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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 the Gavi will be used and applied for the sole purpose of fulfilling the programme(s) described in the Country's application. Any significant change from the approved programme(s) must be reviewed and approved in advance by the Gavi. All funding decisions for the 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 the Gavi in its Annual Progress Report if it wishes to propose any change to the programme(s) description in its application.The Gavi will document any change approved by the Gavi, and the Country's application will be amended.

	RETURN OF FUNDS

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

	SUSPENSION/ TERMINATION

	The 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 the Country's application, or any Gavi-approved amendment to the application.The Gavi retains the right to terminate its support to the Country for the programmes described in its application if a misuse of Gavi funds is confirmed.

	ANTICORRUPTION

	The Country confirms that funds provided by the 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 the Gavi, as requested. The 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 the 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 complies with the requirements therein.

	USE OF COMMERCIAL BANK ACCOUNTS

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

	ARBITRATION

	Any dispute between the Country and the Gavi arising out of or relating to its application that is not settled amicably within a reasonable period of time, will be submitted to arbitration at the request of either the Gavi 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 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 the Gavi. For any dispute for which the amount at issue is greater than US $100,000 there will be three arbitrators appointed as follows: The Gavi and the Country will each appoint one arbitrator, and the two arbitrators so appointed will jointly appoint a third arbitrator who shall be the chairperson.

	The Gavi 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. Type of Support requested

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


	
	
	Type of Support
Vaccine
Start Year
End Year
Preferred second presentation[1]
Initial Catch up
MR, 10 dose(s) per vial, LYOPHILISED
2017
2017
Routine New Vaccines Support
MR, 10 dose(s) per vial, LYOPHILISED in first dose
2017
2019

	
	[1] Gavi may not be in a position to accommodate all countries first product preferences, and in such cases, Gavi will contact the country and partners 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.
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	3. Executive Summary


	
	
	Please provide a summary of your country's proposal, including the following the information:
l
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 (including for campaigns and routine)
l
Relevant baseline data, including:
¡
DTP3 and Measles coverage data (as reported on the WHO/UNICEF Joint Reporting Form)
¡
Target population from Risk Assessments from Yellow Fever and Meningitis A
¡
Birth cohort, targets and immunisation coverage by vaccines
l
Country preparedness
¡
Summary of planned activities to prepare for vaccine launch, including EVM assessments, progress on EVM improvement plans, communication plans, etc.
¡
Summary of EVM assessment and progress on EVM improvement plan
l
The nature of stakeholders' participation in developing this proposal
¡
Inter-Agency Coordinating Committee
¡
Partners, including CSO involvement
Executive Summary
Mozambique is applying in this application for MR vaccine catch up campaign in October 2017, followed by introduction of two doses (MR1&2 vaccine) into the national routine immunization program. The application is for one time catch up campaign support in October 2017 and 3 years support for routine MR1 and MR2, starting in October 2017 to December 2019, the last year span of the current EPI cMYP 2015-2019 and national health sector strategic plan (NHSSP) 2014-2019.
The introduction of MR vaccine into routine immunization, excluding the roll out process (which is integrated in the catch up campaign operational costs), adds an average $6,112,071 to the EPI costs over the next 3 year period (2017-2019). The country will co-finance $0.60 per dose for 2018 and 2019 in a total of $1,558,016. The remaining $4,567,046, will be covered by GAVI.
The MR catch up campaign in 2017 will cost approximately $17,184,519.  GAVI is expected to cover $16,715,244 ($8,691,601 for MR vaccine & injection supplies and $7,935,095 for operational costs as new vaccine introduction grant). The country will cover the remaining $557,823 ($428,453 for vitamin A and deworming tablets and $129,370 of funding gap).
Therefore, the total amount requested from GAVI is of $21,193,752 (16,626,696 for catch up campaign in 2017 and 4,567,056 for 2 doses routine MR vaccine in the period 2017-2019).
The country is requesting for MR, 10 dose(s) per vial, LYOPHILISED for both campaign and routine, in order to fit the available cold chain capacity at both central and sub-national levels. In addition, the country has been using MCV, 10 doses per vial LYOPHILISED, which will make it easy for peripheral health workers as no changes in management procedures are required.
The country Penta3 and MCV1 coverage for 2015 was reportedly 94% and 88% respectively. For the same period, WUENIC estimates was 80% for Penta3 and 85% for MCV1.
The MR catch up campaign in 2017 targets 12,207,839 children under 15 years. The birth cohort targets and expected coverage by vaccine for routine immunization in the next 3 years (2017-2019) are presented in the table below. 
The MR vaccine will be introduced nationwide as catch up campaign, immediately followed by introduction into routine immunization. Key activities up to the launching will include:
1) Briefing of stakeholders on MR to decide on its introduction, occurred in May 2015.
2) Proposal development and ICC approval in June-August 2016 and the ICC endorsement on 08th September 2016.
3)  Proposal submission to GAVI for MR funding, is expected to be by 9th September 2016.
4) Adapt IEC materials and develop communication plan for educating communities; revise immunization monitoring tools; and adapt training materials in January-February 2017.
5) Printing and distribution of IEC and training materials and monitoring tools in March and April 2017 for distribution through different levels of the system, so that at service delivery level the materials will be pre-positioned at least 6 months prior launching. Monitoring tools, will be pre-positioned at service delivery level at least 3 months (in May and June 2017) 
6) Develop new vaccine introduction plans at various levels of the system, in September 2016 at national level, and in March and April 2017 at sub-national level.
7) Training of health workers at various levels of the system, in April 2017 for central and provincial levels, and in May 2017 for district level, and in July-August for health facility level.
8) Development of micro plans for MR catch up campaign / introduction at district and health facility level will take place at least 3 months prior the launching. The micro plan will also include strategies to reach hard-to-reach communities, particularly with both communication /social mobilization and service provision through mobile / advanced teams. 
9) Vaccine reception and distribution - vaccine will be received by June 2017 at the national vaccine store, and shipped to provincial vaccine stores by July 2017, to district vaccine stores by August 2017 and that it will be pre-positioned at service delivery level at least 1 month (by September 2017) prior to its launching.
10) Official launching of MR vaccination, is expected to be in October 2017.
11) The Post-campaign coverage survey will be in November, within 1 month of the campaign launching.
12) Conducting of post-introduction evaluation (PIE), which will be around June 2018, 6 months after the last phase of MR campaign and introduction.
To ensure a successful introduction, particular attention will be given to social mobilization and training of health care workers. Mozambique has introduced several vaccines in the near past and it is crucial that health personnel understand the benefits of the additional vaccines and know how to administer them.
At national level will be created three sub-committees, namely (1) advocacy, IEC and social mobilization sub-committee, (2) logistic sub-committee and (3) training / monitoring (overlook development of training materials and training of health workers and updating and printing of monitoring tools) sub-committee.
This structure will be replicated at provincial and district level as well, but only one sub-committee will be installed as these levels only need to ensure that all materials and instructions received from central level are delivered and implemented accordingly and timely. 
For advocacy, communication and social mobilization, orientations will be provided to key policy makers and government agencies and district and community on MR vaccine, its rationale and benefits, for the creation of enabling environment to support the MR campaign and introduction. Key strategies to be considered will be involving key influencers and mobilizing men to support women adherence to the campaign.
In add to this, religious and traditional leaders will be mobilized through advocacy meetings to ensure that the population will be fully mobilized to participate in the vaccination campaign and to reduce the risk of encounter any resistance or rejection at community level.
The ministry of health will also scale trainings on interpersonal communication (IPC) skills for health providers to ensure that caregivers can improve their knowledge on the different vaccines provided during the interactions with health providers.
TV and Radio spots will be designed and disseminated in Portuguese and local languages one appealing to adherence from caregivers, the other highlighting a success story of a full engaged man supporting his wife in bringing his child to the health unit for immunization.
The IEC package for the MR vaccine introduction will include several components to target key audiences:
-               For Caregivers: TV and Radio Spots and SMS. Radio and TV will be used to disseminate key messages to encourage care-givers to take their children for MR vaccination, also beyond the first year of age for MR2
-               For local administrators: Advocacy leaflet visually highlighting the performing and non-performing districts in terms of vaccination calendar completion, flagging the “red” and “green” districts with the aim of stimulating the completion
-               For religious and traditional healers: Call for action leaflet with the detailed information of the introduction campaign
-               For health providers and community health workers: Reproduction of IPC training modules for each health units, and Visual Aids correlating each vaccine with each disease, type (oral or injection) and the location of the vaccine (right arm, left leg, etc.) to be used with caregivers
The Ministry of Health will organize a launch ceremony at national, provincial and district level with the high level presence of major representatives from the Government and with civil society influencers. 
Communication material will be produced, pre-tested and finalized. Globally available generic material will be used to develop FAQs, fact sheets and training material. Special efforts will be made to reach hard to reach children.
MoH has trained and deployed community health workers (APE’s) as a means to extend the health services to remote communities. These structures are used to establish a permanent linkage between health sector and communities. The EPI will seize this opportunity to strengthen EPI communication and utilization.
EVMA in 2012 found that the EPI faces logistic and supply chain management challenges, such as weak forecasting and quantification skills to prevent wastefulness, over-stocking and/or stock outs; limited skills in logistic and supply information system management. MoH started the implementation of the assessment recommendations on computerization of stock control tools in all provincial and regional vaccine deposits and training of users, training of districts on vaccine management, monitoring of wastage rate and VVM use. In the last 3 years, refreshment courses have been conducted in all districts of Niassa, Nampula, Zambézia, Inhambane, Gaza, Maputo province, Maputo city, covering a total of 94 districts out of the 148 countrywide. Given the high staff turnover, refresher courses will continue to be held over the coming years as necessary. For 2016, additional 4 refreshment courses have been planned for the remaining provinces of Cabo-Delgado, Tete, Manica, and Sofala, to cover an additional 54 districts. The comparison of EVM criteria scores for 2012 and 2015 is presented in the table below (table on executive summary - page 2 of the introduction plan) .
The 2015 EVM assessment indicate that there have been positive developments in EVM indicators, despite some few items have scored less in 2015, namely maintenance (E5), distribution (E7) and IMS supportive functions (E9) at the primary store level.
There is an interagency coordination committee (ICC) which oversees the immunization program in Mozambique and supports resource mobilization. The ICC is composed of the following partners: MOH (Leader), WHO, UNICEF, USAID, Village Reach, MCSP and CHAI.
Concerning the decision-making process, the ICC was briefed on the review of the country measles case-base surveillance data and findings of the serosurvey study in Maputo, which are suggestive that communities in Mozambique are at high risk of contracting rubella. The ICC endorsed the MR catch campaign up and introduction plan in its meeting on 08th September 2016.
EPI partners have been actively involved in the decision making process for MR catch up campaign and introduction into NIP, either through their participation in the technical working group or in the ICC meetings. For instance, WHO have provided evidence-based information on the rational for MR catch up and introduction into routine immunization, and technically supported MoH in the development of the MR vaccine catch up campaign and introduction plan. UNICEF supported MoH to conduct CC assessment for MR vaccine introduction. Village Reach, supported CC inventory and provided valuable inputs in terms of vaccine distribution strategy at peripheral levels and strategies to reach hard to reach populations, based on their own experience gained in the provinces and districts they support. USAID has made available financial resources through UNICEF for procurement and installation of necessary CC equipment and temperature monitoring devices, in line with the CCUP. All of these inputs were taken into account by the ICC in the decision to introduce MR vaccine.
Mozambique has a National Immunization Technical Advisory Group (NITAG). The NITAG had a very active role in reviewing country available data on rubella and has recommended introduction of the MR vaccine into the routine immunization in its meeting of November 2015.


