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

HPV Demonstration Programme
Deadline for submission: 17 September 2014
Submitted by:

The Government of Ethiopia
Date of submission: 17 September 2014
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

	Quadrivalent (Merck); a two dose schedule 
	October 2015
	


For more information on vaccines:
http://www.who.int/imhemunization_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 rationale and the expected outcome of the HPV Demonstration Programme Plan.
Human papillomavirus (HPV) infection is now a well-established cause of cervical cancer and there is growing evidence of HPV being a relevant factor in other anogenital cancers (anus, vulva, vagina and penis) and head and neck cancers. HPV types 16 and 18 are responsible for about 70% of all cervical cancer cases worldwide. HPV vaccines that prevent against HPV 16 and 18 infections are now available and have the potential to reduce the incidence of cervical and other anogenital cancers. HPV types 16 and 18 are responsible for about 70% of all cervical cancer cases worldwide. (WHO 2009)

Ethiopia has a population of 20.90 million women ages 15 years and older who are at risk of developing cervical cancer. Current estimates indicate that every year 4648 women are diagnosed with cervical cancer and 3235 die from the disease. Cervical cancer ranks as the 2nd most frequent cancer among women in Ethiopia, and the 2nd most frequent cancer among women between 15 and 44 years of age. Data is not yet available on the HPV burden in the general population of Ethiopia. However, in Eastern Africa, the region Ethiopia belongs to, about 33.6% of women in the general population are estimated to harbor cervical HPV infection at a given time. (GLOBOCAN 2008).
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In Ethiopia, though there are no many studies done in the area, study assessed a five years histopathological results of cervical biopsies indicated that women were affected in their prime age where the mean age was 48 years.  Of 40,872 biopsies, 4155 (10.2%) were of cervical punch biopsies. Of these, 65.5% were indicative of malignancy
. Human papilloma virus was found in 263 of the 284-biopsy specimens (92.60%) and Human Papilloma Virus type 16 was identified to be the most frequent genotype accounting for more than 76% of all HPV species. (Fanta BE.) In a pilot study designed to examine the prevalence and genotypes of HPV in twenty Ethiopian women, clinically diagnosed to have cervical neoplasia, the most frequent genotype identified was HPV16 (13/20).
The country has a cervical cancer prevention and treatment strategy based on Screening programs (traditionally using Pap smears) to identify pre-cancerous lesions and treat them early, saving countless lives (Young BH, 2004). However, in Ethiopia, many women cannot access screening services or do not receive necessary treatment for the pre-cancer that is identified. In most settings, no screening or treatment is available. While in few places, such services are only offered opportunistically due to weak capacity and infrastructure.

However, one of the very important strategies for dealing with cervical cancer is through an early intervention with HPV vaccine. HPV vaccines that prevent against HPV 16 , 18 , 6 and 11 infections are now available and have the potential to reduce the incidence of cervical and other anogenital cancers. This vaccine is available on the global market and licensed for adolescent girls age 9-13. However, they are not normally targeted in routine immunization. Therefore new strategies for effectively delivering the vaccine to this age group are warranted and need to be tested out before they are applied nationally.

The country will draw on its experience with successful introductions of pneumococcal vaccine in 2011, and rotavirus vaccine in 2013. The high school enrolment rate in Ethiopia makes HPV vaccine introduction through primarily school approach possible. Existing cold chain capacity will be utilized and health workers, community leaders, community health volunteers, teachers, parents, and girls themselves will be reached with training and sensitization materials. The demonstration program aims to vaccinate a total of 10,931 girls in Gomma woreda by providing two doses with a minimum interval of six months between doses each year (population figure based on current projections held by the National Statistics Office).

After the first year of the demonstration project, the project will be evaluated with regard to overage achieved, acceptability of the vaccine, feasibility and cost of delivering the vaccine as a national program. Additionally, the demonstration program will determine the feasibility and effectiveness of delivering associated adolescent health interventions in conjunction with the HPV vaccination campaigns. This data will inform the national plan and proposal to GAVI for national introduction of the HPV vaccine in 2017, in line with national health sector transformation plan. It will also contribute to a revision of the national Cervical Cancer Control strategy to incorporate immunization of girls age 9-13.

