doses and a second time in October to complete the second doses. Immunisation of the non-school-going population will be done on the community level by mobilising teams to the communities, coordinating activities with promoters, community leaders and health agents. Monitoring will be ensured to complete the two-dose schedule by means of the census drawn up for the purpose.
HPV will be incorporated nationwide into the immunisation schedule starting on 1 April 2016 through the sustained in-centre and outreach immunisation programme. Immunisation with HPV vaccines will be done by health personnel from the Ministry and the following have been projected as key aspects:
· To draw up the census of 11-year-old girls in every educational institution upon initial enrolment and, prior to immunisation, to send it to the local EPI coordinator for scheduling during the month set by the national guidelines.
· Coordination of the immunisation calendar on the level of the educational centres, organising working committees under educational department and district guidance, with the participation of the technical committee spearheaded by the health institution.  
· Coordination of the announcement to heads of families in order to inform about the strategy of immunisation against HPV with the educational authorities.   
· Prior to immunising the target population, dispatch of written notice to parents, informing them that their daughters are to be immunised against HPV with a two-dose schedule.
· Allowing entry to the immunisation team and providing the collaboration of teaching staff during implementation of HPV immunisation activity.  
· For those girls not immunised during the timetable or the day programmed for the educational institution, the immunisation team must indicate on their forms the date and health institution where they are to go in order to have their immunisation schedules updated.
· Conduct of two immunisation operations on the captive population in the schools of the health regions as per census drawn up previously, for the administration of first and second doses.
· Search of school-going population immunised with first doses who may have abandoned the educational centre to complete the schedule.
· The girls must be immunised in each classroom by selected grade. Avoid immunisation in the corridors.
The logistics with regard to vaccines, supplies and stationery are to be assumed by each health region and, on the municipal level, by each health service.
An immunisation list by grade and educational centre setting forth the name of each girl, residential address, date the first dose was administered and schedule for second dose will be used to ensure immunisation with two doses.
Only the cohort of eleven-year-old girls will be immunised and the vaccine will be ensured for girls receiving their first dose at 11 who did not complete their second dose at that age.
It is to be considered that Articles 50 and 145 of the Constitution of the Republic acknowledge the right to the protection of health and determine it the duty of everybody to participate in the promotion and preservation of individual and community health, and that the Vaccine Act, in Article 2, single chapter, makes it mandatory for all residents of the Republic to submit to immunisation against the vaccine-preventable diseases determined by the State Secretariat in the Department of Health. In this context, to immunise the population of eleven-year-old girls, prior to the activity, heads of families will be informed in writing about their daughters' immunisation. The written consent of parents is not required.
The strategy of immunising the school-going population in captive groups involves all public and private immunisation centres, whether lay or religious.
Irrespective of the strategy, provide a description of existing health services and/or health education currently being provided to young adolescents (both girls and/or boys) within the 9-13 year old age group; and indicate and potential synergy by integrating with HPV vaccination:
a. For health services (this can include: what health services are provided, to which age/sex group, whether it’s mandatory or voluntary, regularly or ad-hoc, in school or out of school, who provides these (government, NGOs), how often, what is the uptake in the community, how is it perceived by the community.)
The National Health Plan 2014-2018, based on the Constitution of the Republic, through the agency of the Department of Health and in keeping with the country mission and Plan for Action for 2010-2038 – the objective of which is to attain a Honduras free of extreme poverty, educated and healthy, with consolidated systems of social welfare towards the achievement of 90% in health coverage on all levels of management – has a health model based on integrated pluralism, understood as the provision of services open to all public and private institutions, and subject to the separation of governance institutions and service-providing systems, decentralisation, healthcare and management models, and systems of financing, monitoring and evaluation, and community organisation.
As of 2015, the SESAL service network has a total of 1,732 health establishments, represented by 29 national and regional hospitals, 444 dental and medical centres (CESAMOS), 1,085 rural health centres (CESAR), 32 73 maternal and paediatric clinics, 4 peripheral emergency clinics (CLIPPER), 15 dental teaching centres, family counselling centres specialising in handling domestic violence and other cases, including regional laboratories, the IHSS, and other private centres. The current health model focuses on individuals, the family and the equitable community. Considering its economic characteristics, it consists of three components:
· Healthcare and health service delivery: this is based on knowledge of the health needs and demands of individuals, families and communities. It prioritises, structures and organises the care provided by health services in an integrated, complete, continuous and equitable manner, promoting the active participation of the family, the individual and the community. 
· Service management: this provides guidelines for planning, organising and controlling health service delivery. 
· Financing: this considers the aspects relating to funding sources and mechanisms.
The plan takes the population into account in its different life cycles: childhood, adolescence and adulthood. 
Childhood: from 0 to 9 years of age, in accordance with priority risks and interventions, in the light of the Childhood and Adolescence Code of Honduras. 
Adolescence: from 10 to 19 years of age, with two sub-groups: 10 to 14 and 15 to 19. 
Adulthood:  from 20 to 64, in groups of young adults from 20 to 34 and adults from 35 to 64. 
Senior: older than 65. 
Service types for children and adolescents: health promotion and disease prevention activities including facilitating food supplies and proper nutrition, drinking water supply and basic sanitation, maternal and children's healthcare including maternal and infant mortality, family planning, immunisation, treatments for common illnesses, diseases of interest such as HIV/AIDS, epidemiological surveillance, health surveillance, etc.
It is vital to underscore that Honduras has routinely immunised children in educational centres with Td boosters nationwide since 2002, achieving coverage rates over 90%. Hence, starting in 2016, the HPV vaccine will be included.
b. For health education (this can include: the topic, whether it is national, sub-national, in school or out of school, who provides the education, how often, is it in the school curriculum, are there NGOs providing these? How is it perceived by the community? Has there been an evaluation and if so, how was it evaluated and what were the findings?)
One of the basic activities in primary healthcare is education for individual health and the health of the entire population oriented towards prevalent health problems, prioritising children and adolescents and indicating methods to prevent and control these problems. This is conducted on the departmental, municipal and health establishment levels, incorporating schools and basic education centres as key players in the process, laying emphasis on the prevention of teenage pregnancies, HIV/AIDS, violence, sexual abuse and immunisation.
Joint strategies in health and education are continuously being implemented to promote healthy lifestyles in the school environment, identifying risk factors in the 9 to 13-year-old population. 
Please describe the communications and social mobilisation plan for the HPV vaccination strategy (what activities will be done to educate and raise awareness of the vaccination plan to the target population, their parents/guardians, the wider community, community leaders, groups of influence, etc.; who will provide this education and what materials will be used; how often will these activities occur vis-a-vis the proposed vaccination schedule.)
The communication and social participation plan for the HPV vaccination strategy is based on the EPI 2013-2017 health promotion plan, with the broad participation of all mass media, local loudspeaker announcements and printed matter, and objectives oriented towards:
· Offering mothers, fathers or guardians, teachers, social leaders and the target population information regarding the immunisation procedure programmed in the educational institutions of municipalities.
· Managing the mobilisation of human, technological, logistic and financial resources together with the different institutions involved, community organisations and civil society, so as to maximise the promotional process supporting HPV immunisation towards achievement of the targets proposed.
· Designing and producing communication materials with clear, motivating messages to transmit information and generate social communication, to be properly and efficiently used by the different networks of local institutional communicators and strategic allies.
The main activities of the plan centre on:
· Preparation, validation and implementation of the communication plan and local proposal for promotion, communication and social mobilisation with regard to immunisation to prevent HPV-associated cervical cancer. 
· Design, validation and production of communication materials defined in accordance with the objectives established for the departmental, municipal and local strategic communication campaign on HPV immunisation and the conduct of local loudspeaker announcements inside the schools prior to beginning immunisation.
· Dissemination of the communication strategy on the regional, municipal and local levels.
· Training the technical, regional, municipal and local teams, partners and strategic allies in plan implementation.
· Distribution, and guidelines for the placement of educational materials.
· Follow-up activity, supervision, monitoring and evaluation of the plan on the different levels.
· Programming and conducting educational sessions with teachers and religious leaders towards organisation and coordination in the conduct of dialogues with heads of families and the target population, to motivate them to benefit from the vaccine.
· Conduct of competitions for murals, literary compositions, theatre and other forms of expression, awarding the best three entries for each region, and coordinating sponsorship of the prizes to be awarded in each health region with NGOs.
Communication materials will be produced for use on the different media available, in accordance with methodological instruments on the proper use of communication materials or tools such as:
· Poster with the updated national immunisation schedule including HPV, addressed to health staff, educational institutions and the population.
· Promotional poster on HPV implementation addressed to health establishments, strategic inter-sector allies and opinion leaders.
· Updated poster on immunisation techniques, including HPV, for health establishments.
· Pocket card containing the national immunisation schedule for health staff performing immunisation activities.
· Preparation of promotional banner for the official national and regional launching.
· Definition of promotional messages and material for use on social networks.
· Radio and television spots.


