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Application Form for Country Proposals
Providing approximately two years of support for an 
HPV Demonstration Program
Deadline for submission: 15 September 2013
Submitted by
The Government of CAMEROON
Date of submission: [12/09/2013]
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 the 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 PROGRAMS
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 program(s) described in this application. Any significant change from the approved program(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 program(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 program(s) described in this application. The country’s reimbursement must be in USD 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 programs 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 programs 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 programs 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 UNCITRAL Arbitration Rules in force. 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 programs 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 programs 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 which type of GAVI support you would like to apply for.
	Preferred vaccine
(bivalent [GSK] or quadrivalent [Merck])
See below for more information
	Month and year of first immunization
	Preferred second presentation1

	Quadrivalent  [Gardasil]
	November 2014
	Cevarix


Please summarize the rationale for your choice of preferred vaccine. Also, please clarify whether the vaccine is licensed for use in the country.
The choice is based on the following reasons:
· Cameroon’s successful pilot project experience in which 6800 young girls were immunized and: 
· the use of the vaccine was widely accepted;
· no severe AEFI were observed;
· the demand for the vaccine remains high. 
· The efficacy of the vaccine in four strains: 
· High protection against cancers related to HPV 16 and 18 
· Protection against genital lesions (warts) related to HPV 6 and 11
· This protection gets all its importance from the highly prevalent HIV in Cameroon.
· The retail price announced by the manufacturer (4.5 USD per dose) is affordable in the introduction phase nationwide 
· Gardasil is approved in Cameroon
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 rationale and the expected outcome of the HPV Demonstration Program Plan.
As part of phase II of GAVI, the Government of Cameroon has the honor of requesting the introduction of the Human papillomavirus vaccine starting November 2014.
Cameroon has received the support of GAVI Funds for strengthening immunization services since the year 2001, for injection safety from 2003 to 2005, and for the introduction of new and under-used vaccines in EPI such as the yellow fever vaccine in 2004, the vaccine against the tetravalent form of Hepatitis B (DTP-HepB) in 2005, the vaccine against the pentavalent form of type B Haemophilus influenza (DTP-HepB + Hib) in February 2009 and the pneumococcal vaccine in July 2011. Cameroon has enjoyed immunization support for MenAfriVac vaccine in 2011 and 2012 to control epidemics due to the meningococcal A virus.
Such GAVI support has contributed to qualitative and quantitative improvement in EPI performance. National administrative vaccine coverage (VC) for DTP3 has risen from 43% in 2001 to 85.19% in 2012. The percentage of Health Districts with a VC higher than 80% has been constantly improving i.e. 56% in 2007 to 74.58% in 2012. The wastage rate for DTP-HepB + Hib (Penta) has fallen from 12% for 98/167 HDs in 2006 to 6% for 82/181 HDs in 2012.  
     According to Globocan 2008, the incidence of cervical cancer in Cameroon is 1,474 cases out of 6,335 cancer cases in women (23.4%) and is thus 2nd among cancers in women. As women are screened late, the survival rate over the five years is 24.8%. According to the 2002 report of the National Anti-Corruption Committee (NACC) in Cameroon, it was estimated that more than 12,000 new cancer cases were recorded every year and 25,000 people were living with the disease. 1,000 to 1,200 new cases of cervical cancer are recorded annually. In the coming two decades, these figures could double if nothing is done about it. The affected women are often young and have families to take care of. Therefore, the social impact is inevitably high.
The Government of Cameroon has assessed the magnitude of cancer amongst the people, and has thus created the NCCP in January 2002 and nominated directors and members of different commissions in July 2002 (Decision nos. 0153/MSP/CAB of January 31, 2002 and 0321 D/MSP/IG of July 5, 2002).
      In a study about serotype HPV in Cameroon conducted between 2009 and 2012 on a population of 1,470 women aged between 20 and 89 years (average: 42.5 years), HPV prevalence was 23.5%. In 90.3% of cervical dysplasia, the most frequent serotypes in their descending order of frequency are 16, 18, 45, 33, 35 and 68. Serotypes 16 and 18 alone are found in 65.4% of cervical dysplasia cases.
Additionally in Cameroon, the first four HPV genotypes found in cervical cancer cases in their descending order of occurrence are 16, 45, 18 and 82. (For more details on these studies, refer enclosed documents).
     Since 2003, cervical cancer cases in Cameroon have been getting support from the National Cancer Control Program (NCCP). The program has prepared an Action Plan which aims to propose and coordinate policies and strategies to give warning signs of cancer, carry out the screening process, provide treatment and palliative care to patients, collect data, undertake research and mobilize resources.
     In 2010, the Ministry of Public Health in collaboration with the “Cameroon Baptist Convention Health Board” (CBCHB), initiated a pilot study on immunization with the quadrivalent vaccine against human papillomavirus infections for young girls between 9 and 13 years. This study was conducted in three Regions of the country – the Central region (Yaoundé city), the North-East (Bamenda city and Banso village) and the South-West (Mutengene city). The Minister of Public Health along with the CBC-HB inaugurated the Pilot project for HPV immunization. The immunization campaign saw tremendous success overall. 6,865 girls were immunized using the 19,000 vaccine doses originally meant for 6,400 girls. Out of the total number of young girls immunized with the 1st dose, 6,474 (94.30%) could be immunized with the 2nd dose and 5,571 (81.15%) with the 3rd dose. The number of unreached people dropped thanks to the peer-search strategy. Monitoring activities conducted during and after immunization helped observe that no severe AEFI have been recorded to this day.
The Government also encourages private initiative. For example, two NGOs with American partnership (Patcha Foundation in June 2013, PINCC in July 2013) were required to conduct screening for cervical cancer and breast cancer, provide on-the-spot pre-invasive treatment for lesions, and refer confirmed cases to approved hospitals.
     Cameroon requests for new vaccine introduction of the Human papillomavirus vaccine in 2014 as a demonstration program in two health districts under the plan, as part of contribution to reduction in mortality and morbidity of women. The lessons learned during the program will help introduce it at the national level in a better way. By the end of the demonstration phase, the country proposes to achieve a vaccine coverage of at least 80% in the two pilot districts.
The demonstration program for administration of the HPV vaccine must start in November 2014 in the Health Districts (HDs) of Edéa (Littoral Region) and Foumban (Western region). These two Health Districts were selected because they meet the criteria recommended by GAVI. The target population for 2014 is 7,056 (that is, 6,856 girls of primary grade 6) and 200 10-year old out-of-school girls) in Edéa and 8,704 (that is, 8,457 girls of primary grade 6 and 247 10-year old out-of-school girls) in Foumban. The target population of the two HDs gives a total of 15,760 girls to be immunized (The operational costs for the additional 760 girls will be borne by the State of Cameroon).
      The main strategy finalized for delivering HPV vaccines is the school approach. In this way, the young girls of primary grade 6 will be immunized in their institutions. The non-school-going ten (10) year old girls will be immunized at the Health Center (HC) under the fixed strategy community approach, and in the villages under advanced or mobile strategies when such advanced strategy activities are conducted. Mini immunization campaigns will be organized in the primary schools of the pilot districts, to immunize all girls of primary grade 6. Repeat sessions will be organized in the case all girls are not present on the day the immunization team goes to their school. (The School Authority will organize repeat sessions along with the Local Authorities of the HD).
To compensate for the injection they missed taking at school, vaccines will be made available in all health facilities of the concerned districts for immunizing 10-year old out-of-school girls and those studying in primary grade 6 in regular school.
Considering the earlier experiences and lessons learned regarding introduction of new and under-used vaccines in our country and the experience gained during the pilot phase of the HPV vaccine in Cameroon, the main implementation strategies advocated for the success of the demonstration phase are: 
· Improving the supply and quality of immunization services; 
· Strengthening communication/social mobilization by stressing on rumor management;
· Building staff capacities; 
· Adequate supply of vaccines and inputs;
· Strict implementation of immunization safety; 
· Intensification of AEFI surveillance;
· Strengthening monitoring and supervision; 
· Operational research.
The total amount required for the new vaccine demonstration program goes up to 278,000 USD (207,000 USD for the 1st year and 71,000 USD for the 2nd year), that is, a contribution of 50,000 USD by the State and 228,000 USD by GAVI.
 This amount does not include the cost of procuring vaccines.
3. Immunization Program 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 in national DTP3 coverage (percentage)