	

	


			
	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 Mozambique would like to expand the existing partnership with the Gavi for the improvement of the infants routine immunisation programme of the country, and specifically hereby requests Gavi support for:
		
			
		MR, 10 dose(s) per vial, LYOPHILISED in first dose routine introduction
MR, 10 dose(s) per vial, LYOPHILISED preventive campaigns
	
			
	The Government of Mozambique commits itself to developing national immunisation services on a sustainable basis in accordance with the Comprehensive Multi-Year Plan presented with this document. The Government requests that the Gavi and its partners contribute financial and technical assistance to support immunisation of children as outlined in this application.
		
			
	Table(s) 6.2.4 in the NVS Routine section of this application shows the amount of support in either supply or cash that is required from the 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 October.
The payment for the first year of co-financed support will be around October 2017 for MR, 10 dose(s) per vial, LYOPHILISED in first dose.
		
			
	Please note that this application will not be reviewed or recommended for approval 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 DOCUMENT NUMBER : 2 and 1 in Section 10. Attachments.
		
			
	Minister of Health (or delegated authority)
Minister of Finance (or delegated authority)
Name
Nazira Vali Abdula
Name
Adriano Afonso Maleiane
Date
Date
Signature
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
Fidel Luis Paizone
Immunization M&E Officer
+258 825692535
paizonee@gmail.com
Graça Matsinhe
EPI management
+258849008845
gmatsinhe@gmail.com
Manuel Novela
WHO EPI Focal Person
+258 828007610
novelama@who.int
Onei Uetla
UNICEF EPI Immunization Officer
+ 58843865242
ouetela@unicef.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 co-ordinated 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-Agemcy Coordinating Committe
Year of constitution of the current committee
2001
Organisational structure (e.g., sub-committee, stand-alone)
Stand Alone
Frequency of meetings
4 
		
			
	The Terms of Reference or Standard Operating Principles for the ICC, including details on the ICC membership, quorum, dispute resolution process and meeting schedules is attached as DOCUMENT NUMBER : 4.
		
			
	Major functions and responsibilities of the ICC/HSCC:
		
			
	The TOR's of the ICC are attached as document number 4.
I. Objectives
· Provide strategic direction to the EPI in all that pertains its functioning, vis-à-vis the Health Sector’s, Regional and Global vaccine preventable diseases control and elimination/eradication goals
· Facilitate coordinated and accountable stakeholder financial and technical support to EPI
· Facilitate the fulfillment of program plans and goals
II.Activities of the ICC
· Recommend the direction of EPI for a given planning cycle (multiyear/annual), including strategies for control/elimination/eradication of VPD (Vaccination campaigns, new vaccine introductions, etc.), programme impact and performance assessments.
· Recommend on renovation/optimization of programme management and implementation, including staffing, incentives, infrastructure, etc.
· Review, make recommendations and deliberate on all EPI policy, strategies, operational plans and budgetand proposal applications (e.g. Funding support, new vaccine introductions, technical assistance)
· Review and validate all EPI assessments, research reports, internal and external audit reports, etc.
· Monitor and Evaluate the implementation of EPI plans (including the PESS, vaccine co-financing) as well as recommendations from internal and external evaluations and assessments
· Provide technical advice on all the program components of EPI, as required (cold chain, waste management, immunization schedule, mobile brigades, campaigns social communication, resource mobilization activities, etc.)
· Monitor and Evaluate the management and implementation (programmatic and financial) of specific donor support to EPI (GAVI, MRI, UNICEF, WHO, etc), as per respective contract agreements. Contract agreements requiring specific ICC roles will be deliberated to become Annexes to the ICC ToR.
· Coordinate sharing of information between the difference EPI partners and with other relevant stakeholders, as appropriate
· Monitor and Evaluate and coordinate the provision of technical and financial support from partners and other MoH departments (Nutrition, epidemiology, Primary health Care, Maternal and Child Healh, etc.), as per agreed plans.
· Disseminate ICC deliberations to relevant authorities
· Coordinate with other Government departments, such as Human Resources and Finance, to determine solutions for EPI
· Mobilize resources for the EPI
		
			
	Please describe how partners have provided support in preparation of the proposal:
		
			
	EPI partners have been actively involved in the decision making process for MR catch up campaign and introduction into NIP, either through their participation in the technical working group or in the ICC meetings. For instance, WHO have provided evidence-based information on the rational for MR catch up and introduction into routine immunization, and technically supported MoH in the development of the MR vaccine catch up campaign and introduction plan. UNICEF supported MoH to conduct CC assessment for MR vaccine introduction. Village Reach, supported CC inventory and provided valuable inputs in terms of vaccine distribution strategy at peripheral levels and strategies to reach hard to reach populations, based on their own experience gained in the provinces and districts they support. USAID has made available financial resources through UNICEF for procurement and installation of necessary CC equipment and temperature monitoring devices, in line with the CCUP. All of these inputs were taken into account by the ICC in the decision to introduce MR vaccine.
USAID and MCSP have also provided support in the review of the proposal
		
			
	4.1.3. Signature Table for the Coordinating Committee for Immunisation
		
			
	We the members of the ICC, HSCC, or equivalent committee [1] met on the 08/09/2016 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 endorsing this proposal are attached as Document number 5. The signatures endorsing the proposal are attached as Document number 6 (please use the list for 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
National Director of Health
Francisco Mbofana
Secretary
Immunization management
Graça Matsinhe
Members
WHO Representative
Cabral Djamila
UNICEF Representative
Marcoluigi Corsi
USAID
Lilia Jamisse
Country Director - Village Reach ONG
Ruth Bechtel 
MCSP 
Eric Ramirez
		
			
	By submitting the proposal we confirm that the quorum has been met. Yes
		
			
	The minutes from the three most recent ICC meetings are attached as DOCUMENT NUMBER : 7.
		
			
	4.2. National Immunization Technical Advisory Group (NITAG)
		
			
	Has a NITAG been established in the country ? Yes
		
			
	We the members of the NITAG met on the to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation describing the decision-making process through which the recommendations were reached, attached as Document number 26.
4.2.1. The NITAG
Profile of the NITAG
Name of the NITAG
CoPI
Year of constitution of the current NITAG
2011
Organisational structure (e.g., sub-committee, stand-alone)
Stand Alone
Frequency of meetings
4
Function
Title / Organisation
Name
Chair
Especialista em Saúde Pública/ Professor na Faculdade de Medicina 
Prof. Doutor Jahit SACARLAL 
Secretary
Especialista de Pediatria 
Dra. Benedita SILVA 
Members
Perito em logística do PAV
Sra. Margarida MATSINHE 
Investigador num Centro de Investigação
Doutor Betuel SIGAÚQUE 
Especialista de Saúde Pública / / Epidemiologia 
Prof. Doutor Moshin SIDAT 
Perito em Microbiologia 
Profª. Doutora Elena FOLGOSA 
Perito em Ensaios Clínicos 
Doutor Eusébio Victor MACETE 
Especialista de Pediatria 
Dra. Ana GRAÇA 
Perito em Economia da Saúde 
Dra. Estrela POLÓNIA 
Perito em Ciências da Comunicação 
Dra. Neusa TORRES 
Especialista em Saúde Pública 
Dr. Avertino BARRETO 
Especialista em Saúde Pública 
Dra. Carla da Silva MATOS 
Dr. Eduardo SAMO GUDO Júnior
Imunologista
Major functions and responsibilities of the NITAG
The general objective of this Committee is to provide technical advice that can guide the health authorities at the highest level and program managers to enable them to make decisions of health policy and strategy based on scientific evidence resulting from a rigorous analysis of available information in matters relating to immunization and vaccine-preventable diseases, including the choice of new vaccines, technologies and other prevention tools as well as the need for adjustments of existing immunization programs and immunization schedule.
To fulfil this General Objective the CoPI has the following tasks:
· Conduct policy and immunization plans analysis and, on this basis, to make recommendations on its optimization,
· Perform analysis and, if necessary, to encourage further research on the characteristics of vaccines (including their safety, efficacy, immunogenicity, cost and Cost / benefit ratios) and on the epidemiology of vaccine-preventable diseases (including disease weight and severity, its impact on mortality, distribution by age groups, circulating strains, etc.). for from them, advise and make recommendations to national authorities and the management of the Expanded Program on Immunization (EPI) on the formulation of strategies for prevention and control of vaccine-preventable diseases through immunization,
· Advise and make recommendations to national authorities on monitoring and evaluation of EPI, so that the quality of the program and its impact can be measured and, if possible, quantified and on that basis, advise and make recommendations to national authorities on the continuation or modification of existing programs,
· Identify the data needs for the development of immunization policy and strategies and, on that basis, advise and make recommendations to national authorities on improving procedures for collecting, processing and quality assurance of these data and of other important information,
· Follow very closely the data from pharmacovigilance of vaccines already on the market, in order to assess their safety and efficiency and thus advise and make recommendations to national authorities on actions to be taken,
· Advise and make recommendations to national authorities and to the management of EPI on programmatic aspects, particularly with regard to cold chain, waste management, immunization schedule, calculation of the size of the target groups, mobile brigades and other forms of outreach activities, need of supplementary immunization activities, interconnection of EPI activities with other programs, etc.,
· Keep the national authorities and EPI managers informed of the latest scientific advances in immunization and the prevention and control of vaccines preventable diseases,
· Advise and make recommendations to national authorities and, wherever appropriate, to government organizations and institutions and partners, in formulating policies, plans and strategies for research, development and evaluation of new vaccines and future technologies for the administration of vaccines, showing its relevance for the Health of the population.
· Promote intra and intersectoral links for action and for coordination with partners, on relation to the development and distribution of vaccines and of potential vaccines for priority diseases,
· Promote partnership between government, civil society and funding agencies for advocacy of immunization, so that immunization activities are recognized as sustainable, having scientific basis and credible,
· Perform analysis on the financing of vaccines and immunization programs, as well as on funding mechanisms, for from them, advise and make recommendations to national authorities and the management of the Expanded Program on Immunization (EPI)
· Establish partnerships and collaborative relationships with national (other countries) and International committees for immunization,
Analyze, give advice and make suggestions and recommendations on all matters referred to it by the Minister of Health.
		
