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Providing approximately two years of support for an 
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Please submit the Proposal using the form provided.
Enquiries to: proposals@gavialliance.org or representatives of a GAVI partner agency. The documents can be shared with GAVI partners, collaborators and general public. The Proposal and attachments must be submitted in English, French, Spanish, or Russian.

Note: Please ensure that the application has been received by the GAVI Secretariat on or before the day of the deadline.

The GAVI Secretariat is unable to return submitted documents and attachments to countries. Unless otherwise specified, documents will be shared with the GAVI Alliance partners and the general public.

GAVI ALLIANCE
GRANT TERMS AND CONDITIONS

Countries will be expected to sign and agree to the following GAVI Alliance terms and conditions in the application forms, which may also be included in a grant agreement to be agreed upon between GAVI and the country:

FUNDING USED SOLELY FOR APPROVED PROGRAMMES

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

AMENDMENT TO THIS PROPOSAL

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 this application. The GAVI Alliance will document any change approved by the GAVI Alliance, and this 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 this 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 this application, or any GAVI Alliance-approved amendment to this application.  The GAVI Alliance retains the right to terminate its support to the Country for the programmes described in this 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 this 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 government confirm that this application is accurate and correct and forms a legally binding obligation on the Country, under the Country’s law, to perform the programmes described in this application.

CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE TRANSPARENCY AND ACCOUNTABILITY POLICY

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

ARBITRATION

Any dispute between the Country and the GAVI Alliance arising out of or relating to this 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 language of the arbitration will be English. 

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 this 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 this application.  

Use of commercial bank accounts

The eligible country government is responsible for undertaking the necessary due diligence on all commercial banks used to manage GAVI cash-based support, including HSS, ISS, CSO and vaccine introduction grants.  The undersigned representative of the government confirms that the government will take all responsibility for replenishing GAVI cash support lost due to bank insolvency, fraud or any other unforeseen event.

1. Application Specification

Q1.
Please specify for which type of GAVI support you would like to apply to.

	Preferred vaccine
(bivalent (GSK) or quadrivalent (Merck))
See below for more information
	Month and year of first vaccination
	Preferred second presentation1

	[Bivalent (GSK) ]
	[April  2013 ]
	[April 2014 ]


For more information on vaccines:  http://www.who.int/immunization_standards/vaccine_quality/PQ_vaccine_list_en/en/index.html
1 This “Preferred second presentation” will be used in case there is no supply available for the preferred presentation of the selected vaccine (“Vaccine” column). If left blank, it will be assumed that the country will prefer waiting until the selected vaccine becomes available.

2. Executive Summary

Q2.
Please summarize the country’s HPV Demonstration Programme plan.

[The currently recommended  target group for vaccination against HPV vaccine is  pre-adolescent and adolescent girls aged 9-13.The Mozambican EPI focuses mostly on delivering vaccinations to infants and pregnant women and  little is known about the practicalities of vaccine delivery outside the routine maternal and infant healthcare services. Past experiences of interventions such as administration of malaria chemoprophylaxis, anti-helminthics, micronutrients, and hygiene programs targeted at schoolchildren in some African countries suggest that reaching young adolescents through schools can be feasible. However, knowing that in Mozambique there are still areas where a great proportion of young girls either delay the age of first enrolment in school, drop out of school during the early years of education,  or are never  enrolled  in school , alternative  HPV vaccination strategies, such as through health units or mobile health units in the community should  be considered. 
We propose a post licensure HPV vaccine demonstration project, which consists of simulating a new deployment strategy for a disease control tool through existing systems and available resources and infrastructures within the health, education and community-based sectors. In this case the project will deliver the HPV vaccine to pre-adolescent  girls primarily through schools, in combination with  community-based delivery mechanisms to access girls who do not go to school.

The program will run for two consecutive years, therefore two rounds of vaccination campaigns will take place. In both rounds of campaigns, the program will incorporate an evaluation component to assess the strategy’s feasibility, acceptability, and cost. 

For the purposes of the demonstration program, the District of Manhiça (located in the southern part of Mozambique)  district will be selected, taking into account that in the years consecutive to the demonstration program, other districts will  gradually be incorporated as part of a national strategy to fully introduce the vaccine in Mozambique. Although we are conscious that one district is not representative of the entire country, the chosen district captures important cultural, social and economic characteristics, enough to give initial insights  of the potential challenges in implementation.
The primary target group for the demonstration  program will be all 10 year old female students enrolled in  the primary schools within the District of Manhiça.. Thus, the  estimated population to be targeted through the schools will be  2,320 girls in each year.  

The secondary target group will comprise 10 year old girls who are not enrolled in school and live in the District of Manhiça, which is equivalent to 1,020 girls in each year. 

This gives a total population of 3,340 girls to be targeted by the proposed demonstration program each year. 
The first activity will be community mobilization campaigns to be conducted prior to the vaccination days. In this campaign, communities will be sensitised about cervical cancer, importance of immunization in general and immunization against HPV. They will be informed that vaccination will be delivered through schools, as well as  in fixed and mobile health units.
In total, 91 schools will be involved in the school-based campaigns. The vaccination brigade will comprise two nurses coming from the district’s existing 15 health centres where the fixed EPI vaccination posts are located and one locally recruited activist. Each vaccination brigade will work within their health unit’s catchment area and will cover 5-6 schools in one day. Each school will be revisited once in order to capture those girls who may have missed vaccination in the first day. During vaccination days, parents or legal guardians will be able to visit the school to discuss with the nurses, activists, and education professionals any issue of concern prior to enrolment into the program.   The vaccine will be administered by trained health professionals through intramuscular injection of 0.5mL per dose in the left deltoid at 0, 1 and 6 months. The vaccine will be the Bivalent GSK vaccine composed of virus-like particles prepared from recombinant L1 capsid protein of human papillomavirus. The girls will receive a vaccination card to facilitate the vaccination follow-up. 

The community mobilization campaign will help to identify and capture the girls who are not enrolled in school. Information on the target group will be highlighted using the year of birth as a reference with information of important local events occurred during that year. They will be informed that for this group, the vaccination will take place at their nearest health facility and at mobile health units in remote areas, for two consecutive days, by the same health professionals conducting vaccination in schools. The mobile clinic set-up will follow the current MoH procedures for outreach vaccination campaigns. 
In each health unit catchment area, all vaccination procedures will take place in one week for each dose, being the first two days at school, the following two days at health facilities and mobile health units and the last day will be for cover any unforeseen. 



3. Immunisation Programme Data

Q3.
Please provide national coverage estimates for DTP3 for the two most recent years from the WHO/UNICEF Joint Reporting Form in the table below. If other national surveys of DPT3 coverage have been conducted, these can also be provided in the table below. 
	Trends of national DTP3 coverage (percentage)

	Vaccine
	Reported
	Survey

	
	[2010] year
	[2011] year
	[2008-MICS] year
	[2011-DHS] year

	DTP 3
	[69.0] %
	[85.3] % Source: Moz-JRF-2011
	[74.1] %
	[76.2] %


Q4.
If survey data is included in the table above, please indicate the years the surveys were conducted, the full title, and if available the age groups the data refer to.
[Multiple Indicator Cluster Survey – MICS – conducted in 2008 – assessed children 12-23 months]
[Demographic Health Survey – DHS – conducted in 20 01 – assessed children 12-23 months]
Note: The IRC may review previous applications to GAVI for a general understand of country’s capacities and challenges.
4. HPV Demonstration Programme Plan

4.1 District(s) profile

Q5.
Please describe which district or districts have been selected for the HPV Demonstration Programme, completing all components listed in the table below.

	Component
	District 1 
Manhiça

	Topography (% urban, % semi-urban, % rural, % remote, etc.)
	· 25% Urban

· 75% rural
Data source: SDSMAS – Manhiça

	Number and type of administrative subunits, e.g., counties, towns, wards, villages
	1 Municipality, 7 Administrative Posts (Manhiça Sede, Xinavane, Maluana, 3 de Fevereiro, Ilha Josina, Calanga, Palmeira)

Data source: SDSMAS Manhiça

	Total population
	[Pop for 2013: 

229,539], data source [NIS]

	Total female population (%)
	[54% - 124,051], data source [NIS]

	Total female population aged 9-13 years (% of total female population)
	[Approximate number of girls aged 9 years – 3,316 (calculated  from 5-9 years age group/5 ~ 3,316 per stratum); Approximate number of girls aged 10-13 years – 11,896 (calculated  from 10-14 years age group/5 ~ 2,974 per stratum x 4); therefore 9-13 years age group  totals 15,212 girls 
12.0% (15,212/124,051)], data source [NIS]

	Number and type of public health facilities
	· 1 District hospital (Manhiça - Sede)
· 1 Rural Hospital (Xinavane)

· 14 Health Facilities 
Data source SDSMAS-Manhiça

	Number and type of health workers in all district public health facilities
	· 4 Medical Doctors 

· 4 medical officers (health technicians) 

· 68 Nurses

·  24 clerical / ordering staff

Data source [SDSMAS-Manhiça]


	Number and type of private health facilities
	[1 health centre], data source [SDSMAS-Manhiça]

	Number and type of health workers on staff in private health facilities in the district
	[Not known], data source [SDSMAS-Manhiça]

	Number and type of public and private primary and secondary schools
	[4 secondary schools and 87 primary schools], data source [SDECJT - Manhiça]


	Number of teachers in public and private primary and secondary schools
	[722 teachers], data source [SDECJT- Manhiça]

	Estimates of the number and percent of girls attending school for each of the following ages:

9 year old girls

10 year old girls

11 year old girls

12 year old girls

13 year old girls
	[Please that the national institute of statistic (NIS) only provides population data for the age groups 0-4 years; 5-9 years; 10-14 years; 15-19 years; etc. Therefore, the number of girls in each stratum was derived at by dividing the total number of girls in the given age group by the number of age stratum in that concerned age group. Thus, the number of 9 years old girls, that is, the denominator, is approximately 3,316 and the number of girls in each of the stratum in the age group 10-14 years is 2,974 girls (denominator in each considered stratum, that is, 10 years, 11 years, 12 years and 13 years). 
· 9 year old girls: 2,275/3,316 (69%)
· 10 year old girls: 2,320/2,974 (78%)
· 11 year old girls: 2,502/2,974 (84%)
· 12 year old girls: 2,143/2,974 (72%)
· 13 year old girls: 1,116/2,974 (38%)
· Total 9-13 years old girls: 10,356/15,212 (68%) 
Data source [Numerator - SDEJT- Manhiça; Denominator - NIS].

