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	Gavi
GRANT TERMS AND CONDITIONS

	FUNDING USED SOLELY FOR APPROVED PROGRAMMES

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

	AMENDMENT TO THE APPLICATION

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

	RETURN OF FUNDS

	The Country agrees to reimburse to the Gavi all funding amounts that are not used for the programme(s) described in its application. The country's reimbursement must be in US dollars and be provided, unless otherwise decided by the Gavi, within sixty (60) days after the Country receives the Gavi's request for a reimbursement and be paid to the account or accounts as directed by the Gavi.

	SUSPENSION/ TERMINATION

	The Gavi may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purpose other than for the programmes described in the Country's application, or any Gavi-approved amendment to the application. The Gavi retains the right to terminate its support to the Country for the programmes described in its application if a misuse of Gavi funds is confirmed.

	ANTICORRUPTION

	The Country confirms that funds provided by the Gavi shall not be offered by the Country to any third person, nor will the Country seek in connection with its application any gift, payment or benefit directly or indirectly that could be construed as an illegal or corrupt practice.

	AUDITS AND RECORDS

	The Country will conduct annual financial audits, and share these with the Gavi, as requested. The Gavi 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 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 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 in connection with any audit.

	CONFIRMATION OF LEGAL VALIDITY

	The Country and the signatories for the Country confirm that its application, and Annual Progress Report, are accurate and correct and form legally binding obligations on the Country, under the Country's law, to perform the programmes described in its application, as amended, if applicable, in the APR.

	CONFIRMATION OF COMPLIANCE WITH THE Gavi TRANSPARENCY AND ACCOUNTABILITY POLICY

	The Country confirms that it is familiar with the Gavi Transparency and Accountability Policy (TAP) and complies with the requirements therein.

	USE OF COMMERCIAL BANK ACCOUNTS

	The Country is responsible for undertaking the necessary due diligence on all commercial banks used to manage Gavi cash-based support. The Country confirms that it will take all responsibility for replenishing Gavi cash support lost due to bank insolvency, fraud or any other unforeseen event.

	ARBITRATION

	Any dispute between the Country and the Gavi arising out of or relating to its application that is not settled amicably within a reasonable period of time, will be submitted to arbitration at the request of either the Gavi or the Country. The arbitration will be conducted in accordance with the then-current UNCITRAL Arbitration Rules. The parties agree to be bound by the arbitration award, as the final adjudication of any such dispute. The place of arbitration will be Geneva, Switzerland

	. The languages of the arbitration will be English or French.

	For any dispute for which the amount at issue is US$ 100,000 or less, there will be one arbitrator appointed by the Gavi. 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 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 will not be liable to the country for any claim or loss relating to the programmes described in the application, including without limitation, any financial loss, reliance claims, any harm to property, or personal injury or death. Country is solely responsible for all aspects of managing and implementing the programmes described in its application.


	

		

	


	1. Type of Support requested

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


	
	
	Type of Support
Vaccine
Start Year
End Year
Preferred second presentation[1]
Routine New Vaccines Support
HPV bivalent, 2 dose(s) per vial, LIQUID
2018
2022
HPV quadrivalent, 1 dose(s) per vial, LIQUID

	
	[1] Gavi may not be in a position to accommodate all countries first product preferences, and in such cases, Gavi will contact the country and partners to explore alternative options. A country will not be obliged to accept its second or third preference, however Gavi will engage with the country to fully explore a variety of factors (such as implications on introduction timing, cold chain capacity, disease burden, etc.) which may have an implication for the most suitable selection of vaccine.
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	3. Executive Summary


	
	
	Please provide a summary of your country's proposal, including the following the information:

For each specific request, NVS routine support or NVS campaign : 

The duration of support

The total amount of funds requested

Details of the vaccine(s), if applicable, including the reason for the choice of presentation

Projected month and year of introduction of the vaccine (including for campaigns and routine)

Relevant baseline data, including:

DTP3 and Measles coverage data (as reported on the WHO/UNICEF Joint Reporting Form)

Target population from Risk Assessments from Yellow Fever and Meningitis A

Birth cohort, targets and immunisation coverage by vaccines

Country preparedness

Summary of planned activities to prepare for vaccine launch, including EVM assessments, progress on EVM improvement plans, communication plans, etc.

Summary of EVM assessment and progress on EVM improvement plan

The role of the Coordination Forum (ICC/HSCC or equivalent) and stakeholders’ participation (e.g. government, key donors, partners, key implementers, CSOs) in developing this proposal
According to the Zimbabwe HPV and Related Cancers Summary Report 2010 (ICO HPV Information Centre), it is estimated that cervical cancers account for 1,855 new cases and 1,286 deaths annually. These are projected to increase to 2, 587 new cases and 1,772 deaths by 2025. The same 2010 Summary Report indicates that the prevalence of HPV in women with normal cytology is 24.7% and in those with cervical cancer it is 79.6%, which is higher than in Eastern Africa (74.8%) and globally (70.9%). The high HPV prevalence in a country with high HIV prevalence (13.7% ZDHS 2010-2011) is to be expected since both infections are sexually transmitted. The 2010 report gives the most prevalent sub-types of HPV in the country as 16 (61.2%) 18 (18.4%) 33 (38.4%), 31(4.1%) and 35 (1.0%). The HPV vaccine of choice for Zimbabwe is the Bivalent (Cervarix manufactured by GlaxoSmithKline), based on the prevalence of HPV sub-types 16 and 18 and reported cross-protection for other HPV types. The country conducted a successful HPV vaccine demonstration project influenced by the high cervical cancer burden reported in the National Cancer Registry (covering Harare and Bulawayo only), and introduction of HPV vaccine in neighbouring countries. The demo was conducted in  Beitbridge and Marondera districts and managed to achieve an average of 88.4% coverage in two cohorts, according to a population-based household coverage survey conducted in 2015. Other assessments conducted were the PIE, costing of the demo projects and a bridging project, and an adolescent intervention assessment; a cervical cancer strategic plan is under development. The school delivery strategy entailed teams of nurses going to all primary schools in the districts. School Health Coordinators, or school health masters assisted in vaccination activities. All health facilities within the district also offered vaccination. In Beitbridge District, outreach points were also identified where out-of-school girls could receive vaccination. Village Health Workers were engaged to offer support at all types of vaccination points. In each district, a command center was established during the vaccination to help facilitate logistics, data collection, and relay of the information to the national command center during vaccination. WHO recognises the importance of cervical cancer and other HPV related diseases as global public health problems and has recommended that HPV vaccines should be included in national immunisation programs provided that; prevention of cervical cancer and/or other HPV related diseases constitutes a public health priority; vaccine introduction is programmatically feasible; sustainable financing can be secured; and the cost effectiveness of vaccination strategies in the country or region is considered. It is in view of the foregoing that Zimbabwe intends to roll out HPV vaccine in May 2018 with GAVI support. The plan is to incorporate it into the existing Expanded Program on Immunisation, using the school-based strategy that was so successful in the demonstration project. Zimbabwe is requesting support for national introduction of HPV vaccine, both for routine cohorts of Grade 5 girls (and 10-year-olds out of school) and for a one-time additional multi-age cohort of girls grade 6 and above through age 14 (and 11-14 year-olds out of school). The total amount of funds requested for routine HPV vaccine introduction is US$1,346,136. The amount of operational funds requested for the additional multi-age cohort is US$663,087. Estimates of the target population for the routine HPV vaccination are 212,557 girls for year one, and are based on school enrollment data from MOPSE and ZIMSTAT data on 10-year old girls. Once the initial cohort of both the multi age cohort and the routine age group receive their first dose of the vaccine, then on a yearly basis the grade five pupils will be reached with the first dose of the vaccine, while the grades 6 will be reached with the second dose falling within the recommended interval of 12 to 15 months. Estimates of the target population for the one-time additional multi-age cohort are 593,270 girls, and are based on school enrollment data and ZIMSTAT data on girls aged 11-14 years. Cold chain capacity is adequate at all levels for current and near future vaccine introductions including the proposed HPV vaccine. This is confirmed by the December 2015 Cold Chain Assessment and the May/June 2016 Effective Vaccine Management Assessment. GAVI, UNICEF, ECONET and MCHIP/ELMA procured replacement cold chain equipment for all levels between 2012 and 2015. For the first time in the country each of the 11 provincial vaccine stores had a 30m3 cold room installed in 2014 while at national, a state of the art Central Vaccine Stores was constructed with 10 new cold rooms installed the same year. An improvement plan was developed following the 2016 EVMA and the country is already implementing some of the recommendations. Final drafts of EVM SOPs are now in place just awaiting approval by the the Ministry before printing; vaccine management training has been conducted for provincial and district supervisors with all districts computerizing stock management effective 01 January 2017; provincial and district cold chain technicians have been trained to improve on cold chain maintenance. The country has vast experience in successfully introducing new vaccines. DTP-HepB-Hib was introduced in 2008, PCV 13 in 2012, Rotavirus in 2014 and the latest MR/MSD in 2015 that was introduced in a campaign mode targeting all children 9 months to 14 years. This experience will be used in the roll out of HPV vaccine. The following participated in the writing of the proposal; Ministry of Health and Child Care, Ministry of Primary and Secondary Education, WHO, UNICEF, MCHIP/ELMA, CDC and PATH. WHO and UNICEF also provided financial support for proposal development. The ICC and NITAG were responsible for reviewing and endorsing the proposal for submission to GAVI.

	

		

	


			
	4. Signatures

	4.1. Signatures of the Government and National Coordinating Bodies

	4.1.1. Government and the Inter-Agency Coordinating Committee for Immunisation

	The Government of Zimbabwe would like to expand the existing partnership with the Gavi for the improvement of the infants routine immunisation programme of the country, and specifically hereby requests Gavi support for:

			
		HPV bivalent, 2 dose(s) per vial, LIQUID routine introduction
	
			
	The Government of Zimbabwe commits itself to developing national immunisation services on a sustainable basis in accordance with the Comprehensive Multi-Year Plan presented with this document. The Government requests that the Gavi and its partners contribute financial and technical assistance to support immunisation of children as outlined in this application.

			
	Table(s) 6.2.4 in the NVS Routine section of this application shows the amount of support in either supply or cash that is required from the Gavi. Table(s) 6.2.3 of this application shows the Government financial commitment for the procurement of this new vaccine (NVS support only). 
Following the regulations of the internal budgeting and financing cycles the Government will annually release its portion of the co-financing funds in the month of March.
The payment for the first year of co-financed support will be around March 2018 for HPV bivalent, 2 dose(s) per vial, LIQUID.

			
	Please note that this application will not be reviewed or recommended for approval by the Independent Review Committee (IRC) without the signatures of both the Minister of Health and Minister of Finance or their delegated authority. These signatures are attached as DOCUMENT NUMBER : 1 and 2 in Section 10. Attachments.