 COMMENTS   \* MERGEFORMAT Immunization 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 (WHO-UNICEF Estimates)
	Survey

	
	2012 year
	2013 year
	[2012] year
	[Type text] year

	DTP 3
	69 %
	72 %
	66 %
	[Type 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.
Ethiopia National Immunization coverage survey, 2012. The survey provided estimates of DPT 3 coverage among children aged 12-23 months.
Note: The IRC may review previous applications to GAVI for a general understand of country’s capacities and challenges.
3. HPV Demonstration Programme Plan

3.1 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. Also, kindly provide a district level map of the country.
Gomma is one of the 18 districts in Jimma zone. The district population in 2015 is estimated to be 253,048 populations where out of which females and girls from 9-13 years of age constitute 49% and 6.9% of the total population respectively (Census 2007).  The district   is administratively divided in to 36 rural and 4 urban kebeles. Agaro town is the capital city of the district and it is located 405 Km South West of Addis Ababa. Gomma woreda shares border with five other woredas namely Gera, Setama, Sigimo, Gummary and Manna district. Gomma is one of the coffee producing districts in Oromia region.  
	Component
	District 1 Gomma  Woreda 

	Topography (% urban, % semi-urban, % rural, % remote, etc.)
	[urban 5.99%],[rural 94%] national census 2007

	Number and type of administrative subunits, e.g., counties, towns, wards, villages
	[36 Rural and 4 urban kebele], data source [oromia regional data ]

	Total population
	[253,048], data source [projected census 2007]

	Total female population (%)
	[123,994], data source [census 2007, woreda level data]

	Total female population aged 9-13 years (% of total female population)
	[17,444) data source [census 2007, single year population data]

	Number and type of public health facilities
	[36 health post, ,9 health centres  ( data source [oromia regional health bureau) 

	Number and type of health workers in all district public health facilities
	[74 health extension workers, 50 diploma nurses,9 BSc nurses, ,6 with degree and 10 diploma   laboratory  technician, 6 health officers,2 with degree and 10 diploma midwives 8 with degree and 2 diploma environmental health ], 1 pharmacist and 7 druggists data source [oromia regional data

	Number and type of private health facilities
	26 small clinics and 4 medium clinics data source [oromia regional data ]

	Number and type of health workers on staff in private health facilities in the district
	[17 nurses, 2 mid wives, 4 lab technician], data source [oromia regional data]

	Number and type of public and private primary and secondary schools
	[4 government high school], [64 primary government school 4 primary private  school], data source [Oromia region education bureau data]

	 Number of teachers in public and private primary and secondary schools
	[120  government high school teachers, 768 primary government school + 44Private primary school teachers ], data source [Oromia region education bureau data]

	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
	[9 year old girls 4430

10 year old girls 3843

11 year old girls  2784

12 year old girls 2336

13 year old girls 1726, 

data source [Oromia region 2006 EC ]

	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
	9 years old: 0/3431 (0%)

10 years old: 1152/4995 (23%)

11 years old: 0/2017 (0%)

12 years old: 2035/4371 (46%)
13 years old: 903/2629 (34%)

DATA SOURCE: [Oromia region 2006 EC ]**


**The Net Enrollment Ratio (NER) for primary school is 85.4% nationally and 86.8 and 83.9% for male and girls respectively. NER for Oromia region, where Gomma woreda belongs to is 83.6%; Male=86.4% and Girls 80.6% (Ministry of Education report 2005)
Q6.
Please give a brief description of why this district (or districts) was (were) selected to participate in the HPV Demonstration Programme.
Gomma district is located in South West part of the country 350 KM away from Addis Ababa, it is 50 Km away from the zone capital, Jimma. The district is selected because:

Jimma University which is a collaborating partner involved in the monitoring and evaluation of the HPV demo programme which gives a unique opportunity to monitor the programme.
The district represents typical district profile of the country with majority of the dwellers being rural communities. 
The district population is neither too large nor too small, without unique challenges to the EPI program. There is good access to primary health care services as well as the primary school enrolment is more than 75% similar to many districts in the country.
The selection was agreed up on by the technical working group as lessons learnt from Gomma district is believed to be applicable to other districts during national introduction 
Q7.
Please describe the operations of the EPI programme in the district(s) selected for the HPV Demonstration Programme.

	Number and type of administrative subunits (e.g. health facilities) used for routine vaccine delivery 
	[45]

	Number and type of outreach sessions in a typical month used for routine vaccine delivery
	[36 of the health facilities provide monthly outreach services]

	Number and type of outreach sessions in a typical month used for routine vaccine delivery
	[41 of the health facilities provide monthly outreach services]

	Pentavalent 3 coverage
	96] %; year [2012/2013]

	Polio3 coverage 
	[96] %; year [2012/2013]

	Measles first dose coverage 
	78] %; year [2012/2013]

	TT2+ (pregnant women)
	75 %; year [2012/2013]


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.
Gomma woreda was one of the districts selected for the post PCV introduction evaluation conducted in 2013. The evaluation was conducted by a team of experts from WHO regional office and national experts. The observation from the post introduction evaluation was that the district was able to successfully introduce the vaccine without any major operational problems.

