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Application Form for Country Proposals
Providing approximately two years of support for an 

HPV Demonstration Programme
Submitted by

The Government of Zimbabwe
Date of re-submission: [24 January 2013]
Deadline for submission:  24 January 2013
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 (Zimbabwe) 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
(bilavent (GSK) or quadrivalent (Merck))
See below for more information
	Month and year of first vaccination
	Preferred second presentation1

	[Bivalent (GSK)]
	[proposing April 2014]
	[Quadrivalent (Merck)]


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.


Cervical Cancer is the second most common cause of cancer related mortality deaths globally and in resource constrained countries accounts for the highest cancer mortality in women with an estimated 529,409 new cases and 274,883 deaths in 2008. Eighty-six percent (86%) of the total cancer deaths were in developing countries (Publications of Z. M. Chirenje).  In Zimbabwe Cervical Cancer remains the leading cause of morbidity among all the cancers, in 2009 cervical cancers contributed to 19% (669 cases) of all new cancers and 13 % (134) of all cancer deaths. Kaposis Sarcoma and Cancer of the cervix contributed the same proportion of deaths in 2009.(National Cancer Registry Report 2009). The national cancer registry is mainly Harare city population based.
According to the Zimbabwe HPV and Related Cancers Summary Report 2010, it is estimated that cervical cancers accounted for 1,855 new cases and 1,286 deaths annually. These are projected to increase to 2, 587 new cases and 1,772 deaths by 2025. The same 2010 Summary Report indicates that the prevalence of HPV in women with normal cytology is 24.7% and in those with cervical cancer it is 79.6% higher than in Eastern Africa (74.8% and globally (70.9%). The high HPV prevalence in a country with high HIV prevalence (13.7% ZDHS 2010-2011) is to be expected since both infections are sexually transmitted. 
The 2010 report gives the most prevalent sub-types of HPV in the country as 16 (61.2%) 18 (18.4%) 33 (38.4%), 31(4.1%) and 35 (1.0%). The HPV Vaccine of choice for Zimbabwe is the Bivalent (Cervarix manufactured by Glaxco, Smith and Kline) is based on the prevalence of HPV sub-types 16 and 18. 
Cervical Cancer screening services are currently in the urban setting in both private and public health sector which marginalizes the rural women. However plans are in place to roll-out cervical cancer screening and treatment services to provincial and district hospitals which to a larger extent are made up of rural populations. The HPV Demonstration project will be implemented in 2 districts (Beitbridge in the south, and Marondera in the north-east) with very diverse cultural and traditional practices of the two major ethnic groups in the country. The two districts were therefore selected to beclosely representative of health seeking behavior and practices found in the rest of the country and will facilitate modification of approaches to and replication of the intervention to the rest of country using lessons learnt from these two districts. The two districts have demonstrated capacity to manage routine immunisations as indicated by the high Pentavalent 3 coverages (Beitbridge 93% and Marondera 113% in 2011). The Provincial Medical Directorates (Matabeleland South and Mashonaland East) in which these two districts are located provide strong support for the EPI programme. The two selected HPV Demonstration projects districts have a mix of both rural and urban populations 
The target Population will be the adolescent girls in and out of school aged 10 years in the two districts. The demonstration project will provide the country with information and broader experience in preparation for a full national rollout. Strategies that will be used in the administration of the vaccine will be mixed, that is, school based, health facility based and outreach. Nurses and other health workers in the two districts in collaboration with school teachers will be responsible for the administration of the vaccine. Community mobilisation will be conducted by districts’ health workers including community based health workers and school teachers.  The demonstration project is targeted at reaching 4,441 ten year old girl children in and out of school. 
The project will ride on the back of the already existing and well performing National EPI Programme. There is already an existing Adolescent Sexual Reproductive Health (ASRH) programme and the intention is to integrate these two interventions.

The HPV Demonstration project will be co-funded by Government of Zimbabwe, GAVI, UNICEF, UNFPA, WHO and other partners.

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.
	[2010] year
	[2011] year

	DTP 3
	91%
	[97] %
	[91] %
	[No SurveyType text] %


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.
[Report on Zimbabwe 2010 Routine Immunization Coverage Survey]
Note: The IRC may review previous applications to GAVI for a general understanding 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 [Beitbridge] name
	District 2 (if applicable) [Marondera] name

	Topography (% urban, % semi-urban, % rural, % remote, etc.)
	[Urban – 34%

Rural – 66%], data source National Census 2012
	Urban-35% Rural-65%], data source National Census 2012

	Number and type of administrative subunits, e.g., counties, towns, wards, villages
	[21 Wards, data source] [Zimstat]
	33 Wards

data source :Zimstat]

	Total population
	[122 553], data source [National Census 2012
	[178 547 ], data source [National Census 2012

	Total female population (%)
	[52%], data source [Zimstat]
	[52%], data source [Zimstat]

	Total female population aged 9-13 years (% of total female population)
	[14.8%],
 data source [MOHCW -HIS]
	[15.3%]

 data source [MoHCW- HIS]

	Number and type of public health facilities
	[Provincial Hospital x 1

Rural Health Centers x[18], 

Source:

 PMD Matabeleland  South
	Provincial hospital x1 

Rural health centers x21], data source [PMD Mashonaland East]

	Number and type of health workers in all district public health facilities
	Doctors x. 3

Registered General Nurses –  x61

State Certified Nurses -x 14

Nurse Aides – 15

General Hand- 23],

Pharmacists x 1
Pharmacy Technicians x  2 Dispensing Assistants x1

Environment Health Officers x 3

Environment Health Techniciansx6

Nutritionists x 1

Rehabilitation Techniciansx3

Health Information Officers x 1 

Village Health workers x 254

Data Source (PMD Mat South MOH] and Beitbridge District)
	doctors x 8 

Registered General Nurses x231

 State Certified Nurses x 16 Primary care Nurses x 30 Nurse Aide x 12 

General Hand x 19 

rural x 33
 Pharmacist x 4 
Pharmacy Tech x 2 Dispensary Assistants x 2 Environmental Health Officers x 1 Environmental Health Technician x 8

Nutritionist x 1 
Rehab Technicians x5  Health Information Officer x 1
Village Health Workers x175 ], data source [PMD Mash East and Marondera District] 

	Number and type of private health facilities
	, data source: PMD Mat South MOH] and Beitbridge District 

Private Surgeries x 3
	 Private Hospitals x2 

Private Surgeries x10 

Private Farm Clinic x 1], data source [Marondera District –MOHCW

	Number and type of health workers or staff in private health facilities in the district
	Data Source: (PMD Mat South MOH] and Beitbridge District [ Doctor x 1  RGN x 6
	 Doctors x 11 