			
	Minister of Health (or delegated authority)
Minister of Finance (or delegated authority)
Name
Honourable Dr P. D. Parirenyatwa
Name
Honourable P. A.  Chinamasa
Date
Date
Signature
Signature

			
	Proof of involvement of the Ministry of Education will also be required for HPV Routine Support. The Ministry of Education will either have to be involved in the ICC process (preferred option) and, for countries choosing schools as a location for vaccinations, or choosing a school link strategy, the Minister of Education (or delegated authority) must provide its signature. The signature is attached as DOCUMENT NUMBER : 3 in Section 10. Attachments.
Minister of Education (or delegated authority)
Name
Honourable Dr L. D. K. Dokora
Date
Signature

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

			
	Full name
Position
Telephone
Email
CHIDOTA Kaunda
Education Research Officer Ministry of Primary and Secondary Education
+263773071691
kchidota@gmail.com
CHIGODO Colline K
EPI Officer Ministry of Health and Child Care
+263774883985
collinechigodo@gmail.com
CHINDEDZA Kenneth
Natinonal Professional Officer EPI Logistics WHO 
+263772144265
chindedzak@who.int
CHINODYA Bestinos
EPI Logistics Manager
+263773621304
bestinoschinodya@gmail.com
CHIRISA Priscilla
Health Information Officer Ministry of Health and Child Care
+263776165838
chirisarutata@gmail.com
Dr MANANGAZIRA Portia
Director Epidemiology and Disease Control Ministry of Health and Child Care
+263772711060
directoredc@gmail.com
Dr RUPFUTSE Maxwell
National Professor Officer EPI WHO
+263772104258
rupfutsem@who.int
GAVI Norman
Accountant Ministry of Health and Child Care
+263773451009
nrgavin@gmail.com
GEREDE Regina
Deputy Director Community Nursing
+263772887793
reginagerede@yahoo.com
GWATI Gwati
Planning Officer Ministry of Health and Child Care
+263772359889
gwatigwati@gmail.com
HIDLE Anna
Health Economist CDC
+263733644629
ahidle@cdc.gov
JONASI Josephine
Statistical Officer ZIMSTAT
+263772765798
jonasjc@yahoo.com
KATIYO Joshua
HMIS Manager Ministry of Health and Child Care
+263773286253
katiyoj@gmail.com
MAKWABARARA Egnes
Health Specialist UNICEF
+263773183068
emakwabarara@gmail.com
MANDEBVU Tendai
EPI Program Assistant WHO
+263772413475
mandebvut@who.int
MAREMBO Joan
EPI Manager Ministry of Health and Child Care
+263772935466
jmarembo@gmail.com
MBENGANO Sikhanyiso
Senior Executive Assistant Ministry Of Health and Child Care
+263778085146
tukuluho@gmail.com
MUNHARIRA Rutendo
Health Information Officer Ministry of health and Child Care
+263773439455
chikumbiriker@gmail.com
NCUBE Lucian
Education Officer Ministry of Primary and Secondary Education
+263773619324
lucenncube@gmail.com
SIMBI Samuel G
Health Promotion Manager Ministry of Health and Child Care
+263773621308
ssimbi2013@gmail.com
TSU Vivien
Epidemiologist PATH
+12063024866
vtsu@path.org

			
	4.1.2. National Coordination Forum (Interagency Coordinating Committees (ICCs), Health Sector Coordinating Committees (HSCCs), and other equivalent bodies)

			
	To be eligible for support, Gavi asks countries to ensure a basic functionality of their Coordination Forum (ICC/HSCC or equivalent body). Countries can demonstrate this by adhering to the requirements listed in section 5.2 of the General Guidelines. The information in this section and a set of documents submitted along with this application will help the Independent Review Committee (IRC) to assess adherence.

			
	Profile of the Coordination Forum

			
	Name of the Forum
Interagency Coordinating Committee
Organisational structure (e.g., sub-committee, stand-alone)
Stand-alone

			
	The Terms of Reference for the Coordination Forum is attached as DOCUMENT NUMBER : 4. The Terms of Reference should include all sections outlined in Section 5.2 of the General Guidelines..

			
	Please describe the role of the Coordination Forum and stakeholders’ participation (e.g. government, key donors, partners, key implementers, CSOs) in developing this proposal:

			
	ICC is responsible for planning and implementing immunization policies once adopted by the Ministry of Health and Child Care. Ministry of Health and Child Care provided leadership of the application process including putting together all the ancillary reports and documents to accompany this proposal. The Department of Epidemiology and Disease Control and the Zimbabwe National Statistics Agency (ZIMSTAT) provided information on disease burden and demographic data while the Ministry of Primary and Secondary Education provided school enrolment data and calendar and participated in the application process. WHO, UNICEF, CDC and PATH provided technical and financial support.

			
	4.1.3. Signature Table for the Coordination Forum (ICC/HSCC or equivalent body)

			
	We the members of the ICC, HSCC, or equivalent committee [1] met on the 24/01/2017 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached. The minutes from the meeting endorsing the proposal and of the meetings of the past 12 months are attached as Document number 5. The signatures endorsing the proposal are attached as Document number 7 (please use the list for signatures in the section below).

			
	Function
Title / Organisation
Name
Please sign below to indicate the attendance at the meeting where the proposal was endorsed
Please sign below to indicate the endorsement of the minutes where the proposal was discussed
Chair
Rotary International
Don MacDonald
Secretary
Ministry of Health and Child Care
Joan Marembo
Members
Ministry of Primary and Secondary Education Reseach Officer
Lucian Ncube
Ministry of Primary and Secondary Education Reseach Officer
Kaunda Chidota
UNICEF Health Manager MNCH
Dr Geoffrey Acaye
UNICEF Health Specialist EPI
Egnes Makwabarara
USAID Health Specialist
Dr Lucia Gumbo
MCAZ Senior Regulatory Officer
Annette Takaendesa
WASN Women's Program Manager
Dorothy Marongwe
WASN Youth Officer
Anna-Colleta Penduka
MCHIP Country Director
Professor Rose Kambarami
Lions Club International Forum IPD Past District Coordinator
Dr Alva M. Senderai
USAID Senior Immunization Technical Advisor
Adelaide Shearly
Ministry of Health and Child Care Epidemiology and Disease Control Specialist Co-Chair
Dr Portia Managazira
Ministry of Health and Child Care ZIMNITAG Chairperson
Dr Nhamo Gonah
Ministry of Health and Child Care Accountant
Norman Gavi
Ministry of Health and Child Care Logistician EPI
Bestinos Chinodya
Ministry of Health and Child Care Stores Officer
Mutsa Tangwena
Ministry of Health and Child Care Health Promotion Manager
Samuel Ghaasty Simbi
Ministry of Health and Child Care Programme Assistant
Constance Tavaguta
WHO EPI Programme Assistant
Tendai Mandebvu

			
	By submitting the proposal we confirm that the quorum has been met. Yes

			
	The minutes from the meeting endorsing the proposal and of the meetings of the past 12 months are attached are attached as DOCUMENT NUMBER : 6.

			
	4.2. National Immunization Technical Advisory Group (NITAG)

			
	Has a NITAG been established in the country ? Yes

			
	We the members of the NITAG met on the 23/01/2017 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation describing the decision-making process through which the recommendations were reached, attached as Document number 31.
4.2.1. The NITAG
Profile of the NITAG
Name of the NITAG
Zimbabwe National Immunization Technical Advisory Group
Year of constitution of the current NITAG
2011
Organisational structure (e.g., sub-committee, stand-alone)
Stand-alone
Frequency of meetings
Quarterly
Function
Title / Organisation
Name
Chair
Paediatrician/Ministry of Health and Child Care
Dr Nhamo Gonah
Secretary
EPI Manager/Ministry of Health and Child Care
J Marembo
Members
Immunologist
Prof E N Sibanda
Obstetrics/HPV Specialist University of Zimbabwe
Prof Chirenje
Peadiatrics/Clinical Epidemiologist University of Zimbabwe
Prof Kusum J Nathoo
Paediatrician - Paediatric Association of Zimbabwe
Prof Rose A Kambarami
Clinical Pharmacologist Medicines Control Authority of Zimbabwe
Priscilla P M Nyambayo
General Practitioner - Private Practice
Dr Alva M Senderayi
Paediatrics - University of Zimbabwe
Dr Felicity Zvanyadza Gumbo
Paediatrics- University of Zimbabwe
Dr Vongai Dondo
Pharmacist Ministry of Health and Child Care
Ropafadzai Hove
Paediatrician Ministry of Health and Child Care
Dr Jaensch Dorcas Masanga
Social Scientist - University of Zimbabwe
Mr Alfred Chingono
Virologist - University of Zimbabwe
Dr Pasipanodya Nziramasanga
Public Health Specialist - University of Zimbabwe
Dr Tawanda Marufu
Health Economist - University of Zimbabwe
Travor Mabugu
Paediatrician Bulawayo City Council
Dr Mary Nyathi
Paediatrics/Clinical Epidemiologist
Dr Hilda Angela Mujuru
Chartered Accountant Rotary Club International
Don MacDonald
Paediatrician AIDS & TB Ministry of Health and Child Care
Dr Angela Mushavi
Major functions and responsibilities of the NITAG
To provide technical expertise on the following;
1. Policies and strategies relating to vaccination in general and to vaccines for children as well as the rest of the population.
2. Introduction of new vaccines and new technologies and their impact on the health systems and immunisation program
3. Updated information on the safety and quality of vaccines and on the fight against diseases that could be avoided through the use of new vaccines
4. Any topics concerning vaccines and vaccination in general for which the Ministry requires scientific and technical recommendations

			
	In the absence of a NITAG, countries should clarify the role and functioning of the advisory group and describe plans to establish a NITAG. This document is attached as (Document Number: 8)


		

	


		5. Immunisation Programme Data

		
		5.1 Background information

		
		Please complete the table below, using the most recent data from available sources. Please identify the source of the data, and the date and attach the source document, where possible. The following documents should be referred to and/or attached:

		
	▪ 
Comprehensive Multi-Year Plan for Immunisation (cMYP) (or equivalent plan). Please attach as DOCUMENT NUMBER 9.
▪ 
New Vaccine Introduction Plan(s) / Plan of Action. Please attach as DOCUMENT NUMBER 12. 
▪ 
New Vaccine Introduction Checklist, Activity List and Timeline. Please attach as DOCUMENT NUMBER 12.
▪ 
Effective Vaccine Management (EVM) assessment. Please attach as DOCUMENT NUMBER 20.
▪ 
Two most recent annual WHO/UNICEF Joint Reporting Forms (JRF) on Vaccine Preventable Diseases.
▪ 
Health Sector Strategy documents, budgetary documents, and other reports, surveys etc, as appropriate.
▪ 
In the case of Yellow Fever and Meningitis A mass preventive campaigns, the relevant risk assessments. Please attach as DOCUMENT NUMBER 24 and DOCUMENT NUMBER 25.
	
		
		Please use the most recent data available and specify the source and date.

		
		Figure
Year
Source
Total population
13,591,578.00
2016
ZIMSTAT
Birth cohort
471,857.00
2016
ZIMSTAT
Infant mortality rate (per 1000)
50.00
2015
ZDHS
Surviving infants[1]
448,264.00
2016
NHIS
GNI per capita (US$)
919.00
2016
WORLD DATA ATLAS
Total Health Expenditure (THE) as a percentage of GDP
3.00
2015
WORLD BANK
General government expenditure on health (GGHE) as % of General government expenditure
7.00
2017
MINISTRY OF FINANCE BUDGET EXPENDITURE AND ESTIMATES

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

		
		5.1.1 Lessons learned

		
		Routine New Vaccines Support

		
		If new or under-used vaccines have already been introduced in your country, please give details of the lessons learned from previous introduction(s) specifically for: storage capacity, protection from accidental freezing, staff training, cold chain, logistics, coverage and drop-out rates, wastage rate, etc., and suggest action points or actions taken to address them. Please refer to previous Post Introduction Evaluations (PIE), if applicable. If they are included in the Introduction Plan, please cite the section only. If this information is already included in NVIP/POA, please reference the document and in which section/page this information can be found.