The district conducted cold chain inventory, cold chain maintenance and replaced non-functional refrigerators before the PCV introduction and was successful to introduce the vaccine without any constraint in cold chain space constrain.

All health facilities in the district are staffed with health workers and Health extension workers who are trained and capable of delivering immunization services. The reporting timeliness and completeness was 100% where all health facilities submitted their reports with in the agreed reporting period. 
Major issues raised by the district were shortage of kerosene for kerosene based refrigerators which is related with budget as well as availability of kerosene.  For HPV demo program expansion will be done to safely store the vaccine including replacement of the kerosene based refrigerators with energy efficient refrigerators as part of the overall national cold chain rehabilitation plan. 
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 EPI program sometimes use schools as venues to deliver health interventions targeted school ages and also as outreach sites to increase access to communities. Schools have been used in the recent past to deliver tetanus vaccines targeted at female adolescents and during child health campaigns to administer insecticide treated bed nets, Vitamin A, anti-bilharzia and anti-helminth medications. 

Health extension workers also support schools by tracing dropouts and educating families on the importance of education particularly empowering girls to go to school. There are local level forums where the kebele administrators discuss development agenda including health education where both teachers and health workers participate.  

In 2010/2011, during the measles outbreak, the district EPI program organized measles vaccination campaigns in schools in the district to supplement the district overall campaign.
Schools also have health clubs such as HIV/AIDS club which are used for promotional activities such as prevention and control of diarrheal diseases, HIV/AIDS and malaria control.
Q9b.
Please indicate if gender aspects relating to introduction of HPV vaccine are addressed in the demonstration programme?
A study conducted by Jimma university and FMoH in collaboration with PATH assessed  Ethiopian readiness  and Acceptability of HPV vaccine by adolescents, parents and health workers given in conjunction with other health interventions. 

The report emphasized that Parents and adolescents (vaccine recipients) are supportive of the introduction of the vaccine and are willing to receive if it is available. There is a supportive policy environment for the introduction of the vaccine which can be considered as an opportunity to benefit from the new tool and circumvent cervical cancer.

The findings also showed that adolescents are willing to be vaccinated if it is available although they request detailed information about the disease, including its transmission and prevention strategies, the vaccine and its side effects, before they agree to be vaccinated. Similarly, parents and community leaders are willing to have their daughters vaccinated.

The community has a positive attitude towards vaccines in general. The vaccine is intended to be provided to girls in the age group from 9-13 years of age. There is little experience in providing health services to the targeted age groups. Although it is not such a common belief now, there was a belief that TT causes infertility and still some people associate the vaccination of girls with contraception.  This highlights the importance of community education prior to the introduction of the vaccine.
Mostly mothers are decision makers for adolescents and sometimes the school community is also involved in the decision making of school based health interventions. Therefore a comprehensive communication strategy will be designed aiming at mothers and the school community. There will also be a targeted communication approach to increase awareness of adolescent girls on the disease, its transmission, prevention strategies and the vaccine and its side effects.
Q9c.
Please describe any recent evidence of socio-economic and/or gender barriers to the immunisation programme through studies or surveys?

In Ethiopia routine immunization vaccines are given to both male and female sexes and several studies conducted in the past showed no significant difference in utilization of immunization services between male and female sexes (National EPI coverage survey, 2012 and national behavioural determinant survey 2012). However, there is difference in utilization of the service among population of different economic strata where children from highest economic strata were found to be more likely to be vaccinated than those in the lowest strata. Universal access and utilization of immunization services are being assured in Ethiopia through the deployment of health extension workers and using the health development army in both urban and rural settings (2012 national EPI coverage survey)
3.2 Objective 1: HPV vaccine delivery strategy
Q10.
Please describe the primary and secondary HPV vaccine delivery strategies selected (school-based, facility-based, outreach, mixed, other, etc.) and the rationale for selection.
In Ethiopia the age for primary school is from 7-14 years corresponding to grades 1 through 8. 87% of girls 7-14 years in Ethiopia are currently attending school as of 2012 (Ministry of Education report) and 89% of girls in this education level are between 9 and 13 years old (Ministry of Education 2012/13). Therefore, based on the high school enrolment of girls, the selected strategy is school based where the primary target will be primary school going girls in grade 4. The However, since enrolment in Ethiopia primary schools has been increasing; it is likely that the percentage of girls in the population now enrolled is higher.
We expect that with this approach, the majority of girls will be vaccinated at schools using a two dose schedule spaced six months apart. School going girls who miss a dose on the day of vaccination in their school will be vaccinated during the mop up campaigns in the following month, and those who miss both opportunities for their dose will be directed to the nearest health facility to get their HPV doses.

Non-school going girls of age 10 will be targeted through health facility monthly outreaches conducted in the same month as the school doses or will be recruited to receive the vaccine at a nearby health facility or through Youth Friendly Health Services.