	Estimates of the number and percent of girls out of school for each of the following ages:

9 year old girls

10 year old girls

11 year old girls

12 year old girls

13 year old girls
	Number & % of girls out of school

· 9 year old girls: 1,041/3,316 (31%)
· 10 year old girls: 654/2,974 (22%)
· 11 year old girls: 472/2,974 (16%)
· 12 year old girls: 831/2,974 (28%)
· 13 year old girls: 1,858/2,974 (62%)
· Total 9-13 years old girls: 4,856/15,212 (32%)
Data source [Numerator - SDEJT- Manhiça; Denominator - NIS].



SDSMAS: District Services for Health, Women and Social Affairs, NIS: National Institute of Statistics, SDECJT: District Services for Education, Culture, Youth and Technology.
Q6.
P lease give a brief description of why this district (or districts) was (were) selected to participate in the HPV Demonstration Programme.

Manhiça District is situated 80 Km north of Maputo (capital city).This district was chosen to reflect a rural area with reasonable roads and communication infrastructure, and good access to health and education. The convenience factor of the presence of the Manhiça Health Research Centre (CISM) in the District was added to the consideration of Manhiça among the districts with the above mentioned characteristics.  
Despite the above privileges, Manhiça has pockets of (i) remote communities, such as the localities of Ilha Josina and Calanga, which will give an idea of challenges in reaching the schools,  in cold chain maintenance and supply delivery in these areas; (i) areas where CISM is not present (about half of the district’s populated areas), namely Calanga, Maluana, Xivanavane, and 3 de Fevereiro), which will help address challenges related to working in areas with no NGO presence; (c) girls not enrolled in schools, in a high enough percentage (32%)  to give the opportunity to try and learn from methods to reach this group at community level.

Manhiça represents the Changanas, which constitute the dominant Ethnic group in Southern Mozambique, with very strong patriarchal social structures and cultural aspects that are similar to other ethnic groups within the southern region of Africa.
The political context is a very strong determinant of the success of health programs, especially with regards to community out-reaches approaches. In this area, where the ruling party is dominant, health professionals are viewed as governmental authorities, which are not dissociated with the ruling party. 
Thus, while there is room for a good collaboration with community due to the political set up, there might be challenges to be addressed because of the highly conservative, patriarchal society, where decision-making processes at household level are very strict and dependent on the main male breadwinner. 
During the years following the completion of the demonstration program, districts with characteristics that differ from the ones described for Manhiça will have to be prioritized, in order to take into account the heterogeneity, and the marked social, cultural, economic, geographical, and political differences between the South, Centre, and North of the country.

Q7.
Please describe the operations of the EPI programme in the district(s) selected for the HPV Demonstration Programme.

	Component
	District 1 

Manhiça

	Number and type of administrative subunits (e.g. health facilities) used for routine vaccine delivery 
	· 1 District Vaccine Deposit – keep and deliver vaccine & supplies to health facilities 
· 1 Rural Hospital (Xinavane) – delivering immunization services

· 14 Health Facilities delivering immunization services
· Please note that Manhiça district hospital does not deliver immunization services. These are delivered in the health facility attached to the hospital, which functions as an independent health unit, delivering essential primary health care interventions and referring cases to the hospital if needed.

	Number and type of outreach sessions in a typical month used for routine vaccine delivery
	[2 types of outreach session:
 a) monthly health days (mobile team from district sleeping in outreach) -  2 sessions per month; and b) outreach (mobile team from district and 2 health facilities returning the same day) – 8 sessions per month/ health facility] 

	DPT3 coverage
	78.2%; year – 2011

	Polio3 coverage 
	77.4%; year – 2011

	Measles first dose coverage 
	70.4%; year – 2011

	Pentavalent 3 coverage
	78.2%; year – 2011

	TT2+ (pregnant women)
	52.0%; year – 2011


Source – Moz. JRF 2011.
Q8.
Please summarize the performance of the district EPI programme as reported in any recent evaluation, for example identifying resources available, management, successes, and challenges.

Manhiça District- the district has 15 fixed vaccination posts, 16 refrigerators including the ones in the district vaccine deposit. 
In terms of means of transport, the district health directorate is equipped with 3 vehicles, 2 ambulances (one in each of the hospitals – Xinavane and Manhiça) and 1 pick-up used for administrative and outreach services. The district also counts on with support of CISM, which has 3 vehicles that also provide support to district for outreach activities.  Mobile brigades (outreach) are used as the strategy for reaching hard to reach areas, far from health facilities. 
The district also provides a school-based intervention package, which includes immunization services.

EPI Program performance indicators have been improving in the last three years. 

Q9a.
Please describe any current or past linkages the district EPI programme has had with the primary and/or secondary schools in the district, e.g., going to schools for health education, delivery of vaccinations, outreaches, etc.

The district has a health school-based program which consists of provision of immunization services (TT vaccine to 1st and 2nd grade scholars, in primary schools), deworming, health education and promotion (sexual and reproductive health, oral health), screening for sight and ear ailments and referral for follow up if necessary.
The MoH works in close collaboration with the Ministry of Education (MoE) Department of Special Programs, Section of School Health. Each school has a designated teacher responsible for school health and each class elects a designated student to act as the school health focal point.

Usually schools are located within walking distance of a health centre, which facilitates articulation between the education and health sectors with regards to referrals and all the above described activities.

Q9b.
Please indicate if gender aspects relating to introduction of HPV vaccine are addressed in the demonstration programme?
For this specific case of HPV, the vaccine will only be delivered to young adolescent girls. By comparison, the interventions above mentioned in the context of the school-based heath program (Q8) contemplates both female and male students. In addition, adolescent friendly health services in health facilities, which deal with sexual and reproductive health, oral health, hand washing, screening for sight and ear ailments and other related health problems, are addressed to both girls and boys from 6 to 16 years. This includes the program’s target group of girls aged 10 years.  Therefore, it can be stated that there is good experience in targeting young adolescents but little experience with regards to targeting only one sex group, thus gender aspects must be well addressed.
Because we are aware that gender aspects must be addressed, the involvement of the Foundation for Community Development (FDC), a champion in the fight for increasing the opportunities of girls to education and health will be crucial. They will be the leaders in the development of the communication and community engagement components of the demonstration project. 
Gender issues will be important aspects of the communication and mobilization strategy. Particular emphasis will be given to the explanation of why girls are the target of this vaccination. 

Modes of transmission of HPV as well as its relationship with cervical cancer and long term negative health outcomes of the infection and the disease on women of reproductive age, and hence their families and the society, will be explained to parents, guardians, teachers, students (of both sexes), community leaders and political leaders in order to guarantee that all layers of society are convinced that it is important and cost-effective to target girls.

In schools, all children will participate in the health talks so that 10 year old girls do not suffer negative impact of the apparent positive discrimination. When addressing other groups of children, namely boys and younger and older girls, health communicators will mention that the 10 year old girls could be the boys’ sister, cousin, and could be other girls’ sister. In particular, boys and older adolescents will be explained of the long term gains of having 10 year old girls vaccinated, especially the fact that if a girl is protected at the time of vaccination, her future spouse will also be protected. This will give girls of other age groups and boys in general a sense of belonging to the project and will also encourage interaction between students and clarifications among them, as well as positive peer encouragement from girls and boys of all ages towards participation of 10 year old girls. 

In the community, influential groups such as the elderly will be explained on the advantages of having 10 year old girls vaccinated because 10 years from the time of vaccination a full generation of women of reproductive age would be free from cervical cancer. The message will be delivered so that the idea of improving the reproductive health of the community is emphasized. This explanation will reduce the risk of resistance from parents to allow girls to specifically benefit from this vaccine. The program will conduct the message delivery based on examples from India, Vietnam and Latin America

Q9c.
Please describe any recent evidence of socio-economic and/or gender barriers to the immunization programme through studies or surveys?