			
	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 Number: 8)
		

	

	


	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 9. Please attach the cMYP costing tool as DOCUMENT NUMBER 10.
▪ 
Please attach relevant Vaccine Introduction Plan(s) as DOCUMENT NUMBER : 12
▪ 
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
26,423,623
2016
National Bureau of Statistic
Birth cohort
136,187
2016
National Bureau of Statistic
Infant mortality rate (per 1000)
64
2016
National Bureau of Statistic
Surviving infants[1]
1,063,471
2016
National Bureau of Statistic
GNI per capita (US$)
580
2016
National Bureau of Statistic
Total Health Expenditure (THE) as a percentage of GDP
871
2014
National Health Accounts available form WHO website
General government expenditure on health (GGHE) as % of General government expenditure
53
2014
National Health Accounts available form WHO website

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

	
	5.1.1 Lessons learned

	
	Routine New Vaccines Support

	
	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. If this information is already included in NVIP/POA, please reference the document and in which section/page this information can be found.

	
	Lessons Learned
Action Points
DQS assessment conducted by provinces in several districts between 2010 and 2012, found poor data quality management linked to reliability of data produced, the lack of regular analysis and use of data, issues of data accuracy, completeness, timeliness and consistency between different levels, poor filling out of the vaccination registry book and record keeping, uncertain denominator at the health facility level, among others. 
Actions taken: impalement DQS regularly; use vaccination registry book to implement defaulter tracing; training of health staff on the use of data for local decision taking; regular feedback to lower levels; training on the use of data quality self-assessment tool (DQS) and quarterly implementation in order to enable districts to regularly assess and improve the quality of data; supportive supervisory visits to districts
In late 2012, Study to evaluate the knowledge, attitude and practices on routine immunization and introduction of the new vaccine PCV-10 with the purpose of understanding barriers and beliefs of the families toward immunization. 

- When women talk about diseases, they do not describe the symptoms, an indication that they do not know the diseases being prevented by the specific vaccines. 

- Community opinion leaders’ knowledge about vaccinations does not differ much from that of the women but when requested they are willing to mobilize the community to participate in any specific health outreach activity. 

- Activists are trained in a vertical manner, and often know very little about vaccination, while community health workers (APEs) have received integrated training, know about immune-preventable diseases and have a formal role in the community, representing the health system in remote areas.

- Gender issues and the limited involvement of men in vaccination have negative effects on adherence, aggravating existing structural problems such as distance from home to the health unit or outreach team gathering point. 

- Work with traditional healers and community leaders, so that they assist in the production of communication material, helping to identify correspondence between traditional and biomedical diseases and, should this exist, helping to find a definition for any “new disease” that uses terminology that can be easily understood.

- Reinforce the capacity building plan for CHW (APEs) and health promotion activists on immunization on top of other health areas.  

- Diversify communication on vaccination opportunities, by increasing and improving the quality of interpersonal communication, especially by health workers. 

- Conceive visual IEC communication materials that associate each disease with each vaccination to ensure standardization of messages from health workers.

- Conceive simple audio-visual on vaccination in local languages to be used in the health centres during the health promotion sessions and by the Institute of Social Communication multimedia units to be used in community video debated sessions in rural areas.  

The assumption by health care workers that most care-givers are illiterate and therefore, do not need to know the names of vaccine given to their children is grossly misplaced, as some of the care-givers already are familiar with names of vaccines like polio, measles. (PIE for Penta 2011)

A great opportunity was missed to increase immunization acceptance by care-givers by not providing them information about the new vaccine introduced and the diseases they prevent. (PIE Penta 2011)

Actions were taken during the introduction of PCV10 in 2013 and Rotavirus/IPV/MSD in 2015. This aspect was taken into consideration, and mobilization was made to inform the community that the new vaccine was being introduced.
Evaluation of the impact of this measure was made during the PIE of PCV - % of caregivers who know diseases prevented by new vaccines increased to 47% in 2013 from the 23% in 2011.

Post-introduction evaluation exercises are good opportunities to assess the program performance in general (PIE for Penta 2011)
Planning for conduct PIE for any vaccines being introduced into the program.

 Perform supervision immediately after new vaccine introduction.

GAVI fund for the introduction of new vaccine was delayed, and the country did not mobilize enough internal finance resources, this compromised some activities
It is important to mobilize local finance prior to the introduction of vaccines to avoid the constraints related  to the  delay  of funds
Complaint of care-givers  who had children under one and were not illegible for vaccination (during PCV10 Introduction)
Communication messages for demand creation must be carefully designed to ensure that the people clearly understand the target group for the new vaccines. 
The inclusion of NITAG in the process of vaccination in the country support for decision-making on the introduction of new vaccine
Strengthen the NITAG coordination and capitalize on its strengthen as advocacy tool for EPI  
Limited skills and knowledge of workers at the health facility (PIE Penta 2011; )
Upon the introduction of the PCV10, staff at all levels received training on the new vaccine, using adapted WHO instruments. Training included knowledge of the disease protected by the vaccine and vaccine management aspects. Similar procedures were considered for the recent introduction of Rotavirus, IPV and MSD  
Wastage rate not recorded; EVMA found waste due to VMM reaching the discard point, expire date, stock out in some places and overstock in others;  (PIE Penta 2011)
Data collections tools have been updated to include monitoring of wastage rate. Reporting of wastage at district level is now systematic as of 2014.

Training on vaccine management commenced in 2013 and will be on going, as part of the EVM improvement plan.

Appointment and training of EPI logisticians at national and provincial levels 

Introduction of District Vaccine Data Management tool 

Regular supportive supervision at all levels


	
	Preventive campaign support
If campaigns with MR vaccines have already been conducted in your country, please give details of the lessons learned, specifically for: storage capacity, protection from additional freezing, staff training, cold chain, logistics, coverage, wastage rate, etc., and suggest action points to address them in future campaigns. If they are included in the Introduction Plan or Plan of Action, please cite the section only. If this information is already included in NVIP/POA, please reference the document and in which section/page this information can be found.
Lessons Learned
Action Points
Campaigns have commitment and support from political and local leaders 
Capitalize in this and use them as champions for social mobilization in their territories
When sensitized, private sector provides support in kind (fuel, cooling space, transport, etc.) in support of the campaign
Continue involving them in the activities for heath promotion in their communities 
Informal community leaders strongly influence the  decision-taking in their communities and when asked, they are with to collaborate with health structure 
Capitalize on this ad use them as advocates for adoption of healthy life style, including regular utilization of health services for preventive approaches 

	
	5.1.2 Health planning and budgeting

	
	Please provide information on the planning and budgeting cycle in your country
The planning and budgeting process in the MoH of Mozambique is performed on an annual basis and is aligned with the General Health Strategic Plan (PESS) of the MoH. By the end of second quarter of every year the Directorates of the MoH identify the activities for the following year taking into account the priorities set in the PESS. These activities are budgeted and the final draft of the plan is presented to the Minister of Health for evaluation and approval. The MoH discusses with the cabinet and approves the plan. Subsequently the plan is presented and discussed with the partners in special forum that occurs twice a year (Health Coordination Committee – CCS) and gaps in terms of budget discussed and pledges are made from the partners to fulfill the gaps according to the areas of interest of each of the partners. Finally the plan is sent to the Ministry of Plan and Development.
Please indicate the name and date of the relevant planning document for health
The most important planning document in the health sector is the NHSSP, which covers the period 2014-2019, and the PES (economic and social plan) which is the annual operationalization of the NHSSP. National Planning and Budgeting cycle of the MoH is annual starting at the end of the second quarter of each year.n The Plans are submitted to MoF by the end of the third quarter (September) and funds start to be released around March of the following year.
Is the cMYP (or updated Multi-Year Plan) aligned with the proposal document (timing, content, etc.)
Yes, the cMYP is aligned with the NHSSP 2014-2019 in content, in terms the latter aims at achieving the MDG4&5, and also considers the introduction of available new vaccines and technologies countrywide, as one of the priority interventions contributing to reduce infant morbidity and mortality, towards the MDG4&5 goals, during the period 2014-2019. The cMYP captures and costs immunization strategies and activities that will contribute to the achievement of the MGD4&5. The present new vaccine support application proposal is an activity contained in the cMYP 2015-2019.
The cMYP is also aligned with this proposal in terms of timing as it considers introduction of MR vaccine into National Immunization Program in 2017, as this proposal is an application for MR introduction countrywide as a catch up campaign in 2017. The cMYP 2015-2019 is also aligned in time with the NHSSP 2014-2019 as it is well within the life span of the NHSSP 2014-2019.
Please indicate the national planning budgeting cycle for health
As described above, the National Planning and Budgeting cycle of the MoH is annual starting at the end of the second quarter of each year.n The Plans are submitted to MoF by the end of the third quarter (September) and funds start to be released around March of the following year.
Please indicate the national planning cycle for immunisation
The immunization planning cycle follws the general MoH planning cycles. t starts be the end of the second quarter and finishes by the end of the third quarter. It is then integrated into the general MoH plan be the MoH Planning Directorare. Though this directorate, it is tehn sghared with partners for their review / contributions and formulation of funding pladges in the context of swap. The approval of this plan is done in alignment with the national plans, such as PES, PEES, CMYP, and budgeting ceiling is based on the MTEF.

