Rwanda MR follow up campaign – Feedback from GAVI

	Subject
	Question/Clarification request from GAVI
	Response/Clarification from MoH

	NITAG
	1. Could you please provide a description on your plans to establish a NITAG?
	NITAG will be established before the end of this year and it will combine both NITAG and AEFI committee which is also needed. The official commitment letter will be sent to GAVI soon.

	EPI planning documents
	2. cMYP:  Your 2015-2019 cMYP is still a draft document; when do you envisage to finalise it?  Is it only the costing component which is missing or is the narrative document still draft also?
	The draft cMYP will be reviewed by a TA we requested from WHO in March, and the process of approving the new cMYP will Immediately start and we will start the new fiscal year with approved one. This remain our priority because for 2018 Vaccine renewal request, we will definitely need to submit a new cMYP because the existing one is expiring with 2017.

	
	3. Measles elimination plan (2012-2020):  This plan indicates that you intend to conduct MR campaigns in 2017 and 2019.  Given the routine coverage in Rwanda, campaigns would only be envisaged on average every 4 years, indicating that the next one would be in 2021.  The baseline data in this plan is also very outdated (2012).  No action is needed to update this, but see action in next point.
	Yes, this is true and we know that with a good coverage of at least 95% for three consecutive years for both MCV1 and MCV2 reduces the need of campaigns.  When this Measles elimination plan was developed, there had not yet introduced  MCV 2 in routine.  We are trying our best to maintain high immunization coverage and we believe to arrive at a certain point where we will no longer implement Measles vaccination campaigns. So the measles campaign planned in 2019 will not be necessary implemented and if we conduct the campaign in 2017 and it is observed that there is a need of a new one it will be conducted in 2021 not in 2019.   

	
	4. Action:  
· Given that neither the cMYP nor measles elimination plans contain detailed information on Rwanda’s 5-year plans for measles and rubella, we request you to develop a 5 year plan for measles/rubella in line with annex 2 in the guidelines.  This should include the following:
a. Situation analysis – RI performance in last 5 years, M/MR campaigns, M/R case based surveillance, epidemiological pattern of M and R for at least 5 years, population susceptibility/measles outbreak risk profile; 
b. Objectives with indicators;
c. Priority activities; 
d. Budget with M and R activities with indicative figures - for both upcoming campaigns (2017 and 2021), and also the routine M and R doses.
· Please submit your micro-planning for EPI activities for the upcoming year. I imagine this is a document which exists anyway which doesn’t need creating from scratch?
	
The document is attached among others.

	Other campaign related documents
	5. Your campaign plan of action needs to be completed. If you need further guidance for its finalisation, please refer to Annex 3 of the MR guidelines attached herewith:


	
	The document is attached among others.

	
	6. Could you please submit the epidemiological and disease burden data supporting the target age group and timing?
	Please refer the requested addendum to the cMYP

	Wastage
	7. Regarding waste management during the campaign, please provide an answer to question 9.4 in your application form.
	We are not able to access the Question 9.4 in the application, when you open the application the question is not displayed.  During the development of the application this was also the same issue

	EVM
	8. Could you please provide the date of issuance of the progress report related to the EVM improvement plan?
	The EVM improvement plan was shared on 19th May 2016.

	Data Quality
	9. Concerning Data Quality management, we received your Data Quality Assessments for EPI and the one measuring your health system as a whole; do you have any Data Quality improvement plan? If yes, could you please share it? If no, do you have any plan for its production?
	The Data Quality improvement plan is attached.

	Budget
	10. Could you please confirm whether the post campaign evaluation is the same as the post campaign coverage survey (as mentioned in the budget, act 34)? Do you have any envisaged date for the Post-campaign survey?
	Yes, the post campaign evaluation and the post campaign coverage survey is the same. This exercise should be done within one week after the campaign.

	
	11. Could you please confirm that there is sufficient allocation for mop-up activities and for post campaign coverage survey? It was also noted that the budget does not include costs for annual audit. As these funds must receive a dedicated audit, a sufficient allocation for an external audit must be included in the budget.
	The audit was not budgeted because of the experience we have on HSS funds, actually it was recommended that GAVI funds should be audited by the Office of Auditor General (OAG) and it does not require funds because they have got their own budget to carry out audit in different institutions.

	
	12. Could you please clarify the rationale on the numbers regarding the purchase plan for 100 cold boxes and 1372 Vaccine carriers as stated in the budget?
13. 2 items require further justification as follow:
· Activity 5 - Measles campaign implementation: HC Staff mission fees: Further cost breakdown required to understand how exactly the unit costs and quantities are derived. You are encouraged to either provide details in the comments box or provide workings in an additional tab/workbook.
· Activity 21 - Vaccination cards: the budget includes printing for an additional 10% of cards as compared to the target population. Could you please provide the justification for the additional 10% envisaged?
14. It is noted that the budget does not include costs for annual audit. A sufficient allocation for an external audit must be included.
	42 district Hospitals serve as intermediate stores, vaccine and vaccine devices are collected by DH from central level to District Hospitals using old boxes. For this campaign we are planning to buy new cold boxes because these will also serve during vaccine distribution in health clinics during the campaign, this is very important because we will be transporting a big quantity of vaccines. It was planned 2 cold boxes for each District Hospital and some district hospitals with a very large catchment area will be given three cold boxes. 
For vaccine carriers, now Rwanda has 498 health centers and each health center will be given additional 2 to 3 vaccine carriers to addition to existing ones. This is very important to plan a head of time because we have got a bad experience of last campaign when we were obliged to use boxes normally not designated for vaccine delivery. 
All these cold boxes and vaccines carriers will continue to be used in routine immunization.   

	
	15. 
	

	Coverage and equity
	16. Could you please explain in section 5.1.3 of your application form how the MR campaign support will be used to improve coverage and equity of routine immunisation?
	The MR campaign is an opportunity for us to improve the coverage and equity in routine immunization. Social mobilization and communication activities implemented during the campaign and preparatory activities preceding the campaign constitute the package of advocacy which strengthens not only the campaign but also the routine vaccination. When these messages are being aired using different channel of communication, it emphasizes on the importance not only of the campaign but also the importance of vaccination in general.  The role of local leaders and parents are very well highlighted and it helps to tackle the issue of inequity in all its aspects.

	Supply Chain
	17. Could you please confirm whether there is availability of adequate cold space and freezing capacity available in the country for the campaign including remote and forest areas?
	We have enough cold chain storage capacity to conduct the mass vaccination campaign and we have got enough capacity for ice-packs freezing at all level. We do not have people living in forest and we can easily manage hard to reach areas with nearest health clinics.

	Grant Performance Framework
	18. Could you please justify the reason why the target for the campaign is set at 12% (for children from 9 months to 4 years)?
	The target for the campaign was set at 12% based on National Institute of Rwanda Census Projections. If you sum the projected number of children under 5 of course under one year children  have not been taken into consideration totally  we have removed those under 9 months because they are not eligible for MR vaccine, so to arrive at 12% it is the sum of those children under five out of the total population of 2017.
The reference document of projection is attached please refer to page 76 and take high scenario for planning purpose. 
 





[bookmark: _GoBack]Additional feedback received (03/03/2017) subsequently by e-mail:
Grant Performance Framework:
17. Could you please justify the reason why the target for the campaign is set at 12% (for children from 9 months to 4 years)? You have provided an answer but this is not correct as you filled 1,420,684 as the number of children to be vaccinated, however this is actually the target population (which corresponds to 12% of the total population of the country). This is not the campaign target.
What you should state in the Grant Performance Framework is the percentage of the target population you are aiming to vaccinate and the corresponding number of children (this percentage multiplied by the total target population).

1. It is true the campaign target (Objective) should be >95%. I tried to update the GPF but it doesn’t allow editing. 

Budget:
11. (1st part)  Could you please confirm that there is sufficient allocation for mop-up activities and for post campaign coverage survey?
1.  The budget for post campaign is sufficient and mop up activity budget not included in the budget as we are expecting to reach all targeted population during the planned period of campaign implementation 

13.  2 budget items require further justification as follow (please insert your amendment in the budget and send it along with the responses):
•             Activity 5 - Measles campaign implementation: HC Staff mission fees: Further cost breakdown required to understand how exactly the unit costs and quantities are derived. You are encouraged to either provide details in the comments box or provide workings in an additional tab/workbook.

