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	GAVI ALLIANCE
GRANT TERMS AND CONDITIONS

	FUNDING USED SOLELY FOR APPROVED PROGRAMMES

	The applicant country ("Country") confirms that all funding provided by the GAVI Alliance 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 Alliance. All funding decisions for the application are made at the discretion of the GAVI Alliance Board and are subject to IRC processes and the availability of funds. 

	AMENDMENT TO THE APPLICATION

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

	RETURN OF FUNDS

	The Country agrees to reimburse to the GAVI Alliance 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 Alliance, within sixty (60) days after the Country receives the GAVI Alliance's request for a reimbursement and be paid to the account or accounts as directed by the GAVI Alliance.

	SUSPENSION/ TERMINATION

	The GAVI Alliance 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 Alliance-approved amendment to the application.The GAVI Alliance retains the right to terminate its support to the Country for the programmes described in its application if a misuse of GAVI Alliance funds is confirmed.

	ANTICORRUPTION

	The Country confirms that funds provided by the GAVI Alliance 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 Alliance, as requested. The GAVI Alliance 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 Alliance 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 Alliance 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 Alliance 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 ALLIANCE TRANSPARANCY AND ACCOUNTABILITY POLICY

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


	

	

	


	1. Application Specification

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


	
	
	Type of Support
Vaccine
Start Year
End Year
Preferred second presentation[1]
Preventive Campaign Support
Meningococcal type A, 10 dose(s) per vial, LYOPHILISED
2014
2015

	[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:

For each specific request, NVS routine support or NVS campaign : 

The duration of support

The total amount of funds

Details of the vaccine(s), if applicable, including the reason for the choice of presentation

Projected month and year of introduction of the vaccine

Relevant baseline data, including:

DTP3 and Measles coverage data (as reported on the WHO/UNICEF Joint Reporting Form)

Birth cohort, targets and immunisation coverage by vaccines

Country preparedness

Summary of EVM assessment and progress on EVM improvement plan

The nature of stakeholders' participation in developing this proposal

Inter-Agency Coordinating Committee

Partners
South Sudan lies between latitudes 3o and 13oN, and longitudes 24o and 36oE. South Sudan is the youngest and one of the poorest, post conflict countries in the world with about half of its population (50.6%)  living on less than 1 US$ per day. The living conditions in South Sudan can only be described as deprived with poor access to potable drinking water (less than 50%), poor access to proper sanitation (less than 7%) and high illiteracy rates among adult population (88% among women and 63% men).
The economy of South Sudan is one of the world's weakest and most underdeveloped with the country having little existing infrastructure and the highest maternal mortality and female illiteracy rates in the world as of 2011. The total Gross Domestic Product (GDP) is estimated at $13.227 billion ($1,546 GDP per capita and 984 GNI per capita). Unfortunately, 71% of the total GDP for South Sudan in 2011 was from oil revenue that has since January 2012 stopped, following the conflict with the North Sudan. The total effects of the oil production shutdown is expected to be higher that than the 71% as the austerity measures are likely to lead to reduced domestic demand and a contraction in the non-oil economy.
Against all odds, the government of the Republic of South Sudan is committed to attainment of the Millennium Development Goals (MDGs). Such commitments are articulated in the national transitional constitution, the social sector development plan (SSDP), the national health development plan (HSDP 2011-2015) and the 2012-2016 multi-year plan for immunization systems development (cMYP) that was developed in line with the Global Immunization Vision and Strategy (GIVS). This proposal is developed as a result of the findings and recommendations from the comprehensive meningitis assessment carry out by WHO in collaboration with the Ministry of Health, Republic of South Sudan (MoH-RSS) and other stakeholders in March 2013.
The health situation in South Sudan is fragile with extremely low health care coverage, high infant mortality and under five mortality and morbidity rates. South Sudan has some of the worst health indicators in the world with a Maternal Mortality Ratio of 2,054/100,000 live births and an Infant Mortality Rate of 102/1000 live births. These rates can be partially attributed to the fact that less than 20% of the population accessing primary health care, limited provision of life-saving health care due to inadequate health facilities, insufficient qualified staff, poor infrastructure, lack of drugs and medical supplies. The national and state-specific immunization coverage surveys have been conducted (2012), and indicate that the age cohort (12-23 months) born in between December 2009 and November 2010 had a crude DTP-3 coverage of 54% (44-64% CI) compared to 63% reported in the same year. The overlapping confidence interval of the survey coverage for DTP signifies that the administrative reporting system is a near reflection of the community coverage for South Sudan. Therefore, the administrative reported DTP-3 coverage of 80% in 2011 reflects the latest and highest community coverage estimates that there is in South Sudan. The immunization coverage surveys also showed that despite the good and comparable coverage, there remains poor card retention (40%), low card verified DTP-3 coverage (24.7%) and low proportion of fully immunized children by 1 year of age (13%). The improvements in EPI program performance is attributed to a) improvements in completeness of monthly reporting (from 10% to 79%); b) leveraging the institutional memory of Polio and measles SIAs to implement and perfect acceleration campaigns for routine; c) introduction and use of the RED/C approach tools; d) human resources renewal in the program; e) expansion of the cold chain network; f) operations planning for routine EPI service delivery by county and Payams and f) the enthusiasm of the emerging new nation. All these positive contributing factors are expected to remain prevalent in the country for the foreseeable 5 years.
In 2012, South Sudan has applied for Pentavalent vaccine introduction through GAVI, and the application was successfully approved. According to the national plan, Pentavalent vaccine will be formally introduced South Sudan later in 2013, if required financial resources is availed by GAVI, and necessary operational preparation is completed. 
South Sudan is part of 13 countries approved by GAVI in 2013 for meningitis A vaccine support (MenA) along with Benin, Burkina Faso, Cameroon, Chad, Ethiopia, Gambia, Ghana, Mali, Niger, Nigeria, Senegal and Sudan. In February 2013; in the context of the proposed introduction of the Nm A conjugate vaccine in 2014, a risk assessment for meningococcal meningitis was performed by WHO with the District Prioritization Tool (DPT), using a mixed-method approach building on surveillance data, past epidemic related information, local specificities, expert opinion and the opportunity to extend the front of herd immunity against Nm A. based on available surveillance data in the past 15 years, over 95% of the total reported bacterial meningitis cases were due to Nm A . The outcomes of assessment and subsequent discussion with MoH-RSS officials and key stakeholders are follow:
1.  Immunization of the entire country (persons aged 1-29 years old) in campaign mode;
2.  Phasing of the vaccine introduction over two years, starting in 2014 and covering a total of 7.6 million persons4 with 10 million doses (10% wastage included) as follows:
a.   5.14 million persons protected in 2014 (6.8 million doses);
b.  2.47 million persons protected in 2015 (3.3 million doses);
3.  Beginning of the campaigns in the North Western part of the country, gradually building up the national and regional front of immunity against Nm A toward the North Eastern and then southern parts of South Sudan; and
4.  Characterization of the phases’ margins using state border lines, as per historical region boundaries.
The above strategy and the outcome of the assessment were accepted by the Ministry of Health and the decision to introduce Nm A conjugate vaccine was made in consultation with ICC members. The South Sudan proposal for Nm A conjugate vaccine introduction is made with support from the National Technical Partners (WHO, UNICEF, USAID/SIAPS project and Core Group Polio projects) with the approval from the Inter-Agency Coordination Committee for immunization (ICC). The proposal is based on the census population projections for the year 2014 when a total population of South Sudan is estimated at 11,082,536 people (without adjustments for yet confirmed returning populations). Although the introduction of Nm A conjugate vaccine is not included cMYP for South Sudan, the MoH-RSS in consultation with stakeholders has accepted the proposed strategy and recommendations by WHO’s assessment team. MoH-RSS with the support of WHO, UNICEF and other stakeholders is planning to conducted a mass population campaign targeting 1-29 years of age (7,608,071) in phased approach in 2014 and 2015, depending the availability of vaccines and the approval of this proposal by GAVI. Later, the MenAfri vaccine is also intended to be introduced into the routine immunization services for infants in 2015 and beyond. 
In order to have sufficient cold chain space for the Meningitis A vaccine, cold chain capacity will be expended (at all levels); and due to the need of maintaining the country attention on outbreak detection and response as well as case-management, opportunities will be used to strengthen meningitis surveillance system and data management.
Atotal of $ 5,535,414 for the vaccine (8,453,413 doses) and associated safe injectiondevices estimated cost is requested to GAVI. All supplies will be procuredthrough UNICEF supply division. The total operation cost for the campaign isestimated at $7,133,127 ($0.94/targeted person); as per the guidelines provided the cash grant needed at $ 0.65/targetedperson is supposed to be $4,945,248. However taking in to consideration theSouth Sudan context, the Country is requesting a total Cash grant of $ 7,133,127 due to high operating costin South Sudan and the need to expand the cold chain because the existingstorage capacity is not sufficient to accommodate additional quantities ofmeningitis A vaccine.
TheGovernment with its main immunization partners (WHO&UNICEF) willcollaborate together to provide the required technical support to the campaign.The government is facing severe economic austerity, and it will not be in aposition to co-finance the planned campaign.