	

	


	Please select strategy that the country will choose to deliver the HPV vaccine: Mixed strategy


	
	

	

	
	
	School-based strategy

	Honduras: strategy to deliver HPV vaccine does not include a "School-based strategy"
INSTRUCTIONS
Description should include:
Primary/secondary/tertiary, grades in each category, majority age in each grade
Number of schools in the country (public/government schools, private school, or other categorization if possible and relevant for the country)
What is the school year (which month to which month)
When are the school holidays? (Approximated months, days if possible)
When are the major examinations? (Approximated month)
Education in Honduras is defined by student age and learning level.
· Pre-school (pre-basic education) from 4 to 6 years of age, with a duration of three years, includes nursery levels leading to the first steps of formal education, writing, handicrafts, learning words, singing and the alphabet. It is mandatory and is given in two modes: formal in kindergartens and non-formal in non-formal education centres, community preparatory school centres and community education centres. There are around 460 centres. 
· Free compulsory primary (basic) education is given to children between 7 and 12, for a duration of six years, from grades one to six. Since 2000, it has been called the system of basic education up to the ninth year; i.e., three years more. It covers basic secondary education, knowledge of values and skills for personality development, preparation for life, and permanent learning.  It consists of three cycles: from first to third grade at 6 to 8 years, from fourth to sixth grade at 9 to 11 years, and from seventh to ninth grade at 12 to 14 years.
· Secondary education (middle school) is given to students aged 13 to 18 following compulsory education and is called complete or technical schooling. It is given in two cycles: common and diversified. The common cycle is called general information, lasting three years, and the diversified cycle includes courses in accordance with study methodology, lasting two to three years. It is divided into two modalities: academic and vocational. The academic cycle is a qualification in sciences and letters lasting two years. It offers a scientific and humanistic background for continuing studies on the university level, while the vocational modality, lasting two to three years, enables the student to have an occupation for accessing a job (agriculture and livestock education, industrial education, administrative services, environmental education and civil works).
· Higher learning given to students 17 and above: higher intermediate education covers university bachelor’s and technical degrees, while the superior university level includes specialisations in the bachelor's degree courses through diploma qualifications, master's degrees and doctorates.
The academic year begins in February and ends in November. It covers a total of 40 weeks of classes and 200 teaching days, with a vacation period around the months of December and January and a one-week recess in June.
There is a total of 23,219 educational centres: 21,425 are official, 106 are semi-official, and 1,668 are private. Of these, 1,366 are bilingual. 
The most important examination periods are monthly, quarterly, six-monthly evaluations and finals (between October and November). The evaluation system includes daily work evaluation, a minimum of two tests, concepts and attendance. 
Please specify whether girls will be vaccinated by selection of a not selected
Table 6.1.2 a
Number of
Base year
Target year
2015
2016
Target population of girls in chosen age 
102,880
Girls of chosen age enrolled in schools 
95,678


	

	

	


	If girls are to be vaccinated by a specific grade, please specify grade

	and provide the below data relative to the target grade:

	Table 6.1.2.b


	
	
	Age of girls in grade
Number of girls in grade / age
% of girls in targeted population
8 years old
0
0
9 years old
0
0
10 years old
0
0
11 years old
102,880
100
12 years old
0
0
13 years old
0
0
14 years old
0
0
TOTAL girls 9-13 years old
102,880
100
TOTAL girls 14 years old and above
0
0
Total
102,880
100

	
	Note:
(1) To add new Age of girls in grade, clock in the New item icon in the Action line. Use the Delete item icon to delete a specific Age of girls in Grade.
Please provide a source for the enrolment data (e.g., national statistics office, MOE, recent census, school registers, etc.) 
The enrolment data on the girls in the educational establishments of the Ministry of Education on the level of departmental and district directorates and educational centre directors will be provided through initial school registration and through the school census of the 11-year-old population by grade upon the start of immunisation.
The registered school-going population will be corroborated by municipality against the 11-year-old population established by municipality as per the INE. 
How will the school-based strategy capture those girls not in school? (Will out-of-school girls be invited to join school-attending girls on the days of vaccination? Will separate outreach sessions be scheduled for them? Will existing outreach posts be used? Will out-of-school girls be asked to come to the local health centre? Will vaccination nurses do home visits?)
Considering that 93% of the population in basic education goes to school, the target population not attending educational centres will be enlisted by each health establishment in coordination with community leaders, local committees, health agents, and a population census drawn up for the non-school-going 11-year-old population. 
The main strategies to be used are:
· Offer of immunisation by spontaneous demand at the health service.
· Referral of this population to the health establishments.
· Announcement through community leaders or health agents for subjects to come to the school on the day of immunisation. 
· Active search for this population in routine immunisation outreach activities as per field census. 
· Enlistment in supplementary national activities such as the annual immunisation week.
· Immunisation through family health teams.
· Immunisation in special centres for adolescents at social risk (orphanages, teenage assistance and social adaptation centres, etc.)
If any, please describe special considerations to be made for marginalised or migrating populations?
The same strategies could be applied incorporating mobile post strategies in places of high population density. In peripheral urban centres, special immunisation operations will be conducted at weekends, coordinating activities with community leaders, employers, churches or 

	

	
	Health centre-based strategy

	Please describe the health system and services for the target population at the health centres: (This can include:
Number and type of health centres in the country by level (national, sub-national, district), (by public/government, private, or other categorization relevant for the country and if available).
What services for 9-13 year old girls are routinely available in these health centres?
What are the general operating day/times for service delivery in the health centres?
How vaccinations are delivered in the existing health centres? By whom, to what population, etc.)