		
		Lessons Learned
Action Points
Protection from accidental freezing: Availability of freeze tags during transportation of vaccines and  vaccination sessions help to detect whether vaccines have been exposed to freezing and prevent utilisation of frozen vaccines
There is now wide use of freeze tags in the country at all levels.
Inadequate knowledge and skills on vaccine forecasting resulted in stock-outs of vaccines and supplies at district and service delivery levels   
Supervisors to strengthen on job training  on vaccine forecasting in order to prevent stock outs. Middle Level Management (MLM) Training is part of the plan in 2017 as we seek to strengthen the general programme management that includes vaccine stock management.
Inadequate  incinerators  at health facilities leads to accumulation of sharp boxes at some of the health facilities without incinerators  
Districts should ensure early collection of sharps boxes from health facilities without incinerators to prevent bio-hazards. 

-In the long term, districts and health facilities should mobilize resources to establish comprehensive waste management zones including incinerators at all health facilities.

Lack of data collection tools leads to loss of data and under-reporting 
Data collection tools should be availed to all health facilities well ahead of introduction of a new vaccine.
Inadequate knowledge on calculation of vaccine wastage rate. 
Orientation of new cadres on how to calculate vaccine wastage.
Signing of the Consent Forms by parents to allow their children to be vaccinated and the use of the word "Demo Project"raised concern among parents on why they had to sign for this particular vaccine while they were not asked to consent for the traditional vaccines.
The Ministry will not use the consent form during the roll out of the HPV Vaccine. 
Storage capacity: adequate cold chain capacity is required to enable smooth and timely introduction of new vaccines.
The country has adequate vaccine storage capacity at all levels after installation of new cold rooms at national and provincial vaccine stores in 2014. Districts and service delivery points have adequate capacity after the implementation of the 2010 Cold Chain Assessment Replacement Plan.

		
		5.1.2 Health planning and budgeting

		
		Please provide information on the planning and budgeting cycle in your country
The country follows the Zimbabwe Accelerated Strategy for Sustainable Economic Transformation-ZIMASSET 2013 - 2018 from which Ministry strategic documents are guided, such as the National Health Strategy 2016 to 2020.The Ministry operation plans are contained in the performance agreements which are the basis for resource allocation in the national budget each year running from January to December.
Please indicate the name and date of the relevant planning document for health
National Health Strategy 2016 - 2020
Is the cMYP (or updated Multi-Year Plan) aligned with the proposal document (timing, content, etc.)
The timing is different; the cMYP runs from 2016 - 2020 while the proposal runs from 2018 - 2022.
Please indicate the national planning budgeting cycle for health
The national budget runs from January to December; planning for the following year begins in the fourth quarter of the preceeding year, and a semi-annual review is done mid-year. The yearly plan is an extraction from the five year strategic plan. The performance agreement is a summation of operational plans for the Ministry for the year detailing targets, outputs, strategies, indicators and resource requirements to implement the plan. This forms the basis for the Ministry budget for all programs for the year. The detailed program plan is contained in the Department Integrated Performance Agreement.
Please indicate the national planning cycle for immunisation
The immunisation program is guided by the program plan which is the cMYP, which is linked to the National Health Strategy. The Department Integrated Performance Agreement is a yearly plan which is derived from the cMYP. The Department Integrated Performance Agreement is the basis for all program officers’ work plans and individual performance appraisal. The budget cycle follows that of Government of Zimbabwe which runs from January to December of each year. 

		
		5.1.3 Coverage and equity

		
		Please describe any health systems bottlenecks or barriers to access, utilisation and delivery of immunisation services at district level (or equivalent), for example geographic, socio-economic and/or gender-related barriers. Please indicated if there are specific populations of concern. If available, please provide subnational coverage and equity data highlighting geographic, socio-economic, gender-related, or other barriers and any other relevant categories of vulnerable or high-risk populations.
Zimbabwe has five ecological regions ranging from region one to five which experience different climatic conditions. Some of these conditions impact negatively on the socio-economic status of the communities around. The following geographical barriers directly or indirectly militate against vaccination; long distances from schools and health centres, mountains, flooded rivers and poor road network.
The current economic challenges such as liquidity crunch and scarce food availability inhibit access to school and vaccination. Furthermore some cultural beliefs, norms and values may also prohibit accessibility to schools and health facilities. In some minority religious sects, there are gender disparities between boys and girls that can also be hindrance to access of education and health.
Zimbabwe carried out a Vaccination Acceptability Assessment in January to February 2015. There is therefore need to implement the recommendations contained therein to ensure greater compliance from vaccination objectors. The issue of gender disparities can be addressed if Ministries of Primary and Secondary Education; Women, Gender and Community Development; Youth, Indigenization and Empowerment; as well as Health and Child Care work together on awareness campaigns in promoting the health and welfare of the girl child.
While no differences in immunization coverage have been identified by gender, urban/rural, or socio-economic status, there are some faith groups that have lower immunization acceptance.
Please explain how the proposed NVS support (activities and budget) will be used to improve coverage and equity of routine immunisation with reference to specifically identified health systems bottlenecks and/or specific populations of concern. For countries that will be receiving Gavi HSS and/or CCEOP funding concurrently with NVS funds, please also highlight how NVS funds will support/complement/leverage specific activities or investments included in those other grants.
To mitigate long distance challenges, a mapping programme on the hard to reach communities will be carried out before  vaccinations using the NVS. Collaborative outreach strategies involving stakeholders such as Non-Formal Education sector from the Ministry of Primary and Secondary Education, Ministry of Women, Gender and Community Development, Ministry of Youth, Indigenization and Empowerment and Ministry of Health and Child Care will be implemented to ensure that all targeted girls are reached.
In order to address the issues of impassable rivers due to floods and poor road networks, proper timing of the dry months of the year influenced the decision to schedule the annual HPV vaccination in May. In addition, suitable vehicles have been procured using GAVI HSS and distributed, and these will also be used in the HPV vaccination program.
Experience gained in the engagement and use of GAVI HSS funded community dialogue in creating demand in the 18 priority districts will be employed in the HPV vaccination program. There will also be continuing efforts to reach out to hesitant faith groups through their leaders using the NVS. The constitution has recently been adjusted to clarify that children cannot be denied vaccination due to parents’ faith.
Please describe what national surveys take place routinely in country to assess gender and equity related barriers. Highlight whether this application includes any activities to assess gender and equity related barriers.
The ZDHS of 2010 and 2015 has some elements of gender and equity barriers in general. The National Baseline Survey on gender based violence conducted by UNICEF and the in depth analysis of the population census looked at gender and equity. The country intends to incorporate some questions on gender and equity issues in the HPV Vaccine Coverage Survey.
Please indicate if sex disaggregated data is collected and used in immunisation routine reporting systems.
Yes
Is the country currently in a situation of fragility (e.g. insecurity, conflict, post-conflict, refugees/and or displaced persons and recent, current or potential environmental disaster, such as flooding, earthquake or drought or others)? If Yes, please describe how these issues may impact your immunisation programme, planning for introduction of routine vaccines or campaigns and financing of these activities.
Zimbabwe experienced drought in the 2015 to 2016 season. The country is drought prone and this  has an impact on food security which can result in high school dropouts and rampant absenteeism. High dropout rate and absenteeism directly inhibits access to girls in school; hence there is a need to work with stakeholders to identify these girls who are out of school for them to be vaccinated. Currently the government of Zimbabwe is financing a vibrant School Feeding Programme in all primary schools to reduce malnutrition and absenteeism.

		
		5.1.4 Data quality

		
		To support country efforts to strengthen the availability, quality and use of vaccination coverage data for strengthened programme management, Gavi requires that countries applying for all types of Gavi support to undertake routine monitoring of vaccination coverage data through an annual desk review; conduct periodic (once every five years or more frequently where appropriate) in-depth assessments of routine administrative vaccination coverage data; conduct periodic (at least once every five years) nationally representative vaccination coverage surveys; and develop and monitor plans for improving vaccination coverage data quality as a part of their own core work plans.

		
	5.1.5 HPV specific facts
Countries applying for HPV that have already conducted a demonstration or pilot programme, should include details on specific lessons learned for HPV vaccine delivery.
Key programmatic areas
Lessons Learned
How these areas have been addressed in a National Plan
Preparation & planning
Engagement of MoPSE well ahead of time facilitated the smooth implementation of the program. 
Late conducting of preparedness assessment led to late release of vaccines and postponement of vaccinations. 


MoPSE was included in the planning for national introduction from the beginning. Other key groups also engaged in the planning stage.
All pre-implementation requirements should be met to avoid delays. All activities have been included in the introduction plan and a checklist will be developed to monitor implementation.

Communication & social mobilization
Involvement of CBOs and other Government social service clusters pays dividends. 
Sensitization of community leaders was valuable.

All relevant stakeholders were involved in advocacy, communication and social mobilization including development of IEC materials.
Delivery strategies
Signed consent and use of the word “Demonstration Project” affected the uptake of the program.
Age based strategy rather than grade based proved time consuming and disruptive in identifying eligible children.
School-based delivery strategy was successful in reaching vast majority of girls.

Signed consent forms were discontinued and will not be used in future vaccination programs.
Health workers oriented to explain the real meaning of the demonstration project.
The country has decided on a grade-based target to minimize disruption in school and reduce the barrier of determining exact age.

Coverage
Estimates of school enrolments were different from the actual and this posed a challenge in calculating vaccine coverage.

The initial target in the application was 4,441 but the actual was 3,343. Coverage for 1st cohort dose 1 was 63 and 2nd dose 96%. The denominator of the 96% coverage was girls reached with the 1st dose. 
Country will use actual school enrolment data.
Reporting & monitoring
None issuance of personal vaccination cards resulted in inability to trace vaccination status and details of vaccine given. 
Unavailability of tally sheets led to lack of source documents at health service delivery level.

Vaccination cards will be developed and issued out during national rollout of HPV vaccine.
Relevant data collection tools will be reviewed/designed before implementation of the HPV vaccination program.

Sustainability
School based strategy is best strategy for the country.
The semi-annual approach was costly.

The country will maintain the school based strategy visiting the school once per annum addressing two cohorts at the same time.


	

	


		For each district in which the demonstration/ pilot programme was implemented, please complete the following:
District Information
Name of the district
Beitbridge
Size of target population of the district
1,700
Describe how the district is divided into rural and urban areas:
34% of the population live in the urban area and 66% in the rural area. However, while the district had similar typography (urban and rural) there is cultural diversity in the district emanating from the fact that the district borders with South Africa and hosts the busiest border post in the region.
Delivery strategy(ies) used (e.g. school based, health centre based, campaign)
School based
District Information
Name of the district
Marondera
Size of target population of the district
2,043
Describe how the district is divided into rural and urban areas:
35% of the population live in urban area and 65% in the rural area
Delivery strategy(ies) used (e.g. school based, health centre based, campaign)
School based


	

	

	


	

		

	
	


		5.2. Baseline and Annual Targets for Routine Vaccines

			
		For HPV, Gavi supports the vaccination of girls aged 9-14 years, based on the following cohorts:
· Routine cohort – countries are required to identify a single year cohort of girls to be immunised on a routine basis. (e.g. 9 years old)
· Additional multi-age cohort – in the first year of introduction (or initial year of each phase, if country choose phased introduction), countries also have the option to immunise additional girls within the recommended age groups (e.g. 10-14 years), that are older than the routine cohort.
Note: Countries may choose proxy age of girls based on a school grade (e.g. grade 5 corresponds to approximately 10 year olds). However, grades usually have a range of different aged girls so it is important to keep in mind that girls under 9 years should not be vaccinated, and doses for girls older than 14 years are not provided by Gavi.