	

	


			
	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 South Sudan would like to expand the existing partnership with the GAVI Alliance for the improvement of the infants routine immunisation programme of the country, and specifically hereby requests GAVI support for:

			
		Meningococcal type A, 10 dose(s) per vial, LYOPHILISED preventive campaigns
	
			
	The Government of South Sudan 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 Alliance and its partners contribute financial and technical assistance to support immunisation of children as outlined in this application.

			
	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 : 1 and 2 in Section 10. Attachments.

			
	Minister of Health (or delegated authority)
Minister of Finance (or delegated authority)
Name
Riek Gai Kok
Name
Aggrey Tisa Sabuni
Date
Date
Signature
Signature

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

			
	Full name
Position
Telephone
Email
Dr. Abdinasir Abubakar
Team Leader, Communicable Disease Surveillance and Response, WHO South Sudan
+211955169504
abubakara@who.int
Dr. Anthony Lako Kirbak 
Director for Child Health and EPI 
+211955557246
lkirbak@yahoo.com
Dr. Bimpa Bimpa Dieu-Donne 
EPI Consultant, WHO South Sudan
+211 956480988
bimpa_dd@yahoo.fr
Dr. Daniel Ngemera
EPI Specialist, UNICEF South Sudan 
+211 955 355890
dngemera@unicef.org
Dr. Othwonh Ajameng 
Director for Epidemic Preparedness and Response (EPR)
+2110954082015
o.ajameng@yahoo.com 

			
	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, 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
HSCC/ICC embeded in the Health Sector Working Group
Year of constitution of the current committee
2013
Organisational structure (e.g., sub-committee, stand-alone)
embeded within the existing MOH organizational structure
Frequency of meetings
quarter

			
	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:

			
	1. Assist the Immunization program to adjust to health sector reforms, decentralization and other ongoing social and political transformation processes<?xml:namespace prefix = o />
2. Participate in the development and approval process of the multi-year (cMYP) and Annual operational plans for Immunization systems development
3. Participate in appraisal and development of technical guidelines and policy implementation guides for the Immunization program
4. Ensure collaboration and coordination among current and potential immunization program partners in the Country
5. Provide technical and managerial oversight to implementation of immunization activities assuring timeliness and value for money
6. Support Advocacy and social mobilization to ensure the highest political commitment and community participation in immunization programming 
7. Participate in review and other monitoring activities for the immunization program
8. Assess and audit implementation of national EPI review recommendations
9. Use supervision, monitoring and Evaluation findings and other relevant available sources of information to guide innovations for improving immunization coverage and vaccine preventable diseases surveillance in the country
10. Mobilize resources (financial, human and material) required for delivery of quality and effective immunization services
11.  Monitor and strengthen the functionality of all ICC sub-committees

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

			
	All key partners were have been actively involved in the preparation of this proposal. The overall coordination and leadership was provided by the Ministry of Health involving various Directorates and Departments including the Child Health and EPI Department, Directorate of Preventive Medicine; the Surveillance Department, the Health Promotion & Education Department. Under the leadership of the Ministry of Health - the core group was constituted and this group was mainly responsible for drafting the proposals through consultative meetings with key partners including NGOs especially those responsible for humanitarian service delivery. In addition, the technical guidance and assistance were provided by WHO and UNICEF Team in South Sudan especially on issues related to vaccine forecast, cold chain equipment estimations and overall budgeting process to ensure that all budget estimates are within the acceptable standards. The core group was also comprised of the sub-working groups naamely communication and social mobilisation, Logistics, cold chain & vaccine management as well as training and micro-planning. The respresentation in these groups involved Government, NGOs, UNICEF and WHO.

			
	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 12/09/2013 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 D of the 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
Minister for Health, Republic of South Sudan
Riek Gai KOK
Secretary
Director of EPI and New Vaccines, Republic of South Sudan
Dr Anthony LAKU Stephen
Members
Line Ministry Representative - Ministry of Finance, Investment, Commerce and Economic Planning
Mr. Aggrey Tisa SABUNI
Under Secretary/Ministry of Health
Dr. Makur Matur KARIOM
Director General for Primary Health Care/Ministry of Health
Dr. Samson BABA
Director General for Preventive Medicine
Dr. Pinyi NYIMOL
Director Genaral for International Health  and Partner Coordination
Dr Lul RIEK
Director General for Policy, Planning and Budgeting
Dr. Richard LAKO
Director General for Pharmaceuticals and Medical Supplies
Dr. Moses Deng MALUAL
Acting Director General for Administration and Finance
Mr. Adwok LAA
Media Representative/Ministry of Information
MS Veronica Lucy GORDON
Representative/World Health Organization (WHO)
Dr Abdi Mohamed ADEN
Chief of Health and Nutrition/UNICEF
Dr. Monjur HOSSAIN
Senior Health Advisor/World Bank Group, South Sudan
Dr John RUMUNU
Health Specialist/USAID, South Sudan
Dr. Martin SWAKA
Representative/South Sudan Council of Churches
Rev Mark Akec CIEN
Health Focal Person/South Sudan Red Cross Society
Ms. Veronica KENYI
Representative/Islamic Council of South Sudan
Mr. Gai JACKOK
Health System Development Advisor/WHO, Republic of South Sudan
Dr. Moses ONGOM
Coordinator/South Sudan Health NGO Forum
Ms. Elin POLICH

			
	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

			
	Has a NITAG been established in the country ? No

			

	

	


	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 10. Please attach the cMYP costing tool as DOCUMENT NUMBER 11.
▪ 
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 use the most recent data available and specify the source and date.

	
	Figure
Year
Source
Total population
10,759,744
2013
Projection from the Census Data (South Sudan Bureau of Statistics)
Infant mortality rate (per 1000)
84
2010
South Sudan Household Health Survey
Surviving infants[1]
386,490
2013
Projection from the Census Data (South Sudan Bureau of Statistics)
GNI per capita (US$)
650
2012
World Bank
Total Health Expenditure (THE) as a percentage of GDP
2
%
2011
World Bank
General government expenditure on health (GGHE) as % of General government expenditure
41
%
2011
World Bank

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

	
	5.1.1 Lessons learned

	
	Routine New Vaccines Support

	
	Preventive campaign support
If campaigns with Meningococcal type A 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.
Lessons Learned
Action Points