	Vaccine
	Reported
	Survey

	
	2011
	2012
	2004
	2011

	DTP3
	82.21%
	85.19%
	65.00%
	68.00%


Q4.
If survey data is included in the table above, please indicate the years the surveys were conducted, the full title, and if applicable, the age groups the data refers to.
                           2004: DHS 2004; children of 12 to 23 months
                          2011: DHS-MICS 2011; children of 12 to 23 months
Note: The IRC may review previous applications to GAVI for a general understanding of the country’s capacities and challenges.
4. HPV Demonstration Program Plan
4.1 District(s) profile
Q5.
Please describe which district or districts have been selected for the HPV Demonstration Program, completing all components listed in the table below. Also, kindly provide a district level map of the country.
	Component
	District 1: EDEA
	District 2: FOUMBAN

	Topography (% urban, % semi-urban, % rural, % remote, etc.)
	Urban: 57%; Semi-urban:4%; Rural: 39%. 
Source: General Census of Population and Housing (GCPH) and District Health Service (DHS)
	Urban: 29; semi-urban:21; rural: 50.
Source: GCPH and DHS

	Number and type of administrative subunits, e.g., counties, towns, wards, villages
	Counties: 01;
Administrative Districts: 04;
Source: National Institute of Statistics (NIS)
	Counties: 01;
Administrative Districts: 03;
Source: NIS

	Total population
	145,252 
	179,206

	Total female population (%)
	72,536 (49.93%)
	90,793 (50.66%)

	Total female population aged 9-13 years (% of total female population)
	8,678 (11.96%)
	10,706 (11.79%)


	Number and type of public health facilities
	Regional Hospital (RH): 1; District Medical Centers (DMCs): 7; Integrated Health Centers (IHCs): 20; Private Health Centers (PHCs): 13.
(Source: MINSANTE or MOH mapping exercise)
	DH: 1; PH: 2; DMC: 5; IHC: 47; PHC: 16.
(Source: MINSANTE or MOH mapping exercise)

	Number and type of health workers in all district public health facilities
	72
Physicians: 8%
Nurses: 60%
Paramedics: 15%
Administrative staff: 17%
	68
Physicians: 6%
Nurses: 58%
Paramedics: 14%
Administrative staff: 22%

	Number and type of private health facilities
	13 (6 Religious HCs; 5 profit-making HCs; 2 Medical Clinics)
	17 (6 Religious HCs; 9 profit-making HCs; 2 Medical Clinics)

	Number and type of health workers on staff in private health facilities in the district
	84 (6 Physicians; 18 Technicians; 22 Nurses and 36 Nursing aides)
	208 (9 Physicians; 26 Technicians; 89 Nurses and 84 Nursing aides)

	Number and type of public and private primary and secondary schools
	76 
	122

	Number of teachers in public and private primary and secondary schools
	497
	289

	Estimates of the number and percentage 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: 1536 (83.80%);
10 year old girls: 1585 (88.80)%;
11 year old girls: 1402 (80.70)%;
12 year old girls: 1395 (82.70)%;
13 year old girls: 1285 (78.50)%;
Source: Cameroon MICS 2006 and Cameroon WHO country report 2013 (Age distribution and school attendance of girls aged 9-13 years)
	9 year old girls: 1894 (83.80%);
10 year old girls: 1955 (88.80%);
11 year old girls: 1729 (80.70%);
12 year old girls: 1721 (82.70%);
13 year old girls: 1585 (78.50%) 
Source: Cameroon MICS 2006 and Cameroon WHO country report 2013 (Age distribution and school attendance of girls aged 9-13 years)

	Estimates of the number and percentage 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 year old girls: 297 (16.20%);
10 year old girls: 200 (11.20%);
11 year old girls: 335 (19.30%);
12 year old girls: 292 (17.30%);
13 year old girls: 352 (21.50%);
Source: Cameroon WHO country report 2013 (Age distribution and school attendance of girls aged 9-13 years)
	9 year old girls: 366 (16.20%);
10 year old girls: 247 (11.20%);
11 year old girls: 414 (19.30%);
12 year old girls: 360 (17.30%);
13 year old girls: 434 (21.50%);
Source: Cameroon WHO country report 2013 (Age distribution and school attendance of girls aged 9-13 years)


Q6.
Please give a brief description of why these district(s) were selected to participate in the HPV Demonstration Program.
A performing HD (Foumban) and a non-performing HD (Edéa) in EPI were selected with the idea of representation:
· Edéa: Medium-sized cosmopolitan population; urban, semi-urban and rural topography; industrial city, close to a large metropolitan city (Douala) and siphoning off populations coming from different regions of Cameroon; Christian religion; some secluded Health Areas, average performance in routine immunization (VC: 64% in 2012);
· Foumban: Medium-sized native population (Bamoun); urban, semi-urban and rural topography; predominant Muslim religion; handicrafts; good immunization performance.
These two districts represent Cameroon (ethnically, religiously, socio-politically, in terms of geographical accessibility, etc.) and the lessons learned will be applied at the national level. The success of the demonstration program will guarantee feasibility of the national level plan.
The pilot project was conducted in the two Anglophone regions with satisfactory results.
That is why another Anglophone health district was not selected. Even when the pilot project was conducted in Yaoundé (the capital of Cameroon) in 2011, the Anglophones participated actively.
Q7.
Please describe the operations of the EPI program in the district(s) selected for the HPV Vaccine Demonstration Program.
	Component
	District 1: EDEA
	District 2: FOUMBAN

	Number and type of administrative subunits (e.g. health facilities) used for routine vaccine delivery
	29 Integrated Health Centers (IHCs)
	49 Integrated Health Centers (IHCs)

	Number and type of outreach sessions in a typical month used for routine vaccine delivery
	At least 4 sessions (1 per week); Type: Communication for behavioral change; Social mobilization;
	At least 4 sessions (1 per week); Type: Social mobilization; Communication for behavioral change;