In alignment with the Ethiopia school year, which starts in September, in Year 1 the schedule for conducting vaccinations will be as follows:

	September 2013
	Administer Dose 1

	October 2013
	Mop up sessions for Dose 1 in school and outreaches

	March 2014
	Administer Dose 2

	April 2014
	Mop up sessions for Dose 2 in school and outreaches


Depending on lessons learned from the introduction, the Year 2 schedule is anticipated to be similar. Each facility will know the schools in their catchment areas and will create micro-plans for conducting outreach to ensure that all of the doses are delivered within the target month. Mop up sessions will provide opportunities to reach girls that missed previous doses and to target girls out of school.

All doses will be recorded in HPV vaccination card for girls 9-13 years which will be issued free of charge upon vaccination that will allow them to track HPV vaccination completion along with other important health information. 

Vaccination will be administered on a voluntary basis, with parents or children allowed to opt out of services if they prefer.

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 nationwide and in the district(s).
As school attendance is high and drop out is fairly low, a school based vaccine delivery strategy is appropriate for HPV vaccine in Ethiopia. More than 80% of girls 9-13 years attend schools, particularly in urban settings of the country. The percentage of girls attending schools in shashmene District is about 80%

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 and provide information in the table below. Please clarify the rationale for the choice of the target population. 
	Target age or grade
	N. of girls targeted Year 1
	N. of girls targeted Year 2
	Source of data

	[4th grade]


	3843

	In school
	3843

	In school
	[oromia region data]


	[4th  grade]

	1152

	Out of school
	1152

	Out of school
	[oromia region data]


	
	4995

	Total
	4995

	Total
	


Decision to target 10 year old girls was made based on school enrolment rate observed from the woreda data. There is no much study on the age at first sexual contact among girls between 9-13 years of age. The 2005 EFY Ministry of Education report showed that, in Oromia region where the selected district belongs to, girls school enrolment at appropriate age for their grades is 80%. However the actual woreda data shows that 9 years old girls are 100% in school whereas 73% of girls 10 years old are in school while the remaining ones being out of school. Therefore age 10 represents a mix of girls who are in school and out of school that should be reached through a combination of school based and outreach strategies. 
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.

	Age
	Proportion of girls in grade

	Below 9
	0%

	9
	26%

	10
	30%

	11
	21%

	12
	17%

	13
	13%

	Above 13
	6%

	Total
	100%


Note: If the strategy selects eligible girls based on their grade in school, then at least 80% of the girls in the grade should be between 9 and 13 years of age (the WHO recommended age group for HPV vaccine). 

Q14.
Please describe how eligible out-of-school girls will be identified and the mechanism for providing them an opportunity to receive HPV vaccine.
As school attendance is high and drop out is fairly low, a school based vaccine delivery strategy is appropriate for HPV vaccine in Ethiopia. For out of school girls, however health institutions are appropriate place to provide the vaccine. The health extension workers and the community structure, particularly the newly employed social mobilization activity through the use of health development army will be an opportunity to reach out-of-school girls.could play a pivotal role in mobilizing the community and adolescents for immunization at the health facility level. 

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.
The plan is to vaccinate girls in a given school on a single day per dose. However some girls may miss vaccination because they are not at school on the day of vaccination. Therefore mop up sessions are planned in the month immediately following the delivery of each dose in schools. At the same time, information will be given to teachers and community at large that girls who miss vaccination at schools will get their subsequent HPV vaccine dose from an outreach during mop up sessions at the school on a specific day in the following month or at their local health facility at any time. This information will also be included in the health worker training as well as through community sensitization. All vaccinations will be recorded in the woman’s HPV card in order to verify vaccination status and to avoid administering more than 3 doses to any girl.

The family folder which lists all households and individuals with in each house will be used to identify number of girls living in the community but staying out of schools. The list will be shared with health development army and kebele leaders and they will be vaccinated in outreach session organized in the hard to reach areas.

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). 

Ethiopia was able to successfully introduce new vaccine in the past and the country has experience in managing the technical and logistical requirements needed for new vaccine introduction. The country cold chain capacity is being expanded and in the near future there will be adequate space to accommodate all the routine (including Rota) and also the additional HPV vaccine if it is introduced at national level. There will be adequate technical and logistical support to strengthen cold chain, waste management, AEFI management capacities at the demonstration site. The on-going efforts that are being implemented to strengthen routine immunization throughout the country will also benefit the selected demonstration site to implement successfully HPV vaccination for the intended target age groups.  
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 : Gomma
	District 2 (if applicable) 

	Number and type of cold storage facilities
	total number of refrigerators =23 
	[Type text]