	
	5.1.2 Health planning and budgeting

	
	Please provide information on the planning and budgeting cycle in your country
The government of the Republic of South Sudan is committed to attainment of the Millennium Development Goals (MDGs). Such commitments are articulated in the national transitional constitution, the social sector development plan (SSDP), the national health development plan (HSDP 2011-2015) and the 2012-2016 multi-year plan for immunization systems development (cMYP) that was developed in line with the Global Immunization Vision and Strategy (GIVS). 
South Sudan is the youngest and one of the poorest countries in the world with about half of its population (50.6%) living on less than 1 US$ per day. The vast majority of the population is engaged in rural subsistence farming and cattle herding. Living conditions are very deprived with poor access to potable drinking water (less than 50%), poor access to proper sanitation (less than 7%) and high illiteracy rates among adult population (88% among women and 63% men).
The South Sudan Social Development Plan 2011-2013 (SDP) emphasizes a sector wide and comprehensive development of all sectors, including health, in order to reduce poverty and accelerate progress towards socio-economic development. The principles of gender mainstreaming have been stated by government as critical to public policy in all sectors and are incorporated in the SDP.
The economy of South Sudan is one of the world's weakest and most underdeveloped with South Sudan having little existing infrastructure and the highest maternal mortality and female illiteracy rates in the world as of 2011. The country's economy is heavily dependent on oil and agriculture. Currently, the total Gross Domestic Product (GDP) is estimated at $13.227 billion ($1,546 GDP per capita and 984 GNI per capita). While the GDP per capita for South Sudan is comparably better than neighboring Kenya ($769) and Uganda ($532), it is worth noting that 71% of the Total GDP for South Sudan is from oil revenue that has since January 2012 stopped, following the conflict with the Sudan. The total effects of the oil production shutdown is expected to be higher that than the 71% as the austerity measures are likely to lead to reduced domestic demand and a contraction in the non-oil economy and hence affecting the Government budgetary allocation to social sector including health service delivery. 
In a troubled and contracted economy, the government of South Sudan is focusing on three major strategies for economic recovery in the short to medium term.
1.     Growth in the non-oil economy. In the 2012 and 2013 financial years, the key priority actions are to minimize the negative impacts of the shutdown on the economy and people of South Sudan. This means:
· Seeking alternative sources of revenue or borrowing to finance the budget;
· Seeking external borrowing to finance imports;
· Avoiding policies that aggravate inflation, such as borrowing from the Central Bank.
· Re-prioritizing expenditure to ensure minimal resources are put to the best use largely by significant reductions in expenditure and elimination of non-essential functions of government 
· Promoting foreign direct investment (FDI) to ensure prompt construction of a refinery, cement factory and power plant which will stimulate domestic economic growth and employment and reduce the need for imports and foreign currency
· Working through the decentralized Governments (state and county levels) to promote agricultural production as quickly as possible to reduce poverty and limit the need for foreign currency
According to the 2012 and 2013 budget projections for South Sudan, foreign loans/Petroleum and Mining Concessions shall continue to fund nearly 60% of the national priorities. It is no doubt that the country still considers the growth of non-oil revenues of priority and strategic importance
In 2010 the poor performance of the routine immunization services and systems in the republic of South Sudan was reflected in the low Immunization coverage of 13.9% and 1.8% for DPT3 and completion of childhood immunization for all antigens[1] respectively. Recently, the Expanded Program on Immunization (EPI) survey in 2012, conducted to provide baseline information for the new Republic of South Sudan indicated immunization coverage of 56.3% and 50.2% for DPT3 and completion of childhood immunization for all antigens[2] respectively. Although this is indicative of progressive improvement in immunization coverage, it is still far below the threshold critical to contribute to reduction of the burden of vaccine preventable diseases (VPD) and ultimately attainment of MDG4 and MDG5. Furthermore, inequities are evident in this improvement as just under 60% of the counties have not achieved the set target of 80% of DPT3 coverage during the period of the 2008-2011 Country Multiyear Plan.
[1] 2010 Sudan Household Health Survey
[2]  EPI Coverage Survey, National Report, June 2012 
Please indicate the name and date of the relevant planning document for health
· National Health Policy
· Ministerial Health Policy Statement and Work plan (2013)
· National Social Sector Development Plan (2011-2013)
· Health Sector Development Plan (2011-2015) approved ND Lunched in April 2011
· The Basic Package for Health and Nutrition Services (Updated in July 2011)
Is the cMYP (or updated Multi-Year Plan) aligned with the proposal document (timing, content, etc.)
· The comprehensive multi-year plan (2012-2016) for immunization systems development in South Sudan is aligned to the National Health Sector Development plan  in strategy, targets and indicators, and 80% of the planning period (2011-2015). All cMYP objectives and aspirations are derived from the health policy and Sector development strategic planning orientations.
Please indicate the national planning budgeting cycle for health
National planning budget cycle is from July 1- June 30 annually.  
Please indicate the national planning cycle for immunisation
· National planning cycle for immunization is from January - December annual where an indicative core plan is prepared at National level followed by comprehensive state plans. The planning approach uses a mix of bottom up and top down approach. In line with the changed planning and budgeting cycle of government, the EPI program in South Sudan planning may be aligned to the July-June cycle.


	

	


	
	5.1.3 Preparatory activities

	
	Please provide an outline of all preparatory activities for vaccine(s) introduction
ACTIVITIES
TARGET DATE
1. Endorsement of the Plan of Activities (PoA) by the ICC
Aug/2013
2. Submission to GAVI
Aug/2013
3. GAVI approval
Nov/2013
4. Preparatory activities for all the phases
Jan-Apr/2014
Procurement of Cold chain equipment (for the three phases)
Jan-Feb/2014
Procurement of Vaccine for Phase 1 and 2
Jan-Feb/2014
Development of Field Guide 
Jan-Feb/2014
Development of Communication & social mobilization plan 
March2014
Approval of the Field Guide, Communication & social mobilization plan by the ICC
April/2014
Arrival of Cold chain equipment (for the three phases)
Apr/2014
Arrival of vaccine & inj. Materials for Phase 1 and 2
Apr/2014
5. Preparatory activities for phase 1
Apr-Jul/2014
Assessment of cold the chain capacity & shortfall
Apr/2014
Cold chain expansion & maintenance 
May-Jun/2014
State level advocacy visits (ICC & EPI TWG) 
May-Jun/2014
Finalisation of the State level communication plans and training of the Social Mobilizers
May-Jun/2014
State Sub-Committees in place  
Jun-Jul/2014
6. SIAs Implementation; phase 1
Aug-Dec/2014
Micro planning & State level Training of Trainers 
Aug/2014
County & Payam level training 
Aug-Sep/2014
Communication and Social mobilization activities at all levels
July-Sep/2014
Distribution of vaccines & injection materials
Sep/2014
Assessment of preparedness in States
Sep/2014
Launch by the Minister of Health in a selected State of phase 1
Sep/2014
Implementation of SIAs in phase 1 States
Sep/2014
Post Campaign Evaluation (PCE)
Oct/2014
SIAs results (admin and PCE)
Oct/2014
Review of implementation and Mop up in poor performing Counties 
Nov/2014
Brief report of phase 1
Dec/2014
7. Preparatory activities for phases 2
Jan-Apr/2015
Assessment of cold the chain capacity & shortfall
Jan/2015
Cold chain expansion & maintenance 
Feb-Mar/2015
State level advocacy visits (ICC & EPI TWG)
Feb-Mar/2015
Finalisation of the State level communication plans and training of the Social Mobilizers
Apr--Jun/2015
State Sub-Committees in place  
Mar-Apr/2015
8. SIAs Implementation; phase 2
May-Sep/2015
Micro planning & State level Training of Trainers 
May/2015
County & Payam level training 
July-Jun/2015
Communication and Social mobilization activities at all levels
May-Jun/2015
Distribution of vaccines & injection materials
Jun/2015
Assessment of preparedness in States
Jun/2015
Launch by the State Minister of Health in all the States in phase 2
Jun/2015
Implementation of SIAs in phase 2 States
Jun/2015
Post Campaign Evaluation (PCE)
Jul/2015
SIAs results (admin and PCE)
Jul/2015
Review of implementation and Mop up in poor performing Counties 
Aug/2015
Brief report of phase 2
Sep/2015
9. Preparatory activities for phases 3
Mar-Jul/2015
Procurement of Vaccine for Phase 3
Mar-May/2015
Assessment of cold the chain capacity & shortfall
Apr/2015
Cold chain expansion & maintenance 
May-Jun/2015
State level advocacy visits (ICC & EPI TWG)
May-Jun/2015
Arrival of vaccine & inj. Materials for Phase 3
Jun/2015
State Sub-Committees in place  
Jun-Jul/2015
10. SIAs Implementation; phase 3
Aug-Nov/2015
Micro planning & State level Training of Trainers 
Aug/2015
County & Payam level training 
Aug-Sep/2015
Social mobilization activities at all levels
Aug-Sep/2015
Distribution of vaccines & injection materials
Aug/2015
Assessment of preparedness in States
Aug/2015
Launch by the State Minister of Health in all the States in phase 3
Sep/2015
Implementation of SIAs in phase 3 States
Sep/2015
Post Campaign Evaluation (PCE)
Oct/2015
SIAs results (admin and PCE)
Oct/2015
Review of implementation and Mop up in poor performing Counties 
Nov/2015
Brief report of phase 3
Nov/2015
11. SIAs report: 
Nov/2015
SIAs results (admin and PCE)
Nov/2015
Review of implementation by EPI TWG
Nov/2015
12. Presentation of the SIAs result to the ICC and validation
Dec/2015