RGN x32
Primary Care Nurses x29
 Pharmacist x 1

 Nurse Aide x 16 
General Hand x 24
Data Source: PMD Mash East and Marondera District],

	Number and type of public and private primary and secondary schools
	Type of Schools:

 i)Government Schools:

 Primary School x 66         

Secondary School – 5
 ii)Private  Schools:

 Primary Schools x -3
Secondary x1 

Data Source: Ministry of Education Matabeleland South    

	i)Government schools 

Primary Schools x 90
Secondary Schools x 48
ii)Private Schools

Primary Schools x 6
Secondary Schools x 4
Data source: Ministry of Education Mash East],

	Number of teachers in public and private primary and secondary schools
	[Gvt – 17

Missions – 75

Council – 437

Pvt - 15], data source Ministry of Education Matabeleland South    


	i)Government  Teachers 

Primary Schools x 948
Secondary Schools x629
ii)Private Teachers
Primary Schools x 125
Secondary Schools x171
Data Source: Ministry of Education Mash. East],



	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
	Primary Schools:
9 year olds = 1484
10year olds = 1618

11year olds = 1432
12year olds = 1557
13 year olds = 1436
Total = 7527
Secondary Schools:

12year olds = 22
13year olds= 244

Total= 266

Grand Total= 7793:

Data Source: Ministry of Education –Matabeleland South 2011 Enrolment Statistics

	Primary Schools:

i)9Year Olds= 2287

ii) 10 Year olds =2499
iii) 11 year olds=2488
iv) 12 year olds=2434
v)13 year Olds=1862
Total=11570.00

ii)Secondary  Schools:

12 Year Olds=114
13 Year Olds= 1101
Total = 1215

Grand Total= 12785

Data Source: Ministry of Education –Mashonaland East Province 2011 Enrolment Statistics


	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
	Total 950: 

Data Source: 2004 Labour Force Survey by ZimSTAT *********
Total In and Out school  = 8743
	[Total  650]

] data source [2004 Labour Force Survey by ZimSTAT *************
Total in and out of School=13435


Q6.

Please give a brief description of why this district (or districts) was (were) selected to participate in the HPV Demonstration Programme.

The country has two distinct ethnic groups that fall into two major local languages and therefore cultural categories; the Ndebele and Shona. The introduction of a program of vaccinating young girls may be welcomed and understood by the majority, but also misconstrued by some cultural and religious groups within the population, leading to poor uptake of such an important intervention. Selecting a district that represents each of the major cultural groups in the country will assist the to better appreciate the types of communication and messaging for HPV national roll out, point to the possible and potential areas of resistance and therefore anticipate the barriers to access, and plan for strategies to enhance uptake by all that are targeted by the intervention. The HPV Demonstration project will therefore be implemented in the 2 districts ofBeitbridge, located in Matabeleland South Province, and Marondera in Mashonaland East Province with very diverse cultural and traditional practices but which are found in the rest of the country and will facilitate replication of the intervention to the respective sub-cultures of the country, should the demonstration phase find significant differences for example in the uptake of the intervention in the two districts. It is envisaged therefore that lessons learnt from these two districts will form a firm basis for informing strategies for informing communities and their leadership, key stakeholders, identifying supporters of the program, limiting refusals, ensuring equity and for reaching all targeted girls during the national roll out. The two districts have demonstrated capacity to manage routine immunisations as indicated by the high Pentavalent 3 coverages (Beitbridge 93% and Marondera 113% in 2011). The respective Provincial Medical Directorates (Matabeleland South and Mashonaland East) have also demonstrated their support for the program.
Q7.
Please describe the operations of the EPI programme in the district(s) selected for the HPV Demonstration Programme.

	Component
	District 1 [Beitbridge] name
	District 2 (if applicable) [Marondera] name

	Number and type of administrative subunits (e.g. health facilities) used for routine vaccine delivery 
	Rural Health Facilities x 18
Provincial Hospital x 1


	1 provincial Hospital
21 Rural Health centers

1 private Hospital

	Number and type of outreach sessions in a typical month used for routine vaccine delivery
	[76 ]
	[42 ]

	DPT3 coverage
	[93] %; year [2011]
	[113] %; year [2011]

	Polio3 coverage 
	[95%] %; year [2011]
	[112] %; year [2011]

	Measles first dose coverage 
	[93] %; year [2011]
	[106] %; year [2011]

	Pentavalent 3 coverage
	[93] %; year [2011]
	[113] %; year [2011]

	TT2+ (pregnant women)
	[49] %; year [2011]
	[47] %; year [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.

[The last EPI Coverage survey conducted in the country was in 2010 and it provided provincial and not district coverage. As such there is no information from a survey or evaluation pertaining to the EPI coverage in these two districts. However, both districts are doing well in routine EPI as evidenced by their high administrative vaccination coverage despite the general constraints of transport and fuel for outreach, inadequate staff at health facilities and low staff morale because of poor working conditions.]

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.

Both districts (Beitbridge District and Marondera District) have well established School Health programmes through which mobilisation for EPI and PMTCT Services uptake using school children is employed. They also have school health clubs where other health interventions and promotional activities such as prevention and control of diarrhoeal diseases, Schistosomiasis and intestinal worms’ mass treatment, and malaria control are communicated using the schools. During the Influenza A H1N1, and measles outbreaks in 2009/10, school children up to the ages of 15 years were vaccinated in schools as part of a national program.
Q9b.
Please indicate if gender aspects relating to introduction of HPV vaccine are addressed in the demonstration programme?
[Prevention of cervical cancer will be stressed as a right among Zimbabwean women through immunization. Advocacy and communication activities will be carried out among key community opinion leaders for acceptance of the new vaccine. The sero-prevalence of HIV/AIDS is high in Zimbabwe, among which 60% are women. Cervical cancer is more prevalent in immuno suppressed HIV positive women and progresses faster in these women. 
Q9c.
Please describe any recent evidence of socio-economic and/or gender barriers to the immunisation programme through studies or surveys?

Children living in urban provinces have more chance to be vaccinated compared with their counterparts in rural provinces. No difference was found in coverage rates among male and female children. The immunization coverage of children whose caretakers are followers of Apostolic Faith and those without religion have lower immunization rates than children whose caretakers belong to other religious denominations. (2010 EPI Routine Immunisation Coverage Survey Considering that the majority of children targeted are in rural areas, the following strategies will be put in place to ensure higher coverage: Ministry of Health and Child Welfare at national and sub national levels will use the opportunity of the demonstration project to develop and communicate targeted communication to specific religious groups and work with VHW including other community health workers, Community leaders and Community Based Organisations to reach the targeted group including the out of school youths in the two districts, and working with the Ministry of Education through their school health clubs, school health masters to reach targeted school children. (School children include both boys and girls)  In addition, a KABP survey will be conducted to demystify myths and misconceptions about cancer and HPV to ensure development of strategies to reach the hard to reach. 
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.