In Mozambique, immunization services are free of charge. This minimizes socio-economic imbalances in access. For those experiencing access problems due to long walking distances, the system provides mobile teams to reach them. Boys and girls have equal access to immunization services as demonstrated by several community surveys (health demographic surveys, multiple indicators cluster surveys, etc.). For instance, MICS 2008 and DHS 2011 found fully immunized child coverage of 61.0% and 59.3%, and 63.5 and 64.6% for boys and girls, respectively. Therefore, it can be said that in general there is no evidence of either socio-economic neither gender barriers on access to immunization services. For this particular program, there is potential for positive discrimination towards girls, which can conflict with cultural norms which favour boys in terms of all kinds of opportunities. These challenges will be addressed as described in Q9b.
We are not aware of any important (involving a considerable percentage of population) levels of refusals to immunization due to cultural beliefs. Some isolated cases of refusals due to religious beliefs have been reported, but with very little expression.  However, it is worth mentioning that recently in 2011 the country learnt from its own experience that the absence of an information and social mobilization plan to explain parents about the gains of school-based health interventions led to resistance of parents and guardians to the prophylactic deworming program introduced in all primary schools because there was no specific social mobilization campaign preceding the intervention to clearly explain the advantages and even the potential risks of deworming in 2011. This risks posed by local beliefs will also be mitigated by the already described community mobilization campaigns.

4.2 Objective 1: HPV vaccine delivery strategy
Q10.
Please describe the HPV vaccine delivery strategy selected (school-based, facility-based, outreach, mixed, other, etc.) and the rationale for its selection.

The delivery strategy will be mixed, that is, school-based, health facility-based and through mobile health units in the community, for the following reasons:

1. Evidence shows that schools are appropriate venues to reach young children for vaccination

2. Schools are highly regarded in the communities

3. The country has experience of vaccinating children at schools, but targeting specific grades, (for instance grades 1 and 2 for TT vaccine), so lessons can be learned from this existing strategy and adapted to the fact that for the HPV vaccine, the target will be composed of girls of all grades, who are 10 years of age, therefore all classes have to be screened.
4. The proportion of 10 year old  girls enrolled in schools is  below the minimum of 80% recommended for an isolated school based strategy, therefore fixed and mobile health facilities will be used as complementary venues.
5. Health facilities offer immunization services daily. Providing HPV in the health facility is a means of increasing coverage by reducing missed opportunities to vaccinate girls aged 10 years who were absent during the school campaign or are out of school, as girls of the concerned age might visit health facilities for any reason.  

6. In rural and remote areas, most communities are at a long walking distance from health facilities and many young adolescent girls are out of schools, as explained above. Outreach services, through mobile health units (also known as mobile brigades), offer an opportunity to reach them. In this case, the target will also be composed of a single cohort of girls aged 10 years, which are out of schools. 

Note: If the application proposes to use school as a venue for HPV vaccine delivery the minimal proportion of girls of the target vaccination cohort or target grade that is enrolled in school must be 75% nationwide (not only in the selected district). 

Q11.
If schools are being used as a venue for HPV vaccine delivery, please state the percentage of girls in the target age group which are attending school in the district(s).

Less than 80% of girls 9-13 years attend schools, particularly in rural settings of the country. The percentage of girls 10 years attending schools in Manhiça District is about 78%. However, the percentage of the girls 9-13 years enrolled is 68%, below the minimum required of least 80%. Therefore, a mixed strategy (health facilities, outreach and schools) will be used for delivering HPV in order to reach high percentage of the target group.
Q12. Please identify a single year of age (or single grade in school) target vaccination cohort within the target population of 9-13 year old girls. Describe the total number of girls included and the proportion of the adolescent (10-19 year old) and female (all ages) population they represent. Identify the data source for this information and state whether these data have been validated by other means.

[Data is only available for 0-5 yrs, 5-9 yrs, 10-14 yrs, 15-19 yrs and so one. The 10-14 yrs is used as a proxy for the 9-13 yrs. 

Both at schools and in the communities, a single age (the cohort of 10 year old girls) has been chosen for vaccination. In schools, the age instead of the class cohort was opted for in order to harmonize population level (for community) and school level denominators, and also to avoid discrepancies in terms of opportunities for both groups (schools and communities), in other words all 10 year old girls, regardless of being at schools or in the communities will have the same opportunity to be vaccinated against HPV. The table below summarizes what this group represents in terms of proportion of female population and age group population:
	
	 Manhiça Data

	Total women
	124,051

	10-19 years
	27,503

	10 years
	2,974 

	% of 10 years old girls to total women
	2.4%

	% of 10 years old girls to total 10-19 years women
	10.8%


Source: National Institute of Statistics – 2013 pop projected from the 2007pop census 

The data in the table above is estimated from the national bureau of statistics data, therefore has been validated. It derives from the population census of 2007, projected to 2013 according to national institute of statistic (NIS). 
Q13.
If the target population is a single grade in school, describe the percentage of girls in the target grade which are between the ages of 9 and 13 years and the data source.

Not applicable, because the program will not target grades but ages. In this case, it has been elected a single cohort of 10 years old girls, representing 2,974 girls in the selected district.
Note: If the strategy selects eligible girls based on their grade in school, then at least 80% of the girls in the target age group should be between 9 and 13 years of age (the WHO recommended age group for HPV vaccine). 

[Not applicable – see explanation above in Q13]
Q14.
Please describe how eligible out-of-school girls will be identified and the mechanism for providing them an opportunity to receive HPV vaccine.

It is estimated that Manhiça District has 654 girls with 10 years not enrolled at school per year. These out-of-school girls will be reached through community based vaccination in fixed health facility services or in mobile health units approach. 

This community based vaccination approach will be highly dependent on a strong community mobilization campaign. To that effect, in the community, youth groups, women’s groups, community leaders (locality leaders, village presidents, and neighbourhood secretaries), religious authorities, and traditional matrons will be trained to become activists and collaborate with health communicators in sensitizing and informing parents of girls aged 10 about HPV virus, its links to cervical cancer, manifestations and sequel of this health problem, and the existence of a very effective vaccine. 

Specific messages will be delivered in the community targeting parents and guardians of young girls who are not enrolled or dropped out of school. Parents and guardians of young girls with such characteristics will be invited to bring their 10 year old girls, and to help identify and bring along other 10 year-old girls within their families and neighbourhoods for vaccination at the nearest fixed or mobile  health facility. The latter, will be in a location to be decided upon by the local health professionals in collaboration with community leaders. Parents and guardians will be encouraged to bring any ID document of the child (ID card, old vaccination card, etc.) but a Local Event Calendar will be used in order to assist parents and health professionals to estimate the age of the children.

Health professionals based in the fixed health facilities will be sensitized to be actively identify 10 year old girls who may visit the health facility for any reason. The potential participant or guardian will be asked a set of specific questions (did you attend school in the designated days for the school campaigns? Did you receive an HPV vaccine? Did you bring along/may I see the vaccination card? What it is your age? Do you have any ID?) in order to ascertain that she is eligible for vaccination in the fixed health unit. Should this be the case, the girl will be referred to the EPI nurse.

On the vaccination days, the vaccination brigade, health communicators and activists will be available at the health facilities and community mobile health units so that parents or legal guardians and the potential participants can clarify any issue prior to granting to permission for participation in the program. In the remote communities, vaccination will take place at mobile health units following the current procedures of MoH outreach vaccination.

Q15.
Please describe the mechanism for reaching all the target girls with three doses who were missed on the main vaccination days, specifying plans for reaching hard-to-reach or marginalized girls.

All girls (both from the school and the community group) will be provided a vaccination card and encouraged to keep the card for the future doses, and to take it along with them if they visit any health unit. During the community mobilization campaigns, parents and guardians will be informed about the vaccination card, shown a sample of a vaccination card and instructed on what to do with the card. The date, place of vaccination (school, fixed or mobile clinic), dose received, and signature of health professional, will be documented in the card in order to ensure appropriate follow-up. A vaccination register book similar to the one in use for routine immunization, in which will be recorded the girl’s data, namely unique district ID number, name, age, residential address and HPV doses received. This will help in identification and location of defaulter girls, with the collaboration of local authorities, in order to reach and convince them to get the missing doses. 
Two vaccination days per school, per locality will be held per dose. In the mobilization campaigns, parents and guardians will be informed that day 2 will be for those who miss day 1, but will be advised to make every effort for their children to be present on day 1 in their respective school or locality. 

Prior to the implementation of each dose a full week of mobilization campaign will take place in locality of the District in order to remind the parents and guardians about the vaccination. The mobilization campaigns will stress that the protection of this vaccine requires 3 doses and the interval between doses will be clearly stated. On the vaccination day, the parents and guardians will be informed about the month of the following dose and they will be told about the importance of the following dose.
The local authorities of Social Services as well as NGO’s working at provincial level and District level (if applicable) will be contacted and asked to collaborate in identifying marginalized groups (ex: immigrants). The health communicators and activists will make sure that these groups are reached through making sure that the messages are passed in the appropriate language and in the places most frequented by these groups.

Q16.
Please summarize ability to manage all the technical elements which are common to any new vaccine introduction, e.g. cold chain equipment and logistics, waste management, vehicles and transportation, adverse events following immunization (AEFIs), surveillance, and monitoring, noting past experience with new vaccine introductions (such as rotavirus, pneumococcal vaccine, or others). 

In the past experiences with new vaccine introduction, cold chain users at national, provincial, district and heath facility levels were encouraged to conduct monitoring of vaccine storage conditions twice daily. Now all levels are requested to provide an analysis of the temperature reading (ex: nr of times it was out of the recommended ranges, the maximum and minimum reading of the month). The Manhiça district’s records in the last six months indicate that temperature is recorded twice a day, and is in the recommended range of +2 and +8.   
There is a cold technician stationed at national and provincial levels, responsible for the maintenance and repair of vaccine cold chain equipment. To date there are no district level cold- chain technicians in Mozambique, but provincial level cold chain technicians provide support to districts whenever necessary. The selected district will be assisted the same way. The national EPI plans to train district cold chain officers to enable them to handle unpredictable cold chain trouble shooting in district vaccine stores and health facilities. 