	
	5.1.4 Gender and equity

	
	Please describe any barriers in access to immunisation services that are related to geographic, socio-economic and/or gender equity and actions taken to mitigate these barriers. Highlight where these issues are addressed in the vaccine introduction plan(s).
· There is no existing Knowledge-Attitude-Practice data which can be used for direct inference and to develop Communication and Social mobilization initiatives for MenA. However, the coverage verification survey and South Sudan Household Survey can be used to develop epidemiological trends for Immunization for up to 1 year children.     
Data available from the coverage verification surveys shows that there are no gender differences in immunization utilization. The card verified DTP-3 coverage was 25% in females compared to 26% among males of the same age (12-23 months) by January 2012. In addition, the 2011 data from the Sudan Health Transformation project shows that the DTP-1 to DTP-3 dropout rates were 22% for females compared to 21% among male children 
The 2010 South Sudan Household Survey report indicates that educated mothers are more likely to have vaccinations of their children (30% for secondary graduate mothers) more than their un-educated counterparts (12%). Secondly, vaccination levels are associated with wealth class as well, demonstrating that children from rich households (15%) are more likely to be vaccinated that those in other classes (poorest at 2.3%).
During the 2011 EPI coverage verification survey, mothers/caretakers for surveyed children that were not fully immunized were asked about the main reasons why the children had not received the scheduled immunizations. Specific reasons given for missed immunizations among children 12-23 months were summarized as below:
Category/reason
Frequency
Category/reason
Frequency
Lack of information:
76
Family obstacles:
50
Unaware of need for immunization 
38
Mother too busy 
25
Unaware of need for multiple doses 
26
Household poverty 
17
Place/time of immunization not known
19
Ill-health 
12
Fear of side-effects 
18
Family refused 
4
Wrong ideas about contra-indications 
4
Obstacles in system:
74
Lack of motivation:
40
Immunization station too far 
47
Postponed until another time 
25
Long waiting time 
13
No faith in immunization value 
17
Vaccinator absent 
11
Encouraged not to go 
9
Vaccine out of stock 
11
Time of service not convenient 
7
Vaccinator rude/ not adequately trained 
6
Child ill (brought; not immunized) 
4
Multiple reasons within and beyond the four categories were given by a number of respondents
Operational and communication strategies will address the above obstacles as regards to the introduction of MenAfriVac in the Republic of South Sudan through a rollover campaign mode. Communication plan and tools will be developed to bring the community to the vaccination sites. All Communication media will be used to inform and reach the community (radio, TV, flyers, house to house volunteers etc…). A crisis community workshop will be organized on behalf of the MoH high level officials and MoH spokesperson in order to tackle any false rumor or coincidental event (death, severe AEFI etc…)
With vaccination campaigns typically targeting infants under the age of one, reaching 1 to 29-year-olds and finding hard-to-reach groups across three zones will be a difficult feat. UNICEF along with the other national and UN partners will facilitate development of a well thought-out and creative communication strategy supported with rigorous communication and social mobilization activities to build positive perception and demand for MenA vaccination. 
Currently, the EPI Unit of Ministry of Health has a shortage of Health Promotion staff and this is a major bottleneck in implementing evidence based communication activities. In this respect, through this proposal UNICEF seeks to sustain technical assistance to the MoH by ensuring funding of the salary and related cost of a (International) Communication for Development (C4D) Consultant for the campaign period (2014-2015). The C4D Consultant will be responsible for the over all-support in development of the national communication strategic approach, state level communication plans, guidelines for social mobilizers, IEC materials; RME and strengthening capacities of social mobilizers through cascade model. The consultant will support MoH in organizing national partners in planning and review meetings under the aegis of EPI Technical Working Group. UNICEF will also use its network of the C4D officers for state level coordination; and implementation of the activities in phases, covering the whole country.     
At the state level, the Communication and SOCMOB activities are envisaged for two months. 30 days prior to the vaccination campaign, all the activities will be rolled out in all states, concurrently. This would help in building knowledge base around MenA, rationalizing benefits for vaccinating and mobilizing families and communities for the vaccination campaign. The intensity of the activities will be increased two week before and during the two weeks vaccination campaign to achieve 90% coverage targets.
Radio is the only effective way and will be used extensively to reach both urban and rural communities with the greatest degree of frequency, effectiveness and for credibility of the MenA messages. Radio programming will be supported by Theatre for development, use of public address system and megaphones in the hard-to reach areas. Social mobilization activities will be an amalgamation of advocacy with influencers, community based approaches and IPC techniques. It will include active engagement at health facilities, community dialogue with youth, mother support and women groups, meetings at schools, universities and at market places followed by house to house visits. Partners, such as with South Sudan Council of Churches, South Sudan Red Cross Society and Mosque council will be used to engage to create acceptance for the vaccination campaign, wider dissemination of messages and influence vaccination seeking behavior.
Innovative platforms that respond to youth interests and utilize their preferred means of communicating—namely, mobile phones and social media—have been integrated to connect with the younger audience, The communication activities will be supported with a robust RME component to assess the quality and impact of the communication and SOCMob activities.  Baseline and endline evaluation report will be printed and shared with stakeholders in other countries in Meningitis Belt for wider learnings
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).
During the campaign, thevaccination teams will be selected in functioning health facilities withconsideration of gender balance, and teams supervisors. Mother Support Groups,Women Associations and community leaders at all levels will be involved in thecampaign activity to mobilize women and other community members to utilize thevaccine. Community members will be sensitize and community dialogue sessionswill be conducted  to understandcommunity concerns and address issues related to MenA as necessary it.  In addition, data collection and monitoring willbe designed to capture critical equity issues such as geographical locations,disaggregating data by gender and also to identify hard to reach areas.
Using the existing data onroutine immunization, EPI Coverage survey and measles/polio and TT SIAs it willbe easy to identify states, counties and low level administrative structureswith very low immunization coverage and these are areas more likely to have lowcoverage for meningitis vaccination as well as such efforts will be made toensure that these areas are given special attention to ensure that all eligiblechildren, men and women are reached with the services. Also in the previoussurveys it is well documented that rich families are more likely to have accessto immunization services compared to poor families. Currently efforts are beingmade to ensure that those in need of services receive them withoutdiscrimination. During the campaign this will be attained through activeinvolvement of the Faith Based Organization, Civil Society, Community Based Organizationand local NGOs who will make sure that every household in South Sudanespecially in rural and hard to reach are sensitized and made aware of thecampaign and encourage to seek services at the nearest immunization post.
Please indicate if sex disaggregated data is collected and used in immunisation routine reporting systems.
· The national immunization routine reporting system does not disaggregate data by sex. However, the immunization monitoring system design is compliant to generate sex disaggregated indicators should the need arise given that: a) The national immunization register used at all vaccination points captures the sex of vaccine recipients; b) The client cards (immunization cards) issued to all vaccine recipients have a provision for sex and therefore, community coverage verification surveys can determine immunization indicators by sex; and c) in 14 of the 80 counties of South Sudan, primary health care providing projects/NGOs are already reporting immunization outputs by gender and thus able to provide the proxy and tracer program performance by sex.
Is the country currently in a situation of fragility (eg. insecurity, conflict, post-conflict, refugees/and or displaced persons and recent, current or potential environmental disaster, such as flooding, earthquake or drought)? 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.
In south Sudan the major fragility issues that may affect the implementation of campaign include
a)   Post-conflict: South Sudan emerged from nearly 2 decades of warwhich displaced millions and thousands lost their lives. The country gained itsindependency from Sudan in 2011 and it is still building system almost from thescratch making the government depending entirely on donors and humanitarianagencies in Service delivery. This in one way or another might affecting thefinancing of the campaign because the country is already overwhelmed with a lotof issues to address and prioritize including building health systems,recruitment of competent health workforce and provision of essentialcommodities for service delivery. As mentioned earlier in this proposal, thegovernment spends below 2% of its budget to support health service delivery andthe biggest portion of MOH budget goes in to payment of salaries.
b)   Insecurity and on-goingconflict: in some isolated areas inJonglei and Upper Nile state mainly due to inter-tribal conflicts and due tocattle raids These conflict has led to insecurity and internal displacement inmost of these mentioned areas making it difficult to gain humanitarian accessin these areas
c)   Floods mainly between April and September: implementation in floodaffected areas will be during the dry season. In case the situation of floodsworsened during the campaign period it is more likely that most of the areas inJonglei, Upper Nile, Unity state and Warrap states could not be reached eitherby road and air. As pointed earlier, most of the campaign in these areas willbe implemented during the campaign.
d)   Refugee: there refugee in Upper Nile and Unity states mainly from theSudan due to on-going conflicts in South Kordofan and Blue Nile states: therefugee population is estimated at 250,000. Services have already beenestablished in the refugee camps and are always reached with routine andsupplementary immunization interventions. In case the conflict in the Sudancontinues and the influx of refugees increases this might affect the plannedmeningitis introduction campaign as they are not included in the campaignplanning figures. If this happen, then the Ministry of Health in coordinationwith humanitarian partners will need to fund raise additional resources tocater for the increased population.
e)   Returnees: This population returned from Sudan and other neighbouringcountries after South Sudan became an independent state in 2011. Since thispopulation came after the 2008 population census it somehow affecting theplanning targets since there is no adequate reliable source of data to know theactual population and the places where they have finally settled. According toUNOCHA the population of returnees is estimated at around 550,000 – 750,000people.

	
	5.1.5 Data quality

	
	Please attach a data quality assessment report, if one has been completed within the previous 36 months (DOCUMENT NUMBER : 13). If available, an improvement plan and progress report on the implementation of the improvement plan should also be submitted (DOCUMENT NUMBER : 14, DOCUMENT NUMBER : 15).