	DPT3 coverage
	64%, 2012
	124%, 2012

	Polio3 coverage
	62%, 2012
	120%, 2012

	Measles first dose coverage
	53%, 2012
	106%, 2012

	Pentavalent 3 coverage
	64%, 2012
	124%, 2012

	TT2+ (pregnant women)
	40%, 2012
	106%, 2012


Comments: Vaccine coverage higher than 100% in the HD of Foumban is due to a reduction in the denominator between 2010 and 2011. The General Census of Population and Housing conducted in 2005 formalized the results in 2010. According to these results, Cameroon has a National Growth Rate of 2.6% between 2010 and 2012 and 2.5% between 2012 and 2015. Therefore, the target population of Foumban in 2010 is 10,314, whereas in 2011, it is 6,734 children, a reduction of 3,580 children from one year to the other.
Q8.
Please summarize the performance of the district EPI program as reported in any recent evaluation, for example identifying resources available, management, successes and challenges.
1- Situational analysis of EPI (cMYP 2011-2015)
· Program Management and Organization
After the last restructuring of the Program, the EPI Technical Advisory Group (EPI-TAG) manages EPI at the central level. This constitutes a Permanent Secretariat and five (5) technical sections. At the decentralized level, the regional units ensure monitoring of the implementation of Program activities. The District Executive Teams carry out an integrated implementation of all programs including EPI.
Training schools for health staff are involved in immunization and operational research activities as part of EPI institutional strengthening. Special Polio Eradication Committees also exist: National Polio Expert Committee (NPEC) and National Certification Committee (NCC). 
EPI has a Norms and Standards document for immunization; this was revised in 2009 to include the introduction of new and under-used vaccines as well as new technologies. There is also a document on National Strategies on Injection Safety.
· Integrated coordination 
The internal organization of the program at the central level is responsible for coordinating EPI activities and so is the Inter-Agency Coordination Committee (ICC) presided by the Minister of Public Health at the national level. His main task is to define the major EPI guidelines/ objectives and mobilize required resources. Meetings with the regions are held every quarter to monitor the progress made.
· Integrated planning at the operational level 
Since the health-SWAp came in 2008, we have witnessed strategic integrated planning under the name of the: “District Health Development Plan”. This plan which is made in the ascending order integrated all aspects of health as well as priority interventions such as EPI and is outlined in the Annual Work Plan (AWP). However, an EPI micro plan must be prepared to include the different components of immunization in a better way.
· Training supervision 
Supervision from Regions to Districts and Districts to Health Areas are irregular. 
Whether it was in the Regions, Districts, or the Health Areas, the reasons given for not having conducted supervision as planned in the EPI review 2005, are:
· Interference with immunization campaigns (NIDs, outbreak of an epidemic, etc.) in 29% of HDs.
· Volume of work in 14% of HDs
· Lack of financial and logistical resources (lack of vehicles) in 14% of HDs
· Geographical inaccessibility,
· Non-integration of programs in 7% of cases.
· Monitoring
Although the implementation of reliable feedback mechanisms are currently being reinforced at all levels and is facilitated by the information tool and internet usage, it is still insufficient. 
The practice of monitoring for action remains insufficient in the Health Districts.
10 Regional Delegations of Public Health (RRPH) organize quarterly coordination meetings. 
· Building capacities
Between 2006 and 2012, EPI provided training in program management to the staff at different levels. The Technical Advisory Group staff, regional supervisors, District Executive Teams, and Directors of Nursing and Nursing-Aide Schools, all of them gained from EPI Intermediate Management Course (MLM Course); some also took the Vaccinology course.
· Trends in EPI performances
From 2007 to 2010, vaccine coverage improved overall for Penta 3 which is an antigen tracer, with a 2 index points’ gain. A 1-point gain was observed between 2007 (82.49%) and 2008 (83.95%), a 4-point deviation between 2008 and 2009 (80.10%), and a 4-point gain between 2009 and 2010 (84.37%). Then again, a slight 2-point deviation was observed between 2010 and 2011 (82.21%).
2- PIE evaluation of PCV-13 and external EPI review 2013
 Evaluation of introduction of the PCV-13 vaccine which took place from May 16 to June 9, 2012 helped identify the gains that contributed to improving different aspects of the program (Vaccine storage capacity, Surveillance, Planning/Training service providers, Communication and advocacy). The evaluation also highlighted the weaknesses in the different components of the immunization system. These weaknesses were also included in the recommendations which if implemented will contribute to an improved EPI performance and boost vaccine coverage having dropped by 2 points in comparison to the period evaluated. 
In addition, Cameroon has just undertaken an evaluation of its immunization program in the month of August. Its outcome will help revise the cMYP 2011-2015.
Q9a.
Please describe any current or past linkages the district EPI program has had with the primary and/or secondary schools in the district, e.g., going to schools for health education, vaccine delivery, sensitization, etc.
Health Districts support the school and/or other educational institutions as part of an outreach exercise for sexually transmitted diseases, HIV-AIDS, hygiene, prevention of cholera and deworming of school-going children (children of 5 to 15 years of age).
Additionally, schools are used as fixed points of immunization during campaigns such as the one against measles in the ten regions of the country May 2012.
Q9b.
Please indicate if gender aspects relating to introduction of the HPV vaccine are addressed in the demonstration program.
· Acknowledging the heavy burden of the HPV infection in women and the efficacy of the vaccine against this virus, GAVI views it as a priority to include this vaccine in the national immunization programs for young girls of 9 to 13 years of age. The special feature of administering the vaccine to young girls alone can be a cause for rumor. Appropriate communication/social mobilization strategies will thus be built into the demonstration program to manage any possible rumors. Also, in order to include young boys in the program, a serious thought will be given to integrating health interventions meant for adolescents. Thus, along with other programs, the country intends to examine the possibility of integrating the program on Population and Family Life Education for HIV-AIDS (POP/FLE/HIV-AIDS), the IEC program for early pregnancies, HIV, contraception and hygiene in educational institutions.
Q9c.
Please describe any recent evidence of socio-economic and/or gender barriers to the immunization program through studies or surveys.
According to the DHS-MICS 2011 Survey, there is no significant difference between the male and female sexes in terms of vaccine coverage (VC Penta3 Male: 68.1%; Female: 68.6%). 
Instead, the difference is significant in terms of vaccine coverage between the richest (87.4%) and the poorest (43.9%);
As per CAP 2011 the main reasons for non-immunization are:
· Fear of side-effects (30.8%);
· Lack of information (28.5%);
· Remote location of health facilities (5.7%);
· Lack of financial means (5.6%);
· Religious beliefs (5.2%);
· Lack of confidence in health staff (4.6%);
· Unavailability of vaccines (2.4%)
· Priority given to profit-making activities (1.8%);
· Absence of decision-making authority of the person in-charge of the child (0.7%);
Note: Immunization under the EPI is free of charge, which affects the economic barriers.
4.2. 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.
Note: If the application proposes to use schools as a venue for HPV vaccine delivery the minimal proportion of girls of the target immunization cohort or target grade that is enrolled in school must be 75% nationwide (not only in the selected district). 
Taking the experiences of other countries into account (Tanzania, Rwanda, Uganda) and the high rate of schooling in the entire country i.e. 95.8 with 99.9% in the Littoral region (Edéa, Source: EESI, NIS, 2012) and 96.7% in the Western region (Foumban, Source: EESI, NIS 2012), the main strategy decided upon for HPV vaccine delivery is the school approach. Through this, young girls of primary grade 6 will be immunized in their institutions. The non-school-going girls of ten (10) years of age will be immunized under the community approach using fixed strategy at the health center and advanced and mobile strategies in the villages, and by employing pilot project strategies (e.g. Mother-child approach in the community where immunization is carried out for girls and cervical cancer screening is carried out for mothers.)
Mini immunization campaigns will be organized in primary schools of pilot districts with the aim to immunize all girls of primary grade 6. Repeat sessions will be organized if all the girls are not present on the day the immunization team visits their school. (The School Authority organizes the repeat days along with the Local Authorities of the HD).
The search for unreached people through community liaisons and peer-search will help minimize drop-outs.
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).
The percentage of girls of the target age group which are attending school in the health districts of Edéa and Foumban are 80% and 75% respectively (Source: MINEDUB school chart/
MINESEC 2011) as against the regional average of 99.9% in the littoral region and 96.7% in the West 
(Source: EESI, NIS 2010)
Q12. Please identify a single year of age (or single grade in school) target immunization 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
	No. of girls targeted Year 1
	N. of girls targeted Year 2
	Source of data

	Primary Grade 6
	15,313

	In school
	15,659

	In school
	 Cameroon WHO country report 2013

	10 years

	    447

	Out-of-school
	     457

	Out-of-school
	Cameroon WHO country report 2013

	
	15,760

	Total
	16,116

	Total
	


Classes of primary grade 6 were selected because they have 80% of the girls of 9 to 13 years of age, as per the results of the study carried out: “Cameroon WHO country report 2013 (Age distribution and school attendance of girls aged 9-13 years)” 
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 the class

	Less than 9 years
	    399   (2.53%)

	9
	  2,753 (17.47%)

	10
	  2,561 (16.25%)

	11
	  2,492 (15.81%)

	12
	  2,420 (15.36%)

	13
	  2,349 (14.90%)

	More than 13 years
	  2,765 (17.54%)