			
			Please specify the chosen age for the routine cohort HPV vaccination: e.g. 9 years
10 years
If relevant, please specify the chosen age range for the additional multi-age cohort in the year of introduction: e.g. 10, 11, 12, 13, 14 years 
From :
11 years
To :
14 years
Will a phased introduction approach be adopted?
No
If a phased approach will be adopted, please provide an explanation for this approach.
Not applicable

			
		Please refer to cMYP pages to assist in filling-in this section. For HPV, please also refer to Annex 3 of the HPV Guidelines.
The Base year information should be completed for the year in which the application is being completed.

			
		Table 5.2: Baseline NVS routine figures

			
			Number
Base Year
Baseline and Targets
2015
2018
2019
2020
2021
Total births
467,139
481,437
486,299
491,211
496,173
Total infants’ deaths
23,357
24,072
24,315
24,561
24,810
Total surviving infants
443,782
457,365
461,984
466,650
471,363
Total pregnant women
513,853
529,580
534,529
540,332
545,790
Target population (routine cohort) vaccinated with OPV3[1]
386,562
433,904
443,294
452,651
457,196
OPV3 coverage[2]
87 %
95 %
96 %
97 %
97 %
Target population (routine cohort) vaccinated with DTP1[1]
417,238
417,605
452,529
457,317
461,936
Target population (routine cohort) vaccinated with DTP3[1]
384,814
433,904
443,294
452,651
457,196
DTP3 coverage[2]
87 %
95 %
96 %
97 %
97 %
Wastage[3] rate in base-year and planned thereafter (%) for DTP
10
10
10
10
10
Wastage[3] factor in base-year and planned thereafter for DTP
1.11
1.11
1.11
1.11
1.11
Number of girls in the routine cohort
0
212557
214704
216873
219063
Target population (routine cohort) vaccinated with 1st dose of HPV
0
191,302
197,528
201,692
205,919
Target population (routine cohort) vaccinated with 2nd dose of HPV
0
189,176
195,381
199,523
203,729
HPV bivalent coverage 1st dose
0 %
90 %
92 %
93 %
94 %
HPV bivalent coverage 2nd dose
0 %
89 %
91 %
92 %
93 %
Additional multi-age cohort
Number of girls in the additional multi-age cohort
0
593270
Target population (additional multi-age cohort) vaccinated with 1st dose of HPV bivalent
0
533943
Target population (additional multi-age cohort) vaccinated with 2nd dose of HPV
0
528010
HPV bivalent coverage[2]
0%
90%
0%
0%
0%
HPV bivalent coverage 2nd dose
0%
89%
0%
0%
0%
First Presentation: HPV bivalent, 2 dose(s) per vial, LIQUID ROUTINE COHORT + ADDITIONAL MULTI_AGE COHORT
Wastage[3] rate in base-year and planned thereafter (%) 
5
5
5
5
5
Wastage[3] factor in base-year and planned thereafter (%)
1.05
1.05
1.05
1.05
1.05
Maximum wastage rate value for HPV bivalent, 2 dose(s) per vial, LIQUID
10 %
10 %
10 %
10 %
10 %
Second Presentation: HPV quadrivalent, 1 dose(s) per vial, LIQUID ROUTINE COHORT + ADDITIONAL MULTI_AGE COHORT
Wastage[3] rate in base-year and planned thereafter (%) 
5
5
5
5
5
Wastage[3] factor in base-year and planned thereafter (%)
1.05
1.05
1.05
1.05
1.05
Maximum wastage rate value for HPV quadrivalent, 1 dose(s) per vial, LIQUID
5 %
5 %
5 %
5 %
5 %
Target population (routine cohort) vaccinated with 1st dose of MCV
379,248
438,499
447,941
452,651
457,196
MCV coverage[2]
85 %
96 %
97 %
97 %
97 %
Annual DTP Drop out rate [ ( DTP1 – DTP3 ) / DTP1 ] x 100
8 %
-4 %
2 %
1 %
1 %
[1] Indicate total number of children vaccinated with either DTP alone or combined
[2] Number of infants vaccinated out of total surviving infants
[3] The formula to calculate a vaccine wastage rate (in percentage): [ ( A - B ) / A ] x 100. Whereby: A = the number of doses distributed for use according to the supply records with correction for stock balance at the end of the supply period; B = the number of vaccinations with the same vaccine in the same period.


	

	


			Number
Baseline and Targets
2022
Total births
501,184
Total infants’ deaths
25,060
Total surviving infants
476,124
Total pregnant women
551,302
Target population (routine cohort) vaccinated with OPV3[1]
461,841
OPV3 coverage[2]
97 %
Target population (routine cohort) vaccinated with DTP1[1]
466,602
Target population (routine cohort) vaccinated with DTP3[1]
461,841
DTP3 coverage[2]
97 %
Wastage[3] rate in base-year and planned thereafter (%) for DTP
10
Wastage[3] factor in base-year and planned thereafter for DTP
1.11
Number of girls in the routine cohort
221276
Target population (routine cohort) vaccinated with 1st dose of HPV
210,212
207,999
HPV bivalent coverage 1st dose
95 %
HPV bivalent coverage 2nd dose
94 %
Additional multi-age cohort
Number of girls in the additional multi-age cohort
Target population (additional multi-age cohort) vaccinated with 1st dose of HPV bivalent
Target population (additional multi-age cohort) vaccinated with 2nd dose of HPV
HPV bivalent coverage[2]
0
HPV bivalent coverage 2nd dose
0
First Presentation: HPV bivalent, 2 dose(s) per vial, LIQUID ROUTINE COHORT + ADDITIONAL MULTI_AGE COHORT
Wastage[3] rate in base-year and planned thereafter (%) 
5
Wastage[3] factor in base-year and planned thereafter (%)
1.05
Maximum wastage rate value for HPV bivalent, 2 dose(s) per vial, LIQUID
10 %
Second Presentation: HPV quadrivalent, 1 dose(s) per vial, LIQUID ROUTINE COHORT + ADDITIONAL MULTI_AGE COHORT
Wastage[3] rate in base-year and planned thereafter (%) 
5
Wastage[3] factor in base-year and planned thereafter (%)
1.05
Maximum wastage rate value for HPV quadrivalent, 1 dose(s) per vial, LIQUID
5 %
Target population (routine cohort) vaccinated with 1st dose of MCV
461,841
MCV coverage[2]
97 %
Annual DTP Drop out rate [ ( DTP1 – DTP3 ) / DTP1 ] x 100
1 %
[1] Indicate total number of children vaccinated with either DTP alone or combined
[2] Number of infants vaccinated out of total surviving infants
[3] The formula to calculate a vaccine wastage rate (in percentage): [ ( A - B ) / A ] x 100. Whereby: A = the number of doses distributed for use according to the supply records with correction for stock balance at the end of the supply period; B = the number of vaccinations with the same vaccine in the same period.

				
		5.2.1 Description of routine and additional multi-age cohorts
Provide the percentage of primary school enrolment
97.5%
Provide the percentage of secondary school enrolment
53.33%
Provide the average age of entry for secondary school
13 years
Please provide a source for the enrolment data (e.g., national statistics office, MOE, recent census, school registers, etc.)
Education Management Information System 2014, (EMIS Report) (Ministry of Primary and Secondary Education)
Zimbabwe National Statistics Agency - ZIMSTAT
Please provide a source for the enrolment data (e.g., national statistics office, MOE, recent census, school registers, etc.)
Education Management Information System 2014, (EMIS Report) (Ministry of Primary and Secondary Education)
Zimbabwe National Statistics Agency - ZIMSTAT

				
	5.2.2 HPV specific targets
Girls to be vaccinated with HPV should be within the WHO-recommended target population of 9-14 years old girls
Please specify the source of data that was used to estimate the number of girls in the routine and, if relevant, additional multi-age cohorts and reported in the above table under "Target population (routine cohort) vaccinated with HPV" and "Target population (additional multi-age cohort) vaccinated with HPV"
The source of data for estimating the target population for grade fives is Education Management Information System 2014 (EMIS) Report.
	

	

	


	5.3. Targets for Preventive Campaign(s)


		
		
	No NVS Prevention Campaign Support this year
	
		

	

	


	5.4. Targets for One time mini-catchup campaign(s)


		
			
	No One time mini-catchup campaign this year
	
			

	

	


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


			
				
	6.1. Assessment of burden of relevant diseases (if available)
If already included in detail in the Introduction Plan or Plan of Action, please cite the section only.
Disease
Title of the assessment
Date
Results
Cervical Cancer
Related Cancers Summary Report 2010 
2010
Refer to executive Summary
		
				
		6.1.1 HPV burden specific information
Has the country undertaken an assessment of the burden of cervical cancer? If so, describe the burden, and when and how the assessment was done. If not, countries may report on Globocan data (available on the WHO HPV information Centre website at http://www.who.int/hpvcentre/en).
Yes, Cancer Registry and Globocan were data used. See Draft Zimbabwe Cervical Cancer Prevention and Control Strategy Final October 2016.
Describe the existing cervical cancer prevention and control activities.
See Draft Zimbabwe Cervical Cancer Prevention and Control Strategy Final October 2016 attached.
Has the country developed a strategy for establishing or strengthening a national comprehensive approach to cervical cancer prevention and control? Yes
If Yes, please attach and refer to section 10. Attachments. (Document N°15,16)
If No, are there plans for the country to develop such a roadmap or strategy in the future? Please describe- when, who will be leading the development of the plan, and which agencies will be involved.
Not applicable
6.1.2 Description of province/ region profile
Countries are required to attach a description of the profile for each province/ region, using the template provided by Gavi
Please attach the relevant documents "HPV Region/ Province profile " template provided by Gavi and attach as a mandatory document in the Attachment section. Document number 16)
6.1.3 Delivery strategies for HPV vaccine
Please provide information on each of the following delivery strategies that will be:
· Using outreach to schools as a location for vaccinations
· Using health facilities as a location for vaccinations
· Using community outreach as locations for vaccinations
· Campaign
Using schools as a location for vaccinations
Please describe why this delivery strategy has been chosen for the selection region/ district(s). Will this delivery strategy be used for every year? If so, please describe how this strategy will be financed in future years.
A school-based strategy has been selected because Zimbabwe has a very high rate of school enrollment, especially at primary school level. The demonstration project showed this could be very effective in achieving high coverage and is feasible. Also, Zimbabwe is planning for a stronger school health program that may be able to incorporate HPV vaccination as part of a larger package of health services. This school-based strategy will be used every year. Using an annual schedule (second dose 12 months after first dose) will enable staff to combine dose 1 of one cohort with dose 2 of an earlier cohort, so only one visit reaches two cohorts at once to reduce costs. Taking a cue from the demonstration project, school based strategy was found to be the cheapest when compared to other strategies. Multiple cohorts were successfully vaccinated and proved to be cheaper. The country will use existing outreach funding from the Health Development Fund to go to schools, and additional funds will be raised through the ICC and requests to Ministry of Finance. If Results Based Funding (RBF) is renewed, the program will lobby for HPV vaccine delivery to be included in the package. The country will explore other possible sources of funding.
Please specify whether girls will be vaccinated by selection of a specific age or a specific school grade
For the routine strategy, girls in Grade 5 in school and out of school girls who are 10 years old will be selected. In the first year, in addition to Grade 5 girls, older girls in the multi-age cohort (11 to 14 years old) will also be reached primarily in schools, or at health centers if out of school. Any 14-year old girl in school below grade 5 will also be vaccinated in the first year so that they do not miss the opportunity to receive the vaccine, since they will be ineligible when they reach grade 5.
Please complete table 6.1.3a vaccination by specific age or table 6.1.3b by specific school grade, depending on above choice
Table 6.1.3 a: Vaccination by specific age
Routine Cohort
Specific age chosen
10  years
Target population of girls in chosen age
Girls of chosen age enrolled in schools
Additional multi-age cohort
Specific age-range chosen
Start 11 years

End 14 years
Target population of girls in chosen age
593270
Girls of chosen age range enrolled in schools
578438
Table 6.1.3 b: Vaccination by specific school grade
Routine Cohort
School grade
Average age of girls on school grade
Number of girls in grade
Grade 5
10 years
212557
Additional multi-age cohort
School grade
Average age of girls on school grade
Number of girls in grade
If you are vaccinating by grade, provide information on how you will ensure girls under 9 or over 14-years will not be vaccinated
Social mobilization efforts will emphasize the correct ages. Teachers will be asked to identify girls under 9 and over 14 to exclude them from vaccinations. Schools have birth date records for most girls that teachers can consult. In the community, out of school girls will be asked their age and parents/caregivers may be requested to verify the ages.