	
	5.1.3 Gender and equity

	
	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).
Equitable access to vaccination in Mozambique seems to be linked to distance to health facilities, and level of education of mothers. A low population density of 25.8 persons per square kilometer at national level means long distances to health facilities for many people in rural area, where an estimated 70% of the Mozambican population live. The Demographic Health Survey from 2011 shows that there are differences with regards to place of residence and degree of literacy. For example, children living in rural areas have 72.3% DPT3 coverage as compared to their mates in urban areas, where the coverage is 86.3%. Southern provinces (Maputo City, Maputo Province, Gaza and Inhambane) and Sofala in central zone have consistently had coverage above 80% for all antigens. On the other hand, Nampula, Zambézia, Tete and Manica are the worst performing provinces, with coverage level consistently below 80% for all antigens and also below the national average.
Moreover, DPT3 among children for mothers with secondary level education was 85.6%, with primary level education was 76.9%, and with no education was 71.5%. This may account for some of the gaps in the current EPI communication strategy targeting people with low education level or no school education at all.
With regards to gender, until late 2015, Mozambique did not disaggregate routine vaccination data into sexes, however, different household surveys indicate that differences in coverage between boy and girls are not remarkable (DPT3 coverage of 74.4 for males and 73.8 for females in DHS 2003 and DPT3 coverage of 76.2 and 76.1 respectively in DHS 2011).
To mitigate the situation the country intends to use the community based structure, such as local leaders and community health workers (APE's) to intensify communication on EPI with emphasis on the benefits of immunization, vaccination schedule and importance of adherence and address misconceptions on vaccination where they may occur.
Outreach activities will be organized regularly with involvement of local communities in other to best suit their needs and availability. HSS funds have been allocated to secure fuel and allowances for regular outreaches.
As the differences in coverage are in terms of geographic areas and literacy level, both low in rural areas, systematic monitoring of performance on quarterly basis will help to identify low performing areas and design appropriate strategies to address them.
A focus work to identify bottlenecks to immunization delivery and uptake will be implemented in the worst performing province of Zambézia. Lessons learned will create the basis to develop an equity improvement plan that may be scaled up to other provinces.
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).
Even though no differences are found among girls and boys concerning utilization of immunization services, differences are found based on literacy level and geographic areas, as explained above. However, because we are aware that gender aspects must be addressed, as a general strategy the country always tries to address gender imbalances whenever a new intervention is offered.
In this context, the country is involving organizations like the Foundation for Community Development (FDC), a champion in the fight for increasing the opportunities of girls to education and health and that of the Red Cross and other community based organizations that have deep linkages with communities will be crucial. These organizations are supporting MoH in the development of the communication and community engagement components of the social mobilization plan for promoting utilization of immunization services.  With support of these organizations, specific communication strategies are being developed, targeting influential people in the communities such as parents, guardians, teachers, students (of both sexes), community leaders and political leaders in order to guarantee that all layers of society are convinced that it is important and cost-effective to have both girls and boys immunized against vaccine preventable disease.
In addition, on the health care provider side, the country will also (1) Diversify communication on vaccination opportunities, by increasing and improving the quality of interpersonal communication, especially by health workers; (2) Reinforce the capacity building plan for CHW (APEs) and health promotion activists on immunization on top of other health areas; (3) Conceive visual IEC communication materials that associate each disease with each vaccination to ensure standardization of messages from health workers; (4) Conceive simple audio-visual on vaccination in local languages to be used in the health centers during the health promotion sessions and by the Institute of Social Communication multimedia units to be used in community video debated sessions in rural areas; (5) Develop a monitoring and evaluation plan for communication on health that includes indicators on interpersonal communication, to assess the interpersonal capacities and techniques of health workers.
On the other hand, on the community engagement side: (1) Involve men in vaccination through dedicated health education sessions for them, focusing on topics such as men’s responsibility for children and the economic advantages of vaccination, as men are considered heads of family and breadwinners; (2) Disseminate best practices of men’s collaboration with women, to show that it can be a reality (positive deviance) and to create motivation in the community, (3) Involve more community leaders in vaccination promotion, to enable the participation of other opinion leaders like teachers, religious leaders and traditional healers who currently feel that they do not have the necessary authorization to do so, (4) Work with traditional healers, so that they assist in the production of communication material, helping to identify correspondence between traditional and biomedical diseases and, should this exist, helping to find a definition for any “new disease” that uses terminology that can be easily understood.
Please indicate if sex disaggregated data is collected and used in immunisation routine reporting systems.
Yes. The country has started to disaggregate immunization routine data by sex the introduction of Rotavirus, IPV and MSD in late 2015.
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.
This is not applicable, as the country is not in any of the above mentioned situiations. We have some areas ell identified where communities from other countries have settled, but they have equal access to halth services as native people.
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.
Coverage data is available up to health catchement area, but there is almost 1500 halth cathement areas. Therefore, this data will be provided up to district level, for which we have 148 districts.

	
	5.1.4 Data quality

	
	Please attach a data quality assessment (DQA), report that has been completed within the previous 48 months with the most recently conducted national survey containing immunisation coverage indicators (DOCUMENT NUMBER: 27) and an immunisation data quality improvement plan (DOCUMENT NUMBER 11). If available, a progress report on the implementation of the improvement plan should also be submitted (DOCUMENT NUMBER: 28, DOCUMENT NUMBER: 11).
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.
For the moment, the country is not using any independent mechanism to assess the quality of data. However, it is using the DQS tool (district data quality self-assessment tool), but it is performed by health workers themselves, to critically analyses the quality of data they produce. Apparently, this has helped to improve the quality of data reported, such that the difference between routine reported data and WUENIC estimates (that used to be > = to 20 %) has reduced between 3% for MCV1 and 14 % for Penta3 in the last three years.
In addition, the country has also decided that from next year, 2017, it will use specific district birth rate provided by the national bureau of statistics (INE), as opposed to national average being used up to now, to estimate the target group per district, and thus use a denominator that is more accurate for the district.
Additional details can be seen in the data quality section of the introduction plan.
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.
The last household survey, Demographic Health Survey (DHS), was conducted in 2011. The next is planned to take place next year, in 2017.

	
	5.1.5 MCV Immunisation coverage
Evidence of self-financing MCV1
If the country is not currently fully financing with domestic resources the measles mono-valent vaccine component of routine measles first dose (MCV1), please provide evidence that the country can meet this requirement from 2018 onwards through a decision recorded in the ICC minutes AND a signed letter from the Minister of Health and the Minister of Finance (Please attach available documents AS DOCUMENT NUMBER 31 -- in Section 10. Attachments).
Please provide information concerning immunisation coverage related to measles-containing vaccines (MCV)
Coverage
2013
2014
2015
Administrative(1)
WUENIC(2)
Administrative(1)
WUENIC(2)
Administrative(1)
WUENIC(2)
Measles 1st dose (%)
87
85
91
85
88
85
Measles 2nd dose (%)
Coverage
2013
2014
2015
Administrative(1)
Coverage survey
Administrative(1)
Coverage survey
Administrative(1)
Coverage survey
Supplementary Immunisation Activities (SIA) (%)
102.1
81.4
Note:
(1) National reported Administrative Coverage
(2) WHO/UNICEF estimates of national immunization coverage
Was the last Measles Supplementary Immunization Activities (SIA) administrative coverage or results of a survey of acceptable methodology Results of a survey
Please describe survey methodology:
Mozambique conducted nationwide SIA, follow up campaign in 2013. The campaign was evaluated also through survey, within 1 months of the implementation. It was used the “WHO EPI 30 Cluster” methodology. Administrative coverage results were of 102%, while survey found a coverage of 81%. The table below illustrate the coverage results of both administrative and survey data by province. Administrative covrage was 102.1% with all provincs reritng coverages of > = to 96%. Meawhile, post campaign survey found a coverage of 81.4% natioal level, with Niassa and Zambezia with the lowest coverage (64.1% and 66.8%) respectively, while all 4 southern provinces and Manca had the highest coverage between 90% and 94%.

	

	

	


	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
2015
2017
2018
2019
Total births
1,106,271
1,166,497
1,197,258
1,228,535
Total infants’ deaths
70,801
74,656
76,625
78,627
Total surviving infants
1,035,470
1,091,841
1,120,633
1,149,908
Total pregnant women
1,286,396
1,356,427
1,392,197
1,428,566
Target population vaccinated with OPV3[1]
958,851
1,037,249
1,064,602
1,092,413
OPV3 coverage[2]
93 %
95 %
95 %
95 %
Target population vaccinated with DTP1[1]
1,071,093
1,127,444
1,144,733
1,162,141
Target population vaccinated with DTP3[1]
976,115
1,037,249
1,064,602
1,092,413
DTP3 coverage[2]
94 %
95 %
95 %
95 %
Wastage[3] rate in base-year and planned thereafter (%) for DTP
9
10
10
10
Wastage[3] factor in base-year and planned thereafter for DTP
1.10
1.11
1.11
1.11
First Presentation: MR, 10 dose(s) per vial, LYOPHILISED in first dose
Wastage[3] rate in base-year and planned thereafter (%) 
0
40
40
40
Wastage[3] factor in base-year and planned thereafter (%)
1.00
1.67
1.67
1.67
Maximum wastage rate value for MR, 10 dose(s) per vial, LYOPHILISED in first dose
40 %
40 %
40 %
40 %
Target population vaccinated with 1st dose of MCV
906,744
1,004,494
1,053,396
1,092,413
MCV coverage[2]
88 %
92 %
94 %
95 %
Annual DTP Drop out rate [ ( DTP1 – DTP3 ) / DTP1 ] x 100
9 %
8 %
7 %
6 %
[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.
	
		

	

	


	5.3. Targets for Preventive Campaign(s)


	
	
	5.3.1 Targets (MR campaign)
Please specify cohort for rubella-containing vaccines (RCV):
MR Start 9 months
MR End 14 years
Cohort population = population 9 months - 14 years old
Gavi will only provide support to countries for Rubella Containing Vaccine catch-up campaign by providing doses of MR vaccine for a target population of males and females aged 9 months to 14 years (the exact range in the scope of 9 months to 14 years old will depend on MR in the country).
Table 5.3.1 Baseline NVS preventive campaign figures for MR
Number
Targets
2017
Total target population
12,207,839
Wastage rate (%) for MR (campaign)
15
Maximum wastage rate value for MR (campaign)
15 %


	

	


	5.4. Targets for One time mini-catchup campaign(s)


	
	
	No One time mini-catchup campaign 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 in the Introduction Plan or Plan of Action, please cite the section only.
Disease
Title of the assessment
Date
Results
Rubella
A study to assess the antenatal rubella serosurvey in Maputo, 
2002
Rubella IgG antibodies were detected in 95.3% (95% confidence interval 94.0%-96.6%) of 974 pregnant women. Age and residence did not significantly affect the prevalence of rubella IgG antibodies. However, the mean titre of rubella IgG antibodies was higher in women <20 years of age than in women > or =30 years of age (P < 0.01), and women living in urban areas had higher antibody titres than those living in suburban areas (P < 0.0001). The study concluded that the seroprevalence of rubella IgG antibodies among pregnant women in Maputo is high. Whether this is due to recent exposure to wild rubella virus or to exposure to rubella virus earlier in life is unclear. It recommended that further studies on the burden of congenital rubella syndrome could address this matter.
 Rubella
Review of the country measles case-base surveillance data, 2006-2015
2016
since the inception of the lab measles/rubella surveillance, a total of 10,194 suspected cases of measles/rubella have been investigated, from which 1,680 (16.5%) were IgM+ for rubella and 902 (8.8%) were IgM+ for measles. Distribution of rubella IgM+ cases by age group indicates that 94% of cases occur amongst children under 15 years of age, being the age group 1-4 years and 5-9 years the most affected with 37% and 36% of cases respectively, as demonstrated in the figure below. This evidence is suggestive that communities in Mozambique are at high risk of contracting rubella. 