	

	

	


	5.2. Baseline and Annual Targets (NVS Routine Support)


	
	
	No NVS Routine Support is requested

	

	

	


	5.3. Baseline and Annual Targets for Preventive Campaign(s)


	
		
	5.3.1 Baseline and annual targets (Meningococcal type A campaign)
Cohort for Meningococcal type A is population 1-29 years old
Table 5.3.1 Baseline NVS preventive campaign figures for Meningococcal type A
Base Year
Baseline and Targets
Baseline and Targets
2013
2014
2015
Total births
430,390
443,301
456,600
Total population 1-29 years old
7,316,626
7,536,124
7,762,208
Target population to be vaccinated with Meningococcal type A
0
5,137,893
2,470,178
Meningococcal type A (campaign) coverage (%) [1]
0 %
68 %
32 %
Wastage rate (%) for Meningococcal type A (campaign)
0
10
10
Wastage factor for Meningococcal type A
1
1.11
1.11
[1] Number of persons vaccinated out of total target population
	

	

	


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


	
	
	No NVS Routine Support is requested

	

	

	


	7. NVS Preventive Campains


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

	
	Disease
Title of the assessment
Date
Results
Meningococcal Meningitis
Setting priority for the introduction of the Men A conjugate vaccine in South Sudan*
February 2013 
Recommended preventive campaign for the entire country
Meningitis
CSM surveillance (EP&R/IDSR Department)
2006 – June 2013
Reported cases of CSM  20,573 with CFR 6% (1,227)
Bacterial Meningitis
CSM lab-based surveillance (EP&R/IDSR Department)
2009- June 2013
a) 128 (10%) of cases were culture confirmed

b) Causative organisms, 95% Nm, 3% sp,   1%Hib, 1%SA


	

	

	


	7.2.Request for Meningococcal type A, 10 dose(s) per vial, LYOPHILISED campaign support

	7.2.1. Summary for Meningococcal type A campaign support

	When is the country planning to conduct this vaccine? August 2014

	Please give a summary of the cMYP and/or the Meningococcal type A, 10 dose(s) per vial, LYOPHILISED introduction plan sections that refer to the introduction of Meningococcal type A, 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.

	The Republic of South Sudan lies in hyper-endemic area of the African meningitis belt along with six other countries; Burkina Faso, Mali, Niger, Chad, Sudan, and Ethiopia, meaning populations in these countries are at the highest risk of developing meningitis. Two major epidemic waves of meningococcal meningitis had hit South Sudan in the 2006/2007 season. In 2006, a total of 7,200 cases and 426 deaths were recorded in 12 counties from 6 states of South Sudan.  In 2007 a multifocal outbreak erupted simultaneously from diverse locations of the country within a 12-week period and a total of 12,000 cases and 677 deaths (CFR 5.6%) were recorded.  Those figures fell sharply in 2008, where only 128 cases and 17 deaths were recorded in all states. In 2009, 363 cases with 28 deaths were recorded, and three counties in EES (greater Kapoeta and Budi) and Unity States (Rubkona and Pariang) crossed the epidemic threshold and vaccination campaigns were undertaken.  As shown table 1, 299 meningitis cases with 4.7% CFR were recorded in 2010; 266 meningitis cases with 11% CFR were recorded in 2011; and 82 suspected cases with 12.2% CFR were recorded in 2012. Health experts attribute the drop to a successful immunization campaign in 2007 and 2009 that vaccinated over 650,000 people, along with the increased availability of antibiotics to treat the meningitis, effective surveillance and improved case management skills among health providers. The case fatality rate for meningitis in 2009 is lower compare to case fatality rate in 2008 but higher than 2007.  In some states in North Sudan had experienced meningitis outbreaks in 2012 and vaccination campaigns were undertaken. Nonetheless, an outbreak of Neisseria meningitidis serogroup A (Nm A) was confirmed in Malakal county, in the Upper Nile state in May 2013, where 196 suspected cases (13 deaths) were recorded. The ICG released 198 770 doses of Meningococcal A conjugate vaccine to implement a reactive vaccination campaign from 15-24 May 2013, which was led by the Ministry of Health of South Sudan with the support of WHO and partners. Over 80% of the target population were vaccinated against Neisseria meningitidis serogroup A (Nm A). It was the first time, Men A conjugate vaccine was used in South Sudan. 
Although the current laboratory confirmation capacity of South Sudan remains limited, latex agglutination testing was used at the field levels, while CSF samples collected on TI media were shipped to AMREF reference laboratory in Nairobi, Kenya, for culture. Reduced laboratory capacities were often associated with delays in pathogen confirmation, which in turn might impede the timely launch of appropriate epidemic containment measures. 
All meningitis outbreaks affected in South Sudan in the last 7 years were caused Neisseria Meningitides sero group A. The overall disease surveillance has been significantly improved in South Sudan in last five years through integrated disease surveillance, and meningococcal surveillance in the country was specifically enhanced where all suspected and confirmed cases are reported through IDSR. 
Table 1: Yearly Comparison of Meningitis cases and deaths recorded in South Sudan (2006-2012)
Year
Cases
Deaths
CFR (%)
June 2013
196
13
6.6%
2012
82
10
12.2
2011
266
30
11
2010
299
14
4.7
2009
363
28
7.7
2008
128
17
13.3
2007
12015
677
5.6
2006
7,200
426
5.9
The Nm A conjugate vaccine (MenAfriVac) is being introduced in countries of the Meningitis Belt, with significant early public health benefits in terms of meningitis epidemics. Men A conjugate vaccine provides a long lasting immunity against the antigen which is most often associated with Meningitis in the belt regions and it can also be used in individuals 1-29 years. The use of the conjugated Men A vaccine in Burkina Faso, Mali and Niger showed to have significant impact in reducing cases. After introduction of the vaccine In 2010/2011 in these countries, no cases of meningitis were reported in vaccinated individuals. South Sudan is part of 13 countries approved by GAVI in 2013 for meningitis A vaccine support (MenA) along with Benin, Burkina Faso, Cameroon, Chad, Ethiopia, Gambia, Ghana, Mali, Niger, Nigeria, Senegal and Sudan. 
In February 2013, in the context of the proposed introduction of the Nm A conjugate vaccine in 2014, a risk assessment for meningococcal meningitis was performed by WHO with the District Prioritization Tool (DPT), using a mixed-method approach building on surveillance data, past epidemic related information, local specificities, expert opinion and the opportunity to extend the front of herd immunity against Nm A. based on available surveillance data in the past 15 years, over 95% of the total reported bacterial meningitis cases were due to Nm A. The existence of meningitis outbreak were aggravating many factors, such as population movements, influx of refugee, increased urbanization, chronic food shortage, poor health services, as well as the concomitant introduction of the pentavalent (DPT-HB-Hib) vaccine in 2014 were also accounted for in proposing the following strategy:
1.    Immunization of the entire country (persons aged 1-29 years old) in campaign mode;
2.    Phasing of the vaccine introduction over two years, starting in 2014 and covering a total of 7.6 million persons4 with  10 million doses (10% wastage included) as follows:
i.    5.14 million persons protected in 2014 (6.8 million doses);
ii.    2.47 million persons protected in 2015 (3.3 million doses);
3.    Beginning of the campaigns in the North Western part of the country, gradually building up the national and regional front of immunity against Nm A toward the North Eastern and then southern parts of South Sudan; and
4.    Characterization of the phases’ margins using state border lines, as per historical region boundaries.
The above strategy and the outcome of the assessment were accepted by the Ministry of Health and the decision to introduce Nm A conjugate vaccine was made in consultation with key stakeholders. The South Sudan proposal for Nm A conjugate vaccine introduction is made with support from the National Technical Partners (WHO, UNICEF, USAID/SIAPS project and Core Group Polio projects) and has approval from the Inter-Agency Coordination Committee for immunization (ICC). The proposal is based on the census population projections for the year 2014 when a total population of South Sudan is estimated at 11,082,536 people (without adjustments for yet confirmed returning populations).Although the introduction of Nm A conjugate vaccine is not included cMYP for South Sudan, the MoH-RSS in consultation with stakeholders has accepted the proposed strategy and recommendations by WHO’s assessment team. In 2014 and 15, MoH-RSS with the support of WHO, UNICEF and other stakeholders is planning to conduct a mass population campaign targeting (7,608,071) 1-29 years of age in phased approach, depending the availability of vaccines and the approval of this proposal by GAVI. Later, the MenAfriVac vaccine is also intended to be introduced into the routine immunization services for infants in 2015 and beyond.
MoH-RSS together with key stakeholders have implemented many Polio and Measles campaigns in the past few years with adequate capacity and expertise. The Nm A conjugate vaccine campaign will be standalone campaign, and requires careful efforts, coordination, planning and implementation. Therefore, MoH-RSS, WHO and UNICEF are planning to recruit qualify consultant to support the preparation and/or implementation of the campaigns in order to avoid distraction with other technical staff.
Please summarise (1) the waste management plan and (2) the cold chain capacity and readiness to accommodate new vaccines, stating how the cold chain expansion (if required) will be financed, and when it will be in place. 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:
· There are very few health facilities with incinerators in South Sudan and the most commonly used method is the burn and bury method. The waste generated from outreach sessions will be carried to health facilities to be burned and buried. Where there is a hospital with a functional incinerator, this will used to incinerate waste generated at outreach points surrounding the hospital. The National Vaccine Stores has 2 cold rooms and 1 freezer room. The capacity of the national stores is going to be increased by 3 new cold rooms by October 2013. UNICEF is in the process of increasing cold chain capacity at state and county level, though it in not adequate. The MenA vaccine is going to be brought in according to the implementation phases to reduce the impact on the cold chain. 