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) . 

In view of the age of girls in and out of school in Zimbabwe, the mixed strategy (school-based, health facility-based and outreach) will be implemented in the demonstration districts to reach all 10 year old girls.
[Mixed]
National total of 9-13year old girls = 782 562

National total of 9-13year old girls out of school= 43 772(Labour force survey 2004)***********
National total of9-13year old girls in school =738 790(MoESAC enrolment statistics)

Proportion of target population in school =94.4%

Data: Source: MoESAC National Level Enrolment Statistics 2009 and Labour Force Survey 2004
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).

[i.
Beitbridge District: 
Estimated 10 year olds girls in and out of school
=1,815.
Target population 10 year girls in school (89.13%)
=1,618
Target population 10 year old out of school

= 197
ii.
Marondera District: 
Estimated 10 year old girls in and out of school
= 2,626. 
Target population in school
= 2,499 (95.16%) ]
Target population out of school=127 
iii) Estimated 10 year old population for the 2 districts (1815 + 2626 = 4,441
iv) Total Estimated Number of girls aged 10 years out of school = –197+127 = 324
Data Sources: MoESAC National Level Enrolment Statistics 2009 and Labour Force Survey 2004, MOHCW National Health Information 2011
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.

[Total all ages female population in two districts (Beitbridge 60,373; Marondera 56,459) =116,832
Total 10-19 year old girls= 15,305 (13.1% of total female population)
Total of 9-13year old girls in grade 5 = 7,775 (50.8% of 10-19 year old girls)

Total 10 year old girls in and out of school = 4,441 (3.8% of total female population in the two districts)
Data Source: MoHCW- NHIS and Census 2012, MoESAC National Level Enrolment Statistics 2009
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.

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). 

The strategy is targeting 10 year old girls in and out of school in the two Demonstration Project districts. 
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 government policy in Zimbabwe that all village heads maintain a register of their subjects by age and sex. These registers will be used to identify eligible girls out of school for HPV vaccination. Community based health workers and community leaders with support from community based organisations will be used to mobilise for identification of eligible out of school 10 year old girls and acceptance of the HPV vaccine. Access to HPV vaccination services by out of school 10 year old girls will be through both outreach and fixed strategies. All eligible out of school girls will be mobilised to attend nearby vaccination sessions at either outreach sessions at given outreach points, at schools during school vaccination programmes or the routine vaccination sessions at static health facilities.. These options will ensure ease of access and tracking of compliance. Girls will be issued with individual HPV vaccination cards which will be checked against registers maintained by outreach teams/health facilities and community based health workers.]
Q15.
Please describe the mechanism for reaching all the targeted girls with three doses who were missed on the main vaccination days, specifying plans for reaching hard-to-reach or marginalized girls.

[Communities will be sensitized and mobilized for the program in order to ensure adequate understanding and appreciation of the benefits, including the emphasis that all three doses are required for protection. Efforts will be made to ensure the majority are covered during the main vaccination days in order to keep project costs down, but clear communication is to be made to the teachers, health care workers, CSOs and the community based workers on how to direct the girls that miss the main vaccination days. Children missed will be identified using school, clinic or community based registers, cross-checking with individual HPV vaccination cards. Follow up campaigns supported by the community based organisations, including house to house visits by community based workers will be conducted with special emphasis on hard to reach communities. Consultation with community leaders on vaccination days and times for the hard to reach will be done. If the girl(s) have to move out from the district/province before completing the vaccination schedule, plans will be made for accessing remaining doses through the national office.
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). 

[The HPV program will ride on the already existing EPI Program both in terms of immunisation supply chain management and administration. The Zimbabwe Expanded Program on Immunisation has vast experience in handling new vaccines. Pentavalent vaccine was successfully introduced countrywide in January 2008 and PCV13 in July 2012 all through GAVI support. The HPV vaccine and supplies will be maintained and distributed together with other vaccines in the already existing EPI cold chain system. Surveillance will be part and parcel of the national health information system including the monitoring of adverse events that may follow immunization. Waste management will be handled the same way as current EPI practice. The Zimbabwe Medicines Control Authority will be engaged to conduct post marketing surveillance of the HPV vaccine. 
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 [Beitbridge] name
	District 2 (if applicable) [Marondera] name

	Number and type of cold storage facilities
	[32 EPI vaccine refrigerators at 21 service delivery level and 4 at 1 district level]
	[32 EPI vaccine refrigerators in 26 service delivery level and 4 at 1 district level]

	Functioning and working order of the facilities
	[All functioning well]
	[All functioning well]

	Storage capacity (any excess)
	[Net vaccine storage capacity = 1,400, Over 90% excess capacity]
	[Net vaccine storage capacity = 900, Over 70% excess capacity]

	Distribution mechanism
	[Net vaccine storage capacity = 1,400, Over 90% excess capacity]
	[Net vaccine storage capacity = 900, Over 70% excess capacity]

	Number and status of vaccine carriers
	[Each facility has an average of 4 vaccine carriers which are more than required]
	[Each facility has an average of 4 vaccine carriers which are more than required ]

	Number and status of icepacks (any shortages or excess)
	[Ice packs are more than adequate at all facilities]
	[Ice packs are more than adequate at all facilities]


Q18.
Additional district cold chain information if necessary:

[For the HPV vaccine demonstration project for the two districts, cold chain capacity is adequate at all levels. However, according to the 2010 Cold Chain Assessment, cold chain capacity was grossly inadequate at Central and provincial levels for Rotavirus and HPV vaccines. Significant progress has been made in addressing the gap with UNICEF already having procured all the required additional cold chain equipment and the Ministry of Health and Child Welfare in the process of expanding the Central Vaccine Stores to accommodate the additional cold rooms required for nationwide introduction of Rotavirus and HPV vaccines. ]
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 Ministry of Health through the directorates of Epidemiology and Disease Control and Reproductive Health will conduct an operational research on Knowledge, Attitudes, Behaviour and Practices on cervical cancer and HPV vaccine with technical support from WHO, UNICEF and other partners. The findings of the KABP will inform the training requirements and strategies to be used to equip health workers with skills and knowledge to implement the HPV demonstration program.  An advocacy meeting at Central level involving ICC and NITAG members will be convened to sensitize them on the demonstration project for HPV. This will be followed by a combined provincial and district managers sensitisation from the two pilot provinces and districts involving both Ministries of Health and Child Welfare and Ministry of Education. Orientation meetings will be organized at district level for Clusters of health care workers and school health masters. All ward health teams involving NGOs, Government extension workers community based workers will be sensitized. The communities will be sensitized on the demonstration programme through local meetings using local structures,] the identified local CSOs after sensitisation, will work with trained health workers so that they in turn sensitise communities on the prevention and control of cervical cancer in general and HPV vaccination in particular.
Q20.
Please describe initial communication plans for sensitizing and mobilizing communities for the HPV Demonstration Programme.