	

	

	


	6.2. Requested vaccine (MR, 10 dose(s) per vial, LYOPHILISED in first dose)

	As reported in the cMYP, the country plans to introduce MR, using MR, 10 dose(s) per vial, LYOPHILISED in first dose.

	When is the country planning to introduce this vaccine? October 2017

	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.

	Please summarise the cold chain capacity (at central and other levels) and readiness to accommodate new vaccines, taking into consideration training, cold chain equipment and other logistical requirements. If cold chain expansion is required, state how it will be financed, and when it will be in place. The Independent Review Committee requires assurance that the cold chain is ready or will be ready for the routine introduction of the new vaccine, and evidence/plans need to be provided. All proposals that include Gavi- financing for cold chain equipment intended for vaccine storage shall need to procure equipment pre-qualified by WHO under their Performance Quality and Safety (PQS) program. The purchase of non-PQS equipment will only be considered on an exceptional basis, with justification and advance agreement from Gavi.

	The details are in the new vaccine introduction paln attached, chapter 3.2 (Storage capacity for new vaccine)
In summary, the introduction of MR vaccine into the National routine Immunization Program in 2017 will require no additional storage capacity at + 5o C at national level. However, from 2018 onwards, additional capacity will be required, starting with 792 liters to 5,822 liters in 2020. This gap will be addressed through the installation of 4 refrigerators VLS400 in 2018 and a WICR30m3 of 7,143 liters in 2019.
At sub-national level, provincial level, only 2 out of 11 provinces, Maputo province and Maputo City will require additional storage capacity at + 5o C, respectively, in 2017.  The gap increases to 2,400 litres and 1,700m litres respectively by 2020. The country has decided that vaccine for these provinces, which are very close to central level, will be kept at the national vaccine store.
The estimated additional cost of the cold chain storage for routine MR1&2 introduction relates to central level only, and is of $4,458 in 2018 for the 4 VLS400 refrigerators and $54,286 in 2019 for the WICR. The WICR installation cost is estimated at $6,173. Therefore, total investment cold chain cost amounts at $64,917.


			
			
	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
Initial self-financing phase
2017
2018
2019
Minimum co-financing
0.30
0.30
0.30
Your co-financing (please change if higher)
0.30
0.30
0.30
		
			
	6.2.2. Specifications of vaccinations with new vaccine
		
			
	Data from
2017
2018
2019
Immunization coverage
Table 5.2
%
92%
94%
95%
Number of children to be vaccinated with the first dose
Table 5.2
#
1,004,494
1,053,396
1,092,413
Country co-financing per dose
Table 6.4.1
$
0.3
0.3
0.3
		

	

	

	

	


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

	2017
2018
2019
Number of vaccine doses
#
929,403
788,768
815,849
Number of AD syringes
#
0
0
0
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
0
0
0
Total value to be co-financed by the Country [1]
$
629,071
533,881
552,211
[1] The co-financing amount for initial self-financing countries indicates costs for the vaccines 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$)

	2017
2018
2019
Number of vaccine doses
#
1,167,497
990,832
1,024,851
Number of AD syringes
#
1,580,497
1,191,933
1,230,661
Number of re-constitution syringes
#
232,756
197,536
204,318
Number of safety boxes
#
20,128
15,424
15,929
Total value to be co-financed by Gavi
$
855,694
720,115
744,748


	

	

	

	

	


	6.2.5. New and Under-Used Vaccine Introduction Grant


	
	
	Calculation of Vaccine Introduction Grant for the MR, 10 dose(s) per vial, LYOPHILISED in first dose

	
	Year of New Vaccine Introduction 
Births (from Table 5.2)
Share per Birth in US$
Total in US$
2017
1,166,497
0.80
933,198

	This is a one-time cash grant of US$0.80/child in a single birth cohort or a lump sum of $100,000 (whichever is higher). It should be noted that for introduction applications submitted from January 2017 onwards and for all Gavi vaccine introductions planned for implementation in 2018 onwards, this grant will be adjusted according to transition stage of the country. Countries in preparatory transition phase (Phase 1) will be provided with $0.70 per targeted person in a single birth cohort, and countries which have entered accelerated transition phase (Phase 2) $0.60 per targeted person in a single birth cohort. For low income countries, the amount will remain at $0.80 per targeted person.

	
	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 NVS Grant will be used to support the following activities:
1. Support advocacy meetings at various levels
2. Program management and coordination at various levels
3. Develop social mobilization materials for health workers and communities
4. Produce and provide t-shirts, caps, banners, etc.
5. Support dissemination of campaign messages through media, etc.
6. Develop MR training materials
7. Print social mobilizations and MR training materials
8. Training of health workers on New Vaccine Introduction, including IEC
9. Vaccine delivery from central vaccine store down the supply chain to health facilities
10. Document production and printing (update and printing of vaccination reporting forms, child health cards, etc.)
11. Micro planning workshops
12. Supervisory activities
13. Launching of the campaign
14. Support allowances for health workers and community mobilizers
15. Support logistics during the campaign, including waste management
16. Support independent monitoring process during the campaign
17. Conduct post introduction evaluation
18. Conduct post campaign coverage survey (in all districts)
19. Surveillance and monitoring
20. Provision of technical assistance

	
	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. 22.

	
	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 MR campaign operational costs are estimated at $8,064,465, GAVI New Vaccine Grant estimated for the targeted children is of $7,935,095. There is a deficit of $127,370 for program management and coordination and social mobilization, representing 1.6% gap (table 13 above). This does not represent any challenge, as it will be easily integrated in to the already existing routine EPI coordinating bodies ongoing social mobilization activities at various levels of the system.
Even though resources for other activity items have been completely secured through the NVS Grant the program will attempt to reduce program direct expense on these items and save some resources that can be diverted to cover other routine needs. In this context, the program will attempt the following strategies:
For advocacy and communication, the program will attempt to reduce the gap through advocacy with the media to get free radio/television spots or reduced fees. In addition, IEC for new vaccine can be integrated within those activities already being carried out by the local governments. This might include, for instance, having local authorities using its structure already in place to inform communities about the new vaccine (using leaflets), support the health sector in addressing community queries and fears about new vaccine, and mobilizing them for adherence and increased utilization of immunization services.
For program management will integrate these activities in the already existing routine scheme. For instances, MR vaccine management will be done using the same tools used for other vaccines, and the routine training of health workers on vaccine management and vaccine wastage monitoring will include MR vaccine management.
During routine supportive supervisory visits for routine immunization, it can be taken the opportunity of checking the status and quality of preparedness for MR campaign and introduction in the last 6 months prior to the MR introduction in October 2017. Meanwhile, supportive supervision for MR vaccine immunization in terms of coverage, drop out etc., after introduction, will be conducted at the same time as that of other national immunization program vaccines. The same will be the case with regards to MR surveillance.
Vaccine distribution can also be incorporated in the already existing routine distribution system.
Building on the experience of the previous campaigns, public and private sectors at national, provincial and district levels will also be approached to provide support.

	
	6.2.6.Technical assistance
Please describe any particular area(s) the Ministry would require technical assistance to support the introduction of MR.
MoH will require technical assistance in various phases of the preparedness, implementation and post campaign evaluations. The areas will basically development of training materials and training of central and provincial level supervisors; MR AEFI training; development of social mobilization materials; MR post introduction evaluation (PIE); Post campaign coverage survey and campaign report writing. The technical will be recruited internal and external local expertise is not available.


	

		
		
		

	

	


	7. NVS Preventive Campaigns


	
	
	7.1. Assessment of burden of relevant diseases related to campaigns (if available)

	
	Disease
Title of the assessment
Date
Results
Rubella
Review of the country measles case-base surveillance data, 2006 -2015
July 2016
A total of 10,194 suspected cases of measles/rubella have been investigated, from which 1,680 (16.5%) were IgM+ for rubella and 902 (8.8%) were IgM+ for measles. Distribution of rubella IgM+ cases by age group indicates that 94% of cases occur amongst children under 15 years of age, being the age group 1-4 years and 5-9 years the most affected with 37% and 36% of cases respectively, as demonstrated in the figure below. This evidence is suggestive that communities in Mozambique are at high risk of contracting rubella. 

	
	Please attach the Plan of Action for each campaign as Document No. 29,23 in Section 10.

	
	7.1.1 Epidemiology and disease burden for Measles-Rubella
Please select at least one of the following information sources to justify RCV diseases burden results: 
Epidemiological information on burden of disease:
þ
1 - Rubella data from the measles case-based surveillance system (including the age distribution of rubella cases)
o
2 - Rubella seroprevalence surveys
o
3 - Congenital Rubella Syndrome (CRS) burden information, e.g. retrospective search, modelled estimates for CRS burden, prospective surveillance
o
4 - Other


	

	


	7.2.Request for MR, 10 dose(s) per vial, LYOPHILISED campaign support

	7.2.1. Summary for MR campaign support

	When is the country planning to conduct the MR catchup campaign? Not Selected 10

	#Error

	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 this issue.

	Please give a summary of the cMYP and/or the MR, 10 dose(s) per vial, LYOPHILISED introduction plan sections that refer to the introduction of MR, 10 dose(s) per vial, LYOPHILISED. Outline the key points that informed the decision-making process (data considered etc) and describe the plans for social mobilisation and microplanning, including strategies for insecure or hard-to-reach areas. If they are included in the introduction plan or plan of action, please cite the sections only.

	7935095.35

	Please summarise the cold chain capacity (at central and other levels) and readiness to accommodate new vaccines, taking into consideration training, cold chain equipment and other logistical requirements. If cold chain expansion is required, state how it will be financed, and when it will be in place. Please describe how the surge capacity for campaigns will be managed. Please indicate if the supplies for the campaign will have any impact in the shipment plans for your routine vaccines and how it will be handled. The Independent Review Committee requires assurance that the cold chain is ready or will be ready for the campaign, and evidence/plans need to be provided (if they are included in detail in the plan of action, please cite the section here). All proposals that include Gavi-financing for cold chain equipment intended for vaccine storage shall need to procure equipment pre-qualified by WHO under their Performance Quality and Safety (PQS) program. The purchase of non-PQS equipment will only be considered on an exceptional basis, with justification and advance agreement from Gavi. Please note that all Gavi-financed cold chain equipment needs to be WHO pre-qualified. The purchase of non-PQS equipment will only be considered on exceptional basis, with justification and advance agreement from Gavi.

	Please refer to the RCV Cath Up Campaign and Introduction into National Immunization Plan, chapters 2 and 3.1  for dcision making
Chapter 3.1; 8 and 9 for MR, 10 doses, Lyophilised vaccine
Chapter 7 for advocacy, communication and social mobilization
Chapter 6 and 8 for micro planning to reach hard to reach

	Please describe how the campaign activities will contribute to strengthening routine immunisation services. Please refer to specific activities to be undertaken during planning and implementation, to evaluate the implementation of the routine strengthening activities completed during the campaign, and to assess, via an independent survey, the quality and coverage achieved through the campaign.