The country’s proposal was guided by the WHO 2014 Position Paper on HPV vaccination that states that “for females <15 years including females 15 years or older at the time of the second dose, the 2 dose schedule is recommended”.

Please describe when vaccinations will be scheduled (school year, holidays, examinations), where vaccinations will be administered, who will do vaccinations, how will the vaccine logistics be assured when using schools as a location for vaccination.
Vaccinations will be delivered within two weeks in May starting in 2018. Vaccines will be administered at schools by health workers from district and health center levels pulled together in teams of 4 health workers and 1 driver. Cold boxes and vaccine carriers are available to accommodate taking the vaccine to schools.
Will additional personnel need to be hired in order to vaccinate the introduction year multi-age cohorts? If so, how will this be financed?
No. Existing personnel will be used.
Please describe the strategy to capture girls who may miss the initial vaccination session or any of the remaining doses
Teachers will provide health center staff with a list of any girls who missed vaccination. Health center staff will provide the list to appropriate village health workers for tracking and mobilizing those girls to come to the nearest health center or routine outreach point within the next 3 weeks after the intensified routine HPV vaccination, while vaccines remain available at the health center. In addition, village health workers will identify out of school girls who would have missed vaccination and encourage them to go to the nearest health center or routine outreach point for vaccine within the next 3 weeks.
Will the vaccination strategy need to be adapted for at private or religious schools? If so, please elaborate.
The strategy and timing will be the same but communication will start earlier for private schools and religious schools to give these schools time to consult with parents. The provincial and district education officers will be engaged early on social mobilization activities with focus on the vaccination activities in the private and religious schools. It may be necessary to have more individual follow up with a headmaster if there is any hesitation or resistance.
Using health facilities as a location for vaccination
Please describe why this approach has been chosen for the selection region/ district(s). Will this approach be used every year?
This strategy is just used for back-up to catch those not vaccinated in the school based strategy. It will be more common in Year 1 and 2 when the multi-age cohort is being vaccinated, but will continue in subsequent years as needed.
Will additional personnel need to be hired in order to vaccinate the introduction year multi-age cohorts? If so, how will this be financed?
No additional personnel will be hired.
Please provide details of demand generation activities to encourage girls to come to the health facility?
Village health workers, community based organizations and schools in collaboration with health promotion officers and nurses who educate mothers attending clinics will sensitize the parents of those girls who need to attend the health facility for vaccination.
Please provide details on how the country plans to link with schools. Some examples of how schools can be leveraged to increase HPV vaccine uptake include facilitating sensitization and mobilization of parents/communities, identification/validation of the target population (i.e. use of school enrolment lists), and assisting with vaccination call/recall mechanisms. If the country does not plan to link with schools please provide a justification for this decision (i.e. low school enrolment).
The MOHCC has got existing relationship with MoPSE from inception of the demonstration project in addition to other school based interventions like deworming. The schools are effective in passing on messages to communities. It should be noted that in Zimbabwe there are more schools than health facilities in all areas including hard to reach (about 8,000 schools versus 1,700 health facilities). Whenever there is national health programme to be implemented, schools are used as the main vehicle for passing on the information to communities regarding venues, timing and target groups etc. The schools will prepare in advance lists of eligible children for the coming health intervention such as HPV vaccination and pass on this information to health teams for necessary preparations. If girls miss vaccination at school, teachers will provide the names to the health center for tracking and providing a second opportunity to get vaccinated. With support from UNICEF an assessment of adolescent health interventions was conducted to guide a comprehensive approach to school health programming.
Describe if/how this delivery strategy will increase coverage, particularly amongst “hard to reach”/ vulnerable girls.
Given the proportion of schools versus health facilities and high primary school enrolment of 97.5%, the school based strategy will increase vaccination coverage including in those rural hard to reach areas where there are no health facilities. The strategy will be coupled by the registration of all eligible girls in villages by respective VHW for follow up purposes to ensure all are vaccinated. The same schools will be used to pass on messages on HPV vaccination to out of school girls in the age group 13 – 14 years urging them to go to the nearest school, health facility or outreach point for vaccination. In the event that some girls miss vaccination during the scheduled immunisation, they will be referred to health facilities and routine outreach points that way increasing coverage. 
Describe what follow-up mechanism will be used to ensure girls receive their second dose.
The same approaches will be used for the second dose (publicity about vaccinates dates through various channels). In addition, the vaccine register will be checked for out of school girls and village health workers can proactively look for these girls to remind them about the second dose. The clinic register will capture phone numbers for SMS follow-up and physical addresses for village health worker follow-up of girls who miss the second dose.
Using community venues as locations for vaccinations

Community venues will be used mainly for out of school girls who are not able to come to schools or health facilities because of distance. The girls will be reached using the routine EPI outreach vaccination points in hard to reach areas. The village health workers will be engaged to register eligible out of school girls in the hard to reach areas and encourage them to go to nearest routine outreach point.
Please describe why this approach has been chosen for the selection region/ district(s).
Not applicable
Will this approach be used for every year? If so, please describe how this strategy will be financed in future years.
Not applicable
Please describe how your community health care workers/ volunteers will be involved with this strategy
Not applicable
Will additional personnel need to be hired in order to vaccinate the introduction year multi-age cohorts? If so, how will this be financed?
Not applicable
Where in the community will the girls be vaccinated? E.g. schools, fixed outreach sites, streets, parks, malls, markets
Not applicable
What interventions will be established to increase community based acceptance and increase community support?
Not applicable
Please provide details of demand generation activities e.g. awareness building and information dissemination via community or education sector and/or mass media, including through youth clubs and street theatre
Not applicable
Describe if/how this delivery strategy will increase coverage, particularly amongst “hard to reach”/ vulnerable girls?
Not applicable
Describe what follow-up mechanism will be used to ensure girls receive their second dose.
Not applicable
Using campaigns to deliver HPV vaccines
Please describe why this approach has been chosen for the selection region/ district(s).
Not applicable
What type of campaign will be used for HPV vaccine delivery e.g. Child Health Days/ Weeks, Measles Rubella or tetanus containing vaccines, supplementary immunisation activities, health education activities? If the campaign is planned to be standalone, please explain why?
Not applicable
How will this campaign impact routine service delivery? For example, will health facility personnel be used for this campaign?
Not applicable
Will additional personnel need to be hired in order to vaccinate the introduction year multi-age cohorts? If so, how will this be financed?
Not applicable
What location(s) will be used to deliver vaccinations during the campaign?
Not applicable
Will this delivery strategy be used for every year? If so, please describe how this strategy will be financed in future years.
Not applicable
Describe if/how this delivery strategy will increase coverage, particularly amongst “hard to reach”/ vulnerable girls?
Not applicable
6.1.4 Social Mobilisation
Please complete the table below to provide details on the types of information and/ or materials that will be used/ disseminated, to which audience, by which mechanism and the frequency of each.
Types of information or materials
Audience receiving material
Method of delivery
Who delivers
Frequency & Timing
e.g., leaflet, poster, banner, handbook, radio announcement, etc.
e.g., girls, parents, teachers, health workers, district officials, community groups, etc.
e.g., parent meetings, radio, info session at school, house visit, etc.
e.g., teachers, health workers, district official, etc.
e.g., daily, weekly, twice before programme starts; day of vaccination, two weeks before programme begins, etc.
1. Training manual, HPV introduction guidelines, job aides


2. Training manual about the vaccine and teacher roles in delivery; leaflets with key messages and FAQs


3. Pamphlet in local languages with key messages; press conference to generate news in media; targeted stories in print media; SMS to send key messages; 


4. Fact sheet with FAQs


5. Fact sheets, presentations about key messages


6. HPV Job Aide with key messages










1. Health workers





2. Teachers




3. Community




4. Media group




5. Stakeholders (civil society leaders, professional associations, other ministries, and parliamentarians)


6. Teachers and girls in target group

















1. Training sessions in cascade from top, materials handed out at training sessions

2. Training sessions in cascade from top, materials handed out at training sessions


3. Specific to the type of material; make use of existing school meetings and other community or social gatherings


4. Press conference



5. Meetings (1-day)



6. Class lessons and group discussions












1. Trainers at central, provincial and district levels


2. Health workers and education officers from provincial and district levels

3. Pamphlet and media relations at central level; central level works with telecommunication companies for SMS

4. Minister of Health and Child Care and Minister of Education


5. Central MOHCC coordinator

6. Health workers distribute cards; teachers deliver class information
















1. Training started 8 weeks before vaccination; materials developed at least 3 months before start of training



2. Training started 8 weeks before vaccination; materials developed at least 3 months before start of training


3. Pamphlets ready at least 3 months before; media relations start 2 months before first vaccination; SMS messages go out a week before and again during vaccination week