Clarification:
1. Total number of sites to be used during the campaign= 3,000
1. Number of nurses by each site= 2
1. Number of day of campaign implementation= 4 days
1. Perdiem per day= FrW 5,000 per each nurse
1. Sub/total cost for nurses= 3,000*2*4*5,000= Frw 120,000,000
1. Number of Head of HC who will supervise the site=498
1. Sub/total cost for head of HC= 498*4*5,000= Frw 9,960,000
1. Total for HC staff mission fees= 120,000,000+9,960,000=Frw 129,960,000
1. Exchange rate USD=820.197997
1. Total for HC staff mission fees in USD= 129,960,000/820.197997= USD 158,450.

•             Activity 21 - Vaccination cards: the budget includes printing for an additional 10% of cards as compared to the target population. Could you please provide the justification for the additional 10% envisaged?
1. The justification of additional 10% of cards as compared to the target is that compared to the last measles campaign conducted in 2013, the number of children vaccinated was higher than expected. The coverage was above 100% and as vaccines and syringes this 10% was applied as wastage rate.  
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Application documents for 2017: 


Countries applying for Gavi Measles and Rubella vaccines support in 2017 are advised to refer to 


the following documents in the order presented below: 


  


 Purpose of this document:  


This document provides specific guidelines on applications for Measles and Rubella 


vaccines under Gavi’s New and underused Vaccine Support (NVS). Applicants should 


first read the General Guidelines before this document. 


Weblinks and contact information: 


All application documents are available on the Gavi Apply for Support webpage 


www.gavi.org/support/apply. For any questions regarding the application guidelines please contact 


countryportal@gavi.org or your Gavi Senior Country Manager (SCM). 


MR 



http://www.gavi.org/support/apply
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WHAT’S NEW AND WHAT’S CHANGING 


New/ updated information relevant for country applications is summarised below.  


Area Description Reference 


New Measles and 


Rubella Strategy 


The Board approved Gavi’s new measles and rubella 


strategy, providing a single coherent approach on 


measles and rubella. The strategy aims primarily at 


increasing routine immunisation coverage and puts a 


strong focus on measles-rubella control. Countries 


will now be required to self-finance the first dose of 


measles vaccine in their national immunisation 


programme, and have a long term budgeted plan for 


measles and rubella activities, to ensure financial 


and programmatic sustainability. As such, routine 


immunisation will be complemented, as needed, by 


higher-quality, better-planned, more targeted and 


independently monitored campaigns. Gavi’s 


comprehensive support for measles and rubella will 


provide countries with predictable financing and 


strengthen country ownership. 


Section 3  


Updated eligibility 


requirement for 


second dose of 


Measles containing 


vaccine (MCV2) in 


routine 


immunisation 


Following SAGE recommendation, a routine second 


dose of measles containing vaccine (MCV) should be 


added to national immunisation schedules in all 


countries regardless of MCV1 coverage. The 


introduction of a measles containing second dose 


(MCV2) should be used as a platform to strengthen 


vaccination coverage (catch up of missed doses 


including MCV1) and other health interventions in 


older age groups (i.e. 2nd year of life). 


Section 3 


Operational Support 


for Campaigns 


Gavi has revised the Operational Support for 


Campaigns (Ops) grant calculations, to progressively 


reduce the funding levels as countries approach 


transition.  Ops are not intended for recurrent 


delivery costs for longer-term systems investments 


(such as human resources investments).  


Section 3.2.1 


Vaccine Introduction 


Grant calculation 


Gavi has revised the Vaccine Introduction Grant 


(VIG) calculations, to progressively reduce the 


funding levels as countries approach transition. VIGs 


are not intended for recurrent delivery costs or for 


longer-term systems investments (such as large 


scale cold chain expansion). 


Section 3.2.2 


Forward looking 


period for 


application 


Countries are required to submit a 5-year forward 


view of measles and rubella activities and to apply for 


support that will cover the entire 5-year period 


(except for countries in accelerated transition phase 


for whom applications will only be for the initial year).  


Section 3.2 
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1. WHO RECOMMENDATIONS ON MEASLES AND RUBELLA 


Effective control of measles and prevention of measles epidemics requires >93-95% of the 


population to be immune to measles. This requires provision of two doses of measles vaccine 


through routine and/or campaigns. A country may decide to add MCV2 to their routine schedule 


(while continuing campaigns) for one or more of the following reasons:  


1. To slow the accumulation of susceptible children and thereby allow a lengthening of the 


interval between campaigns;  


2. To decrease the country’s reliance on campaigns and eventually stop campaigns once 


high population immunity (>93%) can be maintained with a routine 2-dose schedule alone; 


and/ or 


3. To establish a well-child visit during the second year of life to maximise linkages with other 


routine doses (e.g. the diphtheria–tetanus–pertussis vaccine (DTP) booster) as well as 


other health interventions.1  


The introduction of a second dose of measles can also help overcome barriers to vaccinating 


children older than 12 months who have not completed their vaccination schedule. 


The WHO rubella vaccine position paper2 recommends that countries take advantage of the 


measles platform to introduce rubella-containing vaccine (RCV) as either measles-rubella (MR) 


or measles-mumps-rubella (MMR) vaccine. The recommended strategy is to conduct a wide age-


range MR catch-up campaign, followed immediately by the introduction of MR vaccine in the 


national immunisation schedule. Countries should give MR in the routine schedule at the same 


age as they currently give the first dose of measles vaccine. In countries with a two-dose measles 


schedule, for logistical and programmatic purposes, the same measles and rubella containing 


vaccine should be used for both doses. All subsequent follow-up campaigns should use MR or 


MMR vaccine and the timing of those campaigns will usually be determined by measles 


epidemiology. In addition, countries should make efforts to reach women of childbearing age by 


immunising adolescent girls or women of childbearing age, or both, either through routine services 


or mass campaigns. Surveillance for rubella and congenital rubella syndrome (CRS) should be 


established and conducted. 


 


WHO position paper on Measles and Rubella available at: 


www.who.int/immunization/documents/positionpapers/en/  


www.who.int/topics/measles/en/ 


www.who.int/topics/rubella/en/  


 


  


                                                      
1 Measles Vaccines: WHO Position Paper, Weekly Epidemiological Record, No. 35, 2009, 84, 349–360. 
2 Rubella vaccines: WHO Position Paper, Weekly Epidemiological Record, No. 29, 2011, 86, 301–316 



http://www.who.int/immunization/documents/positionpapers/en/

http://www.who.int/topics/measles/en/

http://www.who.int/topics/rubella/en/
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2. COUNTRY ELIGIBILITY  


2.1. General Gavi Eligibility  


Countries are eligible to apply for Gavi vaccine support if the average Gross National Income per 


capita (GNI pc) for the past three years is ≤ US$1,580.3  


 


Section 3 and Annex 3 of the General Guidelines provide information on which countries 


are eligible to apply for Gavi support. 


2.2. Eligibility specific to Gavi’s measles and rubella support 


To be eligible for measles and rubella vaccine support, countries must be fully financing with 


domestic resources the measles mono-valent vaccine component of MCV1 which is already 


in their national immunisation schedule, or have firm written commitments to do so. If the country 


has not yet started to finance MCV1 from government funds, the country will be given until 2018 


at which time the country must fully finance MCV1 in order to continue receiving support from 


Gavi for measles and rubella activities. The country’s commitment to fully finance the doses of 


MCV1 required for 2018 can be demonstrated by a decision recorded in the Coordination Forum 


(Inter-Agency Coordinating Committee/ Health Sector Coordination Committee (ICC), Health 


Sector Coordinating Committee (HSCC) or equivalent body) minutes and a signed letter from the 


Minister of Health and the Minister of Finance. 


For countries that fall under Gavi’s Fragility and Immunisation policy,4 where routine measles first 


dose (MCV1) is funded by a third party, Gavi will consider providing measles and rubella support 


if such funders continue financing MCV1 and upon discussion with such countries on the long-


term vision for measles vaccine financing.  


The eligibility to apply for different types of support under the new guidelines depends on a 


country’s current immunisation schedule for measles and rubella (see Table 1 below in Section 


3), as well as whether the country meets specific coverage criteria for MR introduction. 


To apply for MR support (MR catch-up campaign and introduction of MR1), the country must 


have a DTP3 coverage ≥70% in 2015 (as determined by WUENIC released July 2016) and meet 


one of the following two criteria: 


o Routine MCV1 coverage ≥ 80% in 2015 (as determined by WUENIC released July 2016)  


OR 


o Most recent measles campaign coverage ≥ 80% (by high quality coverage survey).  