 [The community component of the  KABP study will largely inform the communication strategy for sensitizing and mobilizing the target communities for the HPV Demonstration project. Ward Health Teams will be part of the sensitization teams and mobilize communities on the demonstration project involving the chiefs, headmen, business communities and any other stakeholders as identified by the Ward Health Committees. Community based health workers and school health masters will be the main vehicles to spread the word to their communities.]
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 KABP study will be designed to get as much information from the communities as possible to inform the communication plan for the Demonstration project. However, there may still be initial resistance because of fear of the unknown (new vaccine). There may be people in those communities who naturally through religious or other beliefs do not accept vaccinations. The Ministry of Health and Child Welfare will have to contend working with religious and traditional leaders  and community service organizations to dispel myths, misconceptions and negative rumours, provide adequate information strategically packaged for the targeted audience, (parents, teachers, church leaders, media etc) and demonstrate vaccine quality and safety. Information superhighways like internet may also impact positively or negatively on the implementation of the HPV vaccination program, so this should be anticipated and pro-actively dealt with. The availability of adequate numbers of health workers and adequate transport and fuel for outreach work in order to be on schedule for the main vaccination activities and honor appointments needs to be assured before commencement. Funding for completion of the demonstration project will also need to be guaranteed in order to maintain the confidence of the community in the program.

Extensive community mobilization through interpersonal communication, print and electronic media and in some cases lobbying at higher levels will done. Mobilization of additional transport for outreach work especially at the introduction phase of the HPV vaccine will be done to ensure that all planned outreach points are covered as scheduled. Zimbabwe has a strong community based health worker program that will be utilised to ensure that communities get the right information for the demonstration project. The high DTP3 coverage in the two districts demonstrates high acceptability of the vaccination program. The literacy level of the country is very high at about 97% and as such print media will be used to enhance greater uptake of the demonstration program. Electronic media focusing on the demonstration districts will be utilised. Fixed infrastructure such road network, schools, health facilities and business centres and growth point are well established and to a large extent accessible.]
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.
[A plan for the assessment will be developed along the lines of a Post Introduction Evaluation (PIE) and be conducted in the two districts with technical support form WHO and/or PATH. Ministry of Health and Child Welfare will request WHO to appoint a competent consultant to lead the assessment process and produce a report of the findings. The plan is to conduct the assessment end of first year. The findings of the assessment will be utilised to develop the HPV Vaccination national roll-out.]
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.

[The Ministry of Health and Child Welfare in collaboration with UN agencies, University of Zimbabwe and other line ministries will conduct a Situational Analysis on integration of Adolescent Health and HPV vaccination, in the first quarter of the programme. This will include review of policies, laws and strategies, to complement the 2008 National Review of Laws, Policies and Strategies related to ASRH.  The analysis will also complement the 2012 evaluation of approaches towards reaching adolescents with SRH and HIV services.  All these processes will help inform the development of an Adolescent Health Programme Implementation Plan/Strategy and the Monitoring and Evaluation Plan. The Results Based Management and Log Frame Approach will be adopted in developing the plan, so that the activities, resources needed, timelines, indicators, roles and responsibilities are clearly defined. Technical Working Groups and Thematic/Sub Committees will be established (building on already existing structures), to coordinate the implementation, monitoring and review of the annual plans, with support from a Team of Consultants. The Ministry will continue to work with other line Ministries, such as Ministry of Education, Sport, Arts and Culture in reviving the School Health programme and other School-based health programmes, such as immunisations (e.g. using schools as venues). Special vaccine campaigns and administration in public and private health facilities by general practitioners, paediatricians, gynaecologists or other clinicians will be conducted.  Special vaccine campaigns, administration in public and private health facilities by general practitioners, paediatricians, gynaecologists or other clinicians will also be conducted. At the end of year one/around early March/April 2015, an assessment will be conducted to assess the results and effectiveness of the programme in integrating Adolescent Health with HPV vaccination.  The report will also be shared with GAVI within 3 months of the assessment, together with a Second Year Implementation Plan]. 

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.

{There is no national Cervical Cancer Strategy yet. The country has a final draft of National Cancer Strategy from where the Cervical Cancer Control Strategy will be developed. The country is working on the National Cervical Cancer Control Strategy in time for the nationwide roll-out of HPV vaccine and will have to do the following:

Review and analyze all relevant Cervical Cancer Control documents, studies, national policies and guidelines,  relevant international conventions and resolutions that the country has ratified and or endorsed in relation to Cancer Control;Carry out key informant interviews with policy makers and implementers of Cervical Cancer Control activities at the Ministry of Health; Conduct Field visits to select Province/districts to verify information and identify good practices and bottlenecks.Prepare the updated situation analysis report; Facilitate the national workshop reviewing the report and finalize the draft report; Draft/Update the Cervical Cancer Control Strategy based on the situation analysis report and the agreed content guideline; Facilitate the workshop reviewing the Cervical Cancer Control Strategy; Incorporate the inputs of the national review workshop; and Finalize the report. Whole process to be consultant led on behalf of MOHCW ]

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

	[University of Zimbabwe]
	[Prof K J Nathoo]
	[Paediatrics]

	[Ministry of Health and Child Welfare]
	[Mr S Makarawo]
	[Neurosurgeon]

	[Ministry of Health and Child Welfare]
	[Dr P Manangazira]
	[Disease Prevention and Control]

	Ministry of Health and Child Welfare
	Dr B Madzima
	Family Health

	[Ministry of Health and Child Welfare]
	[Dr N Gonah]
	[Paediatrics]

	[UNICEF]
	[Dr A Kassie]
	Maternal and Child Health

	MCHIP
	Prof. R. Kambarami
	Maternal and Child Health

	UNFPA
	Dr. E. Mpeta
	Reproductive Health

	[WHO]
	[Dr T Kanyowa]
	[Adolescent and Reproductive Health]

	[University of Zimbabwe]
	[Dr P Nziramasanga]
	[Micro Biology]