The Manhiça district had it CC renewed recently, between 2008 and 2011, either with support of different local partners or through refrigerators received form MOH central level. The CC is well functional in the district and is subject to regular maintenance with support of the local NGO’s and the provincial level health authorities. The last new vaccine introduced at country level was pentavelent DPT-HepB-Hib. This district did not experience any constraint, as the storage capacity was enough and all necessary logistics had been secured, given that it had previous experiences. For HPV, there is enough capacity in the district vaccine deposit and in all health facilities. 
At country level, vaccine is shipped to province in cold boxes with icepacks, either by road or air. HPV vaccine will be shipped by car to Manhiça district and to the health facilities. In the district there are enough cold boxes and vaccine carriers to transport HPV vaccine together with other routine vaccines to health facilities and outreach.
Concerning waste management, the disposal is in incinerators where they exist, usually in urban and peri-urban health facilities, and in open pit, burning and burry in most of the rural health facilities. In each facility there is a responsible person for waste disposal. The selected district has one incinerator only in the district hospital. The remaining health facilities in these district use burn and burry disposal process. 
New vaccine surveillance, including AEFI is the program weakest link. The country has already adopted AEFI materials from the WHO AEFI guidelines and has also set a pharmacovigillance unit for AEFI’s and other adverse events due to medical drugs. At provincial and district level, focal persons for pharmacovigillance have been identified. Training of the focal persons was planned to start in January and finish prior the introduction of PCV and HPV demo project. Forms for reporting and investigating AEFI’s will be provided. Close supportive supervision on this regard will take place to make sure health workers master the process and encourage them to monitor, report and investigate AEFI’s. Surveillance of AEFI will include HPV vaccine and the district selected for HPV demo project will be amongst the first ones to receive training and tools. 
Q17.
Please describe the cold chain status for the selected district and the data source(s) for this information. Information such as the number of cold storage facilities, function and working order of the facilities, storage capacity (and any excess capacity), distribution mechanism for routine delivery of vaccines, status of vaccine carriers and icepacks (e.g., supply shortages or excesses), and plan for HPV vaccine storage and distribution during the HPV Demonstration Programme.
	Component
	District 1 

[Manhiça] 

	Number and type of cold storage facilities
	[Total units are 15 with the following distribution:  
District Vaccine Deposit 1 refrigerator TCW300, 126.5 litres net capacity

Health Facility level 15 refrigerators, being – 1 TCW3000 126.5 lit; 12 RCW50EG and RCW50AC, all with 24 lit net each; and 2 RCW42EK/CF with 18 lit net capacity each]

	Functioning and working order of the facilities
	[Health facilities order and receive vaccine on a monthly basis from the district vaccine deposit. Critical vaccine stock levels are taken into consideration for vaccine ordering. At the moment, the CC is well functional in 100% of the health facilities with fixed vaccination post in the district. In what concerns functioning of health facilities, Immunization sessions happen daily at the health facility and on planned and agreed dates in outreach, usually 4 to 6 times per year per site. In densely populated communities, outreach happens once per month under monthly health days.]

	Storage capacity (any excess)
	[Yes. There is excess at all levels – district vaccine deposit and health facilities]

	Distribution mechanism
	[Vaccine is distributed down to health facilities on a monthly basis, using district vehicles or motorbikes. Cold boxes with ice packs are used to keep vaccine during transportation.]

	Number and status of vaccine carriers
	4 cold boxes and 34 vaccine carriers 

	Number and status of icepacks (any shortages or excess)
	[There are many icepacks at district level. All districts have excess icepacks. Given that central level receives vaccine kept in cold boxes with icepacks every quarter, they are shipped down to provinces, and shipped monthly to districts and health facilities with vaccines.  Not always the icepacks are returned. In addition, icepacks are also received with vaccine for SIAS from time to time]


Q18.
Additional district cold chain information if necessary:

[See CC inventory for Manhiça District in Annex 1]
4.3 Objective 1: HPV vaccine delivery training and community sensitisation & mobilisation plans

Q19.
Please describe initial plans for training of health workers and others who will be involved in the HPV Demonstration Programme.
The EPI central level will adapt training materials and conduct training of trainers (TOT). The training will cover all aspects related to new vaccine introduction, in this case, HPV. The trainers will then train provincial and district supervisors of the selected province and district. Afterwards, the central level trainers will support provincial and district supervisors in the training of health facility level health workers. Then, province and district supervisors, being more close to service delivery level will be responsible for close monitoring and supportive supervision to this level. However, central level will monitor periodically the implementation process.
Health professionals, education professionals, and activists involved in the demonstration project will be recruited from the nearest health units to the schools and localities involved in the program. They will be trained for 3 days prior to dose 1 and will receive refreshment training for 1 day prior to doses 2 and 3. EPI technical experts and staff from central level will be leading the training, assisted by Manhiça Foundation and FDC technical experts. Training will consist in modules about worldwide and local epidemiology of HPV infection and cervical cancer, current programs of cervical cancer screening in Mozambique, HPV vaccine efficacy, past and current demonstration programs, lessons learnt and pitfalls from past programs, components of the program including implementation and evaluation. A specific module will be dedicated to the proposed strategy of implementation at district level. In this module, local health professionals will be encouraged to give their contributions taking into account their knowledge of their district reality and their experience as EPI and/or school health and/or community health program implementers. A module of communication techniques and the specific messages to be passed to the community will be conducted, also encouraging contributions from the trainees. Health professionals will then be separate specifically trained in vaccine administration techniques, cold chain, vaccine card filling, notification of adverse events, and other relevant aspects related to vaccination and safety. The first day of vaccination in each school of locality will be supervised by EPI technical experts in order to trouble-shoot possible challenges in the field.
Q20.
Please describe initial communication plans for sensitizing and mobilizing communities for the HPV Demonstration Programme.

Sensitizing and mobilizing communities will start at least 4 weeks ahead of the introduction date. Involvement of mass media, political leaders, schools (teachers and students), traditional, opinion and religious leaders, and all civil society organizations in general, will be crucial. Appropriate standardized communication messages on HPV will be prepared in leaflets and disseminated through the above mentioned channels for message consistency purposes. Press conferences and round tables on HPV vaccine will also be considered.
The communication will focus on parents and guardians of pre- and young adolescents, as well as grand-parents, teachers, school directors, school health focal persons as primary audiences. The secondary audience will be pre- and young adolescents themselves, both boys and girls, with greater emphasis on the girls. 

Meetings with community, religious, traditional, political leaders (including local parliamentarians) will take place to introduce the program and the stakeholders, the objectives, plan of activities and expected results and requesting collaboration.

A 1-day communication workshop will take place, led by FDC and Manhiça Foundation and targeting health professionals, education professionals, and representatives of community radios, main cultural groups, youth groups, local activists, women groups, religious leaders, and other entities who are well recognized as communicators – these people will receive communication materials such as leaflets, booklets and posters and will be asked to pass the message about HPV, cervical cancer, HPV vaccine and the forthcoming vaccination campaign in every opportunity they will have of contact with their own communities and using their own communication channels and mechanisms (ex: radio programs, songs, dance, theatre, religious gatherings, health talks, class assemblies, etc). This campaign will also serve to raise awareness among women about the importance of adhering to the current nationwide cervical cancer screening program. The procedures, treatment and benefits of this program will be explained.

The parents of children who do not go to school will benefit from the involvement of community radio and the other above-mentioned community-based actors.
A more targeted mobilization will take place in schools for students and parents at district and locality level. For parents, mobilization activities will be developed through discussions and leaflet distribution. For school children - boys and girls – curricular and extra-curricular activities will be developed so as to pass information from child-to-child and reinforce adherence to HPV vaccination.

Mass media campaigns, involving local radios will be undertaken to raise awareness of the need for vaccination in the general population. Mass media radio and television will also be involved in organizing debates involving health professionals, community leaders, parents and opinion-making entities. Even if these communication channels will not directly reach the target communities it is important to have the leadership and opinion-makers involved in order to influence positively the results of the campaign at local level.

At locality level, community and school health talks will take place a few days before the first vaccination day takes place, and during the intervals between vaccination doses, the local health professionals, education professionals, and teachers and students responsible for school health will be instructed to continue delivering messages and discussing issues related with HPV in order to keep the children, their parents and guardians, families and communities engaged and interested in the issue of HPV and cervical cancer prevention.

Q21.
Briefly describe any initial thinking about potential barriers or risks to community acceptance and the process or communication plan that might be used to address this. Consider briefly describing any positive leverage points that might be beneficial for programme implementation to promote acceptability.
The potential barriers and risks to community acceptance are:

· Cultural norms, which mostly favour males over females. To address this barrier the program will take advantage of the fact that the intervention is of benefit to reproductive health, which is a major cultural concern in all cultural contexts of the country. The incorporation of the program in the larger running cervical cancer screening program for women will bring more advantages to the vaccination campaign and vice-versa.

· Low awareness about the benefits of vaccines to older children. To address this barrier, the program will take advantage of the fact that vaccines in general are well accepted by communities in Africa. The long term advantages of the HPV vaccine in particular will be stressed in the mobilization campaigns. Pictorial examples of a healthy cervix versus several stages of cervical cancer will feature in the leaflets used in the communication campaign.