 


                                                      
3 Gavi uses World Bank GNI data (based on the Atlas method) released in July of each year. This data is for the annual 
GNI of a country in the previous year (i.e. in July 2016, the World Bank releases GNI data for 2015). Thus, for eligibility 
to apply in 2017, Gavi will consider the GNI data for 2013, 2014 and 2015.  
4 www.gavi.org/about/governance/programme-policies/gavi-policy-on-fragility-and-immunisation/  


 
GG 



http://www.gavi.org/about/governance/programme-policies/gavi-policy-on-fragility-and-immunisation/
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3. GAVI’S NEW NVS SUPPORT FOR MEASLES AND RUBELLA  


3.1. Background  


Measles is highly contagious, and still common in many developing countries – particularly in 


parts of Africa and Asia. The overwhelming majority (more than 95%) of measles deaths occur in 


countries with low per capita incomes and weak health infrastructures.5  


Globally, measles mortality has decreased remarkably, but efforts for measles and rubella control 


have also been problematic. Specific challenges have included the stagnation of MCV1 coverage 


at 78% since 2010, determination of the target age group and inadequate planning, budgeting 


and implementation processes, often in isolation from routine immunisation activities. As well as 


concerns around campaigns being costly and of suboptimal quality, detracting resources away 


from routine immunisation activities and possibly creating perverse monetary incentives are other 


concerns. 


A comprehensive approach of uniformly high and timely routine immunisation coverage is 


essential to achieving continuously high levels of population immunity. In this regard, Gavi’s new 


measles and rubella strategy has been introduced to provide a single coherent approach to 


measles and rubella, in order to increase routine immunisation coverage and put a strong focus 


on measles-rubella control, complemented as needed, by higher-quality, better-planned, more 


targeted and independently monitored campaigns. Comprehensive support is provided over a 


longer time period, rather than separate support for campaigns and routine, to enable countries 


to plan and deliver a coherent, integrated set of measles and rubella disease control activities. 


Countries will now be required to self-finance the first dose of measles vaccine in their national 


immunisation programme, and have a long term budgeted plan for measles and rubella activities, 


to ensure financial and programmatic sustainability. 


The support outlined in this document is for vaccination activities (provision of vaccines, 


associated supplies, grants for campaign operational cost and vaccine introduction costs). 


Additional support, such as  for routine immunisation strengthening, surveillance and modelling 


to help with programme planning, can be accessed through other Gavi funding platforms such as 


the Health Systems Strengthening (HSS), Partnership Engagement Framework (PEF) as well as 


funds available from other donors such as US-CDC, BMGF, and bilateral donors.  


3.2. Types of support available 


The new Measles and Rubella Strategy provides comprehensive support for the following: 


 MR Catch-up campaigns, when followed by or coincident with MR introduction 


 MCV2 and MR vaccine introduction into routine immunisation through co-financing  


 Measles and MR follow-up campaigns 


                                                      
5 WHO. Measles fact sheet number 286, reviewed in March 2016. www.who.int/mediacentre/factsheets/fs286/en/    



http://www.who.int/mediacentre/factsheets/fs286/en/
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 Outbreak response fund (managed by the Measles and Rubella Initiative (M&RI), with 


eligibility requirements available at: http://measles.wpengine.com/wp-


content/uploads/2013/06/SOP-Funding-Request.pdf)  


 


Please note that the approach being taken with the new Measles and Rubella Strategy is 
unique compared to other windows of support offered by Gavi.  Specifically, countries are 
being asked to submit a 5-year forward view of measles and rubella activities and to apply 
for support that will cover the entire 5-year period (except for countries in accelerated 
transition phase for whom applications will only be for the initial year).  


The Measles and Rubella application may include all types and combination of support needed 


within the 5-year period (i.e. catch-up campaign, follow-up campaigns, and introduction into the 


routine immunisation programme). Within the financial limits of those plans, there will be flexibility 


for countries to revise the key parameters (change in target age groups, frequency/timing, and 


geographical scope) of their activities. Decisions regarding changes to parameters of activities for 


support should be made by countries and their immunisation partners, based on robust annual 


review of measles and rubella epidemiology, supported by modelling as much as possible.   


The availability of different types of support to a particular country depends on whether the country 


has already introduced rubella-containing vaccine into the national vaccination schedule and 


whether it has a routine single or two-dose schedule for measles and rubella vaccines (Table 1), 


as well as whether the country meets specific coverage criteria for MR introduction (Section 2).  


Table 1. Availability of different types of support  


 
Vaccines already 
in schedule  


Support available (when coverage criteria are met)  
 


Measles 
follow-up 
campaign 


MR catch-up 
campaign 


Co-financed 
introduction of 
MCV2 and/or 1 or 2 
doses of MR 
vaccine into routine 


MR follow-up 
campaign 


Outbreak 
response 
(managed 
by M&RI 
with 
separate 
application 
process) 


a) Country is not yet using rubella-containing vaccine 


1. single measles 
dose (M1) 


Yes Yes  
(in preparation 
of MR 
introduction) 


Yes Yes after rubella-
containing 
vaccine 
introduced 


Yes 


2. two measles 
doses (M1 M2) 


Yes Yes  
(in preparation 
of MR 
introduction) 


Yes  
(for replacement 
with MR)  


Yes after rubella 
containing-
vaccine 
introduced 


Yes 


b) Country is already using rubella-containing vaccine 


1. single MR 
dose (MR1) 


No No Yes for 2 doses of 
MR 


Yes Yes 


2. two measles 
containing doses 
(MR1 MR2) or 
MR1 M2 


No No No Yes Yes 



http://measles.wpengine.com/wp-content/uploads/2013/06/SOP-Funding-Request.pdf

http://measles.wpengine.com/wp-content/uploads/2013/06/SOP-Funding-Request.pdf
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Please note countries which have already introduced both a first dose of MR and a second dose 


of measles-containing vaccine (either as M2 or MR2) into their immunisation schedule, are not 


eligible to apply for co-financing of routine measles and rubella vaccines, but can still apply for 


Gavi’s support for MR follow-up campaigns.  


3.2.1. Gavi support for MR catch-up campaigns  


Prior to introducing MR vaccine into the national immunisation schedule, Gavi will provide support 


to countries for measles-rubella catch-up campaigns by providing MR vaccine for a target 


population of males and females aged 9 months to 14 years. Any expansion of the target 


population will need to be financed by the country or other partners.   


Gavi provides support for MR catch-up campaigns in the form of vaccines and associated 


supplies. In addition, Gavi provides a grant to cover a proportion of the operational costs 


associated with the delivery of vaccines to the target population through campaigns. This is 


currently US$0.65 per targeted person. For all campaigns planned for implementation in 2018 


onwards this grant will be adjusted according to transition stage of the country.6 Countries will be 


responsible for providing the balance of operational funds in excess of US$0.65 per child. 


 


Gavi has revised the calculations for Operational Support for Campaigns (Ops) to 
progressively reduce the funding levels as countries approach transition. Ops are not 
intended for recurrent delivery costs or for longer-term systems investments (such as human 
resource investments).  


3.2.2. Gavi Support for MR/MCV2 vaccine introduction with co-financing 


On a co-financing basis, Gavi provides support for countries to introduce a measles-containing 


second dose (M2 or MR2) and MR vaccine (one or two doses) into the routine immunisation 


schedule (as per eligibility criteria described in Section 2). The introduction of a measles-


containing second dose should be used as a platform to strengthen vaccination coverage (catch 


up of missed doses including MCV1) and other health interventions in older age groups (i.e. 2nd 


year of life). SAGE recommended that a routine second dose of measles containing vaccine 


(MCV) should be added to national immunization schedules in all countries regardless of MCV1 


coverage. Co-financing arrangements for all routine vaccination options are detailed in Table 2b 


below. 


In addition, countries are eligible for a Vaccine Introduction Grant (VIG) – a one-time grant to 


facilitate the implementation of critical activities in advance of the introduction of MCV2 or MR into 


the routine immunisation programme. 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). For all Gavi vaccine introductions 


planned for implementation in 2018 onwards, this grant will be adjusted according to transition 


stage of the country.7 Gavi also provides support for associated vaccines supplies (i.e. auto-


                                                      
6 Preparatory transition phase countries will be provided with $0.55 per targeted person, and accelerated transition 
phase countries $0.45 per targeted person. For initial self-financing countries, the amount will remain at $0.65 per 
targeted person. 
7 Preparatory transition phase countries will be provided with $0.70 per targeted person in a single birth cohort, and 
accelerated transition phase countries $0.60 per targeted person in a single birth cohort. For initial self-financing 
countries, the amount will remain at $0.80 per targeted person. 
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disable syringes, reconstitution syringes and safety boxes) for MCV2 and MR vaccine 


introduction. 