	Total
	15,760 (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 the HPV vaccine.
The Ministry of Youth Affairs and Civic Education and the Ministry of Social Affairs will be made to contribute to identifying the non-school-going girls. 
Further, the program will be carried out in collaboration with the traditional, religious, and political authorities, the regional and local authorities, NGOs/Associations, and community liaisons to search for young girls in the community.
They will be directed to the nearest point of immunization (fixed strategy for health facilities and advanced and mobile strategies for villages).
Q15.
Please describe the mechanism for reaching all the target girls with three doses who were missed on the main immunization days, specifying plans for reaching hard-to-reach or marginalized girls. 
Special efforts will be made to ensure that all girls are present in the institution on the day of immunization.
To administer the three doses to all the target young girls who were absent during the main immunization days, the immunization notebooks and registers containing all the contact details of the girls and their parents will be used to help identify the girls who were absent. The community liaisons of the villages will be responsible for identifying and bringing the unreached people back to the nearest immunization point. Peer-search will also be employed.
For outreach exercises before and during the activity, messages, commercials and micro programs will be broadcast by the local media. Young leaders on the radio will also be a regular feature provided for. Reminder messages will be aired in Churches and Mosques.
Outreach meetings for parents will be organized a few days before the date of immunization, with the support of the Directors of institutions and offices of Pupils’ Parents’ Association (APE) and health clubs.
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). 
All health facilities of the two districts have staff responsible for routine immunization activities and surveillance. This staff will be trained to integrate the HPV immunization in their activities. Similarly, the school authorities will be invited to take part in the preparatory activities and training activities for the stakeholders to facilitate their actual involvement during the implementation and evaluation phases. 
Delivery of vaccines is made twice a year from the regional warehouse to the HDs. The first delivery will be made two weeks before the launch of the campaign and the quantity delivered will be for the first and second doses. The last delivery will be made in the month of April 2015. Delivery of vaccines to the health centers will be made together with the other vaccines on a monthly basis as per the requirement in each health area.
· Central level:
From 2007 to 2010, the implementation of the cold chain restoration plan helped improve the coverage rate in terms of the cold chain equipment needs in compliance with the WHO/UNICEF standard of 33% to 69%.
1- Cold chain logistics
· The table below gives the status of positive storage capacity (liters) for the preservation of routine EPI and HPV vaccines at the central level.
Table6: Capacity and costs (for positive storage) at the Central Level
	
	(Central warehouse)
	
	
	
	
	
	
	

	
	
	Formulae
	2010
	2011
	2012
	2013
	2014
	2015

	A
	Total annual volume of vaccines in positive storage
	Figure obtained by multiplying the total number of vaccine doses by the volume per dose
	27,734 liters
	29,604 liters
	65,588 liters
	95,377 liters
	100,509 liters
	108,712 liters

	B
	Total existing net positive capacity of the cold chain
	#
	53,662 liters
	53,662 liters
	53662 liters
	53662 liters
	53662 liters
	53662 liters

	C
	Estimate of the minimum number of annual shipments required for the actual cold chain capacity
	A/B
	0.52
	0.55
	1.22
	1.78
	1.87
	2.03

	D
	Number of annual shipments
	On the basis of the national vaccine shipment plan
	4
	4
	4
	4
	4
	4

	E
	Difference (if applicable)
	((A/D) - B)
	- 46,728 liters
	- 46,261 liters
	- 37,265 liters
	- 29,818 liters
	- 28,535 liters
	- 26,484 liters

	F
	Estimate expansion cost
	US $
	$0
	$0
	$0
	$0
	$0
	$0


Keeping the planned supply pace in mind and in view of row E of the table above, we can say that the positive storage capacity available at the central level can accommodate Rotavirus and HPV vaccines to be introduced in the two districts in 2014. It must be noted that the target population for this immunization exercise in the two HDs represents only around 0.1% of the total population of the country.
· Regional level:
Table7: Capacity and costs (for positive storage) at the Regional Level
	
	Intermediary warehouses

	2013
	
	

	 
	 
	Formulae
	LITTORAL
	WEST

	A
	Total annual volume of vaccines in positive storage
	Figure obtained by multiplying the total number of vaccine doses by the volume per dose
	  11,266 liters
	       7,019 liters

	B
	Total existing net positive capacity of the cold chain
	#
	    9,105 liters
	     14,760 liters

	C
	Estimate of the minimum number of annual dispatches required for the actual cold chain capacity
	A/B
	1.24
	0.48

	D
	Annual number of shipments
	On the basis of the national vaccine dispatch plan
	2
	2

	E
	Difference (if applicable)
	((A/D) - B)
	- 3,472 liters
	- 11,250 liters

	F
	Estimate expansion cost
	US $
	$0
	$0


As shown in row E of the table above, the refrigerated storage capacity of the two concerned regions is sufficient to accommodate all vaccines including the HPV vaccine till the end of the demonstration program.
· In the District Health Service (DHS):
With the introduction of the cervical cancer vaccine in 2014 and Rotavirus diarrhea vaccine, the preservation capacity in the HDs is as follows: 
Table8: Capacity and costs (for positive storage) in the Health Districts
	Health District Service warehouses

	2013
	
	

	 
	 
	Formulae
	EDEA
	FOUMBAN

	A
	Total annual volume of vaccines in positive storage
	Figure obtained by multiplying the total number of vaccine doses by the volume per dose 
	           564 liters
	         706 liters

	B
	Total existing net positive capacity of the cold chain
	#
	             55 liters
	        156 liters

	C
	Estimate of the minimum number of annual dispatches required for the actual cold chain capacity
	A/B
	10.26
	4.52

	D
	Annual number of dispatches
	On the basis of the national vaccine dispatch plan
	12
	12

	E
	Difference (if applicable)
	((A/D) - B)
	- 8 liters
	- 97 liters

	F
	Estimate expansion cost
	US $
	$0
	$0


The annual capacity required to accommodate all EPI vaccines including the HPV vaccine during the demonstration period in the Edéa and Foumban districts are 564 and 706 liters respectively. With the existing capacity of 55 liters in the Edéa district and 156 liters in Foumban and a monthly supply pace, the two districts have an excess capacity of 8 (Edéa) and 97 (Foumban) liters. Consequently, we can conclude that the cold chain equipment currently available helps accommodate all EPI vaccines including the HPV vaccine till the end of the demonstration program.
2- Vehicles and transport:
The Health Districts of Edéa and Foumban do not have a service vehicle; the dispatch truck available at the central level will be used for delivering the vaccines to each administrative center of the region. The vehicles in the Regions will in turn deliver the vaccines to the Districts.
The Health District of Edéa enumerates 11 Health Areas out of which 8 are equipped with a motorbike, and the one in Foumban enumerates 20 Health Areas out of which 10 are equipped with a motorbike. The officials in the Health Areas will come to take their supplies from each Health District; the areas that do not have a motorbike will be sent their supplies using the motorbike of the district.
Supervision and monitoring will be done using vehicles from the regional and central levels or on rented ones. Supervision in the Mouanko island (a district of Edéa) and Magba (a district of Foumban) will be done with the help of a rented speedboat.
3- Waste management:
Used syringes will be collected in safety boxes from each immunization point, and burnt and buried in pits as per WHO norms to be built in each health facility, in the absence of incinerators in these HDs.
4- Adverse Events Following Immunization:
AEFI Surveillance will be done as per the current system in force in the immunization program. 
Cameroon has a pharmacovigilance committee which is responsible for monitoring AEFI cases related to immunization activities. This committee will be responsible for training the service providers in immediate AEFI surveillance (15 minutes of observation after an injection) and all stakeholders in passive monitoring during the week following the injection. Health professionals will be responsible for monitoring the AEFIs.
5- Past experience in new vaccine introduction:
During the past years Cameroon has built a solid experience in introducing new and under-used vaccines. The lessons learned were identified thus: 
In the preparatory phase
· Close monitoring after training the service providers;
· Implementation of a mass communication program, increased constant close communication and advocacy at all levels including implementation of a rumor management system;
· Preparing a detailed schedule of introductory activities at the regional and the district level; 
· Making specimens of new vaccines available during the training of service providers;
· Collaboration at all stages of project planning and implementation between the different ministries involved.
In the implementation phase 
· Simultaneous introduction of the new vaccine in all districts;
· Doubling of effort in implementing immunization through advanced strategy in the Health Areas;
· Retraining service providers in cold chain management and vaccine management in all the districts ;
· Strengthening the AEFI management system;
· Strengthening the waste management system.
In the evaluation phase
An evaluation of the demonstration program will be carried out one month after administering the third dose of the first year. This will include a vaccine coverage survey, finalizing evaluation of interventions for adolescents and analysis of activity costs for the first year of demonstration. The country will request technical support for the protocol and in implementing different aspects of evaluation. In this way, the monthly meetings of the operational research country team and of the Research Division will be held soon after approval of the Cameroon project by GAVI, to plan for preparatory activities and implementation of different surveys. 
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 Program.
	Component
	District 1 EDEA
	District 2 FOUMBAN

	Number and type of cold storage facilities

	Number of positive cold chain appliances: 23
Type: Dometic TCW 2000 and Sibir
Number of negative cold chain appliances: 3
Type: VELFROST 314 : 
	Number of positive cold chain appliances: 34
Type : Dometic TCW 2000 and Sibir
Number of negative cold chain appliances: 2
Type: VELFROST 314 : 