	As of 2015, the SESAL service network has a total of 1,732 health establishments, represented by 29 national and regional hospitals, 444 dental and medical centres (CESAMOS), 1,085 rural health centres (CESAR), 32 73 maternal and paediatric clinics, 3 peripheral emergency clinics (CLIPPER), 15 dental teaching centres, family counselling centres specialising in handling domestic violence and other cases, including regional laboratories, the IHSS, and other private centres. The new health model focuses on individuals, the family and the equitable community, considering its economic characteristics.
Immunisation services are offered in the public sub-sector: 1,627 SESAL establishments and 14 IHSS centres, and as well in the private sector.
Immunisation in public health facilities is a permanent service from Monday to Friday, for eight working hours, from 8 am to 4 pm, with some health centres working late afternoons.
Routine Td (tetanus-diphtheria toxoid) is offered for this age group as booster and MR (measles-rubella) in case they are not immunised.
Vaccines are administered in observance of the immunisation schedule current for 2015, considering vaccine type, age of administration, number of doses and administration technique. The immunisation units avail of all the vaccines on the national schedule: for children from newborns up to 4 years of age, for adolescents from 10 to 18, for pregnant women and for groups at risk. 
Vaccinations are performed by the nursing aides in the health establishments.
How will the health centre-based strategy capture all the girls who are eligible? 
They will be directed to immunisation through the services offered, as out-patients, in emergency or in dentistry, etc. Any contact with health establishments must serve as an opportunity to offer immunisation or verify the girls' HPV immunisation status. 
Field teams in the rural areas make it possible to offer HPV immunisation to the target population at the same time as immunisation for children.
If applicable, please describe special considerations to be made for marginalised or migrating populations? 
Marginal populations are generally high risk populations due to situations of insecurity, violence and criminality, with a high degree of school abandonment. Special strategies will be identified on the local level, getting band leaders involved to conduct special immunisation drives on agreed schedules and days, with widespread social mobilisation, communication and local loudspeaker announcements.


	

	

	


	6.2. 6.2 Vaccine requested (HPV quadrivalent, 1 dose/vial, LIQUID)

	As reported in the cMYP, the country plans to introduce HPV quadrivalent, using HPV quadrivalent, 1 dose/vial, LIQUID.

	When is the country planning to introduce this vaccine? April 2016

	Please note that, due to a variety of factors, the launch date may vary compared to the date stipulated in the application. Gavi will work closely with countries and their partners to address these issues.


	
			
	6.2.1. Co-financing information
If you would like to co-finance an amount higher than the minimum, please provide information in Your co-financing row.

			
	Country group
“Graded”
		
			
	Year 1
2016
Minimum co-financing
2.25
Your co-financing (please change if higher)
2.25
	
			
	6.2.2. Specifications of vaccinations with new vaccine

			
	Data from
Year 1
2016
SP - Number of children to be vaccinated with the 1st dose
Table 5.2
#
102,880
SP - Number of children to be vaccinated with the 2nd dose
Table 5.2
#
102,880
SP - Immunisation coverage with the second dose
Table 5.2
#
100 %
Country co-financing per dose
Table 6.2.1:
$
2.25
	
			

	

	

	

	


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

	2016
Number of vaccine doses
#
135,100
Number of AD syringes
#
144,200
Number of re-constitution syringes
#
0
Number of safety boxes
#
0
Total value to be co-financed by the Country [1]
$
688,500
[1] The co-financing amount for intermediate and graduating countries indicates the cost of the vaccines, related injection safety devices and any freight charges. The total co-financing amount does not contain the costs and fees of the relevant Procurement Agency, such as contingency buffer and handling fees. Information on these extra costs and fees will be provided by the relevant Procurement Agency as part of the cost estimate to be requested by the Country.

	6.2.4. Portion of supply to be procured by Gavi (and cost estimate, US$)

	2016
Number of vaccine doses
#
135,100
Number of AD syringes
#
144,200
Number of re-constitution syringes
#
0
Number of safety boxes
#
0
Total value to be co-financed by Gavi
$
688,500


	

	

	

	

	


		6.2.5. New and Under-Used Vaccine Introduction Grant

		
		Calculation of Vaccine Introduction Grant for the HPV quadrivalent, 1 dose/vial, LIQUID

		
		Year of New Vaccine Introduction  
Girls in the cohort (Table 5.2)
Share per girl in the cohort
Total in US$
2016
102,880
2.40
246,912

		The Grant will be based on a maximum award of $2.40 per infant in the birth cohort with a minimum starting grant award of $100,000

		
		Please describe how the Gavi Vaccine Introduction Grant will be used to facilitate the timely and effective implementation of critical activities in advance of and during the introduction of the new vaccine (refer to the cMYP and the Vaccine Introduction Plan).

		
		The Gavi grant will be used to support implementation of HPV vaccine introduction in the following components: 
· Training: printing of technical operating guidelines for HPV immunisation, preparation of regional, municipal and local training plans, national, regional and municipal training workshops, with participation of technical, departmental, municipal and local personnel, NGOs, managers of departmental and district directorates and basic education centres in the educational system.
· Social communication: communication strategy implementation, design, validation, production and distribution of educational materials and local loudspeaker announcements. 
· Execution: immunisation operations in municipalities at risk, consisting of logistics and mobility support and travel allowances for vaccinators and support personnel.
· Information system: support for printing daily and consolidated record forms, cards, follow-up lists and coverage graphs.
· Cold chain: support for the distribution and storage of vaccines and supplies. 
· Supervision: on all the levels of the introduction process during the stages of scheduling and implementation.
· Evaluation: national six-monthly meeting on the outcomes of plan implementation.  

		
		Please complete the ‘Detailed budget for VIG / Operational costs’ template provided by Gavi and attach as a mandatory document in the Attachment section.

		
		Detailed budget attached as Document No. 28.

		
	Where Gavi support is not enough to cover the full needs, please describe other sources of funding and the expected amounts to be contributed, if available, to cover your full needs.