	
	Please describe any plans for expanding measles surveillance to include rubella and plans for the introduction of Congenital Rubella Syndrome (CRS) surveillance.

	18

	Please submit relevant documentation to support the estimates of the size of the campaign target population (as DOCUMENT NUMBER : 2017).


	
	
	7.2.2. Grant Support for Operational Costs of the MR Campaign

	
	Table 7.2.2: calculation of grant to support the operational costs of the campaigns
Year of MR support
Total target population (from Table 5.3) 
Gavi contribution per target person in US$
Total in US$
96
2,017
12,207,839.00
1
[1] The Grant is currently based on a maximum of US$0.65 per targeted person. It should be noted that for campaign applications submitted from January 2017 onwards and for all campaigns planned for implementation in 2018 onwards this grant will be adjusted according to transition stage of the country. Countries will be responsible for providing the balance of operational funds in excess of US$0.65 per child. Countries in preparatory transition phase (Phase 1) will be provided with $0.55 per targeted person, and countries which have entered accelerated transition phase (Phase 2) $0.45 per targeted person. For low income countries, the amount will remain at $0.65 per targeted person.
[2] Please add a line for each calendar year for SIAs being implemented over different years.
Please describe how the grant will be used to facilitate the preparation and timely and effective delivery of the campaigns to the target population (refer to the cMYP and the Vaccine Introduction Plan).


	

	

	

	


	
	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.

	
	29

	
	Please complete also 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. 
Campaign and new vaccine introduction are the rare occasions where the country manages to conduct training of health workers at all levels of the system, as resources are usually available for that to happen. In addition, these are the rare opportunities where micro planning takes place at district and health facility levels with support of higher levels. Both training in various aspect of vaccine management and micro plan exercises are important tools in building the capacity of peripheral health staff, this way, strengthening routine immunization.
Supportive supervision conducted in the preparatory phase, during campaign and in the post-campaign phase, offer an excellent opportunities to monitor routine aspects of the program, and make recommendations for improvement.
Independent monitoring and post-campaign surveys, will help to identify the main reasons for non-vaccination and inform the development or tailoring of strategies to improve routine coverage.
.


	
	
	7.2.3 Evidence of introduction of  in routine programme
Please provide evidence that the country plans to introduce MR vaccine into the routine programme (if not yet introduced). Provide in the box below or cite the section in the Plan of Action or introduction plan.
MR

	

	

	

	

	


	7.2.3 Evidence of introduction of MR in routine programme


	
	
	Please provide evidence that the country can finance the introduction of Rubella-Containing-Vaccine (RCV) into the routine programme through one of the following:(Please attach available documents AS DOCUMENT NUMBER Not selected in Section 10. Attachments)
o
1 - A commercial contract for purchase of MR/MMR vaccine with or without shipping documents, invoice, etc.
þ
2 - Integration of RCV into the cMYP with a corresponding increase in the budget line for vaccines in the health sector budget adequate to cover purchase of RCV (please highlight the budget line in the cMYP costing or other document showing the corresponding increase to cover the purchase of RCV).
o
3 - An MOU between government and donor(s) (or other written document) committing the donor(s) to support for at least one year, the purchase of RCV for use in the routine programme OR a letter from the Minister of Finance or Budget ensuring additional funding for RCV purchase. In this case, the country must show additional evidence that the country will include MR vaccination in the routine immediately after the campaign.

	
	7.2.4 Introduction planning for RCV
Countries should describe their plan for introduction including surveillance activities:
Does Mozambique’s cMYP include a plan for the introduction of RCV into the national programme? True
Please attach the Introduction Plan for the introduction of RCV into the national programme as Document number 
Thwe introduction of RCV in Mozambique will be through catch up campaign in October 2017. Immediately following the campaign, the country will provide RCV (MR) in routine immunization. Therfore, the introduction plan is the same as that of catch up MR camapign, and is attached as both document 23 and 29. The applicationollws the GAVI guidelines.
in Section 10 and also attach the Plan of Action for the campaign as Document number 13 in Section 10. Please refer to the Gavi application guidelines for required components in the introduction plan and plan of action.


	

	
	

	

	

	

	


	8. Procurement and Management


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

	
	Note: The PCV 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):
The MoH only uses WHO pre-qualified vaccines and the same will apply to the MR vaccine. As a Gavi co-financed vaccine, vaccine procurement will be undertaken through UNICEF Procurement Services, in line with existing MoU between Unicef, MoH and Gavi for other New Vaccine Support.
Unicef will undertake procurement of the MR vaccine and related injection supplies in accordance to forecasted quantities as expressed in Gavi Decision Letters. For vaccine quantities to be co-financed by the Government of Mozambique, the MoH will enquire from UNICEF a Cost Estimate (CE) and subsequently confirm acceptance and undertake the payment before shipment of vaccine can commence.
An indicative lead time of 6 weeks will be allowed for the vaccine to be made ready for shipment and 2 additional weeks for actual shipment, after greenlight has been given by the country.
b) If an alternative mechanism for procurement and delivery of vaccine supply (financed by the country or the Gavi) is requested, please document
l
A description of the mechanism and the vaccines or commodities to be procured by the country
l
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.
Not applicable, as all MR vaccine will be procured thorugh UNICEF Procurement Services.
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.
MR vaccine will be introduced as a catch-up campaign covering from 9 months to 14 year-olds. Financial support for the campaign and health system capacity building for using a new vaccine in the rotine, as well as for vaccines is requested from Gavi. While vaccines are to be procured through UNICEF Procurement Services, it is requested that all cash support for the operationalization of the campaign and vaccine introduction activities be transferred to MoH acocunt.
d) Please indicate how the co-financing amounts will be paid (and who is responsible for this)
The Government of Mozmabique will be accountable to pay the MR vaccine co-financed quantities as expressed in the Gavi Decision Letter. The MoH will submit a request for Cost Estimate (CE) to Unicef Procurement Services. Upon receipt of the the CE, the MoH will undertake the cash transfer to UNICEF for the procurement of the country co-financing quantities. 
The indicative lead time for the shipment of vaccines as of receipt of co-financing payment is 7 weeks. Once the procurment of vaccines is concluded UNICEF will issue a Statement of Account to the Government of Mozambique stating any open balances from the procurement. Balances will either be transferred back to the Government of Mozambique or used againt future procurement, as per expressed intention of the MoH.
e) Please describe the financial management procedures that will be applied for the management of the NVS direct financial support, including procurement.
All Gavi cash support to the Government of Mozambique will be managed in accordance to the Financial Management Agreement and Requirements signed between the MoH and Gavi. Financial support for procurement of vaccines will be channeled from Gavi to Unicef Procurement Services, in alignment with vaccine quantities expressed in Gavi Decision Letters.
f) Please outline how coverage of the introduced vaccine will be monitored, reported and evaluated (refer to cMYP and Introduction Plan)
Please refer to chapter 10 of the introduction plan
The introduction process in the pre-campaign phase will be closely monitored  paying due attention to operational aspects such as the training of health workers, supply of vaccine and injection equipment, cold chain and logistics, advocacy and social mobilization, and adaptation of forms, register and cards.
The implementation of the campaign will be monitored through selected indicators, which include the number of districts having introduced MR vaccine, the coverage rate, dropout rate, vaccine wastage rate, the adverse events following immunization, stock, consumption, supply of vaccines, injection safety and cold chain equipment and waste disposal. In addition, it is also planned and budgeted intra-campaign and post-campaign independent monitoring. Further, within a month of the end campaign, it will conducted a post-campaign coverage survey.
Lastly, the routine performance on MR vaccination will continue to be monitored through the routine health information system, and the implementation of post introduction evolution (PIE) for MR vaccine, six months after introduction.
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)

	
	8.2.1 Procurement and Management for MR, 10 dose(s) per vial, LYOPHILISED campaign
 a) Please show how the support will operate and be managed including procurement of vaccines (Gavi expects that countries will procure vaccine and injection supplies through UNICEF): 
True
b) Please describe the financial management procedures that will be applied for the management of the preventive campaign cash support, including any procurement to be incurred.
108949.6
c) Please indicate if the campaign is going to be phased, and if so, how this will be done.
The MoH only uses WHO pre-qualified vaccines and the same will apply to the MR vaccine. As a Gavi co-financed vaccine, vaccine procurement will be undertaken through UNICEF Procurement Services, in line with existing MoU between Unicef, MoH and Gavi for other New Vaccine Support.
Unicef will undertake procurement of the MR vaccine and related injection supplies in accordance to forecasted quantities as expressed in Gavi Decision Letters. For vaccine quantities to be co-financed by the Government of Mozambique, the MoH will enquire from UNICEF a Cost Estimate (CE) and subsequently confirm acceptance and undertake the payment before shipment of vaccine can commence.
An indicative lead time of 6 weeks will be allowed for the vaccine to be made ready for shipment and 2 additional weeks for actual shipment, after greenlight has been given by the country.
d) Please outline how coverage of the campaign will be monitored, reported and evaluated (refer to the cMYP and/or the MR, 10 dose(s) per vial, LYOPHILISED campaign introduction plan)
The MR catchup campaign will be implemented at scale in the whole country. The country has large experience in implementing campaigns at scale, since it has been implementing one to two rounds of National Health Weeks every year since 2008, ehich include vaccination activities. The last MCV specific campaign was implemented in December 2013.

	
	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 MoH accepts Expedited Procedure for national registration of WHO-prequalified vaccines. It is nevertheless required that a private representative of the Manufacturer be present in the country and submits the dossier for registration of the vaccine. The submission of the dossier for registration of the vaccine will be accompanied by a special request for authorization for vaccine introduction while the registration process is on-going. The registration process may have a duration for 24 months.
For each of the vaccine(s) requested, please provide the actual licensure status of the preferred presentation and of any alternative presentations, if required.
Mozambique has never used MR vaccines before and these are not licenced in the country. Nevertheless, MoH has licenced other vaccines from Serum Institue of India, the Manufacturer of the prefered presentation of MR (Lyophilized, 10 dose Vial). The presence of a local representative and the experience of registring other vaccines may be a facilitate the process of registration for the MR vaccine.
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.
MR vaccine will be procured through UNICEF procurement services and therefore will abide to the procedures in place for other Gavi co-financed vaccines.
Upon issuance of Purchase Order (PO), Unicef Supply Division will inform both the Supplier and the MoH on the specifications of the vaccine, including vaccine type and shipping volumes. The Supplier will confirm the terms o the PO, including tentative delivery timelines. MoH will also confirm both PO information and consignee details and will issue a specific code number, the Moz-number, to be used for pre-inspection. Issuance of Moz-number may take from one to three weeks.
Upon receipt of Moz-number, vaccines will be inspected before shipment. Inspection will take one to two weeks.
The inspection report will be sent to the country, which will then provide a green light for the shipment of vaccines. The process for issuing green light may take one to two weeks.
Once green light has been given, vaccines will be shipped to the country. The shipment of vaccines to the country may take up to two weeks, subject to availability of flights.
If the longest lead time for each process is considered, the total lead time for shipment of vaccines to the country, from the issuance of a Purchase Order, may amount to about 11 to 12 weeks and this timeframe should be taken into account in the shipment plan for vaccines.
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 in MOzambique only mplements regulatory activities for medicines. It is not involved in the regulation for vacciones. The country only procure both vaccines and medicines from WHO pre-quaklified suppliers. Thre NRA is currently being strenghtened through attendance to WHO NRA workshops coducted on a yearly basis in the Africa region.
The focal person id Dra Tnia Sitoe; e-mail adress: vuyeya78@yahoo.com; cell contact: +258 826337199.