	Functioning and working order of the facilities
	[Type text]
	[Type text]

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

	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.]
	[Type text]

	Number and status of vaccine carriers
	[30 vaccine carries, all functional with freeze tag]
	[Type text]

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


Q18.
Additional district cold chain information if necessary:

The cold chain rehabilitation which is prepared following the national cold chain inventory clearly outlines the required additional cold chain equipment and spare parts. Gomma woreda will be prioritized for replacement of kerosene based refrigerators and other non-functional refrigerators with appropriate equipment. More than 2000 SDD refrigerators, and a number of cold boxes and vaccine carriers including spare parts are in pipeline and their distribution will be completed before HPV introduction. The vaccine distribution will be on a monthly basis from zone to woreda and to health facilities. Large proportion of the vaccine will be used in a single day during school vaccination day on a selected month. Therefore no much space will be occupied by HPV vaccine and this should not compromise the normal delivery of routine immunization service.

3.3 Objective 1: HPV vaccine delivery training and community sensitization & mobilization plans
Q19.
Please describe initial plans for training of health workers and others who will be involved in the HPV Demonstration Programme.
The country will draw on experiences from introduction of new vaccines to implement best practices in training and roll out. At the national level, the M & E working group of the EPI coordination committee will be tasked to develop training materials and a training plan. These new materials will utilize existing resources such as the EPI field guide, WHO templates and will also draw on training materials from other countries that have already introduced HPV vaccine. 

The training subcommittee will also be responsible for modifying the existing EPI tools for use in the pilot district only. Training on use of the new tools will be incorporated with the other training modules. Training topics for health workers will include:

· Cervical cancer epidemiology and its prevention

· Link between HPV and cervical cancer

· Role of vaccination in preventing cervical cancer

· Vaccine handling and management

· Record keeping and reporting

· AEFI reporting and management

· Vaccination tools and materials and how they are used.

· How to mobilize and sensitize communities

· Dealing with rumors

Training will be conducted using a two-step cascade. Members of the subcommittee who developed the materials will train district and zonal officers as trainers, including zonal EPI officers, district health officers, district EPI coordinators, primary education advisors, district school health focal points, and other relevant officers. These teams of trainers will then train health workers in the lower level health facilities. All of the health surveillance assistants, all of the nurses, and a selection of clinicians in the district will be trained to provide the vaccine, deliver health information about it, record doses administered, and conduct micro-planning to achieve high coverage in the target population. The trained district staff and the health workers will then be responsible for conducting community sensitization and training of teachers in the district, with a focus on head teachers and the school health teacher in each school.
Q20.
Please describe initial communication plans for sensitizing and mobilizing communities for the HPV Demonstration Programme.
Jimma University and FMOH in collaboration with PATH conducted a research on country readiness for HPV vaccination in which key information pertaining to communication and sensitisation strategies has been collected. The report clearly defined the information gaps and issues that need to be handled before commencement of the HPV vaccination. These results will guide the communication and sensitisation strategy.  The communication working group will use the findings to finalise information, education and communication materials (IEC) that will be used to sensitise and mobilise the community for HPV vaccination. 
Based on the findings of the readiness study, sensitisation and mobilisation will include both electronic materials such as radio where applicable and newspapers, posters and flyers for girls, their teachers and their parents. Also meetings will be held to inform key opinion leaders and stakeholders in the community about the pilot e.g. chiefs, religious leaders, nongovernmental organisations.
A community-based communication strategy will target all of these groups to allay misgivings or misinformation prior to delivery of the first dose in the community.  During the training, the health workers will be sensitised on the IEC materials and asked to make use of them. Plans for community outreach sessions prior to vaccination delivery will be incorporated into the micro-planning by district, and local partners will be involved as they can assist with mobilization through their existing structures.
The participants at district level communication meeting will orient and sensitize the health development army (HDA) members in each kebele (both urban and rural settings). Community conversation meetings will also be organized in each kebele to clarify the community about the HPV demonstration objectives and benefits.
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 risk of community acceptance anticipated while implementing the program might be wrong rumours associating the vaccination with infertility/ for family planning purpose like it was happened for TT vaccination. The other may be a believe that this vaccination program may make adolescents promiscuous due to the fact that teenagers feel that they are protected HPV which is transmitted through sexual intercourse. The parents also may be reluctant at the initial part of the program to let their children get vaccinated. These might be among the challenges believed to be encountered. Locally adapted communication strategy needs to be designed which took in to consideration the local culture, tradition and value system.  One area of focus to convince the community will be the increasing burden of cervical cancer in Ethiopia which is killing thousands mother which every family had at least close sibling or relative is victim of this rampant disease in the community. The communication method designed should try to indicate this is the right, benefit and wellbeing of women and they should stand to reduce the burden of the disease and sufferings of mainly women population.
3.4 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 evaluation will be led by Jimma University and the principal Investigator will be Professor Tefera, dean of Public health medicine and with extensive research experience in field based epidemiological studies. The Co-investigators will be drawn from institutes and individuals with experience, knowledge and understanding of cervical cancer, public health epidemiologists, communication specialists, immunization experts from Ministry of Health and partners. 