		
	The government of the Republic of Honduras will contribute the national counterpart required and transact additional funding with other cooperation partners to co-finance and complete plan implementation. 
· Central government: 59%
· Gavi:  25% 
· Other cooperating partners: 16%

		
	6.2.6.Technical Assistance
Please describe any particular area(s) the Ministry would require technical assistance to support the introduction of HPV quadrivalent.


	

	

	

	


	7. NVS Preventive Campaigns


	
	
	Support for the preventive campaign will not be given this year  

	

	

	


	8. Procurement and Management


	
		
	8.1 Procurement and Management of New and Under-Used Vaccines Routine

		
	Note: The meningococcal vaccine must be procured through UNICEF to be able to access the price awarded by the Advance Market Commitment (AMC).

		
	a) Please show how the support will operate and be managed including procurement of vaccines (Gavi expects that most countries will procure vaccine and injection supplies through UNICEF or PAHO’s Revolving Fund).
According to the Vaccine Act (Decree 288 of 2013), Chapter IV, budget, procurement, taxes and allocations, Article 43 stipulates that all purchases of vaccines, syringes, safety boxes, equipment, and materials, among other items SESAL may acquire for the EPI, must be made through the mechanisms of the PAHO Revolving Fund.
If an alternative mechanism for procurement and delivery of vaccine supply (financed by the country or the Gavi Alliance) is requested, please document:

A description of the mechanism and the vaccines or commodities to be procured by the country

Assurance that vaccines will be procured from the WHO list of pre-qualified vaccines, indicating the specific vaccine from the list of pre-qualification. For the procurement of locally-produced vaccines directly from a manufacturer which may not have been prequalified by WHO, assurance should also be provided that the vaccines purchased comply with WHO’s definition of quality vaccines, for which there are no unresolved quality problems reported to WHO, and for which compliance is assured by a fully functional National Regulatory Authority (NRA), as assessed by WHO in the countries where they are manufactured and where they are purchased.
The HPV vaccine is being introduced into the routine immunisation programme starting in 2016 and will be offered permanently in all the health establishments, not as part of an immunisation campaign. 
c) If receiving direct financial support from Gavi (such as operational support for campaigns or VIG activities), please indicate how the funds should be transferred by Gavi.
NA 
d) Please indicate how the co-financing amounts will be paid (and who is responsible for this).
The Gavi resources for co-financing HPV vaccine procurement, corresponding to 50 % of the total cost for 2016, will be paid directly into the PAHO Revolving Fund and into the transition plan. 
Following is a description of procedures:
· The grant funds will be managed through PAHO/WHO, exempt from administrative costs, in accordance with the procedures established by PAHO.
· Once the funds have been transferred to PAHO/WHO in the country, the EPI, based on the introduction plan budget, will channel requests through the State Secretariat for the Health Department.
· PAHO/WHO, based on the requests, will send cheques to the SESAL Administrative Management for the funds to be implemented on the central level and will send them directly to the accounts of health regions for those activities implemented on that level.
The implementing units must liquidate the funds allocated before PAHO in keeping with the standards established, submitting supporting vouchers and a technical report. 
e) Please describe the financial management procedures that will be applied for the management of the NVS direct financial support, including procurement.
The financial mechanism used in the first HSS support tranche through PAHO will be applied. 
f) Please outline how coverage of the introduced vaccine will be monitored, reported and evaluated (refer to cMYP and Introduction Plan).
Monitoring to measure coverage achieved in the population of school-going and non-school-going 11-year-old girls will be conducted monthly using outcome indicators such as: 
· % of immunisation coverage with first and second doses. 
· % of coverage per educational institution.
· Drop-out rate.
· % of non-school-going population immunised.
Likewise, the evaluation process will take account of the process indicators per component and the introduction plan activities:
· % of health regions and municipalities with action plans prepared and implemented.
· % of committees formed on the regional, municipal and local levels. 
· % of health establishments, strategic allies and NGOs with disseminated guidelines.
· Number of primary and basic educational institutions on census.
· Number of girls by simple age (11 years) per grade and educational institution.
· Number of non-school-going 11-year-old girls.  
Periodic reports will be prepared as established by Gavi, the current cMYP and the current Immunisation Plan.
g) If applying for measles second dose, does the country wish to have the support in cash or in-kind? N/A

		
	8.2 Procurement and Management for NVS Preventive Campaign(s)

		
	Support for the preventive campaign will not be given this year  

		
	8.3 Product licensure

		
	For each of the vaccine(s) requested, please state whether manufacturer registration and/or national vaccine licensure will be needed in addition to WHO prequalification and, if so, describe the procedure and its duration. In addition, state whether the country accepts the Expedited Procedure for national registration of WHO-prequalified vaccines.
Note that the necessary time for licensure should be factored into the introduction timeline and reflected in the Vaccine Introduction Plan or Plan of Action.
The HPV vaccine is licensed by the SESAL National Regulatory Authority (NRA).
The vaccines on the national immunisation schedule acquired by SESAL through the PAHO Revolving Fund for vaccines, having been prequalified by WHO, are covered by a legal framework contained in the Regulations for Products of Interest to Health, which ensure a special procedure based on review of the documentation for the release of each vaccine batch, in contrast to those brought in through the private sector.
For each of the vaccine(s) requested, please provide the actual licensure status of the preferred presentation and of any alternative presentations, if required.
The HPV vaccine is licensed by the SESAL National Regulatory Authority (NRA).
Please describe local customs regulations, requirements for pre-delivery inspection, special documentation requirements that may potentially cause delays in receiving the vaccine. If such delays are anticipated, explain what steps are planned to handle these.
There is an operating procedure described in detail in the national guidelines for vaccine customs clearance, which determines:
· Before the arrival of each vaccine shipment, the supplier must send the related documentation with vaccine clearance certificate from the producing country, production analysis protocol, batch release certificate and original invoice at least one week in advance.
· The SESAL customs department conducts customs clearance transactions prior to vaccine arrival through a local customs agency.
· Each vaccine shipment entering the airport goes through an administrative customs transaction ensuring the integrity of the cold chain until a health regulation inspector from SESAL authorises delivery for transfer to the national vaccine storage facility.
To avoid customs clearance delays, there is a drugs and supplies logistics unit responsible for monitoring the arrival of original documentation prior to notification of vaccine arrival date. 
Please provide information on NRA in the country, including status (e.g. whether it is WHO-certified). Please include points of contact with phone numbers and e-mail addresses.  UNICEF will support the process by communicating licensing requirements to the vaccine manufacturers where relevant.
The NRA is a government agency dependent on SESAL, hierarchically falling under the Sanitary Regulation Sub-secretariat. Contact data: Dr Gladys Paz, Tel (504) 22372728, Tegucigalpa, Honduras. gladypa@yahoo.com