	Please summarise the cold chain capacity and readiness to accommodate new vaccines, taking into consideration training, cold chain and other logistic requirements. If cold chain expansion is required state how it will be financed, and when it will be in place. 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 existing cold chain capacity is sufficient for the routine immunization vaccine storage and the planned supplementary immunization activities mainly polio, measles and maternal & neonatal tetanus elimination. In addition, the country is planning to introduce pentavalent vaccine. In order to have sufficient cold chain space forthe Meningitis A vaccine, cold chain capacity will be expended (at all levels);and due to the need of maintaining the country attention on outbreak detectionand response as well as case-management, opportunities will be used tostrengthen meningitis surveillance system and data management.
In order to increase the capacity of the coldchain, one additional cold room (40m³) will be procured and installed atcentral level. Also 40 solar fridges and 10 electrical fridges will beprocured. Furthermore, assorted cold chain spare parts will be procured forrepair and maintenance of the existing cold chain equipments. The total additional funding needed to boost cold chain is about US$ 920,000 and it is expected that most of this funding will come from GAVI cash grant for introduction of meningitis A vaccine.

	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.

	The meningitis A (Men A) introductionproposal will help in strengthening routine through various interventionsdirectly or indirectly as described below:
a)    Cold Chain systemstrengthening through expansion, repair and maintenance:  as indicated in the proposal, one of themajor activities to be undertaken is to increase the storage capacity of thecold chain at all level to accommodate the increased volume of the meningitisvaccine. After the campaign all additional cold chain equipments will continuesupporting the delivery of routine immunization services. In addition, thenon-functional cold chain equipments will be repair and rendered functional.
b)    Increased awareness of thecommunities, caregivers, leaders and health workers on the importance ofroutine immunization: during the campaignemphasis will also be on sensitizing communities, caregivers and leaders aswell health workers on the importance of routine immunization and the need tocomplete immunization schedules so as to prevent further outbreaks of vaccinepreventable diseases.
Screening of children toidentify those who missed their immunization schedules:during the campaign it is believed that most of the caregivers who are withinthe target group especially those between 18-29 years will be visiting theimmunization centers with their  youngchildren and therefore this will be an opportunity to screen those children ifthey have completed their immunization schedule and those who have missed willbe provided with vaccines and referred to health facilities and encouraged tocomplete their immunization schedules.
d)    Improved waste managementpractices: one of the major interventions to beundertaken is to improve the capacity of the health system to safely disposalinjection waste through provision of incinerators and building the capacity ofhealth workers on waste management. These in turn will help to improve thepractices during routine immunization service provision.

	Please submit relevant documentation to support the estimates of the size of the campaign target population (as DOCUMENT NUMBER : 18).


	
	
	7.2.2. Grant Support for Operational Costs of the Meningococcal type A Campaign

	
	Table 7.2.2: calculation of grant to support the operational costs of the campaigns

	
	Year of Meningococcal type A support
Target population vaccinated (from Table 5.3) 
GAVI contribution per target person in US$
Total in US$
2014
5,137,893
0.65
3,339,630
2015
2,470,178
0.65
1,605,616

	[1] The Grant will be based on a maximum award of $0.65$ per target person

	
	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).
The cash grant expected from GAVI willsupport implementation all planned activities to ensure that all communitiesand target population are reached with campaign before, during and after theimplementation. The cash grant will mainly support the following
a)   Increase the capacity of human resources andprovision of incentives: this will be the major components to be supported.Additional human resources will be deployed to ensure that all areas arereached and that the planning, implementation and monitoring plan is within theagreed timelines.
b)   Provision of additional cold chain equipmentsin order to increase the storage capacity at all level to ensure that thetarget receive the viable and potent vaccine. In addition, fuel (diesel) willbe provided to ensure that generators running the cold chain are functionalthroughout the campaign period.
c)   Support training and micro-planning meetingsat all levels to ensure that all personnel involved in the implementation areaware of their roles and responsibilities before, during and after thecampaign. The training will also focus on improving the skills onmicro-planning, cold chain and vaccine management as well injection safety andwaste management.
d)   Transportation of campaign supplies and otherassociated materials – most of the supplies especially will be air-lifted byair in nearly all states (8 out of 10 states) and in 20 hard to reach counties.Due to this, the cost of running the campaign in south Sudan will be far abovethe normal recommended unit cost per person of US$ 0.65 and that is the reasonthe country is requesting the rate to be increased at US$ 0.94 instead of US$0.65.
e)   Support other operations like landtransportation of vaccines and other campaign materials from state headquartersto counties, payams and health facilities. 
f)    Social mobilisation and communicationactivities will also be supported which will include printing of IEC materials,audio visual messages, TV messages, sms texting and TV and radio talk shows.Most of the preparatory activities will be carried out before the campaignincluding early procurement of IEC materials.

	
	Cost (and finance) of the Meningococcal type A, 10 dose(s) per vial, LYOPHILISED campaign US$

	
	Cost Category
Full needs for new vaccine introduction in US$
Funded with GAVI introduction grant in US$
2014
2014
Training
333,608
333,608
Social Mobilization, IEC and advocacy
499,790
499,790
Cold Chain Equipment & Maintenance
620,144
620,144
Vehicles and Transportation
920,699
920,699
Programme Management
262,627
262,627
Surveillance and Monitoring
0
0
Human Resources
1,201,307
1,201,307
Waste Management
0
0
Technical Assistance
353,622
353,622
Planning
34,000
34,000
Volunteer incentives
624,730
624,730
Other (please specify)
Total
4,850,527
4,850,527
Cost Category
Full needs for new vaccine introduction in US$
Funded with GAVI introduction grant in US$
2015
2015
Training
156,992
156,992
Social Mobilization, IEC and advocacy
235,195
235,195
Cold Chain Equipment & Maintenance
291,833
291,833
Vehicles and Transportation
433,270
433,270
Programme Management
123,589
123,589
Surveillance and Monitoring
0
0
Human Resources
565,321
565,321
Waste Management
0
0
Technical Assistance
166,410
164,410
Planning
16,000
16,000
Volunteer incentives
293,991
293,991
Other (please specify)
Total
2,282,601
2,280,601

	
	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.

	
	Ashighlighted in the other section South Sudan is a post-conflict still facing alot of challenge and at infancy stage of building her system including buildingthe health system nearly from the scratch. Therefore, it will be hard for theGovernment to fund raise more resources to cover the gap not funded by GAVI andthat is reason why the Government is requesting to increase the unit cost perperson from US$ 0.65 to US$ 0.94 this is due to the following reasons:
a)   TheMinistry of Health annual budget is below 2% of total government estimatedexpenditure and hence most of the planned activities in the MOH remainunfunded.
b)   Poorinfrastructure in the country increased the cost of transaction and doing business.Most of the supplies from Juba to the state will be distributed through chatteredflights (in 8 out of 10 states and also in about 20 hard to reach counties).
c)   Otherexisting priorities which require funding from the Government and healthpartners/Donors: these include the planned mass measles campaign, polionational immunization and maternal & neonatal tetanus elimination inaddition to current efforts being made to strengthen routine immunization.

	

	

	

	

	