Program implementation oversight at national level will be provided through the HPV technical working group which will have sub-group for the Expanded Program on Immunizations (EPI) and the Sexual and Reproductive Health sub-TWG. This task force may include Ministry of Health and Ministry of Education officials from the pilot district and other relevant stakeholders as appropriate. 

The TWG will also have the overall responsibility to endorse the implementation plan and the adaptation of existing M and E tools to include indicators for HPV vaccination and monitoring of vaccination related adverse effects. A task force will be established within the TWG to determine the feasibility of integration into routine service delivery which includes a needs assessment. In addition, information systems will be reviewed, revised and evaluated to monitor implementation including logistics, supply chain management and QC functions such as cold chain procedures.
Evaluations of coverage and access to adolescent health interventions will be conducted post-introduction.

Programmatic assessments will be conducted with the guidance of task force members to monitor progress towards objectives. An evaluation of coverage will determine the mean age of the target group that actually received HPV vaccination and the coverage in specific populations. This will also guide the need for catch-up vaccination campaigns. The direct impact of the HPV vaccine introduction long term will require the development of a national surveillance system for HPV- associated cervical dysplasia. This will require the enumeration of sources currently conducting and reporting cervical cancer screening and the establishment of a national monitoring and evaluation system for these indicators. Ministry of Health will determine their capacity to conduct the specific assessments proposed or if there is need to out-source this activity.
3.5 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.
Forty seven percent of the population in Ethiopia falls under the age of 15. Most health problems of the country are characterized by communicable and preventable health conditions. The health of young, in addition to the communicable and non-communicable diseases burden is affected also by their peculiar characteristics driven by their physical and emotional growth and development process. Cognizant of these facts, Ethiopia has adopted adolescent and youth reproductive health strategy, targeting 10-24 years of age for the period 2006 -2015.
The Maternal Health Case team in the Ministry of Health will identify priority interventions that could be packaged with HPV vaccination through consultations with stakeholders supporting adolescent health strategies. Attention will also be paid to health interventions in the Health Sector Transformation Plan 2016-2020, which identifies a list of priority health interventions to be addressed through a comprehensive package of health services.
Opportunities for integration with HPV vaccination include combining HPV vaccination with the delivery of other EPI vaccines such as School Td vaccine or other health interventions like youth friendly health services, nutrition, water and sanitation education, HIV counselling services, interventions on gender based violence, etc. 

Once the intervention or interventions have been identified, the national task force will be responsible for identifying the lead to conduct the assessment of the adolescent health integration. Major activities will involve revision of the evaluation plan, data collection during the period of Year 2 implementation, with the aim of providing the final report containing recommendations for the national scale up of the vaccine by June 2015.

3.6 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

A national cancer task force is being established with membership from FMOH, WHO, USAID, PATH, CDC, bill & Melinda gates foundation, parliament members, media, ESOG, oncology society and others. The task force will be chaired by H.E the first lady of Ethiopian government. Additionally, A national Non Communicable Disease (NCD) case team is established in the Ministry under the Disease Prevention and Control Directorate and now the NCD is leading the National Cervical Advisory Committee. The advisory committee will develop and guide the implementation of a comprehensive prevention strategy. This committee is composed of technical experts from immunizations, reproductive health, cancer control, and other professional bodies like the association of obstetrics and gynecology, pediatricians, etc.
There is population based cancer registry in Addis Ababa and the plan is to expand this to have facility based cancer registry in all the big hospitals found in all regions of the country. Early screening technique like VIA for cervical screening has so far been established in 25 hospitals found in five big regions of the country. The plan is to expand this service in to 118 hospitals found in all the 11 regions of the country.
The HPV demonstration project will therefore be an additional opportunity to strengthen the comprehensive cervical cancer prevention strategy in Malawi. It is also notable that National HPV vaccine introduction is included in the next Health Sector Transformation Plan 2016-2020, so it has already been incorporated into national strategy documents and planning. 