 


Gavi has revised the calculations for Vaccine Introduction Grant (VIG) to progressively 
reduce the funding levels as countries approach transition. VIGs are not intended for 
recurrent delivery costs or for longer-term systems investments (such as large scale cold 
chain expansion).  


 


 


 


WHO recommends that countries that have MR or MMR vaccine and are introducing a 
second dose into the routine immunisation programme should use the same vaccine (i.e. 
either MR or MMR) for both routine doses as this simplifies vaccine procurement, logistics, 
recording, reporting and vaccine wastage, with the benefits outweighing the marginal 
increase in vaccine cost.  


 


 


Section 4.1 of the General Guidelines provides information on the nature of Gavi’s NVS 
support as well as details on the VIG and Operational support for preventive mass and mini 
catch-up campaigns, including how the VIG and Ops are calculated and activities the VIG 
and Ops cover, as well as details on the co-financing requirements for MR routine.  


 


 


For information on specific vaccine products, please refer to the Summary Product Profile 
which accompanies this document.  The Summary Product Profile contains the following 
information for each product: serotypes covered; vaccine type; dose schedule; presentation; 
price; product availability; and links to WHO Pre-Qualification information and WHO Position 
Papers. The Summary Product Profile will be updated if information changes, so please 
check http://www.gavi.org/support/ regularly for updates. 
 
More detailed information on product can be found at: 
www.gavi.org/about/gavis-business-model/vaccine-supply-and-procurement/ in the 
“Detailed Product Profiles” tab.  


Co-financing of routine measles and measles rubella vaccines 


The country is required to co-finance $0.20 per dose for measles in the routine schedule, and 


$0.30 per dose for measles-rubella in routine schedule in the year of introduction. 


For ‘initial self-financing countries’8 (low income countries), the co-financing amount per 


dose will remain the same in subsequent years, until countries enter the preparatory transition 


phase.  


For countries in the preparatory transition phase9, this co-financing amount per dose increases 


by 15% in every subsequent year after the year of introduction, using the previous year’s measles 


and rubella co-financing amount per dose as a baseline. For example in year 2, the country would 


co-finance 1.15 * $0.20 = $0.23 for measles, and 1.15 * $0.30 = $0.35 for measles-rubella. In year 


three this would increase by a further 15% using year 2 as a base line and for every subsequent 


year until the country enters the accelerated transition phase (see below).  


                                                      
8 Initial self-financing countries = GNI pc equal to or below US$1,025 
9 Countries in the preparatory transition phase =  GNI pc between $1,025 and US$1,580 


 
GG 



http://www.gavi.org/support/

http://www.gavi.org/about/gavis-business-model/vaccine-supply-and-procurement/
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A country in the accelerated transition phase10  may only apply for support for introduction of 


MCV2/MR routine immunisation if they are in the first year of the phase (the grace year – where 


the co-financing arrangements of the previous phase still apply). Gavi’s support will be limited to 


a maximum of four years, over which period the co-financing amount per dose progressively 


increases to 100% of the projected price for the fifth year, at which point the country is fully 


financing its vaccination programmes. 


 


 


If a country surpasses the threshold for its co-financing grouping as defined in footnotes 8 
9 and 10, following the release of World Bank GNI pc data in July of each year, the country 
will be informed by Gavi in the same year. The first year in a new co-financing category is 
considered as a “grace year” during which co-financing obligations from the previous group 
apply. Countries thus have approximately just over one year after Gavi’s communication to 
revise budgets and begin co-financing at the new level. 


 


 


Specific procedures apply if a country does not fulfil its co-financing requirements as 
detailed: www.gavi.org/library/documents/gavi-documents/guidelines-and-forms/co-
financing-default/  


3.2.3. Gavi support for Measles/MR follow-up campaigns 


Gavi will support periodic measles follow-up campaigns at national or subnational levels, for 


Gavi-eligible countries which have not yet introduced MR, with a focus on children up to 5 years 


of age; noting that the timing, target age range, and geographical scope should be based on 


epidemiological data, and modelling wherever possible. 


For Gavi-eligible countries which have introduced MR, support is available for periodic MR 


follow-up campaigns, again noting that the timing, target age range, and geographical scope 


should be based on epidemiological data, and modelling if available.  


Countries are strongly encouraged to continue conducting regular follow-up campaigns, until 2-


dose routine MCV coverage (either monovalent measles or MR) is greater than 95% for at least 


3 years. The follow-up campaigns should be included in the 5 year plan, and the predicted target 


age group based on epidemiological data.  Gavi recognises that over the course of 5 years, data 


may become available leading to a change in recommended target age group and/or geographical 


scope for a follow-up campaign – this would then be detailed in the annual EPI plan and discussed 


during joint appraisals.  


Gavi provides support for measles and MR follow-up campaigns in the form of vaccines and 


associated supplies. In order to strengthen country ownership, a cost sharing requirement will be 


introduced for periodic measles and MR follow-up campaigns planned for implementation in 


2018 onwards, per Gavi’s updated Co-Financing Policy11. This cost-sharing will not come into 


effect for follow-up campaigns planned for implementation in 2017.  


                                                      
10 Countries in the accelerated transition phase = GNI pc over above the US$1,580 threshold in 2017. These countries 


transition, over a period of 5 years, out of Gavi’s support to fully self-finance their vaccination programs. 
11 Countries in the initial self-financing phase will be expected to co-finance 2% of the vaccines, and 
countries in the preparatory and accelerated transition phase will be expected to co-finance 5% of the costs 
of vaccines used in such campaigns. 



http://www.gavi.org/library/documents/gavi-documents/guidelines-and-forms/co-financing-default/

http://www.gavi.org/library/documents/gavi-documents/guidelines-and-forms/co-financing-default/
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In addition to vaccines and associated supplies, Gavi provides a grant to cover a proportion of 


the operational costs associated with the delivery of vaccines to the target population through 


campaigns.   


3.2.4. Outbreak Response Fund 


Countries that are experiencing a significant measles and/or rubella disease outbreak of national 


public health importance and cannot respond to the outbreak fast enough with local funding 


(domestic epidemic response funds or donor funding) should consider applying to the Measles & 


Rubella Initiative (M&RI) Outbreak Response Fund.  


 


Further details on the M&RI Outbreak Response Fund, including eligibility requirements: 
www.who.int/immunization/diseases/measles/SOP_MRI_Outbreak_Response_Fund_Jun
e2014_Final.pdf 


3.3. Summary of support scenarios and the implications of country transition 


phase 


Table 2a. Support for MR catch-up campaign: 


Planned MR catch-up campaigns for implementation in 2017 


 


Type of support 
available from Gavi 


Co-financing by country category   


Initial self-financing 
(Low income) 


Preparatory Transition Accelerated Transition 


Vaccines and 
associated supplies 


Fully funded by Gavi Fully funded by Gavi Fully funded by Gavi 


Grant towards 
operational costs 


Gavi pays $0.65 per 
targeted person 


Gavi pays $0.65 per 
targeted person 


Gavi pays $0.65 per 
targeted person 


Planned MR catch-up campaigns for implementation in 2018 and onwards 


 


Type of support 
available from Gavi 


Co-financing by country category   


Initial self-financing 
(Low income) 


Preparatory Transition Accelerated Transition 


Vaccines and 
associated supplies 


Fully funded by Gavi Fully funded by Gavi Fully funded by Gavi 


Grant towards 
operational costs 


Gavi pays $0.65 per 
targeted person 


Gavi pays $0.55 per 
targeted person 


Gavi pays $0.45 per 
targeted person 


 
Table 2b. Introduction of MR and/or MCV2 through co-financing 
M1= measles only first dose  M2= measles only second dose  
MR1 = measles rubella first dose  MR2 = measles rubella second dose 


  Co-financing by country category   


Possible country 
scenario 


Anticipated 
transition:   


Current dose 
scheduleplanned 
dose schedule 


Initial self-
financing 
(Low income) 


Preparatory 
Transition (Phase 1) 


Accelerated 
Transition (Phase 
2) 



http://www.who.int/immunization/diseases/measles/SOP_MRI_Outbreak_Response_Fund_June2014_Final.pdf

http://www.who.int/immunization/diseases/measles/SOP_MRI_Outbreak_Response_Fund_June2014_Final.pdf
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Scenario 1: 
adding as 
second dose of 
monovalent  
measles  


M1M1 M2 $0.20 per dose 
of M = $0.40 in 
total per child. 
Gavi pays the 
rest. 