· The fact that only girls will be vaccinated. Long-term advantages to men, the family and society, namely to bring about a future generation of cervical cancer-free women, will be emphasized.
· Political turmoil due to the forth-coming municipality and general elections. HPV vaccine implementation strategy will have to be shared well in advance in local communities. Local, District, Provincial and National level political entities, especially Parliamentarians from the local district will be involved as mobilisers, and will be asked to endorse the program. The program will take advantage of the fact that it will be in their interest that the vaccination campaign is successful so that they gain credibility in their political activities.
· Involvement of only one district – the information of the need to pilot one district first will be provided with emphasis to the fact that it is a new approach for the EPI program to delivery vaccines to this target group and the plans for scale up the program will also be provided. Examples from other countries will be given. 

Plus points for the implementation of the communication plan: 

· The plan is built taking into account the socio-cultural reality of the target group, especially the focus on reproductive health. 

· Adults’ and children willingness to learn about health will be fulfilled by the health promotion approaches that the program plans to use.

· The fact that the parents are always concerned about health of children (boys and girls) will be an advantage

· The involvement of schools will also be an added value, because teachers are highly regarded and well respected entities in the community. If they are well sensitized they will in turn be able to sensitize their communities.

· The fact that part of the Manhiça population is accustomed to taking part in interventions that are not yet present in other parts of the country will be an advantage in terms of acceptance and credibility.

The crisis communication plan includes:

· A list of frequently-asked questions and answers will be prepared and shared with mobilizers, which will evolve as new questions are raised in the community during the implementation stage

· Key people known as champions in school health and education will be identified and prepared for launching communication crisis statements to the community (ex: the President of FDC, key religious leaders at national level, local parliamentarians, school health focal persons (one student per class and one teacher per school)

· Press releases will be prepared tailored for different critical situations at different levels

· The media will be involved in the training process of mobilizers, so that during critical situations they will be prepared to release news and other media material containing the appropriate information and not rumours.

· The mobilizers will be trained to capture rumours being spread in the community as well as their sources, and quickly give feedback to the project coordinators so that the rumours are quickly addressed in the community. 

4.4 Objective 1: HPV vaccine delivery evaluation plan

Q22.
Indicate the agency/person who will lead the evaluation required for the “Learn by Doing” objective.
The Manhiça Foundation will lead the evaluation of the program. WHO tools and methods provided in Annex C of the GAVI HPV demo guidelines will be used in to measure coverage, feasibility and costs. CISM has a Monitoring and Evaluation Unit since 2009, which enabled the Centre to close the gap between the clinical development and testing of disease control tools and the evaluation of the effectiveness of these tools in real-life implementations. In this way, the data generated have been key to guiding public health policies and treatment guidelines in the country.
The projects under this unit include:

- In the context of Mozambique’s introduction of PCV in the national EPI in 2013, the CISM has been carrying out a 10 year (January 2001 – December 2012) surveillance of invasive bacterial infection at the Manhiça District Hospital in order to describe the burden of vaccine-preventable pneumonia before and after the vaccine’s introduction.
- The CISM is conducting a study to monitor the effectiveness of immunization with the Hib vaccine within the EPI to compare the incidence of Hib invasive disease before and after vaccine introduction.

- The M&E unit conducted an evaluation of the impact of Save the Children programs in Gaza Province to guide future programming relating to basic education, school health and nutrition, adolescent reproductive and sexual health and early childhood care and development in Mozambique, by conducting baseline and endline school-based surveys.

- In the context of Mozambique’s National Malaria Control Program (PNCM)’s PMI funded distribution of long lasting insecticide-treated nets (LLINs) in four disctits of Sofala province, using a newly developed distribution model of universal coverage (UC), CISM is evaluating coverage and sleeping patterns as well as the impact on malaria burden in children under 5.

- A Series of yearly community cross sectional studies are being conducted in Manhiça to evaluate the impact of the PNCM’s  introduction of combination strategies of malaria control tools. 

- In the context of potential new models to increase access to anti-malarial drugs in the community, a baseline  study was conducted to describing antimalarials supply by censing and mapping both public and private (formal and informal) outlets providing antimalarials and evaluating the availability of antimalarials in the Manhiça district.

- CISM is preparing an evaluation of the impact of the “Millennium villages” on the health and well-being of the population in 8 villages of Gaza province. A major focus is given on the choice of the best methodology for collecting the correct indicators for impact evaluation of non-controlled interventions.

For the HPV demonstration program, the evaluation will consist in the following key components:
1. Feasibility and acceptability

Throughout months 7-10 in both years of implementation, an EPI survey will be conducted at the level of the households and health facilities following WHO guidelines. These guidelines will be adapted to incorporate a school-based component. At the households, parents and guardians will be the main target group to gather data about coverage of mobilization campaign, coverage of vaccination and some questions of acceptability.
All positive and negative factors interfering with the recruitment process at schools and community will be recorded through targeting health and education professionals involved in the vaccination program at district level. The factors will include: brigades’ access to schools and community; technical capacity of health and education professionals; selection of 10 year old girls; exclusion of the untargeted ages; exclusion of boys; absences and school drop-outs; level of interference between vaccination timetables and school activities; vaccination schedule in relation to school calendar; outreach capacity of mobile health units.
The cold chain, transportation and storage capacity of the vaccine during the implementation of the study and the vaccination room at school will also be evaluated including the management of disposable material and bio safety.   

The coordination between health and education system on the delivery of the vaccine, vaccination, referral procedures for those participants needing medical care will be evaluated.

A sub-sample of health and education professionals and other people involved in the implementation of the intervention at different levels will be invited to participate in panel discussions to reflect on their experiences regarding the HPV vaccine demonstration program. Discussions will focus on:

· Their views on the recruitment process and choice of vaccine delivery points

· Their account of their interactions with the participants and their parents

· Barriers and facilitators to the success of their activities

· Recommendations for full-scale implementation

2. Costs

Cost assessment will be conducted through the household survey and the interviews with health professionals, in combination with analysis of secondary data from the projects documents, and financial and administrative records. Three levels of cost analysis will be performed, namely:

Intervention - Cost estimates will be undertaken according to WHO guidelines. Intervention costs will be estimated from the Ministries of Health and Education perspective. Two types of intervention costs will be considered: (i) costs associated with the development of the HPV vaccine delivery scheme (start-up costs); (ii) costs associated with the implementation of the vaccine program itself (recurrent costs). 
· Costs associated with the management of vaccine-related adverse events - The costs related to the management of vaccine-associated adverse events will be estimated from the household, the health, and the education systems perspectives.

· Costs of scaling-up the intervention - The estimated costs to scaling-up the intervention will be considered, from the Ministries of Health and Education perspectives, which will include all the resources and associated costs necessary for a full-scale country-wide intervention.

3. Coverage

EPI coverage survey will be conducted based in the community in order to assess the coverage achieved by both approaches.

Household members (parents or guardians will be the target respondent group. They will be asked whether the household is inhabitant by girl(s) belonging to the vaccination target group, whether they were invited to participate in the program, whether accepted or refused and reasons, whether they received the vaccine in the current year, vaccination cards will be verified to record number of doses received, as well as place of vaccination (school or community).  
Independence will be guaranteed because the Manhiça Foundation does not belong to EPI, and will not be leading the vaccination process. The monitoring and evaluation Department in Manhiça will not be involved in the collaboration with the EPI program and, therefore is considered an independent evaluator. Moreover, the experience that Manhiça Foundation has in conducting monitoring and evaluation research and in the use of standard procedures for the implementation of this research will guarantee objectivity and impartiality in the whole process of data collection, analysis and interpretation. 

4.5 Objective 2: Assessment of adolescent health interventions

Q23.
Please summarize the anticipated activities for the assessment of adolescent health interventions, such as planning milestones, stakeholder meetings, methodology for the assessment, process for identifying a lead for this activity, and the process to involve the TAG in this work.

[FDC will lead this activity because they have been engaged in adolescent health interventions. For example “Escola sem HIV – ESH” (HIV-free schools), “Geração BIX” (Generation BIZ), “Alô Vida” (Hello to Health), to name just a few. These programs have already developed evaluation indicators, which will be adapted and used by FDC with support of Manhiça Foundation to continue to evaluate the performance of such programs during the implementation of HPV vaccination as well as the extent to which HPV vaccination strategies will be integrated in the existing school and adolescent health programs. Planning for this evaluation will be integrated in the general program planning activities, and TAG meetings will be the venues where the issues raised during the monitoring will be addressed]

4.6 Objective 3: Development or revision of cancer control or cervical cancer prevention and control strategy

Q24.
Please summarize the planned activities for the development or revisions of a national cervical cancer prevention and control strategy, such as planning milestones, stakeholder meetings, methodology for developing the strategy, process for identifying a lead for this activity, and the process to involve the TAG in this work.