	[Medicines Control Authority]
	[Mrs. Nyambayo]
	[Pharmacology]

	[Ministry of Health and Child Welfare]
	[Dr A Mushavi]
	[Prevention of Mother To Child Transmission of HIV]

	[EPI Ministry of Health and Child Welfare, EPI WHO, EPI UNICEF, MCHIP
	[EPI National Team]
	[Secretariat]

	[Ministry of Education, Sport, Arts and Culture (MoESAC)]
	Mrs. A. Ncube[
	[Education]

	[Community Working Group on Health ]
	[Mr Rusike]
	[Enhance community participation in health (Civil Society Organisation) 

	RED Cross
	Mrs Muteiwa
	Humanitarian Aid

	Women And AIDS Support Network
	Mrs Mary Sandasi
	Reproductive Health, Women, HIV & AIDS


1Area of representation includes cancer control, non-communicable disease, immunisation, 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
	[Professor J K Nathoo]
	[University of Zimbabwe]
	Paediatrics


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
	[Mrs Mary Kamupota]
	Title
	[National EPI Manager]

	Tel no
	[+2634790896 or +263773621303]
	
	

	Fax no
	[Type text]
	Agency
	[Ministry of Health and Child Welfare]

	Email
	[kamupotam@yahoo.co.uk]
	Address
	[Kaguvi Building, Room 3-65, 4th Street/Central Avenue, P O Box CY 1122, Causeway, Harare]

	
	
	
	


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

	
	First round of vaccination
	Evaluation of first round
	Second round of vaccination

	
	Assessment feasibility integrated delivery

Start cancer control strategy
	If feasible, test joint delivery of services

Finalisation of cancer control strategy

	
	
	
	
	
	
	
	
	
	
	

	Planning
	Year 1: demo project implementation
	Year 2

	
	
	
	
	
	
	
	
	
	


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. 
	
	Months of HPV Demonstration Programme

	Activity
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12.

	Establish TAG (NITAG already in place)
	x
	
	
	
	
	
	
	
	
	
	
	

	Draft implementation plan
	x
	
	
	
	
	
	
	
	
	
	
	

	Brief key stakeholders
	x
	
	
	
	
	
	
	
	
	
	
	

	Establish implementing team
	x
	
	
	
	
	
	
	
	
	
	
	

	Establish team to conduct assessment of ADH interventions
	x
	
	
	
	
	
	
	
	
	
	
	

	Establish team to work on cervical cancer strategy
	x
	
	
	
	
	
	
	
	
	
	
	

	Adapt IEC materials &communication plan
	x
	x
	
	
	
	
	
	
	
	
	
	

	Review and revise immunization forms
	x
	
	
	
	
	
	
	
	
	
	
	

	Confirm space in district cold store
	x
	
	
	
	
	
	
	
	
	
	
	

	Clear vaccine supply from customs
	
	x
	
	
	
	
	
	
	
	
	
	

	Develop methodology for assessment of ADH interventions
	x
	
	
	
	
	
	
	
	
	
	
	

	Develop training plan
	x
	
	
	
	
	
	
	
	
	
	
	

	Develop plan with key stakeholders for process of developing / revising cervical cancer strategy
	x
	x
	x
	
	
	
	
	
	
	
	
	

	Micro planning at district
	x
	x
	
	
	
	
	
	
	
	
	
	

	Implement training plan
	
	x
	x
	
	
	
	
	
	
	
	
	

	Implement communication strategy in district
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Transport vaccine to district
	
	
	x
	
	
	
	
	
	
	
	
	

	Develop evaluation plan
	
	
	x
	
	
	
	
	
	
	
	
	

	Conduct assessment of ADH interventions
	
	x
	
	
	
	x
	
	
	
	
	
	

	Deliver dose 1
	
	
	
	x
	
	
	
	
	
	
	
	

	Mop-up sessions for dose 1
	
	
	
	x
	
	
	
	
	
	
	
	

	Deliver dose 2
	
	
	
	
	x
	
	
	
	
	
	
	

	Mop-up sessions for dose 2
	
	
	
	
	x
	
	
	
	
	
	
	

	Deliver dose 3
	
	
	
	
	
	
	
	
	
	x
	
	

	Mop-up sessions for dose 3
	
	
	
	
	
	
	
	
	
	x
	
	

	Produce draft outline for cervical cancer strategy
	
	
	
	
	x
	
	
	
	
	
	
	

	Collect data to evaluate feasibility(ADH)
	
	
	
	
	x
	
	
	
	
	
	
	

	Conduct coverage survey
	
	
	
	
	
	
	
	
	
	
	
	x

	Collect cost data
	
	
	
	
	
	
	
	
	
	
	
	x

	Analyze evaluation data
	
	
	
	
	
	
	
	
	
	
	
	x

	Write preliminary report of evaluation
	
	
	
	
	
	
	
	
	
	
	
	x

	Write preliminary report of feasibility assessment of ADH interventions
	
	
	x
	
	
	
	
	
	
	
	
	

	Year 2
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12.

	Review results from year 1 and outline any programme delivery changes for year 2, including whether to do joint delivery of HPV vaccine and an ADH intervention
	x
	
	
	
	
	
	
	
	
	
	
	

	Submit financial report to GAVI (15 months after funds disbursed from GAVI)
	
	
	
	
	x
	
	
	
	
	
	
	

	Submit progress report to GAVI 
	
	
	x
	
	
	
	
	
	
	
	
	

	As appropriate, complete and submit GAVI application for national introduction
	
	
	
	
	x
	
	
	
	
	
	
	

	Top up training or programme material revisions for year 2
	x
	
	
	
	
	
	
	
	
	
	
	

	Micro planning for year 2 delivery
	x
	
	
	
	
	
	
	
	
	
	
	

	If joint delivery done in year 2, revise evaluation plan from year 1 for year 2
	
	
	
	
	
	
	
	
	
	
	
	

	If joint delivery done in year 2, revise immunization forms, as needed
	
	
	
	
	
	
	
	
	
	
	
	

	Transport vaccine supply to district for year 2
	x
	
	
	
	x
	x
	
	
	
	
	
	

	Implement communication strategy in district
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Prepare first draft of full cervical cancer strategy
	
	
	
	
	
	
	
	
	
	
	
	

	Deliver dose 1 in year 2
	
	x
	
	
	
	
	
	
	
	
	
	

	Mop-up sessions for dose 1 in year 2
	
	x
	
	
	
	
	
	
	
	
	
	

	Deliver dose 2 in year 2
	
	
	x
	
	
	
	
	
	
	
	
	

	Mop-up sessions for dose 2 in year 2
	
	
	x
	
	
	