4. One (1) month before first vaccination



5. Ongoing; intensify 3 months before first vaccination



6. Job Aide ready to enable teacher lessons by beginning of second term each year
Please describe a crisis communication plan to response to rumors and misconceptions to HPV vaccination.
DESCRIBE THE HPV CRISIS COMMUNICATION PLAN
The crisis communication plan for HPV is part of the overall crisis communication plan as stated in the  AEFI guidelines. The aim is to investigate and manage the crisis so that it does not negatively affect the program. 
This plan will be implemented by a committee of the following members:
1. Director Epidemiology & Disease Control
2. Deputy Director Community Nursing
3. EPI Manager
4. Deputy Director Health Promotion
5. WHO EPI Focal Person
6. UNICEF EPI Focal Person
7. NITAG Chairperson
8. ICC Chairperson
9. Public Relations Officer
10. Health Promotion Manager
The Committee’s Terms of Reference are:
· Analyse the situation if a crisis occurs
· For geographic location, scale, potential risk to human, health and immunization programme 
· Investigate the crisis if required, ensure it occurs rapidly and report the results:
· Communicate quickly, transparently, and regularly.
· Tell people what actions they should take.
· Listen to public concerns and respond to them compassionately
· Announce when the crisis is over.
· Analyse the impact on the programme, and make adjustments in future
· Established a baseline from the situation analysis.
· Set targets, milestones and indicators.
· Determine how to measure progress – whether through mini surveys, in-process monitoring, post introduction evaluation, focus groups, national surveys or a combination.
· Integrate some communication monitoring with the larger HPV vaccine programme monitoring.
· Assign tasks to specific individuals and give deadlines
· determine and secure a budget
This committee will meet to plan before, monitor progress during the crisis and review and map way forward after a crisis.
6.1.5 Adolescent health integration
Irrespective of the strategies, provide a description of existing health services and/or health education currently being provided to young adolescents (both girls and/or boys) within the 9-14 year old age group and indicate and potential synergy by integrating with HPV vaccination:
a. For health services (this can include: what health services are provided, to which age/sex group, whether it’s mandatory or voluntary, regularly or ad-hoc, in school or out of school, who provides these (government, NGOs), how often, what is the uptake in the community, how is it perceived by the community.)
The school health program covers neglected tropical diseases, deworming, food poisoning, immunisation, family planning and nutrition. UNICEF carried out a review of the current situation with regard to adolescent health needs and opportunities that could be relevant for an integrated program with HPV vaccination. They identified several needs that deserve special attention in addition to the ongoing effort to develop a new School Health Policy. These needs include: need for improved education on hygiene and WASH facilities; more support in schools for children with disabilities to reduce stigma and enhance participation; and more support in schools for children living with HIV or in families affected by AIDS. They noted that the school curriculum is already being strengthened to create a diversified range of materials aimed at inculcating intrinsic health preserving habits for children and adolescents, in ways that are comfortable for them.
Inadequate funding was identified as the biggest barrier to the success of an integrated ASRH program based in schools. The review also identified the need to strengthen training of teachers to enable them to discuss health matters within the curriculum. They noted that "several organisations are working to build adolescent health literacy in Zimbabwe especially in the arena of sexual and reproductive health and rights, but no one organisation covers the whole country. The methods and materials developed by these organisations could be adapted for use in school health programs, with selected NGOs providing training for teachers, health coordinators and school nurses." Finally, they offered a list of recommendations and 3 options for intervention packages for a school health program that includes HPV vaccination.
b. For health education (this can include: the topic, whether it is national, sub-national, in school or out of school, who provides the education, how often, is it in the school curriculum, are there NGOs providing these? How is it perceived by the community? Has there been an evaluation and if so, how was it evaluated and what were the findings?)
The country has health education targeting 9 - 13 years olds such as guidance and counselling life skills. Sexuality and HIV and AIDS education is offered from grade 4 (i.e 9 years onwards. School health programs are mandatory, are part of the education curriculum, and are provided regularly at both primary and secondary levels. For health education the content is covered one hour per week in all schools and is provided by the teachers. It is embedded in the school curriculum and is accepted by the community. The content is examinable in the final primary examinations (grade seven examinations). The content is also examinable in science subjects in secondary school examinations (GCE Ordinary Level Examination). However the program has not been formally evaluated.
The government and NGOs play a critical role in the provision of health education to young adolescents. To complement the school health education programmes that are offered through the education curriculum, other Non Governmental Organisations like CAMFED, CAPENUM TRUST and World Vision, have been roped in to provide health education. CAMFED has Mother Support Groups (MSG) that offer health education and give supplementary feeding to the girl children in the communities and also provides safety nets in the form of sanitary pads. CAPENUM TRUST and World Vision supply food packs (honey, cooking oil, beans and mealie-meal) and also empower the girl children through the funding of projects meant to improve their nutritional status.
A School HealthPolicy has been developed to provide the framework for implementation of a comprehensive health program with support from UNICEF, UNESCO and others. From the situation analysis conducted, the areas being considered are menstrual hygiene/puberty education, nutrition, oral health, mental health, and age-appropriate sexuality messages. Agreed health topics are included in school curriculum on health, taught by teachers and school nurses where available or by clinic staff if there no school nurse.
c. For improving adolescent immunization platform (this can include integration with: other vaccines provided to adolescents (e.g. measles-rubella, tetanus containing vaccines or Dengue), broader health education services)
No other adolescent vaccines just now; monovalent hepatitis B and a tetanus booster are being considered for adolescents. 
6.1.6 CSO engagement
Please describe how and which CSOs will be included in the delivery of HPV vaccines e.g. demand generation activities, increase coverage of "hard to reach" girls.
CSOs will be engaged in consultation with respective subnational health authorities at all levels (National, Provincial, District and Service delivery levels). Possible CSOs include cancer associations; adolescent sexual and reproductive health agencies; National AIDS Council; Zimbabwe Association of Church Hospitals; Women and Gender agencies; other health NGOs, such as World Vision; other non-government development partners; teachers’ unions; professional associations (doctors, nurses, social workers).Engagement of these could be done through their partner engagement fora at their levels.
6.1.7 Key stakeholder and technical partner roles and responsibilities
Please complete the Gavi provided template, to define the respective roles and responsibilities of all in-country stakeholders and technical partners.
Please attach the relevant documents and refer to section 10. Attachments. (Document N°17)
	

	

	


					
	6.2. Requested vaccine (HPV bivalent, 2 dose(s) per vial, LIQUID)
As reported in the cMYP, the country plans to introduce HPV bivalent, using HPV bivalent, 2 dose(s) per vial, LIQUID.
When is the country planning to introduce this vaccine? May 2018
Please note that, due to a variety of factors, the launch date may vary compared to the date stipulated in the application. Gavi will work closely with countries and their partners to address these issues.
Please summarise the cold chain capacity (at central and other levels) and readiness to accommodate new vaccines, taking into consideration training, cold chain equipment and other logistical requirements. If cold chain expansion is required, state how it will be financed, and when it will be in place. The Independent Review Committee requires assurance that the cold chain is ready or will be ready for the routine introduction of the new vaccine, and evidence/plans need to be provided. All proposals that include Gavi- financing for cold chain equipment intended for vaccine storage shall need to procure equipment pre-qualified by WHO under their Performance Quality and Safety (PQS) program. The purchase of non-PQS equipment will only be considered on an exceptional basis, with justification and advance agreement from Gavi.
The vaccine supply chain of the country is made up of four levels which are the central, provincial, district and service delivery. All vaccines in the immunisation programme are imported and their entry point into the country is the Central Vaccine Stores (CVS) which is the primary store.  The CVS distributes vaccines to Provincial Vaccine Stores quarterly. Provinces distribute vaccines to district vaccine stores monthly and in turn districts to service delivery monthly as well. The whole chain of distribution from CVS to service delivery uses a pull system.
A Central Vaccine Stores built by the Government of Zimbabwe was commissioned in 2014. The building has a workshop for refrigerator repairs, store rooms for diluents and spares, four offices and a boardroom. It has 6 X 40 m3 and 4 x 30 m3 cold rooms and one freezer room installed. Each of the eleven provinces has 1 x 30m3 cold room installed and commissioned in 2014. The district level is equipped with the conventional PQS refrigerators, mainly the ice lined refrigerator. At service delivery level, there are mainly three types of refrigerators for vaccine storage – gas/electric, electric and solar direct drive. Cold chain capacity is adequate at all levels and is able to accommodate HPV and other vaccines which may be introduced by the country in future. A Cold Chain Assessment was conducted end of 2015 and the country has developed a five year replacement plan which will be used to strengthen the existing capacities at various levels.
Vaccine and supplies delivery transport between levels is mainly provided by Government with partners chipping in at district level.. 
		
					
	6.2.1. Vaccine Prices
Vaccine
Presentation
2017
2018
2019
2020
2021
2022
HPV bivalent, 2 dose(s) per vial, LIQUID
2
4.55
4.55
4.55
4.55
4.55
4.55
6.2.2. Co-financing information
The co-financing requirement applies to vaccines for the routine cohort (i.e. the cohort that will be routinely vaccinated on an annual basis for the routine immunisation programme). However, Gavi will fully finance vaccines for the additional multi-age cohort during the introduction year.
If you would like to co-finance an amount higher than the minimum, please provide information in Your co-financing row.
Country group
Initial self-financing phase
2018
2019
2020
minimum co-financing per dose
0.20
0.20
0.20
your co-financing per dose (please change if higher)
0.20
0.20
0.20
2021
2022
minimum co-financing per dose
0.20
0.20
your co-financing per dose (please change if higher)
0.20
0.20

					
	6.2.2.1.Specifications of vaccinations with new vaccine for routine cohort
		
					
	Source
2018
2019
2020
2021
Number of girls in routine cohort to be vaccinated with the first dose
Table 5.2
#
191,302
197,528
201,692
205,919
Number of girls in routine cohort to be vaccinated with the second dose
Table 5.2
#
189,176
195,381
199,523
203,729
Immunisation coverage with the second dose
Table 5.2
%
89%
91%
92%
93%
Country co-financing per dose
Table 6.2.2
$
0.2
0.2
0.2
0.2
Source
2022
Number of girls in routine cohort to be vaccinated with the first dose
Table 5.2
#
210,212
Number of girls in routine cohort to be vaccinated with the second dose
Table 5.2
#
207,999
Immunisation coverage with the second dose
Table 5.2
%
94%
Country co-financing per dose
Table 6.2.2
$
0.2
			
					
		6.2.2.2.Specifications of vaccinations with new vaccine for additional multi-age cohort
Source
2018
2019
2020
2021
Number of girls in the additional multi-age cohort to be vaccinated with the first dose
Table 5.2
#
533,943
0
0
0
Number of girls in the additional multi-age cohort to be vaccinated with the second dose
Table 5.2
#
528,010
0
0
0
Immunisation coverage with the second dose
Table 5.2
%
89.00%
0
0
0
Source
2022
Number of girls in the additional multi-age cohort to be vaccinated with the first dose
Table 5.2
#
0
Number of girls in the additional multi-age cohort to be vaccinated with the second dose
Table 5.2
#
0
Immunisation coverage with the second dose
Table 5.2
%
0
	

	

	

	

	


	6.2.3 Portion of supply for routine cohort to be procured by the country (and cost estimate, US$)

	2018
2019
2020
Number of vaccine doses
#
16,443
16,980
17,313
Number of AD syringes
#
0
0
0
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
0
0
0
Total value to be co-financed by the Country [1]
$
99,881
83,181
84,701
[1] The co-financing amount for initial self-financing countries indicates costs for the vaccines and any freight charges. The total co-financing amount does not contain the costs and fees of the relevant Procurement Agency, such as contingency buffer and handling fees. Information on these extra costs and fees will be provided by the relevant Procurement Agency as part of the cost estimate to be requested by the Country.
2021
2022
Number of vaccine doses
#
17,677
18,046
Number of AD syringes
#
0
0
Number of re-constitution syringes
#
0
0
Number of safety boxes
#
0
0
Total value to be co-financed by the Country [1]
$
86,481
88,281
[1] The co-financing amount for initial self-financing countries indicates costs for the vaccines and any freight charges. The total co-financing amount does not contain the costs and fees of the relevant Procurement Agency, such as contingency buffer and handling fees. Information on these extra costs and fees will be provided by the relevant Procurement Agency as part of the cost estimate to be requested by the Country.