	Functioning and working order of the facilities
	Good
	Good

	Storage capacity (any excess)
	Sufficient
	Sufficient

	Distribution mechanism
	-Storage at the DHS.
-Monthly delivery to the Health Areas 

	-Storage at the DHS.
-Monthly delivery to the Health Areas 


	Number and status of vaccine carriers
	56 (good condition)
	31 (good condition)

	Number and status of icepacks (any shortages or excess)
	450 (excess)
	300 (excess)


Q18.
Additional district cold chain information if necessary:
The cold chain capacity available in the two districts is sufficient to accommodate the vaccines for the demonstration phase.
Vaccines will be made available twice a year at the regional warehouses (October and April). HD supplies will also be provided twice a year. The first delivery will be two weeks before the launch of the campaign (quantities will be for the first and second doses), and the last delivery will be in the month of April 2015. Health Center supplies will be provided as per requirement on a monthly basis along with the other vaccines supplied to each Health Area. 
4.3. 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 Program.
Training will be given in two stages:
· Training the trainers at the central level (EPI, NCCP, MINESEC, MINCOM, NGO);
· These trainers will be responsible for sequential training in the 2 districts to train supervisors, other trainers as well as immunization workers, school teachers and social mobilization workers. 
	Activities
	Period
	Manager

	Preparing training modules for service providers, teachers and members of the community
	From March to May 2014
	EPI-TAG/NCCP

	Workshop to validate the training modules
	June 2014
	TAG, EPI, NCCP, PHD, FHD

	Preparing training documents 
	July 2014
	TAG, EPI, NCCP, PHD, FHD

	Training trainers and supervisors at the central and regional level
	August 2014
	TAG, EPI, NCCP, PHD, FHD

	Training trainers and supervisors in the health districts
	September 2014
	TAG, EPI, NCCP, PHD, FHD

	Training the officials in health facilities, teachers and community members in the Health Areas.
	October 2014
	TAG, EPI, NCCP, PHD, FHD


Q20.
Please describe initial communication plans for sensitizing and mobilizing communities for the HPV Demonstration Program.
The experiments in Cameroon and other countries in introducing a new HPV vaccine for young girls of 9 to 13 years can face obstacles and reticence of the beneficiary populations and other members of the community. The strategies mentioned below will be implemented to minimize obstacles and get all stakeholders to lend support and be involved in the success of the intervention:
· Advocacy to the authorities;
· Social mobilization and Partnership;
· Communication for change in behavior and for social change;
· Building capacities;
· Production and broadcast of communication material;
· Monitoring and evaluation.
For this, we need to inform, educate and sensitize the population about the advantages of the new vaccine for the health of the population in general, and for young girls in particular. To get the people to work towards conserving their health, we have to build their capacities so that they can make use of this operation conducted by the public authorities and their partners for the greatest development of their health. Removing these obstacles and others calls for implementation and strengthening of all strategies of Communication for Behavioral Change (CBC) such as:
1- Social Marketing / EIC: will aim to involve parents, heads of educational institutions and teachers by sending out essential messages (disease, prevention through HPV vaccine and its advantages…). These messages can be spread by teachers during their classes and aired as per requirement.
2- Advocacy at all levels involves administrative, religious, and traditional authorities, opinion leaders, NGOs/Associations and the civil society.
3- Building capacities of the people so that they can make use of this operation (immunization) conducted by the public authorities and their partners for the greatest development of their health.
4- Social Mobilization (MobSoc) aims to sensitize the masses (population and communities while introducing the vaccine) and is a step in the campaigns. This includes training for supervisors, social mobilization workers, district focal points and regions, preparing material and using media, etc.
5- Pre-tests of messages and communication material.
6- Final evaluation meetings.
In addition to the traditional communication activities listed below and to reinforce people’s involvement in the demonstration program, training modules and communication plans will be prepared to train and sensitize media persons, health personnel, teachers, and community members about the benefits of immunizing young girls against HPV. Leaflets, posters, and other visual material will also be produced to raise awareness.
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 program implementation to promote acceptability.
Barriers/ obstacles that can act as constraints in community acceptance and vaccine administration in these two districts are of three types:
· Seclusion of some Health Areas (islets) in the Health Districts of Edéa
· Existence of special populations (nomads and indigenous Bororo people) in the Health District of Foumban
· The risk of false messages being spread about the HPV vaccine, as was the case during the pilot project.
To find a solution to the problem of seclusion, the strategies employed as part of the routine EPI and immunization campaigns will be implemented. People will be requested to help with their speedboats and pirogues for transporting vaccines and immunization workers to remote areas.
For special populations that make up a majority of the out-of-school target population, traditional and religious authorities will be made to help facilitate immunization of this population at the Health Centers and villages.
Finally, to ensure that there is no room for false messages or rumors about the HPV vaccine, communication will be strengthened. Accordingly, organizing advocacy and information meetings about the current situation of cervical cancer in the world, in Africa, and in Cameroon is most essential for greater mobilization. The administrative authorities of the Departments of Noun and Sanaga-Maritime represented by the Prefects will provide impetus and ensure coordination among operations. A special plea will be made to the Administrative Districts governed by the Prefects in the presence of political, religious and traditional authorities to explain the reasons for introducing the new vaccine and its benefits for the health of the target population. Social mobilization meetings at all levels with the local authorities, local associations, religious and traditional leaders, and representatives of sectors brought together at the decentralized level (Departments and Administrative Districts) to seek their support and eventual involvement during the campaign to mobilize the community for the new vaccine. Radio/TV programs with the participation of the administrative, political and technical authorities is an eventual requirement to explain the benefits of the vaccine to the people along with the strategy details, and especially for the target group, to help them understand that cervical cancer occurs only in women; prevention through immunization should start much before starting sexual activity. Mobilization workers will have to give information before and during the immunization sessions, to the target group, parents and relatives to facilitate immunization of girls between 9 and 13 years of age. Organizing educative interactions will be important for exchanging ideas and information specific to the reticent lot. 
Key messages related to new vaccine introduction (target group, mode of administration, date of immunization, immunization strategy and benefits) will be formulated. Messages will be spread through the available channels (radio, television, religious leaders, traditional leaders, mobilization workers, etc.). Communication material (essential message cards, banners, T-shirts, posters, visors, prospectus, pamphlets, labels, etc.) will be prepared to assist mobilization workers and media professionals in sensitizing the community. Training or briefing sessions will be organized for the communicators.
Evaluation of communication will be one of the components of evaluation of new vaccine introduction in the Health Areas and Health Districts involved.
4.4. Objective 1 : HPV vaccine delivery evaluation plan
Q22.
Indicate the agency/person who will lead the evaluation required for the “Learning by Doing” objective.
The National Institute of Statistics will be the appointed agency to carry out this evaluation. The choice of National Institute of Statistics (NIS), Yaoundé, Cameroon, is based on a series of experiences in surveys conducted as part of the immunization exercise (CAP 2011, DHS 2004 and DHS-MICS 2011 surveys).
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.
As part of assessing adolescent health interventions, the country plans to assess the deworming exercise in school-going children in the HDs of Foumban and Edéa, which will be done alongside the administration of the first dose of HPV vaccine. A descriptive cross-disciplinary study will be conducted in the Health Districts with the target group of girls of 9 to 13 years of age from primary grade 6. Therefore, the National Program for the Control of Schistosomiasis and Helminthiases which are part of TAG, will be called upon along with the Department of operational research of the Ministry of Health and the country team responsible for operational research that the WHO has recently set up to carry out this assessment. Preparatory activities (developing the procedure and submitting it to the national ethical committee) will start as soon as the Cameroon Demonstration Project will be approved by GAVI under the supervision of TAG. These will involve an analysis of the performance of this activity during the scholastic year 2014-2015 and the three preceding years and its comparison with the performance of the immunization activity for young girls during the first demonstration year.
4.6. Objective 3: Development or review of the cervical cancer control or prevention strategy
Q24.  Please summarize the planned activities for the development or review of a national cervical cancer prevention and control strategy, such as planning milestones, stakeholder meetings, and methodology for developing the strategy, process for identifying a lead for this activity, and the process to involve the TAG in this work.
The Cancer Control Plan in Cameroon will be reviewed to integrate the activities related to cervical cancer prevention through the HPV vaccine. Hence, a technical sub-committee of the HPV TAG made up of experts on the Cancer Control Program, experts in managing disease control, gynecologists, and pathologists will be set up to coordinate this activity. This committee will be responsible for submitting a draft of the new cancer control plan and an activity schedule for the plan to be implemented during the demonstration phase to the TAG for approval.  The committee will be placed under the technical coordination of the Permanent Secretary of the National Cancer Control Program.
4.7. Technical advisory group
Q25.
Please identify the members and terms of reference for the multi-disciplinary technical advisory group which will develop and guide the implementation of the HPV Demonstration Program and list the representatives (at least their positions, and ideally their names) and their agencies.
· Countries are encouraged to use their ICC or a subgroup of the ICC to train the multi-disciplinary TAG.
· The TAG must at least have representatives from the national EPI program, 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/Organization
	Name/Title
	Area of Representation1