Following the Year 1 evaluation, and depending on the results, the Ministry may revise the cervical cancer control strategy to incorporate HPV vaccination for 9-13 year old girls. 
3.7 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

	FMOH
	Liya Wondwossen
	National EPI Case Team Coordinator 

	Addis Ababa University, School of Public Health
	Dr. Mitike MOLLA
	Academic institute/epidemiology

	Ethiopian Society of Obstetric & Gynaecologists
	Dr. Yirgu G/HIWOT
	Civil Society Organization and academic institute

	FMOH
	Sr. Etenesh G/HIWOT
	RH and Adolescent Health Officer

	FMOH
	Dr. Yenabeba SIME
	NCD Case Team Coordinator

	FMOH
	Sr. Shewaynesh GEBRU
	Immunization Officer/Communication Group

	FMOH
	Nafkot ABADURA
	Immunization Officer/M & E Group

	FMOH
	Netsanet BERHANU
	Immunization Officer/Logistic Group

	WHO
	Dr. Aschalew TEKA
	Routine Immunization Program Manger

	WHO
	Dr. Kathleen GAllAGHER
	M & E Manager

	FMOH
	Sr. Aster
	RH and Adolescent Health Officer

	UNICEF
	Dr. Tersit ASSEFA
	Immunization Specialist

	CHAI
	Dr. Teklay KIDANE
	Vaccine Project Coordinator

	CCRDA/CORE GROUP
	Dr. Filmona BISRAT
	Project Manager

	IFHP
	Dr. Tesfaye Bulto
	Project Manager


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

	
	Liya Wondwossen
	FMOH
	EPI Case Team Coordinator


3.8 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
	Dr. Ephrem Tekle
	Title
	Director, MCH Directorate 

	Tel no
	+251-912-615651
	
	

	Fax no
	
	Agency
	FMOH

	Email
	Mchdirector.fmoh@gmail.com
	Address
	Ethiopia, Addis Ababa

	
	
	
	


4. 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. Countries should ensure enough time is scheduled for planning activities prior to delivery of HPV1. For programme tracking purposes, Year 1 starts with delivery of the first dose of vaccine. Applicants may want to complete this in MS Excel.
The timeline is of major activities is attached here with and a detailed work plan will be prepared by the TWG.
5. 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
	[GAVI]
	[2,139.04$]
	[2,139.04$]

	Programme management and coordination
	FMOH
	[16,000$]
	[10,000$]

	Cold chain equipment
	
	[Type text]
	[Type text]

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

	Personnel, including salary supplements and/or per diems
	GAVI
	[22,620.32$]
	[22,620.32$]

	Transport
	[GAVI]
	[14,093.64 $]
	[14,093.64 $]

	Training
	[GAVI]
	[9,385.20$]
	[1,043$]

	Community sensitization and mobilization(including IEC Materials)
	[GAVI]
	[20,689$]
	[8,867$]

	Waste disposal
	[GAVI]
	[2,673.8$]
	

	AEFI monitoring
	Partners
	[2,000$]
	[2,000$]

	Monitoring and supportive supervision
	[GAVI]
	[6,818$]
	[6,818$]

	Evaluation of vaccine delivery
	[GAVI]
	[32,000$]
	

	Assessment of feasibility of integrating ADH with HPV vaccines
	[GAVI]
	
	[25,000$]

	Drafting national cervical cancer prevention and control strategy
	[GAVI]
	[4,000$]
	

	Technical assistance from local experts
	[FMOH out of Zone Immunization TAs]
	[24,000$]
	[24,000$]

	Subtotal for which GAVI funds are being requested
	[GAVI]
	114,419.66$
	80,581.00$

	Subtotal from other funding sources
	[FMOH/Partner]
	40,000$
	35,000$

	TOTAL
	[Type text]
	154,419.66$
	115,581.00$


6. Procurement of HPV vaccines and cash transfer
HPV vaccines will be procured through UNICEF. Auto-disable syringes and disposal boxes will be provided.
Please note that, using the estimated total for the target population in the district and adding a 10% buffer stock contingency, the GAVI Secretariat will estimate supplies needed for HPV vaccine delivery in each year and communicate it to countries as part of the approval process. 
Q30.
Please indicate how funds for operational costs requested in your budget in section 6 should be transferred by the GAVI Alliance (if applicable).
Fund will be transferred through the Ministry account by the name of (bank account title) yellow fever vaccination and account number 0160101019100 at National Bank of Ethiopia, P.O. Box 5550 Addis Ababa, and Ethiopia.
7. Financial Management Arrangements Data Sheet
Q31.

	Information to be provided by the recipient organization/country

	1. Name and contact information of the recipient organization(s)
	Federal Ministry of Health

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

The FMOH has been receiving grants from GAVI for ISS,HSS and NVS. The FMOH has also partnership with WHO World Bank, WHO, UNICEF, GFATM, UNICEF and other partners that financially support immunization and other health system strengthening activities.
and provide the following: 
please find the reports annexed
For completed Grants: 

· What are the main conclusions with regard to use of funds? 