	6.2.3.1 Portion of supply for routine cohort to be procured by Gavi (and cost estimate, US$)

	2018
2019
2020
Number of vaccine doses
#
364,035
375,929
383,902
Number of AD syringes
#
528,390
435,791
443,736
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
5,813
4,794
4,882
Total value to be co-financed by Gavi
$
2,235,540
1,861,562
1,898,556
2021
2022
Number of vaccine doses
#
391,971
400,165
Number of AD syringes
#
453,049
462,505
Number of re-constitution syringes
#
0
0
Number of safety boxes
#
4,984
5,088
Total value to be co-financed by Gavi
$
1,938,454
1,978,802

	6.2.3.2 Portion of supply for additional multi-age cohort to be procured by Gavi (and cost estimate, US$)

	2018
2019
2020
Number of vaccine doses
#
723,119
195,381
199,523
Number of AD syringes
#
795,431
214,920
219,476
Number of re-constitution syringes
#
0
0
0
Number of safety boxes
#
8,750
2,365
2,415
2021
2022
Number of vaccine doses
#
203,729
207,999
Number of AD syringes
#
224,102
228,799
Number of re-constitution syringes
#
0
0
Number of safety boxes
#
2,466
2,517


		

	

	

	

	


	6.2.4 New and Under-Used Vaccine Introduction Grant


			
				
	Calculation of Vaccine Introduction Grant for the HPV bivalent, 2 dose(s) per vial, LIQUID
		
				
	Year of New Vaccine Introduction 
Girls in routine cohort (From Table 5.2)
Share per Girls in routine cohort in US$
Total in US$
2018
212,557
2.40
510,137
		
				
		The Grant will be based on a maximum award of $2.4 per girl in the routine cohort with a minimum starting grant award of $100,000
	
				
		Please describe how the Gavi Vaccine Introduction Grant will be used to facilitate the timely and effective implementation of critical activities in advance of and during the introduction of the new vaccine (refer to the cMYP and the Vaccine Introduction Plan).
	
				
		The GAVI VIG will be used for the following activities;
· Training of all stakeholders
· Production, printing and distribution of IEC material and data collection tools
· Stakeholder meetings
· Advocacy, Social Mobilisation and Program Communication
· Planning meetings
· Support staff allowances during Implementation of the vaccine
· Monitoring and Evaluation
	
				
		Please complete the ‘Detailed budget for VIG / Operational costs’ template provided by Gavi and attach as a mandatory document in the Attachment section.
	
				
		Detailed budget attached as Document No. 22,23.
	
				
		Where Gavi support is not enough to cover the full needs, please describe other sources of funding and the expected amounts to be contributed, if available, to cover your full needs.
	
				
		The country hopes to get financial support for introduction from partners like WHO, UNICEF, HDF and World Vision. It is also hoped that the government will fund new vaccine introduction over and above the existing expenditure toward health delivery in the country.
	
				
	6.2.5.New and Under-Used Operational support
Calculation of Operational Support for the HPV bivalent, 2 dose(s) per vial, LIQUID
Year of New Vaccine Introduction 
Girls in additional multi-age cohort (From Table 5.2)
Share per Girls in additional multi-age cohort in US$
Total in US$
2018
593,270
0.65
385,626
Please describe how the Gavi Operational support will be used to reach the additional multi-age cohorts? How will these funds be used to strengthen routine activities e.g. reinforcing routine outreach activities, additional personnel, additional demand generation activities?

Note: These funds can be used over a longer period than the introduction year in order to strengthen routine immunisation. For example to reinforce routine outreach activities in difficult to access districts.
Operational funds will be devoted to transport, worker allowances for going to schools, fuel and vehicle maintenance, School Health Masters level of effort, stationery, training meetings. The funds will be used for demand creation through stakeholder meetings, health education in schools, and in communities, and production of IEC materials. The vehicles maintained and fueled by the fund will also be used for routine immunizations to reach children living in hard to reach areas; vaccine delivery, improve support and supervision and on job training on EPI, will strengthen integrated delivery of childhood interventions such as deworming and PMTCT. Will strengthen mapping of hard to reach areas and setting up of new outreach points in consultation with the communities.
Detailed budget attached as Document No. 22,23.
Where Gavi support is not enough to cover the full needs, please describe other sources of funding and the expected amounts to be contributed, if available, to cover your full needs.
The country hopes to get financial support for introduction from partners like WHO, UNICEF, HDF and World Vision. It is also hoped that the government will fund new vaccine introduction over and above the existing expenditure toward health delivery in the country.

				
		6.2.6.Technical assistance
Please describe any particular area(s) the Ministry would require technical assistance to support the introduction of HPV bivalent.
The country requires technical support from WHO with regards to coordination; planning; logistics support; school health programs, social mobilization, operational research; monitoring and evaluation, PIE and coverage survey. Technical support for conducting the costing and exploring cost-sharing options has been secured from US CDC and they will team up with WHO. Help on documentation of best practices, lessons learned, advocacy, communication and social mobilization is expected from UNICEF. Technical assistance is needed from WHO, UNICEF and USAID/MCHIP to train health workers in NVI. Evaluation support is desired from PATH and WHO for the PIE and for a coverage survey.
	

	

	
			
		
			

	

	


	7. NVS Preventive Campaigns


	
	
	No NVS Prevention Campaign Support this year

	

		

	
	

	8. NVS Follow-up Campaigns
No NVS Follow-up Campaign Support this year



	9. Procurement and Management


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

	
	Note: The PCV vaccine must be procured through UNICEF to be able to access the price awarded by the Advance Market Commitment (AMC).

	
	a) Please show how the support will operate and be managed including procurement of vaccines (Gavi expects that most countries will procure vaccine and injection supplies through UNICEF or PAHO’s Revolving Fund):
All vaccines used in the country are imported and procured through UNICEF Supply Division. Vaccines and supplies estimates are calculated annually at national level with input from technical partners, UNICEF and WHO. Purchase orders and deliveries to the country are made on a quarterly basis. Distribution down the ladder is by pull system, done quarterly at provincial and monthly at district and service delivery levels. Stock management is computerized at central, provincial and district levels.
b) If an alternative mechanism for procurement and delivery of vaccine supply (financed by the country or the Gavi) is requested, please document

A description of the mechanism and the vaccines or commodities to be procured by the country

Assurance that vaccines will be procured from the WHO list of pre-qualified vaccines, indicating the specific vaccine from the list of pre-qualification. For the procurement of locally-produced vaccines directly from a manufacturer which may not have been prequalified by WHO, assurance should also be provided that the vaccines purchased comply with WHO’s definition of quality vaccines, for which there are no unresolved quality problems reported to WHO, and for which compliance is assured by a fully functional National Regulatory Authority (NRA), as assessed by WHO in the countries where they are manufactured and where they are purchased.
N/A
c) If receiving direct financial support from Gavi (such as operational support for campaigns or VIG activities), please indicate how the funds should be transferred by Gavi.
Currently all GAVI cash grants are disbursed to the country through UNICEF and the country hopes that the arrangement will be used for all HPV funds.
d) Please indicate how the co-financing amounts will be paid (and who is responsible for this)
The co-financing amounts will be transferred to UNICEF Supply Division and the government is responsible for paying.
e) Please describe the financial management procedures that will be applied for the management of the NVS direct financial support, including procurement.
The financial and procurement management will follow the government of Zimbabwe legislation and procedures as found in the various Acts and instructions.
f) Please outline how coverage of the introduced vaccine will be monitored, reported and evaluated (refer to cMYP and Introduction Plan)
The HPV vaccination program will be integrated into the existing immunization program and monitoring of vaccination coverage will follow the existing routine reporting system. Tally sheets will be used to capture daily vaccinations and reported at the end of each day to the district, province, and national command centres. Tallies will be consolidated at district level at the end of the vaccination round, and entered in the DHIS2. Once in the DHIS2, data is accessible to all levels for analysis and action. Each district/province will have own target populations against which coverage will be calculated.
g) If applying for measles second dose, does the country wish to have the support in cash or in-kind? N/A

	
	9.2 Procurement and Management for NVS Preventive Campaign(s)

	
	No NVS Prevention Campaign Support this year

	
	9.3 Product Licensure

	
	For each of the vaccine(s) requested, please state whether manufacturer registration and/or national vaccine licensure will be needed in addition to WHO prequalification and, if so, describe the procedure and its duration. In addition, state whether the country accepts the Expedited Procedure for national registration of WHO-prequalified vaccines.
Note that the necessary time for licensure should be factored into the introduction timeline and reflected in the Vaccine Introduction Plan or Plan of Action.
In addition to the WHO prequalification, each vaccine product to be used is recommended to be registered by the Medicines Control Authority of Zimbabwe. Dossiers for registration of the vaccine are submitted to MCAZ for review. The Authority accepts Expedited Procedure for registration of WHO-prequalified vaccines. The expedited review and licensure of a prequalified vaccine takes approximately 6 months. Currently in Zimbabwe there are two registered Human Papilloma Virus Vaccines (HPV) i.e. Cervarix manufactured by GlaxoSmithKline and Gardasil manufactured by MSD Pty Ltd.
For each of the vaccine(s) requested, please provide the actual licensure status of the preferred presentation and of any alternative presentations, if required.
Cervarix  manufactured by GSK which contains HPV type 16 L1 protein 20mcg and HPV type 18 L1 protein 20mcg/ 0.5ml  suspension for Injection (1 dose) is registered and licensed in Zimbabwe
Gardasil manufactured by MSD Pty Ltd which contains HPV 1 type 6 L1 protein 20mcg, HPV 1 Type 11  L1 protein 40mcg, HPV 1 type 16  L1 protein 40mcg and HPV 1 type 18 L1 protein 20mcg/ 0.5ml suspension for injection (1 dose) is registered and licensed in Zimbabwe.
Please describe local customs regulations, requirements for pre-delivery inspection, special documentation requirements that may potentially cause delays in receiving the vaccine. If such delays are anticipated, explain what steps are planned to handle these.
Regulatory requirements for importation of the vaccines are as follows: application for import permits from  MCAZ for registered vaccines to comply with  the Medicines and Allied Substance Control Act (Import and Export of Medicines)
Regulations, 2008 (S.I 57 of 2008), application for MASCA [Chapter 15:03] section 75 authorization of importation for unregistered vaccines and submission of vaccine protocols to MCAZ for the lot release procedures for consignments imported into the country.
A commercial invoice is also required.
Please provide information on NRA in the country, including status (e.g. whether it is WHO-certified).  Please include points of contact with phone numbers and e-mail addresses.  UNICEF will support the process by communicating licensing requirements to the vaccine manufacturers where relevant.
The NRA is WHO-certified and the details are as below:
Medicines Control Authority of Zimbabwe
106, Baines Avenue,
Harare
Zimbabwe
Contact Person: The Director-General, Ms GN Mahlangu
Tel: +263 4 736 981/7, 708 255, 2901327-31
Email: mcaz@mcaz.co.zw
Website: www.mcaz.co.zw

	
	9.4 Waste management

	
	Countries must have a detailed waste management and monitoring plan as appropriate for their immunisation activities. This should include details on sufficient availability of waste management supplies (including safety boxes), the safe handling, storage, transportation and disposal of immunisation waste, as part of a healthcare waste management strategy. Please describe the country’s waste management plan for immunisation activities (including campaigns).
Any waste generated from the vaccination programme is classified as hazardous and as such it requires proper disposal. Waste management for the HPV vaccine will be incorporated into the existing health care waste management. The current setup for waste management is that all sharps are deposited in safety boxes immediately after use. The boxes are sealed off when three quarters full and disposed of by incineration either on or off site. Empty vials are placed in special containers for crushing and/or incineration.

The waste from the school immunisations will be segregated at the point of vaccination. Syringes with needles will be discarded off into the safety box immediately after use. The waste will be transported from the school to the nearest Health facility for treatment and disposal (incineration for all waste, and disposal by burying, as is similar with all EPI waste).