[Mozambique approved in 2008 an Integrated Strategic National Plan for Prevention and Control Non-communicable diseases (2008-2012). In this plan, cervical and breast cancer are defined as priority. Following WHO recommendations we created a task force which includes specialists in public health, gynaecologists, experts in maternal and child health, partners, surgeons, nurses, etc., to develop guidelines for the breast and cervical screening national programme. The programme is based on VIA at primary health care facilities, improved referral system to hospitals with colposcopy and loop, training of MCH nurses and gynaecologists and step by step programme implementation, choosing 2 health centres at primary care and 1 reference hospital in 7 provinces (7/11) in the first year (2009). In 2010 we started to expand the programme to other provinces (11/11) and increasing the number of health centres. Now we have 72 health facilities offering the services and we will start looking at improvements in the quality thought standardized criteria. We expect to reach a number of 104 services by 2014. 
The target group for the screening program is women age 30-50. For women above 50 we recommend the PAP test. The programme is under coordination of the NCD Department of the MoH and the implementation is under MCH Department (integrated programme) in Family planning services using one single approach.  The program has e partners who share with MOH technical and financial support.
The TAG for the HPV demonstration program will be involved as much as possible in providing further advice for this activity, and the Non-communicable diseases department representative will lead this process within the TAG

The introduction of the HPV vaccine program will be an opportunity to continuing mobilizing the community to adhere the breast and cervical cancer screening and will also be an opportunity for a long-term country-wide integrated strategy to monitor cervical cancer incidence pre-and post-vaccine introduction. During the screening program women will also receive information on HPV vaccine and the target group, so they could also be promoters for the adherence to the vaccination program by their daughters, nieces and young adolescents from their communities.    
4.7 Technical advisory group

Q25.
Please identify the membership and terms of reference for the multi-disciplinary technical advisory group established that will develop and guide implementation of the HPV Demonstration Programme and list the representatives (at least positions, and ideally names of individuals) and their agencies.

· Countries are encouraged to use their ICC or a subset of the ICC as the multi-disciplinary TAG.
· The TAG must at least have representatives from the national EPI programme, cancer control, education, and the ICC (if separate from the ICC), and adolescent and/or school health (if they are represented within the Ministry of Health).
· Enter the family name in capital letters.

	Agency/Organisation
	Name/Title
	Area of Representation1

	[Ministry of Health]
	[Mouzinho Saide]
	[National Director of Public Health]

	[Ministry of Health]
	[Maria Benigna Matsinhe]
	[Extended Program on Immunization]

	MISAU
	Victor Sitão
	Scholar health department

	[WHO - Mozambique]
	[Manuel Novela]
	[Immunization]

	[FDC]
	[Adelino Xerinda]
	[Immunization]

	[FDC]
	[Joaquim Uate]
	[Physician, Health Communication]

	[UNICEF]
	[Onei Uetela]
	[Immunization]

	[Manhiça Foundation]
	[Khátia Munguambe]
	[Monitoring & Evaluation]

	[Manhiça Foundation]
	[Esperança Sevene]
	[Physician, Monitoring & Evaluation]

	[VillageReach]
	[Leah Lasselback]
	[Immunization]

	[VillageReach]
	[Aida Coelho]
	[Immunization, School Health Education]

	[Ministry of Health]
	[Carla Silva Matos]
	[Physician, Cervical Cancer Prevention, Non-communicable Diseases]

	[Ministry of Education]
	[Teodora Cassamo]
	[Education]


· 1Area of representation includes cancer control, non-communicable disease, immunization, adolescent health, school health, reproductive health, maternal or women’s health, cervical cancer prevention, nursing association, physicians, health communications, midwives, civil society group, education, etc.

Q26.
If known, please indicate who will act as the chair of the technical advisory group.
Enter the family name in capital letters.

	
	Name/Title
	Agency/Organisation
	Area of Representation

	Chair of Technical Advisory Group
	[Mouzinho Saide]
	[Ministry of Health]
	[National Directorate of Public Health]


4.8 Project manager/coordinator

Q27.
List the contact details, position, and agency of the person who has been designated to provide overall coordination for the day-to-day activities of the two-year HPV Demonstration Programme, taking note that a technical officer/lead/manager from EPI might be most suitable as a part of their current role and responsibilities.
Enter family name in capital letters.

	Name
	[Maria Benigna MATSINHE]
	Title
	[Dr.]

	Tel no
	[+258-21427131/ 32 /34]
	
	

	Fax no
	[+258-21427133]
	Agency
	[EPI – Ministry of Health]

	Email
	[bmaia69@yahoo.com.br]
	Address
	[Av. Salvador Allende/ Eduardo Mondlane

CP264

Maputo

Mozambique]

	
	
	
	


Note: Manhiça Foundation was designed by the Minister of Health for the co-coordinator of the program to support the EPI program during the implementation of this program. Therefore, while EPI will act as the project coordinator, the Manhiça Foundation will act as project manager. The focal person in Manhiça Foundation is:

	Name
	[Khatia MUMGUAMBE]
	Title
	[PhD.]

	Tel no
	[+258-21810181/ +258827356566]
	
	

	Fax no
	[+258-21810181/ 21810002]
	Agency
	[Manhiça Foundation]

	Email
	[Khatia.munguambe@manhica.net / k.r.munguambe@gmail.com]
	Address
	[Rua 12 Manhiça

CP 1929

Maputo

Mozambique]

	
	
	
	


5. Timeline

The HPV Demonstration Programme will include immunization of the cohort of girls in two consecutive years (Figure I). Countries are required to begin vaccinating in the demonstration district within two years of the application.

Figure I. HPV Demonstration Programme timeline
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Q28.
Please modify as necessary and complete the timeline below for the main activities for HPV vaccination, assessment of adolescent health interventions, and development/revision of a national cervical cancer prevention and control strategy planned for the HPV Demonstration Programme. Applicants may want to complete this in MS Excel.
Please see annex 2 – Activity timeframe

6. Budget

Q29.
Please provide a draft budget for year 1 and year 2, identifying activities to be funded with GAVI’s programmatic grant as well as costs to be covered by the country and/or other partner’s resources. 
Note: If there are multiple funding sources for a specific cost category, each source must be identified and their contribution distinguished in the budget.

Please See Annex 3 – HPV Introduction Budget and Funding Source

	Cost category
	Funding source
	Estimated costs per annum in US$

	
	
	Year 1
	Year 2

	TAG meetings
	[Type text]
	[Type text]
	[Type text]

	Programme management and coordination
	[Type text]
	[Type text]
	[Type text]

	Cold chain equipment
	[Type text]
	[Type text]
	[Type text]

	Other capital equipment (describe)
	[Type text]
	[Type text]
	[Type text]

	Personnel, including salary supplements and/or per diems
	[Type text]
	[Type text]
	[Type text]

	Transport
	[Type text]
	[Type text]
	[Type text]

	Training
	[Type text]
	[Type text]
	[Type text]

	Community sensitization and mobilization
	[Type text]
	[Type text]
	[Type text]

	Waste disposal
	[Type text]
	[Type text]
	[Type text]

	AEFI monitoring
	[Type text]
	[Type text]
	[Type text]

	Monitoring and supportive supervision
	[Type text]
	[Type text]
	[Type text]

	Evaluation of vaccine delivery
	[Type text]
	[Type text]
	[Type text]

	Assessment of feasibility of integrating ADH with HPV vaccines
	[Type text]
	[Type text]
	[Type text]

	Drafting national cervical cancer prevention and control strategy
	[Type text]
	[Type text]
	[Type text]

	Technical assistance from local experts
	[Type text]
	[Type text]
	[Type text]

	Subtotal for which GAVI funds are being requested
	[Type text]
	[Type text]
	[Type text]

	Subtotal from other funding sources
	[Type text]
	[Type text]
	[Type text]

	TOTAL
	[Type text]
	[Type text]
	[Type text]


7. Procurement of HPV vaccine

HPV vaccines must be procured through UNICEF. Auto-disable syringes and disposal boxes will be provided.
Q30.
Using the estimated total for the target population in the district and adding a 10% buffer stock contingency, please describe the estimated supplies needed for HPV vaccine delivery in each year in the table below.

	Required supply item
	 
	Target Year 1 
	Target Year 2 
	Qty Year 1 
	 Qty Year 2
	Qty Total 
	Cost     Year 1 
	Cost     Year 2 
	Total Cost  

	Number of vaccine doses
	# (5% wastage) & 25% Buffer
	 2974
	3,203 
	10,399 
	11,199 
	  21,598 
	$145,580 
	$156,790 
	$302,370

	Number of AD syringes
	# 
	 
	 
	9,903 
	10,666 
	20,569 
	$5,051 
	$5,440 
	$10,490 

	Number of safety boxes
	# 
	 
	 
	     110 
	     118
	    228 
	$70 
	$76
	$146 

	TOTAL
	#
	 
	 
	 
	 
	 
	$150,701 
	$162,305 
	$313,007

	
	
	
	
	
	
	
	
	
	

	Note 1: Target Year 1 = single cohort of girls aged 10 years old in 2013, as estimated above in question 5, using data from national institute of statistics (NIS).   

	Note 2: Target Year 2 = single cohort of girls aged 10 years old in 2014, estimated in the same way as in the year 1 target. 

	Note 3: Applied a cost of $14 per HPV dose, 0.051 per AD syringe and 0.64 per safety box 5 litres, as per the WHO EPI forecasting tool price estimates. 


Q31.
Please indicate how funds for operational costs requested in your budget in section 6 should be transferred by the GAVI Alliance (if applicable).
[Type text]
8. Financial Management Arrangements Data Sheet
	Information to be provided by the recipient organization/country

	1. Name and contact information of the recipient organization(s)
	Please note that as stated in Q27above, Manhiça Foundation was designed by the Ministry of Health for the co-coordinator of the program to support the EPI program during the implementation of this program. Therefore, while EPI will act as the project coordinator, the Manhiça Foundation will act as project manager. The Manhiça Foundation proposed that funds for the project be channelled through WHO country office (following TAP recommendations contained in the report from the IRC, in which TAP recommends that funds for HPV demo be sent through WHO or UNICEF), which in turn, will transfer the funds to Manhiça foundation upon request, for implementation of the project activities as contained in the budget submitted with this application.