	
	8.4 Vaccine Management (EVSM/EVM/VMA)

	
	It is mandatory for countries to conduct an Effective Vaccine Management (EVM) assessment prior to an application for the introduction of a new vaccine. This EVM should have been conducted within the preceding 5 years.
When was the EVM conducted? July 2015
Please attach the EVM improvement plan progress report (DOCUMENT NUMBER:21); and if not previously provided, please attach the most recent EVM assessment report (DOCUMENT NUMBER : 20,19,21) and the corresponding EVM improvement plan (DOCUMENT NUMBER : 19). The improvement plan should include a timeline, budget of committed resources for these activities and funding gaps, if any, as well as M&E indicators to monitor progress of implementation.
When is the next Effective Vaccine Management (EVM) Assessment planned? July 2018

	
	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).
Mozambique is using WHO pre-qualified auto-disable (AD) syringes for all injectable vaccines, both for new vaccines procured through UNICEF and for self-procured traditional vaccines.
The country instituted a Regulation for the Management of Bio-Medical Wastage in 2003. This regulation is operationalized through the Provincial Injection Safety Committees, which exist in every Province. The Committees assign responsible staff for bio-medical wastage (BMW) management in all District and Health Facilities. The Committees are responsible for the following activities:
· Budgeting for fuel for incineration/burning of BMW
· Planning for a means of secure transportation of the BMW from the immunization sites
· Set the routes for BMW collection in accordance to fixed immunization sites
· Identification of temporary storage sites for the safety boxes
· Identification of incineration sites or sites for digging a hole for burn and bury. In the capital cities, the BMW is incinerated at the Central or Provincial Hospitals or other Health Units with incineration facilities. In rural areas, the BMW will be disposed and burnt and buried the pre-selected sites.
Waste management regulations and procedures are expected to remain the same for the introduction of MR vaccine. In the coming years the country has planned for improvements in waste management facilities at District level by the construction of incinerators in all/selected district hospitals, through the GAVI HSS funding mechanism.
Waste management and injection safety is being monitored regularly to identify needs for improvements. In 2004 and 2006, the injection safety assessment and the EPI Review indicated overstock of AD syringes and safety boxes, overflowing pierced and opened safety boxes, gaps in the knowledge of health workers about the national waste management policy, and inappropriate waste management practices including burning and burying as methods of waste disposal often in close proximity to the community. Both studies found a 100% use of AD syringes and safety boxes in all immunization sessions, both static and mobile.
The recent EPI review conducted in July 2016, found considerable improvements in terms of health workers personal injection safe practices and protection of waste disposal sites, but the final disposal mechanisms remain the burning and berry, which in some instances, are not well protected and taken care of, representing danger for children in surrounding communities. 
For this campaign, a waste management strategy will be designed, whereby waste will be collected from vaccination sites to selected disposal sites, where the final destruction will occur. Transport and fuel for that to happen have been budgeted in the SIA’s under waste management budget line. Waste management focal persons will be identified and trained in each health catchment area and the selected final disposal sites.  In addition, the budget of this application considers also the procurement and installation of incinerators for selected health facilities (see attached VIG Budget).
For this campaign, as in the previous ones, AD syringes and safety boxes will be used in every vaccination site, in both static and mobile brigades. Based on the volume needs and on the previous experiences with catch up SIA’s there will be no need to rent dry storage for injection safety material at any level of the system, as there is enough dry store capacity at all levels.


	

	


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


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

	
	Having analysd the data on the review of the case-based surveillance, the few seroservy studies and regional CRS data preented byb the technical working group, all evidence being suggestive that communities in the country are at high risk of rubella and CRS
Having analysed the cold chain capacity requirements for both MR catch up and routine introduction ansd concluded that required investments can be met with resources mobilized externally and internally
Having analysed the global financial implications for boh MR catch up & introductionnto routine, and the avialable opoportuities for resouces mobilization externay and internally
Considering the NITAG recommendaion for introduction of MR vaccine and considering the puiblic health benefits of both MR catch up and introduction into routine
The ICC strongly recomends approval of the country proposal for both MR catch up campaign and introductuion into routine immunizatonof two doses of MR vaccine.


	

	


	10. List of documents attached to this proposal


		
		
	10.1. List of documents attached to this proposal
	
		
	Table 1: Checklist of mandatory attachments
	
		
	Document Number
Document
Section
File
Endorsements
1
MoH Signature (or delegated authority) of Proposal
4.1.1
MoH Sinature.docx
File desc: 
Date/time : 18/09/2016 01:08:36
Size: 11 KB
2
MoF Signature (or delegated authority) of Proposal
4.1.1
MoF signature.docx
File desc: 
Date/time : 18/09/2016 01:08:55
Size: 11 KB
4
Terms of Reference for the ICC
4.1.2
Revised ToR ICC09.16.docx
File desc: 
Date/time : 12/09/2016 10:23:55
Size: 47 KB
5
Minutes of ICC/HSCC meeting endorsing Proposal
4.1.3
Signatures of ICC 09_08_2016.pdf
File desc: 
Date/time : 20/09/2016 11:25:59
Size: 219 KB
6
Signatures of ICC or HSCC or equivalent in Proposal
4.1.3
Signatures of ICC 09_08_2016.pdf
File desc: 
Date/time : 20/09/2016 11:32:32
Size: 219 KB
7
Minutes of last three ICC/HSCC meetings
4.1.3
Minutes of last three ICC.pdf
File desc: 
Date/time : 20/09/2016 12:03:56
Size: 2 MB
8
Role and functioning of the advisory group, description of plans to establish a NITAG
4.2.1
Dip.Minist. 151-2011 de 8 de Junho Regulamenta o CoPI.PDF
File desc: 
Date/time : 12/09/2016 11:44:19
Size: 795 KB
Planning, financing and vaccine management
9
comprehensive Multi Year Plan - cMYP
5.1
MR_Mozambique- MULTI-Year Plan - 2015-2019_Final_B.doc
File desc: 
Date/time : 18/09/2016 12:17:10
Size: 13 MB
10
cMYP Costing tool for financial analysis
5.1
MR_ MOZ UPDATED_cMYP_V3.3.1_Final January 2014.xlsm
File desc: 
Date/time : 18/09/2016 09:30:21
Size: 2 MB
11
M&E and surveillance plan within the country’s existing monitoring plan
5.1.4
M&E and surveillance plan.docx
File desc: 
Date/time : 18/09/2016 01:07:45
Size: 11 KB
13
Introduction Plan for the introduction of RCV / JE / Men A / YF into the national programme
7.x.4
Mozambique_MR Introduction Plan_September_Versao B_2016.doc
File desc: 
Date/time : 18/09/2016 09:31:24
Size: 626 KB
14
Annual EPI Plan with 4 year forward view for measles and rubella
PESS 2016 PAV.xls
File desc: 
Date/time : 20/09/2016 12:18:16
Size: 89 KB
17
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
Evidence of commitment to fund purchase of RCV for use in the routine system in place of the first dose of MCV.docx
File desc: 
Date/time : 18/09/2016 01:10:10
Size: 11 KB
18
Campaign target population documentation
7.x.1, 6.x.1
Campaign target population documentation.docx
File desc: 
Date/time : 18/09/2016 01:10:26
Size: 11 KB
22
Detailed budget template for VIG / Operational Costs
6.x,7.x.2, 6.x.2
Moz_VIG and Op Cost Detail Template_2016.xlsx
File desc: 
Date/time : 18/09/2016 09:33:25
Size: 267 KB
27
Data quality assessment (DQA) report
5.1.4
MOZAMBIQUE Draft Report EPI Review_Last Version Received.docx
File desc: Check pages 41-47
Date/time : 23/09/2016 03:31:42
Size: 7 MB
28
DQA improvement plan
5.1.4
MOZAMBIQUE Draft Report EPI Review_Last Version Received.docx
File desc: 
Date/time : 23/09/2016 03:52:53
Size: 7 MB
29
Plan of Action for campaigns
7.1, 7.x.4
Mozambique_MR Introduction Plan_September_Versao B_2016.doc
File desc: 
Date/time : 18/09/2016 09:28:19
Size: 626 KB
	
		
	Table 2: Checklist of optional attachments
	
		
	Document Number
Document
Section
File
3
MoE signature (or delegated authority) of HPV Proposal
4.1.1
No file loaded
12
Vaccine introduction plan
5.1
No file loaded
15
HPV roadmap or strategy
6.1.1
No file loaded
16
HPV summary of the evaluation methodology
5.1.6
No file loaded
19
EVM report
8.3
Mozambique_EVM Report 2015_Final Draft (2).doc
File desc: 
Date/time : 18/09/2016 09:37:43
Size: 4 MB
20
Improvement plan based on EVM
8.3
Mozambique EVM IP - Strategic narrative_final dratf_August 2016.docx
File desc: 
Date/time : 18/09/2016 09:40:30
Size: 285 KB
21
EVM improvement plan progress report
8.3
Mozambique EVM IP - Strategic narrative_final dratf_August 2016.docx
File desc: 
Date/time : 18/09/2016 09:41:48
Size: 285 KB
23
Risk assessment and consensus meeting report for MenA. If the DPT was used instead, please include this.
7.1
No file loaded
24
National Measles (& Rubella) elimination plan if available
No file loaded
25
A description of partner participation in preparing the application
4.1.3
No file loaded
26
Minutes of NITAG meeting with specific recommendations on the NVS introduction or campaign
4.2
No file loaded
30
Other
No file loaded
31
Evidence of self-financing MCV1
5.1.5
No file loaded
	

	

	


	11. Annexes


	
	