	Expanded Program on Immunization
(MOH)
	Dr. Marie KOBELA / Permanent Secretary of the EPI-TAG.
	Expanded Program on Immunization

	Cancer Control Program 
(MOH)
	Pr. Anderson DOH / Permanent Secretary of NACC.
	Cancer Control Program 


	Ministry of Secondary Education
	Dr. Amidou NSANGOU / Director of academic orientation, health and extra-curricular activities
	School health

	Ministry of Primary Education
	Mr. Jean Didier NWAHA / focal point MINEDUB
	School health

	FHD (MOH) 
	Pr. Robinson MBU 
	Family health

	PHD (MOH)
	Dr. SA’A
	Health promotion 

	Ministry of Women's Empowerment and the Family
	M. Pierre Damien ENGUENE 
	Woman and family

	WHO
	Dr. Gerald Etapelong SUME
	Expanded Program of Immunization and Child Survival

	UNICEF
	Mr. GEOFF WIFFIN
	Adolescent Health

	UNFPA
	Dr. Nicole ETEKI TAMBA
	Maternal and adolescent health

	PNLSchisto.
	Pr. TCHUEM TCHUENTE
	Schistosomiasis and helminthiases control

	 Cameroon Baptist Convention 
	M. Simon MANGA
	Mother’s health

	SOCHIMIO (NGO)
	Pr. Paul NDOM
	Cancer control

	Cameroon Society of Gynecology
	Pr. Robert LEKE
	Promoting reproductive health

	Cameroon Society of Pediatrics
	Pr. TCHOKOTEU
	Promoting child health

	Cameroonian Association of Women Doctors (ACAFEM)
	Dr. Micyline TCHANA
	Promotion of health 


Some members of the TAG are representatives of their ministries/ICC bodies and are also members of the ICC Technical Sub-Committee under formation to take on the responsibility of reading all technical documents before they are presented to the ICC.
1The area of representation includes cancer control, non-communicable diseases, immunization, adolescent health, school health, reproductive health, maternal or women’s health, cervical cancer prevention, nursing associations, physicians, health communication, midwives, civil society groups, 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/Organization
	Area of Representation

	Chairman of the Technical Advisory Group
	Pr. Anderson DOH
	Cancer Control Program
	Cancer control


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 Program, taking note that an EPI technical officer/head/manager might be most suitable given their current role and responsibilities.
Enter the family name in capital letters.
	Name
	Dr. Marie KOBELA
	Post
	Permanent Secretary of the EPI-TAG

	Tel. no.
	+237 22230942;
+237 99567425
	
	

	Fax no.
	+237 22230947
	Agency
	Expanded Program on Immunization – Technical Advisory Group (EPI-TAG)

	Mail
	mariekobela2006@yahoo.fr
	Address
	Ministry of Public Health, B.P. 2084 Yaoundé, Messa, Cameroon

	
	
	
	


5. Timeline
The HPV Demonstration Program 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 Program timeline
	
	First round of vaccination
	Evaluation of first round
	Second round of vaccination

	
	Assessment feasibility integrated delivery
Start cancer control strategy
	If feasible, test the joint delivery of services
Finalization 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/ review of a national cervical cancer prevention and control strategy planned for the HPV Demonstration Program. Countries should ensure enough time is scheduled for planning activities prior to the delivery of HPV1. For program tracking purposes, Year 1 starts with the delivery of the first dose of vaccine. Applicants may want to complete this in MS Excel.
	Activity
	2013
	2014
	2015
	2016

	 
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	April
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	 

	TAG Meeting
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Reviewing the implementation plan
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Submitting the plan to GAVI
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Briefing key stakeholders
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Establishing the implementation team
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Establishing the team to conduct assessment of adolescent interventions
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Establishing the team to work on cervical cancer strategy
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Adapting IEC materials & communication plan
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Reviewing and revising immunization forms
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Confirming the space available in the district cold chambers
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Clearing the vaccine supply from customs
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Developing methodology for assessment of adolescent interventions
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Developing training plan
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Developing a plan with key stakeholders for the process of developing / revising cervical cancer strategy
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Micro planning at the district level
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Implementing a communication strategy in the district
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Transporting vaccines to the district
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Developing an evaluation plan
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Conducting assessment of ADH interventions
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Administering dose 1
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Mop-up sessions for dose 1
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Administering dose 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Mop-up sessions for dose 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Administering dose 3
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Mop-up sessions for dose 3
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Preparing a draft outline for cervical cancer control strategy
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Collecting data to evaluate feasibility
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Conducting coverage survey
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Collecting cost data
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Analyzing evaluation data
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Writing a preliminary report of evaluation
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Writing a preliminary report of feasibility assessment of ADH interventions
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Reviewing results from year 1 and outlining any program delivery changes for year 2, including whether to do joint delivery of the HPV vaccine and an ADH intervention
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Submitting a financial report to GAVI (15 months after funds were disbursed from GAVI)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Submitting a progress report to GAVI
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	If applicable, completing and submitting GAVI application for national introduction
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Top-up training or micro-planning delivery reviews for year 2.
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	If applicable, completing and submitting GAVI application for national introduction
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Micro-planning delivery for year 2. If joint delivery done in year 2, reviewing year 1, evaluation plan for year 2.
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

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

	Transporting vaccine supply to the district for year 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Implementing a communication strategy in the district
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Preparing a first draft of the overall cervical cancer control strategy.
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Administering dose 1 of year 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Mop-up sessions for dose 1 in year 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Administering dose 2 of year 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Mop-up sessions for dose 2 in year 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Administering dose 3 of year 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Mop-up sessions for dose 3 in year 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	If no joint delivery, gathering reports on routine program and their monitoring for synthesis of outcomes
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	If joint delivery done in year 2, conducting a coverage survey
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	November 

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

	Preparing a second draft of the overall cervical cancer control strategy
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	February to March

	Drafting an evaluation report for year 2 immunization
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

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

	Submitting financial report to GAVI (15 months after funds were disbursed from GAVI)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	November

	Submit final progress report to GAVI
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	November

	Submit last draft of cervical cancer control strategy to MOH
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	November

	Holding a dissemination meeting to key stakeholders
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	June


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 1

	TAG meetings
	GAVI
	1,000
	-

	Program management and coordination
	GAVI
	3,000
	2,500

	Personnel, including salary supplements and/or per diems
	GAVI
	25,000
	16,000

	Training
	GAVI
	10,000
	2,500

	Community sensitization and mobilization
	GAVI
	15,000
	5,000

	Waste disposal
	GAVI
	10,000
	5,000

	AEFI monitoring
	GAVI
	8,000
	5,000

	Subtotal GAVI 1
	72,000
	36,000

	Evaluation of vaccine delivery (post-campaign evaluation)
	GAVI
	25,000
	0

	Assessment of feasibility of integrating ADH health interventions with the HPV vaccine delivery
	GAVI
	35,000
	25,000

	Developing a national cervical cancer prevention and control strategy (plan review) 
	GAVI
	15,000
	0