For on-going Grants: 

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

Please find attached report on the overall health system financial management
· Financial management (FM) and procurement implementation issues? 

	3. Amount of the proposed GAVI HPV Demo grant (US Dollars)
	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

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

	Yes

	· What is the budgeting process? 
	The budgeting process runs annual cycle and allocation is decided  every year based on evidence submitted by regional health bureaus and FMOH

	· 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? 
	The system used in the Finance and Procurement Director mainly is peach three systems. Recently preparatory activities  are ongoing to introduce IFMIS 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?  
	The organization has finance directorate which is staffed with appropriate mix of professionals including internal auditors. The unit reports on budget utilization and fund availability to different programs on a regular basis.

	· 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. 
	The FMOH has created account by the name of (bank account title) yellow fever vaccination and account number 0160101019100 at National Bank of Ethiopia, P.O.Box 5550 Addis Ababa, Ethiopia. The Bank account is Authorized by:

· Dr. Kesetebirhan Admasu: Minister of Health

· Dr. Amir Aman : State Minister of Health

Mr. Birhanemeskel Getachew   : Finance and Procurement Directorate Director

	·  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?
	Funds are transferred through government bank and deposited in to the government bank account of the sub-national bureaus of health. Regions will submit technical and financial management report and budget utilization will be controlled through the government financial management structure

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

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

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

	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?
	Procurement is done through UNICEF

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

	· Is there a functioning complaint mechanism? 
	Yes

	· What is the staffing arrangement of the organization in procurement?  Does the implementing entity have an experienced procurement specialist on its staff?   
	There is procurement committee staffed with procurement specialists

	· Are there procedures in place for physical inspection and quality control of goods, works, or services delivered?
	Yes


8. Signatures

8.1 Government

The Government of [Ethiopia] 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 [Ethiopia] 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 [Ethiopia] 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 [Ethiopia] 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 [Ethiopia] 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 [Ethiopia]’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.

Q32.
Please provide appropriate signatures  below [image: image2.emf]
Q35.
In case the GAVI Secretariat has queries on this submission, please contact:

Enter family name in capital letters.

	Name
	Dr. Aschalew Teka
	Title
	[National immunization officer]

	Tel no
	0911336737
	
	

	Fax no
	[Type text]
	Address
	[Type text]

	Email
	tekabekelea@who.int
	
	

	Mobile no
	0911336737
	
	


9. Optional supplementary information

Q36. (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]

	Religious leaders 
	[Type text]
	[Type text]
	[Type text]

	Clan leaders
	[Type text]
	[Type text]
	[Type text]

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


Q37. (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, banners, and local radio announces  ] 
	[-health workers

-Teachers

-District officials

Parents / guardians]


	[sensitization meetings, Advocacy  workshops]
	[health workers

Teachers

District officials

Health extension Workers, health developmental army ]
	[Daily for two weeks before programme starts.]

	[Banners and Posters
	[Communities]
]
	[Displayed at Health centre,, schools,  Bus stops, adolescent recreational places, business centres and outreach points]
	[-Teachers

-Health workers

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

	[-Radio Announcement


	[- 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.


Q38. (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.

[Type text]
Q39. (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, 
	[Type text]
	[Type text]

	Agency and provider delivering the intervention
	FMOH/IFHP/UNFPA/

DKT/engender health/ 
	FMOH  for coordination of health facility unit friendly coordination of community based youth friendly centres


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

	Geographic location(s) of the intervention (where in the country)
	
	[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
	FMOH in collaboration with partners
	[Type text]
	[Type text]
	[Type text]

	Collaborating partners
	DKT,UNFPA,WHO  engender health, IFHP
	[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
	
	[Type text]
	[Type text]
	[Type text]


Q40. (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.

The current cervical cancer prevention and treatment services are coordinated and managed by the non communicable disease prevention team which is under disease prevention and control directorate. We have planned to have facility based cancer registry in all the big hospitals found in all regions of the country. Early screening technique like VIA for cervical screening has so far been established in 25 hospitals found in five big regions of the country. The plan is to expand this service in to 118 hospitals found in all the 11 regions of the country. Funding sources are WHO, USAID, PATH, CDC, bill & Melinda gates foundation
Q41. (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]
Q42. (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]


Q43. (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]


Q44. (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]


Q45. (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]


Q46. (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]


Q47. (Optional)
Please describe if the country intends to conduct other research activities alongside the HPV Demo Programme with funding from other sources. 
� Balkachew Nigatu, Yirgu Gebrehiwot , Kassahun Kiros and Wondwossen Eregete. A five year analysis of histopathological results of cervical biopsies examined in a pathology department of a teaching hospital (2003-2007). Ethiopian Journal of Reproductive Health, December2010, Volume 4, Number 1
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