	Annex 1 - NVS Routine Support

	
	Annex 1.1 - NVS Routine Support (MR, 10 dose(s) per vial, LYOPHILISED in first dose)
Table Annex 1.1 A: Rounded up portion of supply that is procured by the country and estimate of relative costs in US$
2017
2018
2019
Number of vaccine doses
#
929,500
788,800
815,900
Number of AD syringes
#
0
0
0
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
0
0
0
Total value to be co-financed by the Country [1]
$
629,500
534,000
552,500
Table Annex 1.1 B: Rounded up portion of supply that is procured by Gavi and estimate of relative costs in US$
2017
2018
2019
Number of vaccine doses
#
1,167,500
990,900
1,024,900
Number of AD syringes
#
1,580,500
1,192,000
1,230,700
Number of re-constitution syringes
#
232,800
197,600
204,400
Number of safety boxes
#
20,150
15,425
15,950
Total value to be co-financed by Gavi
$
856,000
720,500
745,000


	

	


	Table Annex 1.1 C: Summary table for vaccine MR, 10 dose(s) per vial, LYOPHILISED in first dose


		
		
	ID
Data from
2017
2018
2019
Number of surviving infants
Table 5.2
#
1,091,841
1,120,633
1,149,908
Immunization coverage
Table 5.2
%
92%
94%
95%
Number of children to be vaccinated with the first dose
Table 5.2
#
1,004,494
1,053,396
1,092,413
Number of doses per child
Parameter
#
1
1
1
Estimated vaccine wastage factor
Table 5.2
#
1.67
1.67
1.67
Number of doses per vial
Parameter
#
10
10
10
AD syringes required
Parameter
#
Yes
Yes
Yes
Reconstitution syringes required
Parameter
#
Yes
Yes
Yes
Safety boxes required
Parameter
#
Yes
Yes
Yes
cc
Country co-financing per dose
Table 6.4.1
$
0.3
0.3
0.3
ca
AD syringe price per unit
Table Annexes 4A
$
0.041
0.041
0.041
cr
Reconstitution syringe price per unit
Table Annexes 4A
$
0.004
0.004
0.004
cs
Safety box price per unit
Table Annexes 4A
$
0.005
0.005
0.005
fv
Freight cost as % of vaccines value
Table Annexes 4B
%
2.73%
2.73%
2.73%
fd
Freight cost as % of devices value
Parameter
%
0
0
0
	
		

	

	

	

	


	Table Annex 1.1 D: Estimated numbers for MR, 10 dose(s) per vial, LYOPHILISED in first dose, associated injection safety material and related co-financing budget (page 1)


	
	
	Formula
2017
Total
Government
Gavi
A
Country co-finance
V
44.32 %
B
Number of children to be vaccinated with the first dose
Table 5.2
1,004,494
445,219
559,275
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B x C
1,004,494
445,219
559,275
E
Estimated vaccine wastage factor
Table 5.2
1.67
F
Number of doses needed including wastage
D x E
1,677,505
743,516
933,989
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]
419,377
185,880
233,497
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
2,096,900
929,403
1,167,497
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
1,580,497
0
1,580,497
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.11
232,756
0
232,756
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.11
20,128
0
20,128
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,381,550
612,341
769,209
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
64,409
0
64,409
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
968
0
968
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
93
0
93
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
37,745
16,730
21,015
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
1,484,765
629,071
855,694
U
Total country co-financing
I x country co-financing per dose (cc)
629,070
V
Country co-financing % of Gavi supported proportion
U / (N + R)
44.32 %

	

	
	Table Annex 1.1 D: Estimated numbers for MR, 10 dose(s) per vial, LYOPHILISED in first dose, associated injection safety material and related co-financing budget (page 2)
Formula
2018
Total
Government
Gavi
A
Country co-finance
V
44.32 %
B
Number of children to be vaccinated with the first dose
Table 5.2
1,053,396
466,894
586,502
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B x C
1,053,396
466,894
586,502
E
Estimated vaccine wastage factor
Table 5.2
1.67
F
Number of doses needed including wastage
D x E
1,759,172
779,713
979,459
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]
20,417
9,050
11,367
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
1,779,600
788,768
990,832
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
1,191,933
0
1,191,933
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.11
197,536
0
197,536
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.11
15,424
0
15,424
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,172,496
519,683
652,813
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
48,574
0
48,574
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
821
0
821
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
72
0
72
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
32,033
14,198
17,835
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
1,253,996
533,881
720,115
U
Total country co-financing
I x country co-financing per dose (cc)
533,880
V
Country co-financing % of Gavi supported proportion
U / (N + R)
44.32 %

	Table Annex 1.1 D: Estimated numbers for MR, 10 dose(s) per vial, LYOPHILISED in first dose, associated injection safety material and related co-financing budget (page 3)
Formula
2019
Total
Government
Gavi
A
Country co-finance
V
44.32 %
B
Number of children to be vaccinated with the first dose
Table 5.2
1,092,413
484,188
608,225
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B x C
1,092,413
484,188
608,225
E
Estimated vaccine wastage factor
Table 5.2
1.67
F
Number of doses needed including wastage
D x E
1,824,330
808,594
1,015,736
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]
16,290
7,221
9,069
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
1,840,700
815,849
1,024,851
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
1,230,661
0
1,230,661
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.11
204,318
0
204,318
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.11
15,929
0
15,929
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,212,751
537,525
675,226
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
50,152
0
50,152
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
849
0
849
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
74
0
74
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
33,133
14,686
18,447
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
1,296,959
552,211
744,748
U
Total country co-financing
I x country co-financing per dose (cc)
552,210
V
Country co-financing % of Gavi supported proportion
U / (N + R)
44.32 %


	

	

	

	

	

	


	

	

	

	
	Annex 2 - NVS Routine – Preferred Second Presentation

	
	No NVS Routine – Preferred Second Presentation requested this year

	
	Annex 3 - NVS Preventive campaign(s)

	
	Annex 3.1 - NVS Preventive campaign(s) (MR, 10 dose(s) per vial, LYOPHILISED)
Table Annex 3.1 C: Summary table for CAMPAIGN MR, 10 dose(s) per vial, LYOPHILISED
ID
Data from
2017
Total target population
Table 5.2
#
12,207,839
Number of doses per persons
Parameter
#
1
Wastage Rate
Table 6.4.1
#
15
Estimated vaccine wastage factor
Table 5.2
#
1.18
Number of doses per vial
Parameter
#
10
AD syringes required
Parameter
#
Yes
Reconstitution syringes required
Parameter
#
Yes
Safety boxes required
Parameter
#
Yes
ca
AD syringe price per unit
Table Annexes 4A
$
0.041
cr
Reconstitution syringe price per unit
Table Annexes 4A
$
0.004
cs
Safety box price per unit
Table Annexes 4A
$
0.005
fv
Freight cost as % of vaccines value
Table Annexes 4B
%
2.73%
fd
Freight cost as % of devices value
Parameter
%
0


	

	


	Table Annex 3.1 D: Estimated numbers for MR, 10 dose(s) per vial, LYOPHILISED, associated injection safety material and related co-financing budget (page 1)


	
	
	Formula
2017
Total
Government
Gavi
B
Total target population
Table 5.3.1
12,207,839
0
12,207,839
C
Number of doses per persons
Vaccine parameter (schedule)
1
D
Number of doses needed
B x C
12,207,839
0
12,207,839
E
Estimated vaccine wastage factor
100 / (100 - Vaccine wastage rate)
1.18
F
Number of doses needed including wastage
D x E
14,405,251
0
14,405,251
G
Vaccines buffer stock
0
0
0
0
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
14,405,300
0
14,405,300
J
Number of doses per vial
Vaccine parameter
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
13,550,702
0
13,550,702
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.11
1,598,989
0
1,598,989
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.11
168,162
0
168,162
N
Cost of vaccines needed
I x vaccine price per dose (g)
9,490,978
0
9,490,978
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
552,216
0
552,216
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
6,644
0
6,644
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
775
0
775
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
259,296
0
259,296
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
10,309,909
0
10,309,909

	
	Note:There is no co-financing for NVS preventive campaigns


	

	

	

	

	

	

	


	

	

	

			
	Annex 4
		
			
	Table Annex 4A: Commodities Cost
		
			
	Estimated prices of supply are not disclosed
		
			
	Table Annex 4B: Freight cost as percentage of value
		
			
	Vaccine Antigen
Vaccine Type
2017
2018
2019
MR, 10 dose(s) per vial, LYOPHILISED
MR
2.73 %
2.73 %
2.73 %
		
			
	Table Annex 4C: Initial self-financing phase - Minimum country co-payment per dose of co-financed vaccine
Vaccine
2017
2018
2019
MR, 10 dose(s) per vial, LYOPHILISED in first dose
0.3
0.3
0.3
		

	

	
	


	Table Annex 4D: Wastage rates and factors


	
	
	The following table shows the wastage rates for routine and campaign vaccines, set for 2017.

	
	Vaccine
dose(s) per vial
Maximum Vaccine wastage rate*
Benchmark Wastage Rate**
HPV bivalent, 2 dose(s) per vial, LIQUID
2
10 %
0 %
HPV quadrivalent, 1 dose(s) per vial, LIQUID
1
5 %
0 %
JE, 5 dose(s) per vial, LYOPHILISED
5
10 %
10 %
Measles, 10 dose(s) per vial, LYOPHILISED in second dose
10
40 %
0 %
Meningococcal A, 10 dose(s) per vial, LYOPHILISED
10
50 %
10 %
MR, 10 dose(s) per vial, LYOPHILISED in second dose
10
40 %
15 %
Pneumococcal (PCV10), 2 dose(s) per vial, LIQUID
2
10 %
0 %
Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
1
5 %
0 %
Rotavirus, 2-dose schedule
1
5 %
0 %
Rotavirus, 3-dose schedule
1
5 %
0 %
Yellow Fever, 10 dose(s) per vial, LYOPHILISED
10
40 %
0 %
Yellow Fever, 5 dose(s) per vial, LYOPHILISED
5
10 %
0 %

	
	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
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 the Gavi, the Government of Mozambique hereby requests that a payment be made via electronic bank transfer as detailed below:
Name of Institution (Account Holder):
Address:
City Country:
Telephone no.:
Fax no.:
Currency of the bank account:
For credit to:
Bank account's title:
Bank account no.:
Bank's name:
	
		
	Is the bank account exclusively to be used by this program?  
	
		
	By who is the account audited?  
	
		
	Signature of Government's authorizing official
	
		
	Seal
Name:
Title:
Signature:
Date:
	
		
	FINANCIAL INSTITUTION
Bank Name:
Branch Name:
Address:
City Country:
Swift Code:
Sort Code:
ABA No.:
Telephone No.:
FAX No.:
	CORRESPONDENT BANK
(In the United States)

		
	I certify that the account No  is held by  at this banking institution
The account is to be signed jointly by at least  (number of signatories) of the following authorized signatories:
1
Name:
Title:
2
Name:
Title:
3
Name:
Title:
	
		
	Name of bank's authorizing official
Signature:
Date:
Seal:
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