	8. Procurement and Management


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

	
	No NVS Routine Support is requested

	
	8.2 Procurement and Management for NVS Preventive Campaign(s)

	
	8.2.1 Procurement and Management for Meningococcal type A, 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): 
Therepublic of South Sudan inherited a program for immunization that was managedby UNICEF. Until this date technical and financial support to vaccine and coldchain procurement, management and distribution from the national to statelevels is done entirely by UNICEF. Therefore, South Sudan application formeningitis vaccine is been made with commitment that the UNICEF procurementsystem shall continue through the support period.
The Government of the Republic of SouthSudan has an existing partnership with UNICEF which is the procuring agency forvaccines and injection safety materials for both routine immunization andcampaigns. This existing partnership will be extended further for theprocurement of Meningococcal A conjugate, 10 dose Lyophilized vaccine andaccessories to be used for the campaign.
The National Food and Drug RegulatoryAuthority in the Republic of South Sudan was established last year but its notfully operational, therefore, existing system of vaccines and suppliesmanagement will be used accordingly to UNICEF and WHO guidelines.
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.
The preventive campaign cash support will be managed by WHOand UNICEF as in the case for polioeradication, measles control and maternal and neonatal tetanus eliminationinterventions. UNICEF and WHO solicit funds from various donors and throughthe global initiatives especially polio eradication and manages these resourceson behalf of the Government.
a)   WHO will mainly manage the funds for implementation of plannedactivities at county and community level which will include training,micro-planning, remuneration of volunteers/vaccinators and logistics on thegrounds which includes transporting of vaccines from the counties to thecommunities and health facilities.
b)   UNICEF will mainly carry out most of the procurement especially the coldchain and other required supplies. In addition, clearance of vaccines fromNairobi to Juba, cover all the storage cost. Furthermore UNICEF will transportand distribute vaccines and other associated supplies from Juba to all 10states and hard to reach counties through chartered flights (in 8 out of 10states) and also by road transportation in 2 states. There are about 20 hard toreach counties mainly in Jonglei, Upper Nile, Warrap and Unity States and allthe delivery of vaccines in these location will be through chartered flights becauseof poor road networks and insecurity. UNICEF will also be responsible for coldchain installation, repair and maintenance.
This arrangement has been agreedupon between the Ministry of Health, UNICEF and WHO. The major reason of sucharrangement is due to the fact that the Ministry of Health is still in thetransition phase trying hard to build its financial management system. However,given the fact that this meningitis campaign needs to be implemented within thespecified period time justifies the reason why MOH proposed the cash grant tobe managed by WHO and UNICEF.
c) Please indicate if the campaign is going to be phased, and if so, how this will be done.
· The campaign will be conducted in a phased approach starting from September 2014 and ending in December 2015. The campaign will begin from Bahr El Ghazal region (western part), and the Greater Upper Nile (north East), and followed by Equatoria region (South)
S/No
PHASE I (Sep/2014)
PHASE II (Sep/2015)
States
No of Counties
Target Population (1-29 Years)
States
No of Counties
Target Population (1-29 Years)
1
LAKES 
8
1,874,187 
CENTRAL EQUATORIA
6
1,037,022
2
NORTHERN BAHR EL GHAZAL 
5
1,192,114 
EASTERN EQUATORIA
8
851,467
3
WARRAP 
6
1,767,401 
WESTERN EQUATORIA
10
581,688
4
WESTERN BAHR EL GHAZAL 
3
304,192 
5
JONGLEI
11
1,239,466 
6
UNITY
9
534,432 
7
UPPER NILE
12
879,789 
Total
54
5,137,894 
Total
24
2,470,178
d) Please outline how coverage of the new vaccine will be monitored and reported (refer to the cMYP and/or the Meningococcal type A, 10 dose(s) per vial, LYOPHILISED campaign introduction plan)
The coverage of the new vaccinewill be reported and monitored during the campaign through the same mechanismof coverage monitoring and reporting during measles and polio campaignsinvolving the following process:
       Coverage will be reported through administrative structure as wellas end of campaign coverage survey
       Standard data collection and reporting materials will be prepared.
       Rapid convenient survey will be done to identify poorly covered areas
       Independent monitors will be deployed to assess the effectivenessof the campaign in the states


	

	


	8.3 Vaccine Management (EVSM/EVM/VMA)


	
	
	Under the new guidelines, it is mandatory for countries to conduct an Effective Vaccine Management (EVM) assessment prior to an application for introduction of new vaccine. This EVM should have been conducted within the preceding 36 months.
Did the country have Effective Vaccine Management (EVM) in the past? Yes
When was the EVM conducted? February 2012
Please attach the most recent EVM report (DOCUMENT NUMBER : 20,21,22), the corresponding EVM improvement plan (DOCUMENT NUMBER : 21) and progress on the EVM improvement plan (DOCUMENT NUMBER : 22). 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.
Does the country plan to conduct an Effective Vaccine Management (EVM) Assessment in the future? Yes
When is the next Effective Vaccine Management (EVM) Assessment planned? February 2015

	
	8.4 Waste management

	
	Please describe the country’s waste management plan for immunisation activities (including campaigns). Include details on the safe handling, storage, transportation and disposal of immunisation waste.
As preparations for the planning and training workshops will be emphasized, it also necessary that the waste management component of the programme will be organized early in advance to ensure that large volumes of injection waste are managed properly and disposed safely. States, counties and health facilities will be supported to identify sites for appropriate disposal and management of waste during the campaign. 

The existing incinerators will be used and in case there is a need for new ones, then counties will be supported to build new incinerators and also at lower level sites for digging of pits for burn waste would be identified. Counties and Health facilities will be sensitized and encouraged to locate appropriate sites for the disposal and management of waste during the mass campaign and after in order to ensure injection safety.

South Sudan will be Auto-Disable Syringes and the safety boxes of different types will supplied for use throughout the country. 

Efforts to improve injection safety and waste management practices
Toaddress the injection safety and waste management problems, the following measures will be put in place:

- Training of staff will be conducted to sensitize themon implications of recapping of used needles and how to address AEFI in case they occur during the campaign.

- Safety boxes supplied by UNICEF will be placed at all immunization centers in South Sudan and all involved in the campaign will been couraged to use them.

- Measures will be put in place to ensure that safety boxes are appropriately burnt in the incinerators or disposed off appropriately where there are no incinerators.

- In case there will be sufficient funds available, incinerators will be constructed (at least one in each county). 



	

	


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


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

	
	

	

	


	10. List of documents attached to this proposal


	
	
	10.1. List of documents attached to this proposal

	
	Document Number
Document
Section
Mandatory 
File
Signatures of  Ministers of Health and Finance endorsing Men A vac proposal.jpg
1
MoH Signature (or delegated authority) of Proposal
[image: image2.png]



File desc: 
Date/time: 9/15/2013 11:23:01 AM
Size: 541150
Signatures of  Ministers of Health and Finance endorsing Men A vac proposal.jpg
2
MoF Signature (or delegated authority) of Proposal
[image: image3.png]



File desc: 
Date/time: 9/15/2013 11:24:35 AM
Size: 541150
Signatures of ICC endorsing Men A proposal.jpg
3
Signatures of ICC or HSCC or equivalent in Proposal
[image: image4.png]



File desc: 
Date/time: 9/15/2013 11:42:49 AM
Size: 642790
Terms of Reference ICC South Sudan.pdf
4
Terms of Reference for the ICC
4.1.2
[image: image5.png]



File desc: 
Date/time: 9/15/2013 11:12:39 AM
Size: 189734
ICC meeting_12 September 2013docx.pdf
4
Minutes of ICC/HSCC meeting endorsing Proposal
[image: image6.png]



File desc: 
Date/time: 9/15/2013 2:11:43 AM
Size: 660772
SOUTH SUDAN CMYP 2012-2016_August 2012_Final.pdf
5
comprehensive Multi Year Plan - cMYP
[image: image7.png]



File desc: 
Date/time: 9/15/2013 2:01:27 AM
Size: 1123443
cMYP_Costing_Republic of South Sudan BASELINE Final.xlsx
6
cMYP Costing tool for financial analysis
[image: image8.png]



File desc: 
Date/time: 9/15/2013 2:02:44 AM
Size: 1618407
Plan for Introduction of Meningitis A (Men A) in South Sudan.pdf
7
Plan for NVS introduction (if not part of cMYP)
5.1
[image: image9.png]



File desc: 
Date/time: 9/15/2013 8:45:52 AM
Size: 106451
ICC meeting_12 September 2013docx.pdf
7
Minutes of last three ICC/HSCC meetings
[image: image10.png]



File desc: 
Date/time: 9/15/2013 7:39:48 AM
Size: 660772
Copy of EVM-County-Improvement-Plan-SS-County.xlsx
8
Improvement plan based on EVM
[image: image11.png]



File desc: 
Date/time: 9/15/2013 8:55:44 AM
Size: 90599
Target population Documentation_South Sudan.pdf
18
Campaign target population documentation
7.x.1
[image: image12.png]



File desc: 
Date/time: 9/15/2013 8:45:25 AM
Size: 150180
EVMA report South Sudan 2012.pdf
20
EVM report
8.3
[image: image13.png]



File desc: 
Date/time: 9/15/2013 8:51:25 AM
Size: 4264922
Implementation status of EVM Improvement plan SS_Jul13.xlsx
22
EVM improvement plan progress report
8.3
[image: image14.png]



File desc: 
Date/time: 9/15/2013 8:51:57 AM
Size: 23216


	

	


	11. Annexes


	
	
	Annex 1 - NVS Routine Support

	
	No NVS Routine Support is requested


	

	


	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) (Meningococcal type A, 10 dose(s) per vial, LYOPHILISED)
Table Annex 3.1 C: Summary table for CAMPAIGN Meningococcal type A, 10 dose(s) per vial, LYOPHILISED
Data from
2014
2015
Total campaign population
Table 5.3.1
#
7,536,124
7,762,208
Immunization coverage
Table 5.3.1
%
68.00 %
32.00 %
Number of persons to be vaccinated
Table 5.3.1
#
5,137,893
2,470,178
Number of doses per persons
Parameter
#
1
1
Estimated vaccine wastage factor
Table 5.3.1
#
1.11
1.11
Vaccine stock on 31st December <span style="background-color:#D9D9D9">{0}</span> * (see explanation footnote)
Table 5.3.1
#
0
0
Number of doses per vial
Parameter
#
10
10
AD syringes required
Parameter
#
Yes
Yes
Reconstitution syringes required
Parameter
#
Yes
Yes
Safety boxes required
Parameter
#
No
No
Vaccine price per dose
Table Annexes 4A
$
0.5544
0.5821
AD syringe price per unit
Table Annexes 4A
$
0.0465
0.0465
Reconstitution syringe price per unit
Table Annexes 4A
$
0.037
0.037
Safety box price per unit
Table Annexes 4A
$
0.58
0.58
Freight cost as % of vaccines value
Table Annexes 4B
%
10.00 %
10.00 %
Freight cost as % of devices value
Parameter
%
10.00 %
10.00 %