 


+ VIG 


Year of introduction: 
$0.20 per dose of M 
= $0.40 in total per 
child. 


Each subsequent 
year: 15% increase 
(i.e. $0.46 in 2nd 
year) 


+ VIG 


Starts at $0.20 per 
dose, then 
progressively 
increases up to 
100% financed by 
the country in the 
fifth year of this 
phase. 


+ VIG 


Scenario 2: 
replacing one 
dose of 
monovalent 
measles with 
one dose of 
measles rubella 
vaccine 


M1MR1 $0.30 per dose 
of MR = $0.30 
in total per 
child. Gavi 
pays the rest. 


 


+ VIG 


Year of introduction: 
$0.30 in total per 
child. 


Each subsequent 
year: 15% increase 
(i.e. $0.35 in 2nd 
year) 


+ VIG 


Starts at $0.30 per 
dose, then 
progressively 
increases up to 
100% financed by 
the country in the 
fifth year of this 
phase. 


+ VIG 


Scenario 3: 
replacing two 
doses of 
monovalent 
measles with 
two doses of 
measles rubella 
vaccine 


M1 M2MR1 MR2 $0.30 per dose 
of MR = $0.60 
in total per 
child. Gavi 
pays the rest. 
+ VIG 


Year of introduction: 
$0.60 in total per 
child. 


Each subsequent 
year: 15% increase 
(i.e. $0.69 in 2nd 
year) 


+ VIG 


Starts at $0.30 per 
dose, then 
progressively 
increases up to 
100% financed by 
the country in the 
fifth year of this 
phase. 


+ VIG 


Scenario 4: 
replacing one 
dose of 
monovalent 
measles with 
two doses of 
measles rubella 
vaccine 


M1MR1 MR2 $0.30 per dose 
of MR = $0.60 
in total per 
child. Gavi 
pays the rest. 


 


+ VIG 


Year of introduction: 
$0.60 in total per 
child. 


Each subsequent 
year: 15% increase 
(i.e. $0.69 in 2nd 
year) 


+ VIG 


Starts at $0.30 per 
dose, then 
progressively 
increases up to 
100% financed by 
the country in the 
fifth year of this 
phase. 


+ VIG 


Scenario 5: 
adding a second 
dose of measles 
rubella  


MR1MR1 MR2 $0.30 per dose 
of MR = $0.60 
in total per 
child. Gavi 
pays the rest. 


 


+ VIG 


Year of introduction: 
$0.60 in total per 
child. 


Each subsequent 
year: 15% increase 
(i.e. $0.69 in 2nd 
year) 


+ VIG 


Starts at $0.30 per 
dose, then 
progressively 
increases up to 
100% financed by 
the country in the 
fifth year of this 
phase. 


+ VIG 


Please note, countries already in the accelerated transition phase can only apply for measles 


and rubella support if they are in the first year of the phase – the grace year. Countries can 


introduce MR and/or MCV2 with Gavi support up to two years after the country’s application for 


support is approved. The country can then receive up to 4 years of support for routine 


immunisation, and will be required to fully self-finance the vaccines in the 5th year.  
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Table 2c. Support for measles and MR follow-up campaigns 


Planned M and MR follow-up campaigns for implementation in 2017 


Support available from 
Gavi 


Co-financing by country category   


Initial self-financing  Preparatory transition 
phase 


Accelerated transition 
phase 


Vaccines and 
associated supplies 


Fully funded by Gavi Fully funded by Gavi Fully funded by Gavi 


Grant towards 
operational costs 


Gavi pays $0.65 per 
targeted person 


Gavi pays $0.65 per 
targeted person 


Gavi pays $0.65 per 
targeted person 


Planned M and MR follow-up campaigns for implementation in 2018 and onwards 


Support available from 
Gavi 


Co-financing by country category   


Initial self-financing 


(Low income) 
Preparatory Transition Accelerated Transition 


Vaccines and 
associated supplies 


Country to pay 2% of the 
vaccine cost. Gavi pays 
the rest. 


Country to pay 5% of the 
vaccine cost. Gavi pays 
the rest. 


Country to pay 5% of the 
vaccine cost. Gavi pays 
the rest. 


Grant towards 
operational costs 


$0.65 per targeted 
person 


$0.55 per targeted 
person 


$0.45 per targeted 
person 


4. APPLICATION REQUIREMENTS AND RELATED GUIDANCE 


4.1.  Long-term planning  


Gavi’s aim to support a more comprehensive approach to measles and rubella control, over a 


longer time period, necessitates long-term planning.  


Countries are therefore required to submit: 


 A Comprehensive Multi-Year Plan (cMYP) or other equivalent multi-year plan which 


should include a minimum set of information on measles and rubella (see Annex 2 for list). 


If the cMYP does not contain all the information, an addendum can be attached to the 


existing cMYP to provide the information. 


 An annual EPI plan which includes detailed planning of all activities related to measles 


and rubella in that year. Along with this annual plan, countries should submit a summary 


of indicative major measles and rubella activities including any planned MCV2 and MR 


introductions and campaigns planned over the coming 5-year period. 


Countries may wish to submit: 


 A Measles (& Rubella) Strategic Plan for elimination, if the country has produced such a 


plan.  


Upon successful approval of a country application, Gavi will support the eligible measles and 


rubella-related activities detailed in the annual EPI plan for the coming year. Indicative activities 


planned over the remaining four years will be recommended for endorsement, with approval the 


year prior to implementation, after receiving necessary documents (checklists are provided in 


Section 4.3).  
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Countries are required to include in their long-term plans the strategies to strengthen the routine 


immunisation system, learning from and adapting, as appropriate, the methods by which 


campaigns reach the unreached to increase the equity and effectiveness of routine vaccination, 


and budgeting and funding for these activities. If MCV2 is part of the EPI schedule, activities to 


increase the second dose coverage must also be included. Importantly, details of monitoring and 


surveillance activities and how data will be used to guide future action to consistently reach all 


populations is essential. It is strongly encouraged that measles and rubella surveillance 


strengthening activities be incorporated into the plans for HSS (Health Systems Strengthening) 


support that countries receive from Gavi. 


4.2. Achieving high-quality measles & rubella vaccination campaigns 


4.2.1. Use of tools 


All Gavi-supported campaigns must be planned and implemented using available tools and best-


practices to achieve high coverage (>95%), with coverage validated by independent reliable post 


campaign coverage surveys at least at the national level. These tools include the following: 


 The WHO Supplementary Immunisation Activity (SIA) Readiness Assessment Tool to 


ensure that all preparatory activities have been conducted before the campaign. If 


required, technical assistance on the use of the tool can be requested from WHO.  


 The WHO SIA Planning and Implementation Guide (available at 


www.who.int/immunization/diseases/measles/en/). Particular attention should be paid to:  


(i) Microplanning to identify the best strategies to reach the unvaccinated;  


(ii) Intra-campaign monitoring (Rapid Convenience Monitoring) during the campaign 


in order to take immediate corrective action in low performing areas and achieve 


high coverage; 


(iii) Post-campaign independent monitoring (RCM); and  


(iv) Mop-up vaccination activities. 


4.2.2. Conducting a post campaign coverage survey 


Following all Gavi-supported campaigns, countries must conduct an independent, statistically and 


technically sound post campaign household coverage survey with probability sampling, to assess 


levels of vaccination coverage achieved during the campaign within 1 to 3 months after 


completion of the campaign. A post-campaign survey report must be submitted to Gavi, along 


with a plan to reach out to areas and populations with <95% coverage. The annual review should 


show what action was taken as a result of the survey, e.g. mop-up activities if target levels of 


coverage were not achieved. A working draft of the new WHO Vaccination Coverage Cluster 


Survey Reference Manual can be utilised for conducting post-campaign surveys (available at: 


www.who.int/immunization/monitoring_surveillance/Vaccination_coverage_cluster_survey.pdf).  


For countries with multiple campaign phases, there must be a description of plans to conduct a 


post campaign coverage survey that includes a vaccination coverage survey within 1 month after 


the completion of each phase to allow for subsequent campaign corrections. Such plans should 



http://www.who.int/immunization/diseases/measles/en/

http://www.who.int/immunization/monitoring_surveillance/Vaccination_coverage_cluster_survey.pdf
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be evident in the campaign Plan of Action (PoA) and annual EPI plan. Section 4.3 lists the support 


types that require a PoA and Annex 3 provides an outline of PoA contents. Gavi does not 


prescribe the sub-national level for which precise estimates should be produced (i.e. whether 


state/province or district level coverage estimates); this depends on the needs and circumstances 


of the country bearing in mind the extra time and financial resources needed to obtain estimates 


at sub-national level. Countries should consider on a case-by-case basis whether or not it makes 


the most sense in their context to conduct a standalone MR coverage survey or a survey that is 


combined with other activities, such as a survey that assesses the level of routine immunisation 


coverage at the same time. Countries may wish to consult with technical partners to help inform 


this decision.  