	
	
	
	
	
	

	Deliver dose 3 in year 2
	
	
	
	
	
	
	
	
	x
	
	
	

	Mop-up sessions for dose 3 in year 2
	
	
	
	
	
	
	
	
	x
	
	
	

	If no joint delivery, gather routine programme and monitoring reports for synthesis of outputs
	
	
	
	
	
	
	
	
	
	x
	
	

	If joint delivery done in year 2, conduct coverage survey
	
	
	
	
	
	
	
	
	
	
	
	

	If joint delivery done in year 2, conduct cost analysis
	
	
	
	
	
	
	
	
	
	
	
	

	If joint delivery done in year 2, collect and analyze feasibility data
	
	
	
	
	
	
	
	
	
	
	
	

	Prepare second draft of full cervical cancer strategy
	x
	
	
	
	
	
	
	
	
	
	
	

	Analyze coverage, feasibility and cost data, if joint delivery done in year 2
	
	
	
	
	
	
	
	
	
	
	
	

	Draft evaluation report of year 2 vaccinations
	
	
	
	
	
	
	
	
	
	
	x
	

	Final recommendations to TAG and MOH for national scale-up of HPV vaccine, including decision on joint delivery
	
	
	
	
	
	
	
	
	
	
	
	

	Submit financial report to GAVI (12 months after last report)
	
	
	
	
	
	
	
	
	
	
	
	x

	Submit final progress report to GAVI 
	
	
	
	
	
	
	
	
	
	
	
	x

	Submit last draft of cervical cancer strategy to MOH
	
	
	x
	
	
	
	
	
	
	
	
	

	Hold dissemination meeting to key stakeholders
	
	
	
	
	
	
	
	
	
	
	
	x


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.

	Cost category
	Funding source
	Estimated costs per annum in US$

	
	
	Year 1
	Year 2

	TAG meetings
	[HTF]
	[$4,000]
	[$4,000

	Programme management and coordination (including KABP/OR)
	 GAVI
	$30,000
	$10,000

	Cold chain equipment
	[Type text]
	[0]
	[0]

	Other capital equipment (describe)
	[Type text]
	[0]
	[0]

	Personnel, including salary supplements and/or per diems
	Government of Zimbabwe


	US14,100
	$14,100

	Transport(fuel and maintenance)
	[GOZ- HTF]
	$26,000
	$26,000

	Training
	GAVI
	$60 000
	$25 000
	

	Community sensitization and mobilization( including IEC Materials)
	GAVI
	$50 000
	$20 000

	Waste disposal
	[GAVI 
	0
	0

	AEFI monitoring( Post Marketing Surveillance)
	GAVI
	$6,000
	$6,000

	Monitoring and supportive supervision
	[GAVI]
	$15,000
	 $15,000

	Evaluation of first year HPV Demo
	 GAVI
	25,000
	

	Evaluation of vaccine delivery
	[WHO]
	[$3,600]
	[$3,000]

	Assessment of feasibility of integrating ADH with HPV vaccines
	UNFPA / PATH/WHO
	 $3,000
	0

	Drafting national cervical cancer prevention and control strategy
	[UNFPA / PATH]
	$ 10,000
	0

	Technical assistance from local experts
	WHO
	$10,000
	$10,000

	Subtotal for which GAVI funds are being requested
	GAVI
	$186,000
	$76,000

	Subtotal from other funding sources
	GOZ, UNICEF, WHO, UNFPA, HTF
	$70,700
	$57,100

	TOTAL
	 GOZ, UNICEF, WHO, UNFPA, GAVI,
	256,700
	133,100


Funds from other funding sources such as WHO, UNICEF, UNFPA, PATH, HTF and GOZ are secured
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 25% buffer stock contingency, please describe the estimated supplies needed for HPV vaccine delivery in each year in the table below
	1st Year Estimated Target Population: 4,441 
   HPV Doses  4,441 x 3 doses + 10% reserve stock)

  Cost Estimated at $5.00 per dose
	2nd  Year Estimated Target Population:  4,490
HPV Doses  4,490 x3 doses+ 10% at estimated cost of $5.00

	Required supply item
	
	Year 1
	Year 2

	Number of vaccine doses
	14,789
	(73,945) cost
	(74,760) cost

	Number of AD syringes
	 4,789
	1, 212 cost
	1,225] cost

	Number of safety boxes
	 164
	[$164.00] cost
	[$166.00] cost

	TOTAL
	#
	[$75,321.00] cost
	[$76,151.00] cost


Q31.
Please indicate how funds for operational costs requested in your budget in section 6 should be transferred by the GAVI Alliance (if applicable).
[The Ministry’s preference is that the funds be disbursed direct to its account, but remains flexible to let GAVI disburse the money through an agency of their choice - either WHO or UNICEF]:
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)
	UNICEF for vaccine procurement and Ministry of Health and Child Welfare/WHO for operational costs.

	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 
If YES,  please state the name of the  grant,  years and grant amount: 
[Ministry of Health and Child Welfare received ISS funds amounting to about $667,000 in 2006 and  this was disbursed to WHO for procurement of vehicles. The Ministry received $100,000 pentavalent introduction grant in 2007 disbursed direct into MOHCW GAVI bank account.]

and provide the following: 
For completed Grants: 

What are the main conclusions with regard to use of funds? 
[The ISS funds were all used to buy EPI vehicles through WHO. The Pentavalent introduction grant of $100,000 has been utilized for procurement of a vehicle for supportive supervision and the balance of $30,000 is committed for operational activities to support the program.]

For on-going Grants: 

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

· Financial management (FM) and procurement 
Implementation issues? 

[GAVI recently conducted a financial management assessment the results indicate that they are satisfied with the Government financial management system]



	3. Amount of the proposed GAVI HPV Demo grant (US Dollars)
	$541,272

	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

	· Does the recipient organization have an FM or Operating Manual that describes the internal control system and FM operational procedures? 
	Yes. 

The Health Services Fund (HSF) account will be used for that purpose.
The HSF has a FM Operating manual. 

	· What is the budgeting process? 
	It is a bottom - up process ending up in Parliament through the Ministry of Finance.

	· 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? 
	It is a semi computerised 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?  
	Finance Directorate is headed by a finance Director at National level, whose is supported by a team of qualified accountants at national, provincial and district levels. 

The structure has a donor desk managing donor funds including GAVI. 