	

	


	Table Annex 3.1 D: Estimated number of Meningococcal type A, 10 dose(s) per vial, LYOPHILISED associated injection safety material and related co-financing budget (page 1)


	
		
	Formula
GAVI
2014
2015
B
Number of persons to be vaccinated with the first dose
5,137,893
2,470,178
C
Number of doses per persons
1
1
D
Number of doses needed
B x C
5,137,893
2,470,178
E
Estimated vaccine wastage factor
Wastage factor table
1.11
1.11
F
Number of doses needed including wastage
D x E
5,703,062
2,741,898
G
Vaccines buffer stock
0
0
0
I
Total vaccine doses needed
(((F + G) / Vaccine package size) + 1) * Vaccine package size
5,703,562
2,742,398
J
Number of doses per vial
Vaccine parameter
10
10
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.11
5,703,062
2,741,898
L
Reconstitution syringes (+ 10% wastage) needed
I / J * 1.11
633,096
304,407
N
Cost of vaccines needed
I x g
0.55
0.58
O
Cost of AD syringes needed
K x ca
265,192.38
127,498.26
P
Cost of reconstitution syringes needed
L x cr
23,425
11,264
Q
Cost of safety boxes needed
M x cs
0
0
R
Freight cost for vaccines needed
N x fv
0
0
S
Freight cost for devices needed
(O+P+Q) x fd
28,862
13,877
T
Total fund needed
(N+O+P+Q+R+S)
3,479,534.38
1,749,044.26
	
		
	Note: There is no cofinancing for NVS preventive campaigns

		

	

	

	

	


	Annex 4


	
				
	Table Annex 4A: Commodities Cost

				
	Vaccine
Presentation
2014
2015
2016
DTP-HepB-Hib, 1 dose(s) per vial, LIQUID
1
2.036
1.986
1.927
DTP-HepB-Hib, 10 dose(s) per vial, LIQUID
10
2.036
1.986
1.927
DTP-HepB-Hib, 2 dose(s) per vial, LYOPHILISED
2
2.036
1.986
1.927
HPV bivalent, 2 dose(s) per vial, LIQUID
2
4.600
4.600
4.600
HPV quadrivalent, 1 dose(s) per vial, LIQUID
1
4.500
4.500
4.500
Measles second dose, 10 dose(s) per vial, LYOPHILISED
10
0.286
0.296
0.322
Meningococcal type A, 10 dose(s) per vial, LYOPHILISED
10
0.554
0.582
0.611
MR, 10 dose(s) per vial, LYOPHILISED
10
0.532
0.565
0.591
Pneumococcal (PCV10), 2 dose(s) per vial, LIQUID
2
3.500
3.500
3.500
Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
1
3.500
3.500
3.500
Rotavirus, 2-dose schedule
1
2.550
2.550
2.550
Rotavirus, 3-dose schedule
1
3.500
3.500
3.500
Yellow Fever, 10 dose(s) per vial, LYOPHILISED
10
0.907
0.923
0.923
Yellow Fever, 5 dose(s) per vial, LYOPHILISED
5
0.907
0.923
0.923
	
				
	Supply
Form
2014
2015
2016
AD-SYRINGE
SYRINGE
0.047
0.047
0.047
RECONSTIT-SYRINGE-PENTAVAL
SYRINGE
0.037
0.037
0.037
RECONSTIT-SYRINGE-YF
SYRINGE
0.037
0.037
0.037
SAFETY-BOX
SAFETYBOX
0.580
0.580
0.580
	
				
	Note: WAP - weighted average price (to be used for any presentation: For DTP-HepB-Hib, it applies to 1 dose liquid, 2 dose lyophilised and 10 dose liquid. For Yellow Fever, it applies to 5 dose lyophilised and 10 dose lyophilised)

				
	Table Annex 4B: Freight cost as percentage of value

				
	Vaccine Antigen
Vaccine Type
No Threshold
500,000$
<=
>
DTP-HepB-Hib
HEPBHIB
25.50 %
6.40 %
HPV bivalent
HPV
3.50 %
HPV quadrivalent
HPV
3.50 %
Measles second dose
MEASLES
14.00 %
Meningococcal type A
MENINACONJUGATE
10.20 %
MR
MR
13.20 %
Pneumococcal (PCV10)
PNEUMO
3.00 %
Pneumococcal (PCV13)
PNEUMO
6.00 %
Rotavirus
ROTA
5.00 %
Yellow Fever
YF
7.80 %
		
				
	Table Annex 4C: Intermediate -  Minimum country's co-payment per dose of co-financed vaccine.

				
	Vaccine
			
				

	

	
	


	Table Annex 4D: Wastage rates and factors


	
	
	The following table shows the wastage rates for routine and campaign vaccines, set for 2014.

	
	Vaccine
dose(s) per vial
Maximum Vaccine wastage rate*
Benchmark Wastage Rate**
DTP-HepB-Hib, 1 dose(s) per vial, LIQUID
1
5 %
DTP-HepB-Hib, 10 dose(s) per vial, LIQUID
10
25 %
15 %
DTP-HepB-Hib, 2 dose(s) per vial, LYOPHILISED
2
10 %
HPV bivalent, 2 dose(s) per vial, LIQUID
2
10 %
HPV quadrivalent, 1 dose(s) per vial, LIQUID
1
5 %
Measles second dose, 10 dose(s) per vial, LYOPHILISED
10
40 %
Meningococcal type A, 10 dose(s) per vial, LYOPHILISED
10
10 %
MR, 10 dose(s) per vial, LYOPHILISED
10
25 %
Pneumococcal (PCV10), 2 dose(s) per vial, LIQUID
2
10 %
Pneumococcal (PCV13), 1 dose(s) per vial, LIQUID
1
5 %
Rotavirus, 2-dose schedule
1
5 %
Rotavirus, 3-dose schedule
1
5 %
Yellow Fever, 10 dose(s) per vial, LYOPHILISED
10
40 %
Yellow Fever, 5 dose(s) per vial, LYOPHILISED
5
10 %

	
	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 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-Pertussis
DTP
liquid
IM
3
20
2.5
Diphtheria-Tetanus-Pertussis
DTP
liquid
IM
3
10
3
Diphtheria-Tetanus
DT
liquid
IM
3
10
3
Tetanus-Diphtheria
Td
liquid
IM
2
10
3
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
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-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
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
Polio
OPV
liquid
Oral
4
10
2
Polio
OPV
liquid
Oral
4
20
1
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
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
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 liquid
Hib_liq
liquid
IM
3
1
15
Hib liquid
Hib_liq
liquid
IM
3
10
2.5
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
DTP liquid + Hib freeze-dried
DTP+Hib
liquid+lyop.
IM
3
1
45
DTP-Hib combined liquid
DTP+Hib
liquid+lyop.
IM
3
10
12
DTP-Hib combined liquid
DTP-Hib
liquid
IM
3
1
32.3
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
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
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
Meningitis W135
MV_W135
lyophilized
SC
1
10
2.5
4
Meningitis A conjugate
Men_A
lyophilized
SC
2
10
2.6
4
Japanese Encephalitis
JE_lyo
lyophilized
SC
3
10
15
Japanese Encephalitis
JE_lyo
lyophilized
SC
3
10
8.1
8.1
Japanese Encephalitis
JE_lyo
lyophilized
SC
3
5
2.5
2.9
Japanese Encephalitis
JE_lyo
lyophilized
SC
3
1
12.6
11.5
Japanese Encephalitis
JE_liq
liquid
SC
3
10
3.4
Rota vaccine
Rota_lyo
lyophilized
Oral
2
1
156
Rota vaccine
Rota_liq
liquid
Oral
2
1
17.1
Rota vaccine
Rota_liq
liquid
Oral
3
1
45.9
Pneumo. conjugate vaccine 7-valent
PCV-7
liquid
IM
3
PFS
55.9
Pneumo. conjugate vaccine 7-valent
PCV-7
liquid
IM
3
1
21
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 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
Human Papilomavirus vaccine
HPV
liquid
IM
3
1
15
Human Papilomavirus vaccine
HPV
liquid
IM
3
2
5.7
Monovalent OPV-1
mOPV1
liquid
Oral
20
1.5
Monovalent OPV-3
mOPV3
liquid
Oral
20
1.5


	

	


	12. Banking Form


	
		
	In accordance with the decision on financial support made by the GAVI Alliance, the Government of South Sudan 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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