World Health Organization – Country Office, Maputo 
Maputo-Mozambique

Telefax: 21491991                            Telex. 21491990 

	2. Experiences of the recipient organization with GAVI, World Bank, WHO, UNICEF, GFATM or other donors-financed operations (e.g. receipt of previous grants) 
	Yes or No?

If YES,  please state the name of the  grant,  years and grant amount: 

YES,  

WHO has been receiving funds from several organizations, including GAVI, to support MoH program activities since many years ago. The financial management with Manhiça Foundation will build on the experience accumulated over the years will with this regard. In addition, WHO also has working experience with Manhiça Foundation that also will be capitalized.  

For completed Grants: 

· What are the main conclusions with regard to use of funds? 
In general, the financial operations and controls of all projects were adequate.
For on-going Grants: 

· Most recent financial management (FM) and procurement performance rating?

· Financial management (FM) and procurement implementation issues? 

	3. Amount of the proposed GAVI HPV Demo grant (US Dollars)
	In year 1 of HPV demo project – $145,000

In year 2 of HPV demo project – $50,000 

Total amount = $195,000

	4. Information about financial management (FM) arrangements for the GAVI HPV Demo Programme:
	

	· Will the GAVI Demo Programme resources be managed through the government standard expenditure procedures channel?
	Yes these resources will be managed in accordance with the procedures for carrying out the Government's expenditure. Indeed, many institutions supporting government program activities use government procedures, to avoid duplication of procedures, as some funds are transferred to MoH/provinces or districts for activity implementation.  

	· Does the recipient organization have an FM or Operating Manual that describes the internal control system and FM operational procedures? 
	Both WHO (if the proposal for it to be the recipient of funds is accepted)  and Manhiça Foundation, have a system of financial administration, and a computerized system of internal control and operational procedures for financial management

	· What is the budgeting process? 
	The budget process is based on the identification of needs and the market price

	· What accounting system is used or will be used for the GAVI HPV Demo Programme including whether it is a computerized accounting system or a manual accounting system? 
	Will be used WHO computerized  financial accounting system, 

	· What is the staffing arrangement of the organization in accounting, auditing, and reporting?  Does the implementing entity have a qualified accountant on its staff assigned to the GAVI HPV Demo Programme?  
	There is a qualified staff assigned to main program as to the GAVI HPV.

	· What is the bank arrangement?  Provide details of the bank account at the Central Bank or at a commercial bank proposed to receive GAVI HPV funds and the list of authorized signatories. Include titles. 
	

	·  In the implementation of the HPV Demonstration Programme, do you plan to transfer funds from central to decentralized levels (provinces, districts etc.)? If yes, how will this funds transfer be executed and controlled?
	The procedure for the operation of the GAVI-HPV Demo Project grant will comply with the WHO procedures, which do not differ from the general government procedures, i.e. the implementer, (program/ province/ district) that requires funds to implement an activity included in the work-plan will fill in the UN standard disbursement request form (WHO uses it), attach relevant document to the request e.g. pro forma invoice, approved work plan, etc. and submit it to the project manager, i.e., Manhiça Foundation, which in turn will submit it to WHO finance unit (AO) for verification.  AO will control the correctness of the request and verify that the balance of the budget is sufficient to cover the expenditure of the request. AO then endorses the request for approval by the WHO Representative (or send it back to the requesting entity for corrections, if required).

When a request is approved, WHO will pay the supplier, collect the proof of payment and account for the expenditure. If it is an activity related to capacity building, supervision, etc., the implementing entity will account for the expenditure within three months of funds release. The implementers of the activities in the work-plan will be required to elaborate financial reports on expenses broken-down on objectives and activities. They will also have to submit a summarized technical report (2-3 pages) for the conducted activity.

All WHO expenditures are subject to regular external auditing, on a yearly basis. This will also include use of GAVI funds. In addition to external auditors, auditing is also done internally within WHO.
WHO financial unit will be responsible for submitting financial reports to the WCO EPI unit. The financial report will be integrated with the technical and programmatic report by the EPI technical working group which includes national EPI manager, and submitted to GAVI through the country annual progress report (APR).

	· Does the implementing entity keep adequate records of financial transactions, including funds received and paid, and of the balances of funds held?
	Yes it does.

	· How often does the implementing entity produce interim financial reports?  
	Quarterly

	· Are the annual financial statements audited by an external audit firm or Government audit institution (e.g. Auditor General Department…)?
	Yes, they are audited by both institution and external audits. 

	5. Information about procurement management arrangements for the GAVI HPV Demo Programme:
	

	· What procurement system is used or will be used for the GAVI HPV Demo Programme?
	It will be used the UNICEF procurement system

	· Does the recipient organization have a procurement plan or a procurement plan will be prepared for this HPV Demo Programme? 
	The EPI program will only express the needs and the expected reception dates and share with UNICEF at country level, which in turn will handle the procurement through its mechanisms on behalf of the program. 

	· Is there a functioning complaint mechanism? 
	Yes, it is. UNICEF does have a functioning complaint mechanism. The government also does have a functional complaint mechanism. For traditional vaccines bought through government mechanisms, there is also a functioning complaint mechanism. 

	· What is the staffing arrangement of the organization in procurement?  Does the implementing entity have an experienced procurement specialist on its staff?   
	Yes, it does. As stated above, traditional vaccines are procured through government mechanism. The pharmaceutical Department in the MoH has experienced specialist in procurement of vaccines and medical supplies. They perform this task every year.

	· Are there procedures in place for physical inspection and quality control of goods, works, or services delivered?
	Yes, there are, but for some goods like vaccines, for which the country does not have means to perform quality control, it relies on WHO pre-qualified suppliers. 


9. Signatures

9.1 Government

The Government of [Mozambique ] acknowledges that this Programme is intended to assist the government to determine if and how it could implement HPV vaccine nationwide. If the Demonstration Programme finds HPV vaccination is feasible (i.e. greater than 50% coverage of targeted girls) and acceptable, GAVI will encourage and entertain a national application during the second year of the Programme. Application forms and guidelines for national applications are available at www.gavialliance.org. The data from the Demonstration Programme and timing of a national application are intended to allow uninterrupted provision of vaccine in the demonstration district and nation-wide scale-up.

The Government of [Mozambique] would like to expand the existing partnership with the GAVI Alliance for the improvement the health of adolescent girls in the country, and hereby requests for GAVI support for an HPV Demonstration Programme. 
The Government of [Mozambique] commits itself to improving immunisation services on a sustainable basis. The Government requests that the GAVI Alliance and its partners contribute financial and technical assistance to support immunisation of targeted adolescent girls with HPV vaccine as outlined in this application.

The Government of [Mozambique] acknowledges that some activities anticipated in the demonstration programme could be considered research requiring approval by local ethics committees (e.g., collecting data from a random sample of parents of eligible girls for the HPV vaccine coverage survey). We acknowledge we are responsible for consulting and obtaining approval from appropriate local ethics committees (e.g., human subject protection committee or Institutional Review Boards) in our country, as required. By signing this application, the Government of [Mozambique] and the TAG members acknowledge that such approval may be necessary and that it will obtain such approval as appropriate. 
The table in Section 6 of this application shows the amount of support requested from the GAVI Alliance as well as the Government of [Mozambique]’s financial commitment for the HPV Demonstration Programme.

Please note that this application will not be reviewed by GAVI’s Independent Review Committee (IRC) without the signatures of both the Minister of Health and Minister of Education or their delegated authority.

Q33.
Please provide appropriate signatures below.

Enter family name in capital letters.

	Minister of Health

(or delegated authority)
	Minister of Education (if social mobilization, vaccination or other activities will occur through schools)
(or delegated authority)

	Name
	[Alexandre  L. Jaime  Manguele]
	Name
	[Augusto Jone Luís]

	Date
	
	Date
	

	Signature
	
	Signature
	


Q34.
This application has been compiled by:

Enter the family name in capital letters.

Enter the family name in capital letters.

	Full Name
	Position
	Telephone
	Email

	[ Maria Benigna MATSINHE]
	[Program Coordinator, EPI]
	[Type text]
	[bmaia69@yahoo.com.br]

	[Balbina KHANLAWIA]
	[Program Officer, EPI]
	[Type text]
	[bkhanlawia@yahoo.com.br]

	[Carla Silva MATOS]
	[Director, Non-communicable Diseases]
	[Type text]
	[cmatos@misau.gov.mz]

	[Manuel NOVELA]
	[EPI Focal point, WHO - Mozambique]
	[Type text]
	[novelam@mz.afro.who.int]

	[Khátia MUNGUAMBE]
	[Senior Researcher – Manhiça Foundation]
	[Type text]
	[khatia.munguambe@manhica.net]

	[Esperança SEVENE]
	[Senior Researcher – Manhiça Foundation]
	[Type text]
	[esevene68@gmail.com]

	[Adelino XERINDA]
	[EPI Focal point, FDC]
	[Type text]
	[adcxerinda@fdc.org.mz]

	[Joaquim UATE]
	[, FDC]
	[Type text]
	[juate@jhuccp.org.mz]

	[Teodora CASSAMO]
	[, Ministry of Education]
	[Type text]
	[teodora.cassamo@mined.gov.mz]

	Leah Hasselback
	Village Reach
	
	Leah.hasselback@villagereach.org

	[Aida COELHO]
	[, VillageReach]
	[Type text]
	[aida.coelho@villagereach.org]


9.2 National Coordinating Body – Inter-Agency Coordinating Committee (ICC) for Immunisation

Q35.
We the members of the ICC, HSCC, or equivalent committee met on [Type text] to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.