Chairman of the ICC is a Chartered Accountant

	· 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. 
	Funds are deposited with a Commercial Bank with a six tier signatory. 
Standard Chartered Bank 
Africa Unity Square, Harare

Account Number: 8700 2261 06000

Swift  Code: SCBLZWHXAXXX
Sort Code: 5140
Signatories and Titles:

i)Mr. L. Mabandi- Director Finance and Administration

ii) Dr. D.G. Dhlakama- Principal Director Policy, and Planning

iii) Mr. E Z. Mutyambizi – Chief Accountant

iv)Mr. E. Bhara – Chief Accountant

v)Mr. C.  Jiri – Accountant

vi) Mr. D. MacDonald – ICC Chairperson



	·  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?
	On implementation funds are transferred from national level to provincial or district level as necessary through Health Services Fund (HSF) accounts available at all levels and managed by Accountants.

	· Does the implementing entity keep adequate records of financial transactions, including funds received and paid, and of the balances of funds held?
	Yes. Records are maintained and acquittals submitted  to head office

	· How often does the implementing entity produce interim financial reports?  
	As soon as funds are used a report is produced and submitted to national level..

	· Are the annual financial statements audited by an external audit firm or Government audit institution (e.g. Auditor General Department…)?
	The financial statement are audited by the internal audit and Comptroller and Auditor General.

	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?
	The vaccine will be procured through UNICEF procurement system just as is current with other EPI vaccines.

	· Does the recipient organization have a procurement plan or a procurement plan will be prepared for this HPV Demo Programme? 
	 A procurement plan will be prepared for the HPV Demo programme

	· Is there a functioning complaint mechanism? 
	Yes. If user department not satisfied with product, it is not received upon delivery – and it’s returned to the supplier. Reasons for rejection will be clearly documented and clarified to the supplier.

	· What is the staffing arrangement of the organization in procurement?  Does the implementing entity have an experienced procurement specialist on its staff?   
	There are two committees for the procurement process:
Central Buying Unit (CBU) responsible sourcing of quotations and compilation of the items (quantities, specifications) comparative schedule. These are items requested for procurement by the user departments. The end user is a member of the CBU.
Procurement Tender Committee(PTC): This committee is responsible adjudication. 

NB: The CBU acts as the receiving committee.

The Ministry has an experienced procurement specialist and also we are allowed to invite other specialists from other ministries or any organisation to assist.

	· Are there procedures in place for physical inspection and quality control of goods, works, or services delivered?
	Procurement procedures are in place that include inspection and quality control of goods, works or service delivered.


8. Signatures

8.1 Government

The Government of [Zimbabwe] 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 [Zimbabwe] 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 [Zimbabwe] 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 [Zimbabwe] 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 [Zimbabwe] 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 [Zimbabwe]’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
	[Dr Henry Madzorera]
	Name
	[Senator David Coltart]

	Date
	23 January 2013
	Date
	23 January 2013

	Signature
	
	Signature
	


Q34.
This application has been compiled by:

Enter the family name in capital letters.

	Full Name
	Position
	Telephone
	Email

	[C Bakasa]
	[Deputy Director NCDs - MOHCW]
	[+263777933237]
	[cbakasa242@gmail]

	[K Chindedza]
	[NPO/EPI/LOG - WHO]
	[+263772144265]
	[chindedzak@zw.afro.who.int]

	[M N Munyoro]
	[NPO/EPI - WHO]
	[Type text]
	[munyorom@zw.afro.who.int]

	[M Kamupota]
	[EPI Manager - MOHCW]
	[+263773621301]
	[kamupotam@yahoo.co.uk]

	S Simbi
	[Health Promotion Manager - MOHCW]
	[+263773621308]
	[ssimbi@mohcw.gov.zw]

	[B Chinodya]
	Logistician – MOHCW
	[+263773621304]
	[bfchinodya@gmail.com]

	Ms. R. Gerede
	Deputy Director Community Nursing Services
	+263 772 887793
	reginagerede@yahoo.com

	Mrs Zvamashakwe
	Immunisation Technical Officer
	+263 772143359
	coscar@mchipzim.org

	Portia Manangazira
	Director Epidemiology & Disease Control
	+263 772 711 060
	directoredc@gmail.com


8.2 National Coordinating Body – Inter-Agency Coordinating Committee (ICC) for Immunisation 
Q35.
We the members of the ICC, HSCC, or equivalent committee met on [22 January 2013] 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

	[Don MacDonald (ICC Chairman)]
	[Rotary International]
	

	[R Mahachi - Member]
	[Zimbabwe RED Cross Society]
	

	[I Rusike - Member]
	[Community Working Group on Health]
	

	[Dr P Manangazira – Acting ICC Chairman]
	[Ministry of Health Child Welfare]
	

	[A T Chabikwa – Member]
	[Women and Aids Support Network]
	

	[M Sandasi - Member]
	[Women and Aids Support Network]
	

	[Dr D Okello - Member]
	[WHO Country Representative]
	

	[Dr G Murzi - Member]
	[UNICEF Country Representative]
	

	[Professor R Kambarami - Member]
	[MCHIP Country Director]
	

	[Type text]
	[Type text]
	

	[Type text]
	[Type text]
	


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

Enter family name in capital letters.

	Name
	[Dr P Manangazira]
	Title
	[Director Epidemiology and Disease Control]

	Tel no
	[+263772711060]
	
	

	Fax no
	[Type text]
	Address
	[Ministry of Health and Child Welfare, Kaguvi Building, Box CY 1122, Causeway, HARARE]

	Email
	[directoredc@gmail.com]
	
	


9. 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?

	National level 

Policy makers

(Parliamentary Portfolio on Health and Education,

NITAG, ICC MoESAC and MoHCW Officials

Programme Managers

Civil Society,

Partners

Target for ToT:

Provincial and District Teams from both Ministry of Education and Health
	-National level Advocacy

-Resource Mobilisation

-Trainers of Trainers(TOT)
	Overview of Cervical cancer, Globally, Regionally and Nationally including HIV and HPV association. 

-Rationale for HPV Vaccination -HPV Vaccine Target group and schedule ,

-HPV vaccine contraindications

- National HPV Vaccine Guidelines

-HPV and Cold Chain

-Strategies for HPV Vaccine administration.

- Injection Safety

-Monitoring and management of AEFIs

- Community mobilisation and communication – IEC -Key messages development.

- Identification of missed  opportunities  and the mop –ups

Programme Monitoring and Supervision


	National EPI Team
RH

NCDs

MoeSAC

Partners

	 District Health workers  and teachers at all levels:
( Nurses,  Doctors, Health Promotion Officers, Environmental health Officers, Pharmacists, Village Health Workers ancillary health staff


	Sensitisation, 
mobilisation, 
immunisation, 
follow-ups,
monitoring of  AEFIs and coverages,
HPV Vaccine Management
	Overview of Cervical cancer, Globally, Regionally and Nationally including HIV and HPV association. 