	Technical assistance from local experts
	GAVI
	20,000
	0

	Subtotal GAVI 2
	95,000
	25,000

	Total GAVI funding
	167,000
	61,000

	Cold chain equipment and maintenance
	STATE
	25,000
	

	Transport (including vaccine pick up and distribution)
	STATE
	10,000
	5,000

	Training supervision and monitoring 
	STATE
	5,000
	5,000

	Total State funding 
	40,000
	10,000

	 GENERAL TOTAL (GAVI + STATE) 
	207,000
	71,000


7. Procurement of HPV vaccines and cash transfer
HPV vaccines must 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).
In the existing GAVI account in the country.
8. 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)
	Expanded Program on Immunization (EPI)
Tel: +237-22 23 09 42
E-mail: gtc_pev@yahoo.fr

	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/GAVI
If YES,  please state the name of the  grant,  years and grant amount: 
Name
Year
Amount USD
ISS1
2001
553,500
ISS2
2001
553,500
ISS3
2001
553,500
Reward 1
2002
265,880
Reward 2
2003
1472980
Reward 3
2004
271,260
Reward 4
2005
1266000
Reward 5
2006
479,000
Reward 6
2011
615,000
New vaccine introduction: 
 2008: Hib
 2010: PCV13
258,500
265,580
and provide the following information: 
For completed Grants:  
· What are the main conclusions with regard to use of funds?
· Significant improvement in vaccine coverage which rose from 43% in 2001 to 84.37% in 2010 and from 82.21% in 2011 to 85.19% in 2012. 
For on-going Grants: 
· Most recent financial management (FM) and procurement performance rating?
· Finalization of the GAVI Funds Audit Report 2011 and its transmission to GAVI in December 2012.
· Financial management (FM) and procurement implementation issues?  
Financial Management Assessment (FMA) done in 2009, followed by preparation of a manual of procedures for GAVI Fund Management with the recommendations that are currently being implemented.

	3. Amount of the proposed GAVI HPV Demo grant (USD)
	238,043 USD

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

	· Will the GAVI Demo Program 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?
	There is a Comprehensive Multi-Year Plan (cMYP) for the period 2011-2015 prepared with all the partners (the WHO, UNICEF, SVI, etc.). It enumerates all activities conducted during this period. The cMYP is a result of the NHDP 2011-2015, which in turn resulted from the Document on the Health Sector Strategy.
On the basis of cMYP 2011-2015, an Annual Work Plan is prepared at the beginning of each year and the Quarterly Work Plans at the beginning of every quarter. The AWP and quarterly work plan are approved by the ICC. 
To conduct activities, the technical specifications are prepared by the technical section in collaboration with the Administrative and Financial Department and the Internal Controller (IC) who check if: 
· The activities are planned under the AWP;
· The budget is compliant to the one planned in the AWP;
· Unit costs are respected.
Technical specifications are then approved by the Administrative and Financial Department, IC and the Permanent Secretary and are sent to the MOH for signing.

	· What accounting system is used or will be used for the GAVI HPV Demo Program including whether it is a computerized accounting system or a manual accounting system? 
	EPI has Financial and Accounting Management software (TOMPRO) at the central level.

	· 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 Program?  
	The Technical Advisory Group of EPI (EPI-TAG) has five technical sections which includes an Administrative and Financial Department managed by a qualified Accountant. Moreover, an Internal Controller has been appointed by the Minister of Public Health who works in collaboration with the Permanent Secretary of EPI-TAG for financial management monitoring. An annual audit of the GAVI funds is also conducted and the report has to be shared with GAVI and other Partners 6 months after the end of the financial year in question in the audit.

	· 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. 
	Bank details:
Name: CAA PROGRAM ELARGI DE VACCINATION (PEV)-GAVI
Bank code: 10004
Sort code: 00200
Account number: 08021755974
Check digit: 54
Swift Code: SCBLCMCX
In Euro : 
STANDARD CHARTERED BANK FRANKFURT
SWIFT CODE: SCBLDEFX
In USD:
STANDARD CHARTERED BANK FRANKFURT
SWIFT CODE: SCBLUS33
Signatories:
Amount < five million: the Director of Family Health and the Permanent Secretary of the EPI are cosignatories, based on an agreement of the Ministry of Public Health.
Amount ≥ five million: the Minister of Public Health is the only signatory.

	·  In the implementation of the HPV Demonstration Program, 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?
	YES
Transfers will follow the same procedures as for the other partners. Funds are sent to the regions via bank transfers. Heads of District Health Services bring their funds to the regional level and are responsible for depositing the funds with the stakeholders at the operational level. The Supporting documents are routed from the operational level to the central level via the regional level.

	· Does the implementing entity keep adequate records of financial transactions, including funds received and paid, and of the balances of funds held?
	At the central level, financial transactions are noted down. At the regional and operational level, transactions are noted down but not in a dedicated register and are shared with the central level during monitoring and evaluation meetings for EPI activities.

	· How often does the implementing entity produce interim financial reports? 
	Intermediary financial reports are prepared quarterly and presented at the Inter-Agency Coordination Committee (ICC) meetings.

	· Are the annual financial statements audited by an external audit firm or Government audit institution (e.g. Auditor General Department…)?
	YES, by an external auditor and by the Government via the controllers of the Ministry of Economy, Planning and Regional Development (MINEPAT).

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

	· What procurement system is used or will be used for the GAVI HPV Demo Program?
	According to the Memorandum of Understanding signed in 2009, the Ministry of Public Health acquired EPI vaccines through UNICEF. UNICEF is responsible for procuring new vaccines, syringes and safety boxes funded by the State and GAVI, and other things required as part of organizing mass immunization campaigns. Supply operations are executed exclusively by those manufacturers whose products are certified by the WHO. UNICEF follows the procurement procedures of the Copenhagen International Central Purchasing Office.
Regions will be sent supplies from the central level and districts will go to the regions to get their supplies.

	· Does the recipient organization have a procurement plan or will a procurement plan be prepared for this HPV Demo Program?
	A procurement plan is in place and will be updated after receiving vaccines at the central level for the demonstration program.
Year  :
District
Target
Vaccine
Safety stock
Vaccine total 
SLS
SB
EDEA
8,678
21,869
5,467
27,336
27,336
274
FOUMBAN
10,706
26,980
6,745
33,725
33,725
338
TOTAL
19,384
48,849
12,212
61,061
61,061
612
Year  2 :
District
Target
Vaccine
Safety stock
Vaccine total 
SLS
SB
EDEA
8,977
22,623
0
22,623
22,623
227
FOUMBAN
11,083
27,930
0
27,930
27,930
280
TOTAL
20,060
50,553
0
50,553
50,553
507


	· Is there a complaint management mechanism? 
	Yes, the ICC is responsible for managing all EPI complaints

	· What is the staffing arrangement of the organization in procurement?  Does the implementing entity have an experienced procurement specialist on its staff?  
	The EPI Technical Advisory Group has a unit in charge of EPI logistics within the routine EPI and logistics department and has qualified staff employed in this unit.
Each region has a logistician and a storekeeper trained in managing vaccines and cold chain in general.

	· Are there procedures in place for physical inspection and quality control of goods, works, or services delivered?
	No
However, all goods and material delivered are already verified against the stock accounting records. The Permanent Secretary assisted by the technical staff, together attest the quality and compliance. 
These procedures can be formalized as part of the plan to prepare a manual of procedures during HSS rescheduling


9.  Signatures
9.1. Government
The Government acknowledges that this Program is intended to assist the government to determine if and how it could implement the HPV vaccine nationwide. If the Demonstration Program finds the HPV vaccination is feasible (i.e. greater than 50% coverage of target girls) and acceptable, GAVI will encourage and entertain a national application during the second year of the Program. Application forms and guidelines for national applications are available at www.gavialliance.org. The data from the Demonstration Program 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 would like to expand the existing partnership with the GAVI Alliance for improving the health of adolescent girls in the country, and hereby requests for GAVI support for putting together an HPV Demonstration Program. 
The Government commits itself to improving immunization services on a sustainable basis. The Government requests that the GAVI Alliance and its partners contribute financial and technical assistance to support the immunization of target adolescent girls with the HPV vaccine as outlined in this application.
The Government acknowledges that some activities anticipated in the demonstration program could be considered as research activities 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 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’s financial commitment for the HPV Demonstration Program.
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 the Minister of Education or their delegated authority.
Q32.
Please provide appropriate signatures below.
Enter the 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
	Mr. André MAMA FOUDA
	Name
	Ms. YOUSSOUF born HADIDJA ALIM