		
		8.4. Vaccine Management (EVSM/VMA/EVM)

		
		It is mandatory for countries to conduct an Effective Vaccine Management (EVM) assessment prior to an application for introduction of new vaccine. This EVM should have been conducted within the preceding 36 months.
When was the last EVM conducted? August 2015
Please attach the most recent EVM Assessment Report (DOCUMENT NUMBER: 25, 26, 27); the corresponding EVM improvement plan (DOCUMENT NUMBER: 1); and progress on the EVM improvement plan (DOCUMENT NUMBER: 27). The improvement plan should include a timeline, a budget of committed resources for these activities and funding gaps, if any, as well as M&E indicators to monitor progress of implementation.
If any of the mandatory documents previously mentioned (EVM Assessment Report, Progress on the EVM Improvement Plan) is not available, explain this situation and refer to other documents, e.g., Post Introduction Evaluation (PIE) and EPI external reviews.
When is the next EVM assessment projected? September, not planned
Honduras is currently carrying out vaccine management assessment (EVMA), which will finalise on 11 September. Once the recommendations are out, the improvement plan will be prepared, which will be included in Multi-Year Plan 2016-2020, to be shared with Gavi, and once this is implemented, it will be subject to progress monitoring and follow-up. 

		
		8.5 Waste management

		
		Countries must have a detailed waste management and monitoring plan as appropriate for their immunisation activities. This should include details on sufficient availability of waste management supplies (including safety boxes), the safe handling, storage, transportation and disposal of immunisation waste, as part of a healthcare waste management strategy. Please describe the country’s waste management plan for immunisation activities (including campaigns).
Waste management and supervision for immunisation activities are described in the Standards and Procedures Manual of EPI Honduras, under Chapter XIII on injection safety. Personnel are obliged to ensure the safe disposal of the waste generated by the immunisation services for their own protection, that of the community and the environment by complying with the following procedures: 
There are standards for the use of the portable needle destroyers and safety boxes available to the health regions, municipalities and health establishments on request to the PAHO revolving fund for the quantity required, depending on the volume of vaccine doses to be administered to the target population.
· Safety boxes: with contaminated sharps waste and must be destroyed by: incineration in equipment located far from the health establishments, disposal in safety cells or sanitary landfill authorised by the municipal authorities, and disposal of the boxes in safety pits in rural establishments with available lands, as set forth in the regulations on the handling of hazardous waste.
· Used and expired vaccine vials: these must be gathered into a container for final disposal using the following methods: sterilising the vials in autoclave, and dispatch to municipal sanitary landfill or disposal in a safety pit. 
· With regard to safe handling, there are established guidelines for the protection of health workers such as: movement of the person during and after the administration of injectables to prevent pricking, not covering the needle again or withdrawing it from the syringe, and disposing of it directly in the sharps box, filling the sharps box up to 3/4 of capacity and sealing it, and not storing full sharps boxes in the health establishment.


	

	


	9. Additional Comments and Recommendations from the National Coordinating Body (ICC/HSCC)


	
	
	Comments and Recommendations from the National Coordinating Body (ICC/HSCC)

	
	Dr Francisco Cleaves, Honduran Immunisation Board (CCNI)
· The vaccine is complex: it is a vaccine against the human papilloma virus and not against the cancer. According to reports, there have been problems of schizophrenia in Spain and outbreaks of hysteria in Brazil and Colombia associated to its administration, which have been shown to have no relation to it.
· He asked how 100% of the targeted girls will be reached. Dr Flores gave some statistics from San Felipe. The question is, whether national statistics on cervical cancer exist.
· The palliative effects of the vaccine will be seen in one generation. SESAL should make an effort to screen the entire target population of females. The country has the resources to do this. If screening exists, in what stage will they reach San Felipe and why do they arrive in very advanced stages? The introduction should be accompanied by a cervical cancer screening campaign.
Answers:
· Dr Ida Molina, EPI Manager, responded to the preoccupation on coverage. Honduras already has experience in immunising adolescents, the challenge is to administer the second dose before the schoolyear ends. We believe it will strengthen the administration of the rest of the vaccines. The advantage is that more than 90% of the target population group attends educational centres and drop-out rate is low.
· Dr Ivo Flores Flores of the SESAL Personal Healthcare Standardisation Department mentioned that national statistics exist. They are not up to date, and as an example he presented the statistics of San Felipe Hospital and said that SESAL will continue to strengthen measures to improve screening coverage.
· Dr José Ramón Espinoza, UNICEF Deputy Representative, stated that the agency he represents will continue to support SESAL in introducing this vaccine, that the agency is committed, and that an expert in immunisation and at the same time an expert in communication have been requested to support the communication strategy for HPV introduction.
· Ms Aída Codina, Chair of the Honduran College of Professional Nurses, remarked that majority of the college members are women disposed to approve this. SESAL must make an effort at screening and consider the vaccine strategic. Constraints are economic and not merely limited to detection, but also concern response. We find problems in carrying out biopsies, colposcopies or treatment. SESAL should combine its efforts in vaccine introduction.
· Prof Orlando Moreno, Social Communications Unit (UCS)/SESAL: Within the Health Promotion Committee, we developed the Health Promotion Plan in the EPI. It will be strengthened with Gavi-HSS funding and the training of human resources from the health regions to prepare key communication materials feasible in municipalities is projected. As regards the HPV vaccine social communication strategy, much care must be taken so that the population, above all the poor, may accept and be aware of its benefits.
· Ana Treasure, PAHO/WHO Representative, congratulated the Minister for taking such an important step in combating the cervical cancer associated to HPV. Great efforts have been made by the technical team of the EPI and PAHO/WHO. The Minister has worked on the international diplomacy to introduce the vaccine and make it possible for graduating countries to access Gavi support in its introduction.
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4.1.1
[image: image2.png]



Documento 1 firma Ministra de Salud.pdf
File desc: 
Date/Time: 11/09/2015 03:19:19
Size: 522 KB
2
MoF Signature (or delegated authority) of Proposal 
4.1.1
[image: image3.png]



Documento 2 firma Ministro de Finanzas.pdf
File desc: 
Date/Time: 11/09/2015 03:19:32
Size: 522 KB
3
MoE
 signature (or delegated authority) of HPV Proposal 
4.1.1
[image: image4.png]



Documento 3. firma Ministro de Educación.pdf
File desc: 
Date/Time: 11/09/2015 03:19:47
Size: 522 KB
4
Terms of Reference for the ICC
4.1.2
[image: image5.png]



documento 4. Terminos de referencia del CCIS .pdf
File desc: 
Date/Time: 08/09/2015 04:23:42
Size: 414 KB
5
Minutes of ICC/HSCC meeting endorsing proposal
4.1.3
[image: image6.png]