-Rationale for HPV Vaccination
-HPV Vaccine Target group and schedule ,
-HPV vaccine contraindications

- National HPV Vaccine Guidelines

-HPV and Cold Chain

-Strategies for HPV Vaccine administration.

- Injection Safety

-Monitoring and management of AEFIs
- Community mobilisation and communication – IEC -Key messages development.

- Identification of missed  opportunities  and the mop –ups

-Programme Monitoring and supervision


	1)Provincial and District Trainers assisted by National Level Team(EPI, NCDs, RH, Ministry of Education)
2) District Health Workers by Provincial and District Executives.

	District leaders

-District Development Committee- multi -sectoral
- Ward and Village committees
	-Mobilise communities for HPV Vaccination uptake.
	[Brief overview of cervical cancer and rationale for HPV Vaccination

HPV Vaccination Schedule and Target group

Vaccination Administration Strategies]
	[ Provincial and District teams]


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.; )

	[Pamphlet] 
	[-health workers

-Teachers

-District officials

Parents / guardians

Communities]


	[meetings

Schools

Health Centre

Growth points, Business centres]
	[health workers

Teachers

District officials

Village Health Workers]
	[Daily for two weeks before programme starts.]

	[Banners and Posters
	[Communities

Girls

]
	[Displayed at Health centre,, schools,  Bus stops, growth points, business centres and outreach points]
	[-Teachers

-Health workers

-Community Based Health workers]
	[Daily for two weeks before programme starts]

	[-Radio Announcement

-Texted Messages using mobile phones]
	[- Parents, -Target Group (Girls)

Communities]
	[Radio Information Session

]
	[-Ministry of Health and Child Welfare National level

-Ministry of Education National Level ]
	[Twice weekly before programme starts.


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.

[WHO, UNIICEF and MCHIP Country Office technical Officers are part of the planning, implementation  team, monitoring and evaluation ]
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
	Youth Friendly Service Corners/Centres
	Information on HIV and STI prevention and treatment, prevention of teenage pregnancies and post abortal care, Family planning, Cervical cancer screening
	[Type text]
	[Type text]

	Agency and provider delivering the intervention
	MOHCW/ZNFPC/UNFPA/

WHO/UNICEF/ MCHIP
	MOHCW for coordination of health facility unit friendly corners

ZNFPC for coordination of community based youth friendly centres

UNFPA, MCHIP and WHO for financial and technical assistance
	[Type text]
	[Type text]

	Target population by age, grade, and sex
	14 – 24 years, Male and Female
	[Type text]
	[Type text]
	[Type text]

	Number and types of facilities implementing
	MOHCW- 35 health facilities

ZNFPC- 51 centres

Ministry of Youth- 4 centres


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

	Geographic location(s) of the intervention (where in the country)
	Beit Bridge and Marondera Districts
	[Type text]
	[Type text]
	[Type text]

	Timing of the intervention (when)
	As soon as funds are available to the ministry
	[Type text]
	[Type text]
	[Type text]

	Frequency of the intervention (how often)
	On- going intervention once funds are available
	[Type text]
	[Type text]
	[Type text]

	Coverage of the target population (recent year)
	N/A
	[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
	MOHCW in collaboration with partners
	[Type text]
	[Type text]
	[Type text]

	Collaborating partners
	ZNFPC,UNFPA,WHO  UNICEF, MCHIP
	[Type text]
	[Type text]
	[Type text]

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

	Funding source, if known
	N/A
	[Type text]
	[Type text]
	[Type text]

	Data source(s) for the information on each intervention
	ZDHS, ASRH strategy and Training Manual,MNH Road Map
	[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.

[Beitbridge and Marondera Districts health promotional activities on safer sex practices and for increased uptake of cervical cancer screening services in place though access is still limited. Ministry has plans for scaling –up cervical cancer screening to provincial and district hospitals by end of 2013 using VIA with Cryotherapy and LEEP. Cervical cancer (all cancers) treatment are centralised at two Central Hospitals and clients are referred to the central hospitals for treatment. Palliation is available but with limited access]] 
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.

[Development of the Cervical Cancer prevention and control strategy will be spearheaded by the MoHCW NCDs Unit in collaboration with the EPI and RH units in consultation with relevant stakeholders. There will be close consultation with the Ministry’s department of Policy, Planning, Monitoring and Evaluation during the development process. The Zero Draft Strategy will be circulated and then presented to the Ministry’s Top Management Team for their inputs and further guidance. After the incorporation of inputs from the consultative process the document is taken back to Top Management for Approval and Signing by the Minister of Health and Child welfare.

This will be followed by the Launch of the strategy where local partners, stakeholders, provincial and districts health teams will be represented  and copies of the strategy will be distributed through the Provincial Medical Directors and City Health Departments –each facility will get a copy. Each PMD and City Health Department will be responsible for the training of health workers on how the strategy should be used.]
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
	[Type text]
	[Type text]
	[Type text]

	TAG member involved in cervical cancer strategy
	[Type text]
	[Type text]
	[Type text]

	TAG member involved in cervical cancer strategy
	[Type text]
	[Type text]
	[Type text]

	TAG member involved in cervical cancer strategy
	[Type text]
	[Type text]
	[Type text]


Q45. (Optional)
If present, please describe the distribution of de-worming medication (anti-helminths) in the district(s). 
Both districts have low prevalence (less than 15%) of combined schistosomiasis haematobium and mansoni (Beitbridge 3.4% and Marondera 9%). The recommended intervention for the two districts is screening of the school children and positive cases must be selected for treatment by either haematuria or urine filtration. Treatment can be organised every two years
	Component
	District 1 [Beitbridge
	District 2 (if applicable) [Marondera]

	Organization of the de-worming programme
	[Through the School Health Programme and Health Facilities]
	[Through the school Health Programme and Health Facilities] 

	Lead agency
	[Ministry of Health and Child Welfare]
	[Ministry of Health and Child Welfare]

	Implementing agency and partners
	[Ministry of Health and Child Welfare]
	[Ministry of Health and Child Welfare]

	Funding source(s)
	[WHO, UNICEF, Government of Zimbabwe]
	[WHO, UNICEF, Government of Zimbabwe]

	Frequency and timing of implementation, e.g. twice yearly in March and October
	[every two years]
	[every two years]

	Number in target population by age group and sex
	[not provided], 
	[Not provided

	De-worming coverage by age group and sex
	[Still in its initial stages
	[Still in its initial stages


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). No more being done, concentrating on routine immunisation.
	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).

Not Applicable
	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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