The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: [Type text].

Enter the family name in capital letters.

	Name/Title
	Agency/Organisation
	Signature

	[Mouzinho Saide]
	[MoH]
	

	[Maria Benigna Matsinhe]
	[MoH]
	

	[Leah Lasselback]
	[VillageReach]
	

	[Onei Uetela]
	[UNICEF]
	

	[Luigi  ]
	[UNICEF]
	

	[J. Chivale]
	[WHO]
	

	[M. Rodrigues]
	[USAID]
	

	[Adelino Xerinda]
	[FDC]
	

	[Eusébio Macete]
	[Manhiça Foundation]
	

	[Khátia Munguambe]
	[Manhiça Foundation]
	

	[Esperança Sevene]
	[Manhiça Foundation]
	


Q36.
In case the GAVI Secretariat has queries on this submission, please contact:

Enter family name in capital letters.

	Name
	[ Maria Benigna Matsinhe]
	Title
	[Dr.]

	Tel no
	[+258 823024940]
	
	

	Fax no
	[Type text]
	Address
	[Type text]

	Email
	[bmaia69@yahoo.com.br]
	
	


10. Optional supplementary information

Q37. (Optional)
If available, countries may provide additional detail in the table below on training content, role, and framework.

	Who will be trained
	Role in vaccine delivery

(e.g., sensitization, mobilization, immunization, supervision, monitoring, etc.)
	Training content

(e.g., basics on cervical cancer, HPV, HPV vaccine, IEC messages, safe injections, AEFI monitoring, etc.)
	Who will provide the training?

	Health workers
	[Type text]
	[Type text]
	[Type text]

	Supervisors
	[Type text]
	[Type text]
	[Type text]

	Teachers
	[Type text]
	[Type text]
	[Type text]

	School officials
	[Type text]
	[Type text]
	[Type text]

	District leaders
	[Type text]
	[Type text]
	[Type text]

	Other: 
	[Type text]
	[Type text]
	[Type text]

	Other:
	[Type text]
	[Type text]
	[Type text]

	Other:
	[Type text]
	[Type text]
	[Type text]


Q38. (Optional)
If available, countries may provide additional detail in the table below on the types of information and/or materials that may be used/disseminated, to which audience, by which mechanism, and the frequency of each.

	Types of information or materials

(e.g., leaflet, poster, banner, handbook, radio announcement, etc.)
	Audience receiving material

(girls, parents, teachers, health workers, district officials, community groups, etc.)
	Method of delivery

(e.g., parent meetings, radio, info session at school, house visit, etc.)
	Who delivers

(e.g., teachers, health workers, district official, etc.)
	Frequency & Timing

(e.g., daily, weekly, twice before programme starts, etc.; day of vaccination, two weeks before programme begins, etc.; )

	Leaflet
	Parents, teachers 
	School meetings with teachers and students; house visits; parent meetings. 
	Community activists and teachers.
	Weeks before vaccination day; and during day of vaccination.

	Radio announcement 
	Adults and children at community
	Radio diffusion 
	Radio
	2 insertion per week during the programme 

	Outdoor 
	Adults in the community
	Community gatherings
	Community gatherings
	Throughout the program


Q39. (Optional) Technical partners (e.g. local WHO staff) are required to participate in planning and conducting the evaluation of HPV vaccine delivery. Please specify if such (an) expert(s) already exist on the country team (name, title, organization). Alternatively, or in addition, an international participant can be requested through technical partners if additional expertise is thought necessary.

[Technical EPI staffs in the MoH, WHO and UNICEF have in the past conducted evaluations of other vaccines delivery already introduced in the national immunization program. These skills can be used to evaluate HPV vaccine delivery as well. Technical assistance from IST/ESA will also be considered.]
Q40. (Optional) In the table below, countries can provide a brief summary of the current adolescent health services or interventions and health education activities and implementing agencies in the district selected to implement the HPV Demonstration Programme. 

Please add additional tables if necessary.
	
	intervention
	intervention
	intervention
	intervention

	Description of intervention
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Agency and provider delivering the intervention
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Target population by age, grade, and sex
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Number and types of facilities implementing
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Geographic location(s) of the intervention (where in the country)
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Timing of the intervention (when)
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Frequency of the intervention (how often)
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Coverage of the target population (recent year)
	[Type text]
year [Type text]
data source [Type text]
	[Type text]
year [Type text]
data source [Type text]
	[Type text]
year [Type text]
data source [Type text]
	[Type text]
year [Type text]
data source [Type text]

	Coordinating agency
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Collaborating partners
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Implementation costs of the intervention, if known
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Funding source, if known
	[Type text]
	[Type text]
	[Type text]
	[Type text]

	Data source(s) for the information on each intervention
	[Type text]
	[Type text]
	[Type text]
	[Type text]


Q41. (Optional) Provide a brief summary of the current cervical cancer prevention and treatment services and implementing agencies in the district selected to implement the HPV Demonstration Programme. If available, countries can include information on target populations, delivery structure, and funding sources.

[Type text]
Q42. (Optional) Describe the plan for securing Ministry of Health approval of the draft national cervical cancer prevention and control strategy and any activities for dissemination to national, sub-national, and/or local partners and stakeholders.

[Type text]
Q43. (Optional) If known, please indicate the representatives of the TAG that will be involved in the assessment of the feasibility of integrating selected adolescent health interventions with delivery of HPV vaccine.

Enter the family name in capital letters.

	
	Name/Title
	Agency/Organisation
	Area of Representation

	TAG member involved in assessment of ADH interventions
	[Type text]
	[Type text]
	[Type text]

	TAG member involved in assessment of ADH interventions
	[Type text]
	[Type text]
	[Type text]

	TAG member involved in assessment of ADH interventions
	[Type text]
	[Type text]
	[Type text]

	TAG member involved in assessment of ADH interventions
	[Type text]
	[Type text]
	[Type text]

	TAG member involved in assessment of ADH interventions
	[Type text]
	[Type text]
	[Type text]


Q44. (Optional) If known, please indicate the representatives of the TAG that will be involved in the development or revision of a draft national cervical cancer prevention and control strategy.

Enter the family name in capital letters.

	
	Name/Title
	Agency/Organisation
	Area of Representation

	TAG member involved in cervical cancer strategy
	[DA SILVA MATOS,  Carla]
	[Ministry of Health]
	[NCD Department]

	TAG member involved in cervical cancer strategy
	[CARRILHO, Carla]
	[Faculty of Medicine]
	[Pathology Lab]

	Others involved in cervical cancer strategy
	AMAD, Nazir
	Ministry of Health
	Maternal and Child Health Department

	
	[CUNHA, Manuela]
	[Maputo Central Hospital]
	[Gynaecology Department]

	
	[TULCIDAS, Satish]
	[Maputo Central Hospital]
	[Oncology Department]

	
	VAZ, Maria da Luz
	Jhpiego/MCHIP
	Partner


Q45. (Optional) If present, please describe the distribution of de-worming medication (anti-helminths) in the district(s).

	Component
	District 1 [Type text] name
	District 2 (if applicable) [Type text] name

	Organization of the de-worming programme
	[Type text]
	[Type text]

	Lead agency
	[Type text]
	[Type text]

	Implementing agency and partners
	[Type text]
	[Type text]

	Funding source(s)
	[Type text]
	[Type text]

	Frequency and timing of implementation, e.g. twice yearly in March and October
	[Type text]
	[Type text]

	Number in target population by age group and sex
	[Type text], data source [Type text]
	[Type text], data source [Type text]

	De-worming coverage by age group and sex
	[Type text], data source [Type text]
	[Type text], data source [Type text]


Q46. (Optional) If present and relevant, please describe any organized semi-annual health days (e.g., Child Health Days) that are currently implemented in the district(s).

	Component
	District 1 [Type text] name
	District 2 (if applicable) [Type text] name

	Organization of the semi-annual health days
	[Type text]
	[Type text]

	Lead agency
	[Type text]
	[Type text]

	Implementing agency and partners
	[Type text]
	[Type text]

	Funding source(s)
	[Type text]
	[Type text]

	Frequency and timing of implementation, e.g. twice yearly in March and October
	[Type text]
	[Type text]

	Services delivered
	[Type text]
	[Type text]

	Number in target population by age group and sex
	[Type text], data source [Type text]
	[Type text], data source [Type text]

	Coverage of the different services delivered by age group and sex
	[Type text], data source [Type text]
	[Type text], data source [Type text]


Q47. (Optional) If present, please describe any organized health education programmes implemented at schools and/or in the community that are currently implemented in the district(s).

	Component
	District 1 [Type text] name
	District 2 (if applicable) [Type text] name

	Organization of the health education programme
	[Type text]
	[Type text]

	Lead agency
	[Type text]
	[Type text]

	Implementing agency and partners
	[Type text]
	[Type text]

	Funding source(s)
	[Type text]
	[Type text]

	Frequency of services, e.g. once a month, weekly, etc.
	[Type text]
	[Type text]

	Services delivered
	[Type text]
	[Type text]

	Location(s) of service delivery
	[Type text]
	[Type text]

	Number in target population by age group and sex
	[Type text], data source [Type text]
	[Type text], data source [Type text]

	Coverage of the different services delivered by age group and sex
	[Type text], data source [Type text]
	[Type text], data source [Type text]
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