Countries must include the budget for the post-campaign coverage survey in their request for 


support from Gavi, or provide justification for why this has not been included as part of the 


campaign operational budget (e.g. funding is already secured from a different source for the 


conduct of such a survey). Gavi expects that the post-campaign coverage survey be included in 


the campaign budget, or funded from another source. Gavi does not provide additional funds 


beyond the operational funding (adjusted according to the transition stage of the country) to 


support a coverage survey. 


4.2.3. Use of Epidemiological data and disease burden reporting  


Countries are to review on an annual basis all the key measles and rubella activities and the 


epidemiological evidence (if possible supported by modelling) for the target age groups, 


frequency/timing, and geographical scope of any proposed campaigns. Such data should also be 


used to refine the annual EPI plans including strengthening routine immunisation in areas where 


measles and/or rubella risk is considered highest.  Within the financial limits of the Gavi approved 


and recommended 5 year support, there will be flexibility for countries to adjust the key 


parameters of their activities if supported by strong epidemiological evidence. Flexibility is 


encouraged for countries to use tailored strategies to reach the unvaccinated, such as subnational 


campaigns and follow-up activities targeted to areas with high numbers of susceptible people. 


4.2.4.  Identify synergies across investments. 


Preventive vaccination campaigns and the introduction of new vaccines such as MR vaccine can 


be used as strategic opportunities to improve routine immunisation, for example by supporting 


microplanning to identify underserved populations. These opportunities need to be aligned with 


countries’ expressed needs and priorities for routine immunisation to ensure that they address 


recognised gaps or problems. It is therefore recommended that as countries develop their 


applications for measles and rubella support, they coordinate and align such requests with their 


applications for HSS support. Joint Appraisals and reviews of support should be used to ensure 


such linkages. This will help harmonise measles and rubella and HSS inputs, avoid possible 


redundancies and help maximise the effect of measles and rubella activities on strengthening the 


overall immunisation programme. Section 4.1 of the General Guidelines provides further guidance 


on this aspect. 
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4.3. Comprehensive checklists of requirements  


4.3.1. Checklist for all types of measles and rubella support 


The following is a list of the mandatory documents for applications for all types of Gavi’s 


measles and rubella support: 


1. A complete application form: The country Coordination Forum (Inter-Agency 


Coordinating Committee/ Health Sector Coordination Committee (ICC/ HSCC) or 


equivalent body comprising Government, key donors, partners, key implementers and 


CSOs) is required to be involved in the application development process as well as to 


endorse applications. Both the Minister of Health and Minister of Finance, or their 


delegates, are also required to sign-off all country applications to Gavi. 


2. cMYP or equivalent multi-year plan: The introduction of a vaccine in the country’s 


routine immunisation programme and vaccination campaigns should be reflected in the 


comprehensive multi-year plan (cMYP), which should be valid for at least one year from 


the proposed date of introduction or campaign. This is a standard NVS requirement.  


This should include a minimum set of information on measles and rubella (see Annex 2 


for list). If the cMYP does not contain all the information, an addendum can be attached to 


the existing cMYP to provide the information. 


3. Annual EPI plan: An annual EPI plan which includes detailed planning of all activities 


related to measles and rubella in that year. Together with the annual plan countries should 


submit a summary of indicative major measles and rubella activities including any planned 


MCV2 and MR introductions and campaigns, planned over the coming 5 year period.  


4. Provision of evidence that the country is currently financing the measles mono-


valent vaccine component of MCV1, or that it can meet the requirement to be self-


financing this from government funds from 2018 onwards. The country’s commitment 


to fully finance the measles component of doses of MCV1 required for 2018 can be 


demonstrated by a decision recorded in the Coordination Forum minutes and a signed 


letter from the Minister of Health and the Minister of Finance. 


5. Effective Vaccine Management (EVM) Improvement Plan Progress Report: This 


document will be sufficient if you have previously provided Gavi with an EVM assessment 


report. If not, a new valid EVM assessment report will also be requested. EVM assessment 


reports are valid for Gavi NVS applications for five years from the date the EVM 


assessment was conducted, after which time it will need to be repeated and resubmitted 


to Gavi. 


6. Data quality improvement plan: This is a document that describes the country's plans 


for improving data quality, ideally as part of an integrated country plan rather than a 


standalone plan. Final report from the most recently conducted national population-based 


survey containing immunisation coverage indicators 
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4.3.2. Checklists for specific types of measles and rubella support 


Additional documents are mandatory depending on the type of support being requested and the 


timing of activities. These documents are listed in the sections below. Gavi requires these 


additional documents at the time of application only if the activities are planned for the upcoming 


year. If the activities are indicatively scheduled further into the 5 year period, Gavi will require 


these documents one year prior to implementation of the relevant activity (at the time of the annual 


review/Joint Appraisal).  


Applications for MR catch-up campaigns and introduction of routine MR 
immunisation 


The following documents are mandatory for applications for MR catch-up campaigns and 


introduction of routine MR immunisation. 


1. Provision of evidence that high coverage can be achieved: To apply for MR support, 


the country must have DTP3 coverage ≥70% in 2015 (as determined by WUENIC 


released July 2016) and meet one of the following two criteria: 


 Routine MCV1 coverage ≥ 80% in 2015 (as determined by WUENIC released July 


2016)  OR 


 Most recent measles campaign coverage ≥ 80% (by high quality coverage survey) 


2. Plan of Action (PoA) for MR catch-up campaign  


 Countries should report progress on campaign planning to Gavi as per activities laid 


out in the PoA either through existing channels such as weekly AFRO measles and 


rubella calls or as agreed with the Gavi Secretariat. Annex 3 provides an outline of 


required contents. 


3. New Vaccine Introduction Plan (NVIP), Checklist and Activity List & Timeline for 


MR vaccine to be delivered through the routine immunisation programme 


 This is a standard NVS requirement. Please see the text box below on page 16 for a 


link to the templates, as well as specific information that must be included for measles 


and rubella support applications 


 


The PoA for MR catch-up campaign and NVIP for MR introduction can be combined into 
one document to minimise duplication 


4. Detailed budget for the MR Vaccine Introduction Grant (VIG) and Operational 


support for MR catch-up campaign 


 Please use the Gavi templates provided under applications documents 
www.gavi.org/support/apply/  


 The cost of the post campaign coverage survey must be included in the operational 
support budget 


5. Use of the WHO SIA readiness assessment tool for MR catch-up campaign available 


here: www.who.int/immunization/diseases/measles/en/ 



http://www.gavi.org/support/apply/

http://www.who.int/immunization/diseases/measles/en/
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6. SIA Technical Report needs to be submitted 3 months after the campaign 


7. Post campaign coverage survey report must be made available to Gavi after MR 


catch-up campaign (see Section 4.2.2). 


Applications for MCV2 introduction 


The following documents are mandatory for applications for the introduction of routine MCV2 


immunisation, as either a second dose of monovalent measles vaccine where MR is yet to be 


introduced, or as MR2 where MR has already been introduced into routine immunisation 


schedule.  


1. New Vaccine Introduction Plan (NVIP), Checklist and Activity List & Timeline for 


MCV2  


 This is a standard NVS requirement. Please see the grey text box (below) for a link to 


the template for these documents, as well as specific information that must be 


included for measles and rubella support applications. 


2. Detailed budget for the MCV2 Vaccine Introduction Grant (VIG) 


 Please use the Gavi templates provided under applications documents 
www.gavi.org/support/apply/  


Applications for a measles or MR follow-up campaigns 


The following documents are mandatory for applications for a measles or MR follow-up 


campaign. 


1. Plan of Action (PoA) for follow-up campaign 


 Countries should report progress on campaign planning to Gavi as per activities laid 


out in the PoA either through existing channels such as weekly AFRO measles and 


rubella calls or as agreed with the Gavi Secretariat. Annex 3 provides an outlines of 


required contents. 


2. Epidemiology and disease burden data 


 In order for countries to plan and execute effective campaigns, to utilise the flexibility 


to adjust the key parameters, and to use tailored strategies to reach the unvaccinated, 


epidemiological data and (if available) modelling, will be essential.  