Documento 5. Acta CCIS-CONSALUD 7 SEPTIEMBRE 2015.pdf
File desc: 
Date/Time: 09/09/2015 11:17:02
Size: 320 KB
6
Signatures of ICC or HSCC or equivalent in Proposal
4.1.3
[image: image7.png]



documento 6 Firmas  de CCIS 7 SEPT 2015.pdf
File desc: 
Date/Time: 08/09/2015 05:21:27
Size: 755 KB
7
Minutes of last three ICC/HSCC meetings
4.1.3
[image: image8.png]



documento 7.A Acta CCSI 13 05-2015.pdf
File desc: 
Date/Time: 08/09/2015 04:25:00
Size: 534 KB
documento 7B. Actas CCSI 21-01-2015.pdf
File desc: 
Date/Time: 08/09/2015 04:25:45
Size: 383 KB
Documento 7C. Acta CCIS-CONSALUD 13-05-2014.pdf
File desc: 
Date/Time: 11/09/2015 03:21:10
Size: 694 KB
8
A description of partner participation in preparing the application
4.1.3
[image: image9.png]



documento 8.  Descripcion de participacion de asociados .pdf
File desc: 
Date/Time: 09/09/2015 11:33:26
Size: 68 KB
9
Minutes of NITAG meeting with specific recommendations on the NVS introduction or campaign
4.2
[image: image10.png]



documento. 9 Acta CCNI No. 20 05-2015.pdf
File desc: 
Date/Time: 08/09/2015 05:19:50
Size: 2 MB
10
Role and functioning of the advisory group, description of plans to establish a NITAG
4.2.1
[image: image11.png]



documento 10. Papel y funciones del CCNI.pdf
File desc: 
Date/Time: 08/09/2015 04:27:16
Size: 2 MB
11
Comprehensive Multi Year Plan - cMYP
5.1
[image: image12.png]



Documento 11 Plan Multianual Honduras 2016-2020.pdf
File desc: 
Date/Time: 15/09/2015 04:52:21
Size: 1 MB
12
cMYP Costing tool for financial analysis
5.1
[image: image13.png]



documento 12.  Herramienta de costos del Plan Multianual 2011-2015.pdf
File desc: 
Date/Time: 08/09/2015 04:29:12
Size: 11 KB
Documentto 12. Plan multianual deel PAI de Honduras 2016-2020 V preliminar.pdf
File desc: 
Date/Time: 15/09/2015 08:32:28
Size: 14 KB
13
Monitoring and evaluation and surveillance (M&E) plan for the support requested, within the context of the country’s existing monitoring plan for the EPI programme
5.1.5
[image: image14.png]



documento. 13 Plan de sgto y evaluación apoyo .pdf
File desc: 
Date/Time: 08/09/2015 04:46:53
Size: 72 KB
14
Vaccine introduction plan
5.1
[image: image15.png]



Documento 14. Plan de ntroducción VPH final.pdf
File desc: 
Date/Time: 14/09/2015 11:10:09
Size: 1 MB
15
Introduction Plan for the introduction of RCV / JE / Men A into the national programme
7.x.4
[image: image16.png]



documento 15. Plan de Introducción para la vacuna contra la rubeola encefalitis japonesa Meningitis A al prog nal .pdf
File desc: 
Date/Time: 08/09/2015 04:30:53
Size: 100 KB
16
Data quality assessment (DQA) report
5.1.5
[image: image17.png]



documento 16.  Informe de evaluación de calidad del dato.pdf
File desc: 
Date/Time: 08/09/2015 04:31:45
Size: 127 KB
17
DQA improvement plan
5.1.5
[image: image18.png]



documento 17. Plan de mejoras de la calidad del dato .pdf
File desc: 
Date/Time: 08/09/2015 04:32:31
Size: 55 KB
19
HPV roadmap or strategy
6.1.1
[image: image19.png]



Documento 19 .  Hoja de ruta VPH.pdf
File desc: 
Date/Time: 08/09/2015 04:33:41
Size: 331 KB
documento 19 A plan_nacional_para_la_prevencion_y_control_del_cancer.pdf
File desc: 
Date/Time: 08/09/2015 04:35:06
Size: 6 MB
20
Plan for the introduction of the rubella vaccine into the national programme
7.x.4
[image: image20.png]



documento 20. Plan de introduccion para la vacuna  contra la rubeola al prog nal..pdf
File desc: 
Date/Time: 08/09/2015 04:37:56
Size: 111 KB
21
HPV summary of the evaluation methodology
5.1.6
[image: image21.png]



documento 21. Indicadores de evaluacion plan VPH honduras .pdf
File desc: 
Date/Time: 08/09/2015 04:38:30
Size: 120 KB
22
Evidence of commitment to fund purchase of RCV for use in the routine system in place of the first dose of MCV
7.x.3
[image: image22.png]



documento 22. Pruebas de que el país ...  .pdf
File desc: 
Date/Time: 08/09/2015 04:39:03
Size: 57 KB
23
Campaign target population documentation
7.x.1
[image: image23.png]



documento 23. Documentacion d ela campaña para la población objeto        .pdf
File desc: 
Date/Time: 08/09/2015 04:39:40
Size: 151 KB
24
Roadmap or strategy for strengthening a comprehensive approach to pneumonia and/or diarrhoea prevention and treatment
6.x.6
[image: image24.png]



documento 24. Hoja de ruta de estrategia....      .pdf
File desc: 
Date/Time: 08/09/2015 04:42:59
Size: 195 KB
25
EVM Report
8.3
[image: image25.png]



documento 25. Informe GEV       .pdf
File desc: 
Date/Time: 08/09/2015 04:43:33
Size: 151 KB
26
Improvement plan based on EVM
8.3
[image: image26.png]



documento 26. Plan de mejoras basado en evaluacion GEV   .pdf
File desc: 
Date/Time: 08/09/2015 04:44:03
Size: 56 KB
27
EVM improvement plan progress report
8.3
[image: image27.png]



documento 27. Informe de progreso del plan de mejoras GEV        .pdf
File desc: 
Date/Time: 08/09/2015 04:44:35
Size: 150 KB
28
Detailed budget template for VIG / Operational Costs
6.x,7.x.2
[image: image28.png]



Documento 28.Detailed Budget template_VIG and Op Cost     NVS.pdf
File desc: 
Date/Time: 14/09/2015 11:10:32
Size: 270 KB
29
Risk assessment and consensus meeting report for Meningitis / Yellow Fever: (for yellow fever please  include information required in the NVS guidelines on YF Risk Assessment process).
7.1
[image: image29.png]



documento 29. Evaluacion de riesgos MN FA.pdf
File desc: 
Date/Time: 08/09/2015 04:45:12
Size: 52 KB
30
Plan of Action for campaigns
7.1, 7.x.4
[image: image30.png]



File not uploaded
Other Document
[image: image31.png]



Documento 31B. Formulario bancario.pdf
File desc: 
Date/Time: 11/09/2015 03:37:07
Size: 547 KB
documento. 31 A Lineamientos técnicos y operativos de VPH.pdf
File desc: 
Date/Time: 08/09/2015 04:49:12
Size: 792 KB
documento. 31 Informe Final de Vacunacion VPH junio 2015 .pdf
File desc: 
Date/Time: 08/09/2015 04:48:33
Size: 1 MB