	Date
	
	Date
	

	Signature
	
	Signature
	


Q33.
This application has been compiled by:
Enter the family name in capital letters.
	Full Name
	Position
	Telephone
	Email

	Dr. Marie KOBELA
	Permanent Secretary of EPI-TAG
	+237 99567425
	Mariekobela2006@yahoo.fr

	Pr. Anderson DOH
	Permanent Secretary of NACC
	+237 77701124
	tandersondoh@yahoo.com

	Dr. Amidou NSANGOU 
	Deputy director of health, sports and extra-curricular and after-school activities (MINESEC)
	+237 99860871
+237 77715029
	nsangamidmanku@yahoo.fr

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


9.2. National Coordinating Body – Inter-Agency Coordinating Committee (ICC) for Immunization
Q34.
We the members of the ICC, HSCC, or equivalent committee met on August 30, 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: [4].
Enter the family name in capital letters.
	Name/Title
	Agency/Organization
	Signature

	Mr. André MAMA FOUDA / President
	Minister of Public Health
	

	Pr. Robinson MBU / Vice- President
	Director of Family Health
	

	Dr. Marie KOBELA / Secretary
	Permanent Secretary of EPI-TAG
	

	Dr. Charlotte FATY NDIAYE / Member
	WHO Representative
	

	Mr. Zakari ADAM / Member
	UNICEF Cameroon Office Head
	

	Mr. Armand NGOUMNJUEN/ Member
	AFD Representative/ Project Head 
	

	Mr. William ETEKI MBOUMOUA / Member
	President of the Cameroon Red Cross
	

	Pr. Anderson DOH 

	Permanent Secretary of the National Cancer Control Committee
	

	Ms. Marie-Claire ENDENGUE /  Member
	Representative Director General, Centre Pasteur of Cameroon

	

	Dr. NSANGOU AMIDOU / Member
	Representative of the Ministry of Secondary Education
	

	Ms. Monique AMANA FOUMENA/ Member
	Representative of the Ministry of Basic Education

	

	Pr. Rose LEKE / Member

	Scientific Committee
	

	Pr. Joseph MBEDE/ Member
	Polio Certification Committee President

	

	Dr. Marius Macaire BILOA / Member
	Catholic Health Organization
of Cameroon

	

	Mr. Léonard ONANA MBANGA / Member
	Conference of the Presbyterian Church of Cameroon

	

	Mr. Bertrand KAMPOER / Member
	President of the Platform of Civil Society Organizations

	


Q35.
In case the GAVI Secretariat has queries on this submission, please contact:
Enter family name in capital letters.
	Name
	Dr. KOBELA Marie
	Title
	Permanent Secretary of the Technical Advisory Group of the Expanded Program on Immunization (EPI-TAG)

	Tel no.
	+ 237 22230942; +237 99567425
	
	

	Fax no.
	+237 22230947
	Address
	B.P. 2084 Yaoundé, Messa
Permanent Secretary of the Technical Advisory Group of the Expanded Program on Immunization (EPI-TAG)

	Email
	mariekobela2006@yahoo.fr
	
	

	Mobile no.
	+ 237 22230942; +237 99567425
	
	


10. 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
	[Sensitization, mobilization, immunization and monitoring]
	[basics on cancer in general and cervical cancer in particular, HPV, HPV vaccine, safe injections, AEFI surveillance]
	[EPI, NCCP, PHD, FHD]

	Supervisors
	[Training, sensitization, supervision and monitoring]
	[basics on cervical cancer, HPV, HPV vaccine, safe injections, AEFI surveillance]
	[EPI, NCCP, PHD, FHD]

	Teachers
	[Health education, sensitization of children]
	[basics on cancer in general and cervical cancer in particular, HPV, HPV vaccine, IEC messages]
	[NCCP/PHD]

	School Authorities
	[Sensitization, monitoring]
	[basics on cancer in general and cervical cancer in particular, HPV, HPV vaccine, IEC messages, cancer situation in Cameroon]
	[NCCP/PHD]

	District Head
	[Coordination, supervision, monitoring, evaluation]
	[basics on cancer in general and cervical cancer in particular, HPV, HPV vaccine, safe injections, AEFI surveillance, IEC messages]
	[NCCP/EPI/
PHD, FHD]

	Head of the Health Center/ Director of the District Hospital: 
	[Implementation, monitoring, AEFI surveillance, data compilation]
	[basics on cancer in general and cervical cancer in particular, cancer risk factors, HPV, HPV vaccine, immunization safety, AEFI surveillance]
	[NCCP/EPI/
PHD, FHD]

	Administrative and traditional authorities
	[Sensitization]
	[basics on cancer in general and cervical cancer in particular in Cameroon, HPV, HPV vaccine, IEC messages, cancer situation in Cameroon]
	[NCCP/PHD]

	Community liaisons
	[search for unreached people, sensitization, CCC]
	[basics on cancer in general and cervical cancer in particular, HPV, HPV vaccine, cancer risk factors, IEC messages, cancer prevention, sensitization techniques]
	[NCCP/PHD/
CBC]

	Media persons
	[Sensitization, social mobilization]
	[basics on cancer in general and cervical cancer in particular, cancer risk factors, the HPV, HPV vaccine, IEC messages, cancer prevention]
	[NCCP/PHD/
CELCOM]


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 program starts, etc.; day of vaccination, two weeks before program starts, etc.; )

	[Leaflets]
	[Pupils, parents, community liaison workers, community groups]
	[classroom distribution, parent meetings, during training, information sessions]
	[Teachers, community liaison workers]
	[Two weeks before immunization starts]

	[Handbooks]
	[Teachers, health workers, district authorities]
	[during training and/or information sessions]
	[PHD, district authorities]
	[3 months before immunization starts]

	[Announcements]
	[parents, teachers]
	[Community radios, television]
	[PHD, district authorities]
	[]

	[Posters]
	[Pupils, teachers, health workers]
	[Health facilities, Schools]
	[District authorities, Head of educational institution]
	[Type text]

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

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

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

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

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


Q38. (Optional)
Technical partners (e.g. local WHO staff) are required to participate in planning and conducting the evaluation of the HPV vaccine delivery. Please specify if such experts already exist on the country team (name, title, organization). An international participant can be requested through technical partners if additional expertise is thought necessary. 
 [Type text]
Q39. In the table below, countries can provide a brief summary of the current adolescent health services or interventions and health education activities as well as the implementing agencies selected for implementation of the HPV Demonstration Program. 
Please add additional tables if necessary. 
	
	intervention
	intervention
	intervention
	intervention

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

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

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

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

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

	Intervention schedule (when)
	[Type text]
	[Type text]
	[Type text]
	[Type text]

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

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

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

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

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

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

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


Q40. (Optional) 
Provide a brief summary of the current cervical cancer prevention and treatment services and implementing agencies selected in the district to implement the HPV Demonstration Program. If available, countries can include information on target populations, delivery structure, and funding sources.
[Type text]
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 adolescent health interventions with delivery of the HPV vaccine.
Enter the family name in capital letters.
	
	Name/Title
	Agency/Organization
	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 draft national cervical cancer prevention and control strategy.
Enter the family name in capital letters.
	
	Name/Title
	Agency/Organization
	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-helminthes) in the district(s). 
	Component
	District 1 [Type text] name
	District 2 (if applicable) [Type text] name

	Organization of the de-worming program
	[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 schedule of implementation, e.g. twice yearly in March and October
	[Type text]
	[Type text]

	Number of beneficiaries 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 applicable, please describe any semi-annual health days (e.g. Child Health Days) that are currently organized 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 schedule of implementation, e.g. twice yearly in March and October
	[Type text]
	[Type text]

	Services delivered
	[Type text]
	[Type text]

	Number of beneficiaries 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 applicable, please describe any health education programs organized currently in schools and/or in the community in the district(s).
	Component
	District 1 [Type text] name
	District 2 (if applicable) [Type text] name

	Organization of the health education program
	[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 of beneficiaries 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 Program with funding from other sources. 
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