3. Detailed budget for the Operational support for the M or MR follow-up campaign 


 Please use the Gavi template provided under applications documents 
www.gavi.org/support/apply/  


 The cost of the post campaign coverage survey must be included in the budget 


4. Use of the WHO SIA readiness assessment tool for the M or MR follow-up 


campaign available here www.who.int/immunization/diseases/measles/en/ 


5. SIA Technical Report needs to be submitted 3 months after the campaign 



http://www.gavi.org/support/apply/

http://www.gavi.org/support/apply/

http://www.who.int/immunization/diseases/measles/en/
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6. Post campaign coverage survey report must be made available to Gavi after the M or 


MR follow-up campaign (See Section 4.2.2) 


4.3.3. Additional information to be included for MCV2 and/or MR introduction 
beyond the NVIP template 


 A revised routine immunisation schedule showing the age for MCV2 or MR vaccination.  


 Plans for replacing single antigen Measles vaccine with MR vaccine, including timing of 


the switch and immunisation schedule after the switch (showing that MR vaccine will 


replace first dose of Measles vaccine). 


 Linkage between MCV2 and rubella vaccination, if applicable (e.g. if the country provides 


or is planning to provide a routine measles second dose, will the country follow WHO 


recommendation to use MR for both doses?). 


 Description of how the country plans to achieve high MCV2 routine coverage and 


maintain high first dose MR/MMR vaccine coverage through routine immunisation and 


through campaigns (while campaigns are still being done). 


 A description of existing surveillance activities and/or plans for: 


o Integration of Rubella surveillance with case-based measles surveillance 


o Improving the quality of case-based measles and rubella surveillance 


o CRS surveillance or plans to establish sentinel site CRS surveillance 


4.4. Application, review and annual renewal process 


Countries applying for measles and rubella support are requested to fill in and submit the 


application form and other relevant documents online through the Gavi Country Portal (accessed 


via https://portal.gavi.org), and follow the application instructions in Annex 8 of the General 


Guidelines.  


Country applications for Gavi measles and rubella support will be reviewed based on a number 


of key criteria as presented in Annex 4. Upon successful application, support for activities detailed 


in the annual EPI plan for the up-coming year, will be approved. Indicative activities planned for 


the remaining four years, will be recommended for endorsement. The comprehensive measles 


and rubella activities will be included in the country’s Annual EPI Workplan which should have 


detailed planning of activities for the first 12-18 months. An additional short summary will outline 


in less detail the measles and rubella activities planned over a 5 year time horizon. (e.g. MCV2 


or Rubella vaccine introduction, and any campaigns). A workplan will be reviewed and updated 


on an annual basis, at a point in the year when the country normally does their operational 


 


The WHO templates and guidance on the NVIP and Checklist, Activity List & Timeline are 
available here: 
www.who.int/immunization/programmes_systems/policies_strategies/vaccine_intro_resou
rces/nvi_guidelines/en/ 


Specific guidelines documents on MCV2 and MR introductions can be found here: 
apps.who.int/iris/bitstream/10665/85900/1/WHO_IVB_13.03_eng.pdf 



https://portal.gavi.org/

http://www.who.int/immunization/programmes_systems/policies_strategies/vaccine_intro_resources/nvi_guidelines/en/

http://www.who.int/immunization/programmes_systems/policies_strategies/vaccine_intro_resources/nvi_guidelines/en/

http://apps.who.int/iris/bitstream/10665/85900/1/WHO_IVB_13.03_eng.pdf





17 


 


planning. The joint appraisal discussion will ensure the workplan and budget include sufficient 


detail of the upcoming activities for the next 12-18 months, including the relevant changes to 


implementation plans. 


The Joint Appraisal (JA) process can be used to review this as described below: 


Country team to put together a small report/PowerPoint slide set and other relevant 


bulletins/documents summarising the measles/rubella situation using the following sources of 


data: Joint Reporting Form, admin coverage, campaign reports, surveillance bulletins, etc. 


The report/PowerPoint presentation will include the following minimum elements and is expected 


to be discussed by the JA team at the initial JA briefing. The following indicators to be reported: 


 MCV1 and MCV2 coverage and drop-out rates at national and subnational levels 


 Campaign coverage at national and subnational levels 


 Summary of MCV coverage from surveys and post measles campaigns coverage data  


 Surveillance performance according to the standard indicators – relevant to the region 


 Number of measles/rubella suspected and confirmed cases (by age distribution and 


vaccination status) for the current year and last few years 


 Results from CRS surveillance sites/record reviews 


 Plans going forward to be stated 


 Proposed plans and activities for the year, and the resources needed/available and 


funding gaps. 


The country team (with the help of WHO and UNICEF regional offices) may complete measles 


outbreak risk assessments as needed in select large countries to be submitted to the JA team 


beforehand to feed into the discussions. Epidemiological evidence (and modelling where 


possible) for target age groups, frequency/timing and geographical scope of any proposed 


campaigns recommended for endorsement should also be reviewed by the country at this point, 


the year prior to implementation, and key parameters of campaigns may be adjusted accordingly, 


within the funding envelope.  
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ANNEX 1: ACRONYMS 


BMGF Bill and Melinda Gates foundation 


CDC Centres for Disease Control and Prevention 


CF Coordination Forum 


cMYP Comprehensive multi-year plan for immunisation 


CRS           Congenital Rubella Syndrome 


CSO Civil Society Organisations 


DQA Immunisation data quality audit 


EPI Expanded programme on immunisation 


EVM Effective Vaccine Management 


HSIS Health Systems and Immunisation Strengthening 


HSS Health system strengthening 


IRC Independent Review Committee 


JA Joint appraisal 


M&E  Monitoring and evaluation  


MCV Measles-containing vaccine 


MCV1 Measles-containing vaccine first dose  


MCV2 Measles-containing vaccine second dose  


M1 Measles only first dose 


M2 Measles only second dose 


MR1 Measles and rubella vaccine first dose 


MR2 Measles and rubella vaccine second dose 


MOH Ministry of Health 


MMR Measles mumps and rubella (combined vaccine) 


MR Measles and rubella (combined vaccine) 


M&RI Measles and Rubella Initiative 


NVIP New Vaccine Introduction Plan 


NVS New and underused vaccine support 


Ops Operational Support for Campaigns 


PEF Partnership Engagement Framework 


PIE Post-introduction evaluation 


PoA Plan of Action 


RCV  Rubella-containing vaccine 


RI Routine Immunisation 


SIA Supplementary Immunisation Activities 


VIG Vaccine introduction grant   
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ANNEX 2: PROPOSED OUTLINE FOR ENRICHING CMYP WITH NATIONAL 


MEASLES AND RUBELLA CONTROL/ ELIMINATION PLANS  


Please note the following specific requirements for Measles and Rubella support. To encourage 


a comprehensive and longer term (5 years) planning approach to Measles and Rubella 


control/elimination, the cMYP should include an analysis and description of the activities as 


outlined below. If a country is in the middle of their cMYP period at the time of application, they 


may add this additional analysis and summary write up as an addendum. 


1. Situation Analysis: with data, broken down to the 2nd subnational level (if possible) 


Routine Immunisation performance in the last 5 years: 


 National and sub-national level administrative coverage trends and dropout rates for 


MCV1 and MCV2,  


 National level WHO-UNICEF coverage estimates,  


 Results of EPI coverage surveys/ DHS surveys, etc.  


M/ MR campaigns: 


 National and sub-national campaigns administrative coverage  


 Results from post-campaign coverage surveys 


 Financing for campaigns 


 Lessons learnt from campaign implementation 


Measles / rubella case based surveillance: 


 National and sub-national surveillance performance for at least 5 years 


 CRS disease burden: sentinel surveillance/ retrospective record review 


 The epidemiological pattern of measles & rubella for at least 5 years: 


 Epidemiological trends and patterns (distribution by age, geography etc.) of 


confirmed measles / rubella across the years 


 Epidemiological patterns of measles / rubella outbreaks 


Population susceptibility / measles outbreak risk profile   


 


2. Objectives: with indicators 
 


3. Priority activities: 


 Routine immunisation strengthening  


 Efforts to improve coverage in hard to reach areas/population 


 Schedule for the Introduction / strengthening of MCV2 / MR in routine immunisation – 


with technical justification 
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 Schedule and target group of planned campaigns in the next 5 years – with technical 


justification 


 Efforts to ensure high quality campaigns 


 Linkage with other interventions/integration for both routine and campaigns 


 Improving the quality of measles / rubella surveillance and lab confirmation, including 


the use of HSS funds. 