	

	

	


	11. Annexes


	
	
	Annex 1 - NVS Routine Support

	
	Annex 1.1 - NVS Routine Support (HPV quadrivalent, 1 dose/vial, LIQUID)
Table Annex 1.1 A: Rounded up portion of supply that is procured by the country and estimate of relative costs in US$
2016
Number of vaccine doses
#
135,100
Number of AD syringes
#
144,200
Number of re-constitution syringes
#
0
Number of safety boxes
#
0
Total value to be co-financed by the Country [1]
$
688,500
Table Annex 1.1 B: Table Annex 1.1 B: Rounded up portion of supply that is procured by Gavi and estimate of relative costs in US$
2016
Number of vaccine doses
#
135,100
Number of AD syringes
#
144,200
Number of re-constitution syringes
#
0
Number of safety boxes
#
0
Total value to be co-financed by Gavi
$
688,500


	

	


	Table Annex 1.1 C: Summary table for vaccine HPV quadrivalent, 1 dose/vial, LIQUID


	
		
	ID
Data from
2016
Number of surviving infants
Table 5.2
#
219,091
Number of children to be vaccinated with the 1st dose
Table 5.2
#
102,880
Number of children to be vaccinated with the 2nd dose
Table 5.2
#
102,880
Immunisation coverage with the second dose
Table 5.2
%
100 %
Number of doses per child
Parameter
#
2
Estimated vaccine wastage factor
Table 5.2
#
1.05
No. of doses per vial
Parameter
#
1
AD syringes required
Parameter
#
Yes
Reconstitution syringes required
Parameter
#
Yes
Safety boxes required
Parameter
#
No
cc
Country co-financing per dose
Table 6.4.1:
$
2.25
ca
AD syringe price per unit
Table Annex 4A
$
0.448
cr
Reconstitution syringe price per unit
Table Annex 4A
$
0.448
cs
Safety box price per unit
Table Annex 4A
$
0.0054
fv
Freight cost as % of vaccines value
Table Annex 4B
%
2.00 %
fd
Freight cost as % of devices value
Parameter
%
0
	
		
	Table Annex 1.1 D: Estimated numbers for HPV quadrivalent, 1 dose/vial, LIQUID, associated injection safety material and related co-financing budget (page 1).
Formula
2016
Total
Government
Gavi
A
Country co-finance
V
50.00 %
B
Number of children to be vaccinated with the 1st dose
Table 5.2
102,880
51,440
51,440
C
Number of doses per child
Vaccine parameter (schedule)
2
D
Number of doses needed
B x C
205,760
102,880
102,880
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
216,048
108,024
108,024
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
54,012
27,006
27,006
I
Total vaccine doses needed
Round up ((F + G) / Vaccine package size) * Vaccine package size
270,100
135,050
135,050
J
No. of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
288,347
144,174
144,173
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.11
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.11
0
0
0
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,217,132
608,566
608,566
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
129,180
64,590
64,590
P
Cost of reconstitution syringes needed
L * reconstitution price per unit
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
0
0
0
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
29,712
14,856
14,856
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total funding needed
(N+O+P+Q+R+S)
1,376,024
688,012
688,012
U
Total country co-financing
I x country co-financing per dose (cc)
607,725
V
Country co-financing % of Gavi supported proportion
U / T
50.00 %


	

	

	

	


	
	Annex 2 - NVS Routine – Preferred Second Presentation

	
	No routine immunisation, new and under-used vaccine support. This year preferred alternative presentation was requested. 

	
	Annex 3 - NVS Preventive campaign(s)

	
	Support for the preventive campaign will not be given this year  


	

	


	Annex 4


	
			
	Table Annex 4A: Commodities Cost

			
	Estimated prices of supply are not disclosed

			
	Table Annex 4B: Freight cost as percentage of value 

			
	Vaccine Antigens
Vaccine Types
2016
HPV quadrivalent, 1 dose/vial, LIQUID
HPV*
2.44 %
		
			
	Table Annex 4C Graduation - Minimum country's co-payment per dose of co-financed vaccine

			
	Vaccine
2016
HPV quadrivalent, 1 dose/vial, LIQUID
2.25
	
			

	

	


	Table Annex 4D: Wastage rates and factors


	
	
	The following table shows the wastage rates for routine and campaign vaccines, set for 2015.

	
	Vaccine
Doses per vial
Maximum Vaccine wastage rate*
Benchmark Vaccine wastage rate**
Routine
Campaign
Meningococcal A, 10 dose(s) per vial, LYOPHILISED
10
50 %
10 %
Pneumococcal (PCV13), 1 doses/vial, Liquid
1
5 %
5 %
Pneumococcal (PCV10), 2 doses/vial, Liquid
2
10 %
10 %
JE, 5 dose(s) per vial, LYOPHILISED
5
10 %
10 %
Yellow Fever, 10 doses/vial, LYOPHILISED
10
40 %
40 %
Yellow Fever, 5 doses/vial, LYOPHILISED
5
10 %
10 %
HPV bivalent, 2 doses/vial, LIQUID
2
10 %
10 %
HPV quadrivalent, 1 dose/vial, LIQUID
1
5 %
5 %
MR 10 dose(s) per vial, LYOPHILISED
10
15 %
15 %
Rotavirus 2-dose schedule
1
5 %
5 %
Rotavirus 3-dose schedule
1
5 %
5 %
Measles second dose, 10 dose(s) per vial, LYOPHILISED
10
40 %
40 %

	
	Comments:

	* Source - WHO indicative wastage rates

	** Source - Country APRs and studies, approved by WHO, UNICEF, and the Gavi Secretariat.

	Note: HPV demonstration project wastage rates are the same as for the national introduction of the vaccine.

	
	Table Annex 4E  Vaccine maximum packed volumes

	
	Kindly note that this table is for reference purposes only and includes Gavi- and non Gavi-supported vaccines.