 Strategies for reaching other populations (eg. WCBA, health workers) 


 Addressing underserved areas for both routine and campaigns 


 Outbreak preparedness plans 


  


4. Budget (indicative figures) 


 MCV2/MR introduction  


 Reaching the hard to reach 


 Campaigns 


 Outlining expected local resources for scheduled campaigns 


 Surveillance and lab support 
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ANNEX 3: OUTLINE OF PLAN OF ACTION FOR CAMPAIGNS 


A Plan of Action (PoA) is mandatory for M and MR vaccination campaigns.  


The launch of a new vaccine, such as MR can mobilise communities to increase demand for 


immunisation services which requires that a reliable supply of high quality services be available 


to meet that demand. Campaigns, while not the primary means for strengthening systems, also 


provide opportunities to strengthen routine immunisation services. It is important that countries 


should include the following information when developing the PoA.  


General outline 


1. Context: a situation analysis of the routine immunisation programme  


2. Objectives, targets and, justification for the campaign, using either local or regional disease 


burden data. Countries are required to provide adequate data on incidence or burden of 


disease(s), based either on reported cases or appropriate estimate of the burden of disease 


(if necessary, also referencing regional literature and surveillance data). It is essential for the 


plan to include available data on barriers to access including socioeconomic status, 


geography, and gender considerations, which could limit coverage or quality of the campaign 


and how to address those. For multi-year campaigns, the application must specify timing of 


campaigns and vaccine requirements per year.  


3. Linkages with other interventions:  


a. The country is asked to list any other vaccine introductions or campaigns planned for the 


year and explain how the timing and organisation of the proposed campaigns will take 


these other activities into account. 


b. Identify where joint planning of activities can benefit the impact of the  introductions  


c. To strengthen linkages between Gavi-supported campaigns and other support and plans 


related to immunisation, such as linking routine immunisation and mass campaigns, 


countries currently receiving Gavi funding for HSS and any other support should detail 


how these will be used to complement the campaign funding to strengthen routine 


immunisation activities and improve campaign quality, where possible.  


d. Countries should also describe any other health, nutrition or hygiene interventions to be 


integrated with and/or delivered together during the campaign. 


4. Costing and financing: It is necessary for countries to provide a budget using the VIG/ 


Operational cost for campaigns template reflecting the campaign costs and financing sources. 


The budget must show how routine immunisation strengthening activities integrated into the 


campaign are to be funded, e.g. using community mobilisation techniques form the campaign 


to continue community support to routine immunisation. 


5. Lessons learned: The plan should identify the primary lessons from previous campaigns, 


and indicate how they are being addressed in planning the current campaign and in 


strengthening RI. It is essential to provide information on vaccine coverage reached in the 
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most recent three campaigns of any vaccine and relevant information such as target group, 


national or subnational. 


6. Partner support: Identification of partners (local and international) and their potential roles 


including technical assistance (epidemiologist, logistician, external monitors, laboratory 


support, etc.) and social mobilisation. 


Planning and implementation 


Countries must provide an outline for all preparatory activities. 


Approach to monitoring and evaluation  


Countries must describe their approach to monitoring and evaluation (M&E) including proposed 


indicators for: 


 Pre‐campaign, using campaign readiness assessment tool; collecting baseline data. 


 Intra-campaign, e.g. description of how the campaign doses will be documented (e.g. use 


of cards) and how number vaccinated will be verified during the post-campaign coverage 


survey, recording, transmission, and timely reporting of data on doses administered and 


all other interventions given during the campaign, supervision, monitoring to detect 


pockets of unvaccinated children using standard WHO tools (Rapid Convenience 


Monitoring) and how such information can be used to improve provision of routine 


immunisation services. 


 Post‐campaign, e.g. must include in the budget a technically and statistically sound post-


campaign coverage survey with probability based sampling. For countries with multiple 


campaign phases, there must be description of plans to conduct a post campaign 


coverage survey within three months after the completion of each phase to allow for 


subsequent campaign corrections.  


Countries should also describe disease surveillance and how it will be strengthened or expanded 


after the campaign. If not already in place, plans for doing so should be included, e.g. for 


congenital rubella syndrome.  


Countries should include the following information on M&E:  


 Reports on the routine immunisation strengthening activities done pre, intra and/or post 


campaign. 


 Methods to establish whether previously unreached children were reached through the 


campaign. 


 Plans to act on data obtained, e.g. mop-up activities in areas that did not meet coverage 


targets  
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ANNEX 4: GAVI REVIEW CRITERIA FOR MEASLES AND RUBELLA 


VACCINE APPLICATIONS  


This annex provides information on the criteria used by Gavi’s Independent Review Committee 


(IRC) when reviewing NVS applications.  


1. Basic functionality of country Coordination Forum (Inter-Agency Coordinating 


Committee/ Health Sector Coordination Committee (ICC/ HSCC) or equivalent body) 


including participatory approach to application development.  


 Is the Coordination Forum functional/ active in providing strategic direction, oversight and 


transparency of the EPI programme (at minimum of Gavi investments) and has it been 


adequately involved in the current application development process for Gavi? 


 Is the Coordination Forum representative of a range of stakeholders with relevant authority 


that are involved in the country health and immunisation sector (government, key donors, 


partners, key implementers, CSOs)? 


 Does the Coordination Forum adhere to basic governance practices, including developing 


and sharing a formal TOR and meeting minutes, and adhering to the quorum in meetings? 


 Has the Gavi application been developed with the engagement of the range of 


stakeholders involved in the country health and immunisation sector (government, key 


donors, partners, key implementers, CSOs)? 


 Has the country National Immunisation Technical Advisory Group (NITAG) provided 


advice whether to introduce the new vaccine?  


 


Section 5.2 of the General Guidelines provides information on requirements to ensure 
basic functionality for a national-level Coordination Forum. 


2. Evidence based analysis of current immunisation and health programme and status 


and strong linkage with the support being requested in the application. 


 Are the coverage targets proposed reasonable given the history of vaccine coverage in 


the country?  


 Have the lessons from previous vaccine introductions/ campaigns been reflected in the 


current application?  


 Is the new vaccine introduction/ campaign reflected in the cMYP or in an addendum, and 


is there adequate alignment between the new vaccine introduction/ campaign and country 


health documents?  


 Is there adequate justification for vaccine introduction given disease burden and other 


relevant criteria given the country setting and capacity? 


 For self-procuring countries, is there adequate evidence of country capacity for 


procurement? 


 Is there evidence to show that campaign activities will also contribute to the strengthening 


of routine immunisation?  


 
GG 
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 Does the country demonstrate adequate readiness for vaccine introduction in terms of 


cold chain capacity?  


3. Robust analysis of barriers related to equity in access and utilisation of immunisation 


services (including socio-economic, geographic and gender issues) and evidence 


driven linkage with programmatic actions to address these issues. 


 Has there been a robust analysis on immunisation equity and are there clear plans to 


address these?  


4. Demonstration of prioritising highest impact approaches and strategies. 


5. Realistic and logical description of activity plans and budgets, showing that activities 


are complementary and not duplicative across the different types of Gavi support. 


 Is there a logical flow in terms of the activities proposed (for vaccine introduction in the 


country and specifically the VIG activities) and their linkage with planned objectives? 


 Does the application show that the co-financing requirements will be met? 


 Does the application show the government’s commitment for ongoing financing of routine 


immunisation?  


6. Adequacy of planned measures to reduce related funding gaps and ensure longer term 


sustainability. 


7. Updated and sound grant performance framework with proposed metrics, baselines 


and targets to track grant progress and results.  


8. Robustness of financial management arrangements for direct financial support. 


 Are the financial management arrangements adequate (e.g. in terms of capacity, planning 


and systems)? 


9. Adequacy of the country’s efforts to improve the availability, quality and use of 


immunisation data.  


 Is there adequate information and evidence to demonstrate that the country is adhering to 


Gavi’s data quality and survey requirements?  


10. Adequate inclusion of each of the specific requirements, as set out in Section 4.3.2 


including: 


 Comprehensive long term measles and rubella planning. 


 For MR, both the contents of an MR Campaign Plan of Action and a Routine Introduction 


Plan for MR (which may be combined into one plan).  


 For MCV2 introduction, an MCV2 introduction plan, based on guidance in the MCV2 


introduction guidelines and NVIP. 


 Clear evidence that the country can achieve high immunisation coverage.  


 Evidence that the situation analysis correctly captures the main features of measles and 


rubella epidemiology and that the plans respond appropriately to this epidemiology. 


 Clear evidence that the country can finance MCV1 from government funds from 2018. 