	
	Vaccine product
Designation
Vaccine formulation
Admin route
No. Of doses in the schedule </cf>
Presentation (doses/vial, prefilled)
Packed volume vaccine (cm3/dose)
Packed volume diluents (cm3/dose)
BCG
BCG
lyophilized
ID
1
20
1.2
0.7
Diphtheria-Tetanus
DT
liquid
IM
3
10
3
Diphtheria-Tetanus-Pertussis
DTP
liquid
IM
3
20
2.5
Diphtheria-Tetanus-Pertussis
DTP
liquid
IM
3
10
3
DTP liquid + Hib freeze-dried
DTP+Hib
liquid+lyop.
IM
3
1
45
DTP-HepB combined
DTP-HepB
liquid
IM
3
1
9.7
DTP-HepB combined
DTP-HepB
liquid
IM
3
2
6
DTP-HepB combined
DTP-HepB
liquid
IM
3
10
3
DTP-HepB liquid + Hib freeze-dried
DTP-Hib
liquid
IM
3
10
2.5
DTP-HepB liquid + Hib freeze-dried
DTP-HepB+Hib
liquid+lyop.
IM
3
1
22
DTP-HepB-Hib liquid
DTP-HepB+Hib
liquid+lyop.
IM
3
2
11
DTP-HepB-Hib liquid
DTP-HepB-Hib
liquid
IM
3
10
4.4
DTP-HepB-Hib liquid
DTP-HepB-Hib
liquid
IM
3
2
13.1
DTP-HepB-Hib liquid
DTP-HepB-Hib
liquid
IM
3
1
19.2
DTP-Hib combined liquid
DTP+Hib
liquid+lyop.
IM
3
10
12
DTP-Hib combined liquid
DTP-Hib
liquid
IM
3
1
32.3
Hepatitis B
HepB
liquid
IM
3
1
18
Hepatitis B
HepB
liquid
IM
3
2
13
Hepatitis B
HepB
liquid
IM
3
6
4.5
Hepatitis B
HepB
liquid
IM
3
10
4
Hepatitis B UniJect
HepB
liquid
IM
3
Uniject
12
Hib freeze-dried
Hib_lyo
lyophilized
IM
3
1
13
35
Hib freeze-dried
Hib_lyo
lyophilized
IM
3
2
6
Hib freeze-dried
Hib_lyo
lyophilized
IM
3
10
2.5
3
Hib liquid
Hib_liq
liquid
IM
3
1
15
Hib liquid
Hib_liq
liquid
IM
3
10
2.5
Human Papilomavirus vaccine
HPV
liquid
IM
3
1
15
Human Papilomavirus vaccine
HPV
liquid
IM
3
2
5.7
Japanese Encephalitis
JE_lyo
lyophilized
SC
1
5
2.5
2.9
Measles
Measles
lyophilized
SC
1
1
26.1
20
Measles
Measles
lyophilized
SC
1
2
13.1
13.1
Measles
Measles
lyophilized
SC
1
5
5.2
7
Measles
Measles
lyophilized
SC
1
10
3.5
4
Measles-Mumps-Rubella freeze dried
MMR
lyophilized
SC
1
1
26.1
26.1
Measles-Mumps-Rubella freeze dried
MMR
lyophilized
SC
1
2
13.1
13.1
Measles-Mumps-Rubella freeze dried
MMR
lyophilized
SC
1
5
5.2
7
Measles-Mumps-Rubella freeze dried
MMR
lyophilized
SC
1
10
3
4
Measles-Rubella freeze dried
MR
lyophilized
SC
1
1
26.1
26.1
Measles-Rubella freeze dried
MR
lyophilized
SC
1
2
13.1
13.1
Measles-Rubella freeze dried
MR
lyophilized
SC
1
5
5.2
7
Measles-Rubella freeze dried
MR
lyophilized
SC
1
10
2.5
4
Meningitis A conjugate
Men_A
lyophilized
IM
1
10
2.6
4
Meningitis A/C
MV_A/C
lyophilized
SC
1
10
2.5
4
Meningitis A/C
MV_A/C
lyophilized
SC
1
50
1.5
3
Meningitis W135
MV_W135
lyophilized
SC
1
10
2.5
4
Meningococcal A/C/W/
MV_A/C/W
lyophilized
SC
1
50
1.5
3
Meningococcal A/C/W/Y
MV_A/C/W/Y
lyophilized
SC
1
10
2.5
4
Monovalent OPV-1
mOPV1
liquid
oral
20
1.5
Monovalent OPV-3
mOPV3
liquid
oral
20
1.5
Pneumo. conjugate vaccine 10-valent
PCV-10
liquid
IM
3
1
11.5
Pneumo. conjugate vaccine 10-valent
PCV-10
liquid
IM
3
2
4.8
Pneumo. conjugate vaccine 13-valent
PCV-13
liquid
IM
3
1
12
Polio
OPV
liquid
oral
4
10
2
Polio
OPV
liquid
oral
4
20
1
Polio inactivated
IPV
liquid
IM
3
PFS
107.4
Polio inactivated
IPV
liquid
IM
3
10
2.5
Polio inactivated
IPV
liquid
IM
3
1
15.7
Rota vaccine
Rota_liq
liquid
oral
2
1
17.1
Rota vaccine
Rota_liq
liquid
oral
3
1
45.9
Tetanus Toxoid
TT
liquid
IM
2
10
3
Tetanus Toxoid
TT
liquid
IM
2
20
2.5
Tetanus Toxoid UniJect
TT
liquid
IM
2
Uniject
12
Tetanus-Diphtheria
Td
liquid
IM
2
10
3
Yellow fever
YF
lyophilized
SC
1
5
6.5
7
Yellow fever
YF
lyophilized
SC
1
10
2.5
3
Yellow fever
YF
lyophilized
SC
1
20
1.5
2
Yellow fever
YF
lyophilized
SC
1
50
0.7
1


	

	


	12. Banking form


	
		
	In accordance with the decision on financial support made by Gavi, the Government of Honduras hereby requests that a payment be made via electronic bank transfer as detailed below:
Name of Institution (Account Holder):
Pan American Sanitary Bureau
Address:
525 Twenty Third St.,N.W.
City Country:
Washington D.C., 20037 U.S.A.
Telephone no.:
202-974-3000
Fax no.:
Currency of the bank account:
US$
For credit to:
Bank account's title:
Secretaria de Salud de Honduras
Bank account no.:
1509923159
Bank's name:
BAC Honduras

		
	Is the bank account exclusively to be used by this program?  False

		
	By who is the account audited?  PAHO/WHO

		
	Signature of Government’s authorizing official

		
	Seal
Name:
Edna Yolani Batres
Title:
Secretary of State at the Department of Health/SESAL
Signature:
Date: 
07/09/2015:

		
	FINANCIAL INSTITUTION
Bank's name:
CITIBANK
Branch Name:
New York Citibank-FI
Address:
111 WALL STREET, New York NY 1004 
City Country:
New York, NY, USA
Swift Code:
SWIFT: CITIUS33
Sort Code:
ABA No.:
ABA#:021000089
Telephone No.:
302-324-6559
Fax no.:
1-877-607-4814
	CORRESPONDENT BANK
(In the United States)

		
	I certify that the account No A/C#:3615-9769 is held by CITIBANK at this banking institution
The account is to be signed jointly by at least (number of signatories) of the following authorized signatories:
1
Name:
Linda S. Kintzios
Title:
Treasurer and Senior Advisor, Financial Services and Systems
2
Name:
Title:
3
Name:
Title:

		
	Name of bank’s authorizing official
Signature:
Date: 
10/09/2015 00:00:00
Seal:
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