	

		

	


	10. List of documents attached to this proposal


	
		
	10.1. List of documents attached to this proposal

		
	Table 1: Checklist of mandatory attachments
	
		
	Document Number
Document
Section
File
Endorsements
1
MoH Signature (or delegated authority) of Proposal
4.1.1
Ministers Signatures.pdf
File desc: Minister of Health and Child Care Signature
Date/time : 30/01/2017 03:47:01
Size: 766 KB
2
MoF Signature (or delegated authority) of Proposal
4.1.1
Ministers Signatures.pdf
File desc: Minister of Finance and Economic Development Signature
Date/time : 30/01/2017 03:48:44
Size: 766 KB
3
MoE signature (or delegated authority) of HPV Proposal
4.1.1
Minister of Education Signature Request.pdf
File desc: Minister of Primary and Secondary Education Signature - pending
Date/time : 30/01/2017 03:50:30
Size: 347 KB
4
Terms of Reference for the Coordination Forum (ICC/HSCC or equivalent) including all sections outlined in Section 5.2 of the General Application Guidelines (Note: countries applying before May 2017 can submit their existing Terms of Reference)
4.1.2
ZICC Terms of Reference (2).docx
File desc: Zimbabwe Interagency Coordination Committee Terms of Reference
Date/time : 25/01/2017 01:26:10
Size: 25 KB
5
Minutes of Coordination Forum meeting endorsing Proposal
4.1.3
MINS ICC MEETING (Final) - 24 JAN 17.pdf
File desc: ZICC Endorsement Minutes
Date/time : 30/01/2017 02:41:36
Size: 133 KB
6
Signatures of Coordination Forum members in Proposal
4.1.3
ICC_Members_Signatures.pdf
File desc: ZICC_Members_Signatures
Date/time : 30/01/2017 02:48:19
Size: 467 KB
7
Minutes of the Coordination Forum meetings from the past 12 months before the proposal
4.1.3
ZICC_2016_Minutes.zip
File desc: ZICC_2016_Minutes
Date/time : 30/01/2017 02:53:40
Size: 375 KB
8
Role and functioning of the advisory group, description of plans to establish a NITAG
4.2.1
Draft ZIMNITAG IP Manual.pdf
File desc: ZIMNITAG_IP_Manual
Date/time : 30/01/2017 03:01:24
Size: 1 MB
25
Risk assessment and consensus meeting report for Yellow Fever, including information required in the NVS guidelines on YF Risk Assessment process
5.1
Letter to GAVI for Attachments.pdf
File desc: Document not applicable
Date/time : 30/01/2017 05:09:39
Size: 156 KB
26
List of areas/districts/regions and targets to be supported for meningitis A mini catch up campaigns
Letter to GAVI for Attachments.pdf
File desc: Document not applicable
Date/time : 30/01/2017 05:10:54
Size: 156 KB
29
Annual EPI plan for measles and rubella support
Letter to GAVI for Attachments.pdf
File desc: Document not applicable
Date/time : 30/01/2017 05:08:38
Size: 156 KB
30
For measles and rubella support, evidence that the country is currently financing the measles mono-valent vaccine component of MCV1, or that it can meet the requirement to be self-financing this from government funds from 2018 onwards
Letter to GAVI for Attachments.pdf
File desc: Document not applicable
Date/time : 30/01/2017 05:07:47
Size: 156 KB
Planning, financing and vaccine management
9
Comprehensive Multi Year Plan - cMYP
5.1
Zimbabwe EPI cMYP_2016-2020 Rev Jan 2017.pdf
File desc: Zim_cMYP_2016-2020
Date/time : 30/01/2017 03:55:09
Size: 1 MB
10
cMYP Costing tool for financial analysis
5.1
Copy of Zim_cMYP_Costing_Jan_17.xlsm
File desc: Zim_cMYP_Costing_Tool_2016 to 2020
Date/time : 27/01/2017 09:00:16
Size: 3 MB
11
M&E and surveillance plan within the country’s existing monitoring plan
5.1.4
Zimbabwe Surveillance Plan .pdf
File desc: Zimbabwe Surveillance Plan
Date/time : 30/01/2017 03:20:23
Size: 729 KB
12
New vaccine introduction plan (NVIP), New Vaccine Introduction Checklist and Activity List & Timeline for routine vaccines or Plan of Action (PoA) for campaign vaccines
5.1
Zim - Introduction Plan For HPV Jan 2017.pdf
File desc: Zim_HPV_Introduction_Plan
Date/time : 30/01/2017 04:04:08
Size: 823 KB
15
HPV Region/ Province profile
6.1.1
Zim_HPV Application_Region Profile_vt.xlsx
File desc: Zim Provincial Profile
Date/time : 20/01/2017 10:31:42
Size: 38 KB
16
HPV Key Stakeholder Roles and Responsibilities
6.1.1,6.1.2
Copy of Zim_HPV Application_Stakeholder roles_vt.xlsx
File desc: HPV Key Stakeholders
Date/time : 20/01/2017 11:48:04
Size: 22 KB
19
EVM report
9.3
Zimbabwe_2016_EVM_Report_.pdf
File desc: Zim_EVMA_Report
Date/time : 30/01/2017 04:10:49
Size: 1 MB
20
Improvement plan based on EVM
9.3
Zim_EVMA_Improvement_Plan_2016.pdf
File desc: Zim_EVMA_Improvement_Plan_2016
Date/time : 30/01/2017 04:26:27
Size: 52 KB
21
EVM improvement plan progress report
9.3
ZIM EVMA 2016 Improvement_plan_implementation_status.xlsm
File desc: Zim_EVMA_Implementation_Status
Date/time : 30/01/2017 04:27:40
Size: 87 KB
22
Detailed budget template for VIG / Operational Costs
6.x,7.x.2, 6.x.2
Copy of Zimbabwe HPVV Detailed Budget template_VIG _ Op HPV 2017.xlsx
File desc: HPV_Budget
Date/time : 23/01/2017 02:41:00
Size: 57 KB
23
Risk assessment and consensus meeting report for MenA. If the DPT was used instead, please include this.
6.x,7.x.2, 6.x.2,8.x.3
Letter to GAVI for Attachments.pdf
File desc: Document not applicable
Date/time : 30/01/2017 05:06:36
Size: 156 KB
32
Data quality assessment (DQA) report
5.1.4
Zim 2013 DQS Report draft Sep2013 Marembo 25.01.17.doc
File desc: Zim_DQS_Report_2013
Date/time : 27/01/2017 08:22:10
Size: 3 MB
36
Strategy for establishing or strengthening a national comprehensive approach to cervical cancer prevention and control
Zimbabwe Cervical Cancer Prevention and Control Strategy Final_oct2016_vt.doc
File desc: Zim_Cervical_Cancer_Strategy
Date/time : 25/01/2017 01:37:28
Size: 430 KB

		
	Table 2: Checklist of optional attachments
	
		
	Document Number
Document
Section
File
13
Introduction Plan for the introduction of RCV / JE / Men A / YF into the national programme
8.x.3
No file loaded
14
Annual EPI Plan with 4 year forward view for measles and rubella
No file loaded
17
Evidence of commitment to fund purchase of RCV (in place of the first dose of MCV) / JE for use in the routine system
5.1.6, 6.1.7
No file loaded
18
Campaign target population documentation
8.x.1, 6.x.1
No file loaded
24
Risk assessment and consensus meeting report for Yellow Fever, including information required Section 5.3.2 in the General Guidelines on YF Risk Assessment process
8.1,5.1
No file loaded
27
National Measles (& Rubella) elimination plan if available
MEASLES ELIMINATION STRATEGIC PLAN    .pdf
File desc: Zim_Measles_Elimination_Plan
Date/time : 30/01/2017 05:17:03
Size: 833 KB
28
A description of partner participation in preparing the application
4.1.3
Copy of Zim_HPV Application_Stakeholder roles_vt.xlsx
File desc: Partner_Roles
Date/time : 25/01/2017 01:48:57
Size: 22 KB
31
Minutes of NITAG meeting with specific recommendations on the NVS introduction or campaign
4.2
NITAG HPV Application recommendations.pdf
File desc: NITAG_Recommendations
Date/time : 30/01/2017 04:31:39
Size: 161 KB
33
DQA improvement plan
5.1.4
Zim 2013 DQS Report draft Sep2013 Marembo 25.01.17.doc
File desc: Zim_2013_DQS_Improvement_Plan
Date/time : 26/01/2017 07:14:51
Size: 3 MB
34
Plan of Action for campaigns
8.1, 8.x.4
No file loaded
35
Other
Copy of C4P v4_Zimbabwe National Scale up_MARONDERA_FINAL_20Jan2017.zip
File desc: Zim_C4P
Date/time : 25/01/2017 01:53:49
Size: 4 MB
37
Evidence of self-financing MCV1
5.1.5
No file loaded


	

	

	
	


	11. Annexes


	
	
	Annex 1 - NVS Routine Support

	
	Annex 1.1 - NVS Routine Support (HPV bivalent, 2 dose(s) per vial, LIQUID)
Table Annex 1.1 A: Rounded up portion of supply that is procured by the country and estimate of relative costs in US$
2018
2019
2020
2021
Number of vaccine doses
#
16,443
16,980
17,313
17,677
Number of AD syringes
#
0
0
0
0
Number of re-constitution syringes
#
0
0
0
0
Number of safety boxes
#
0
0
0
0
Total value to be co-financed by the Country [1]
$
99,881
83,181
84,701
86,481
2022
Number of vaccine doses
#
18,046
Number of AD syringes
#
0
Number of re-constitution syringes
#
0
Number of safety boxes
#
0
Total value to be co-financed by the Country [1]
$
88,281
Table Annex 1.1 B: Rounded up portion of supply that is procured by Gavi and estimate of relative costs in US$
Portion of supply for routine cohort to be procured by Gavi (and cost estimate, US$)
2018
2019
2020
2021
Number of vaccine doses
#
364,035
375,929
383,902
391,971
Number of AD syringes
#
528,390
435,791
443,736
453,049
Number of re-constitution syringes
#
0
0
0
0
Number of safety boxes
#
5,813
4,794
4,882
4,984
Total value to be co-financed by Gavi
$
2,235,540
1,861,562
1,898,556
1,938,454
2022
Number of vaccine doses
#
400,165
Number of AD syringes
#
462,505
Number of re-constitution syringes
#
0
Number of safety boxes
#
5,088
Total value to be co-financed by Gavi
$
1,978,802
Portion of supply for additional multi-age cohort to be procured by Gavi (and cost estimate, US$)
2018
2019
2020
2021
Number of vaccine doses
#
723,119
195,381
199,523
203,729
Number of AD syringes
#
795,431
214,920
219,476
224,102
Number of re-constitution syringes
#
0
0
0
0
Number of safety boxes
#
8,750
2,365
2,415
2,466
2022
Number of vaccine doses
#
207,999
Number of AD syringes
#
228,799
Number of re-constitution syringes
#
0
Number of safety boxes
#
2,517


	

	

	

	
	


	Table Annex 1.1 C: Summary table for vaccine HPV bivalent, 2 dose(s) per vial, LIQUID

	Source
2018
2019
2020
2021
Number of girls in the additional multi-age cohort to be vaccinated with the first dose
Table 5.2
#
533,943
0
0
0
Number of girls in the additional multi-age cohort to be vaccinated with the second dose
Table 5.2
#
528,010
0
0
0
Immunisation coverage with the second dose
Table 5.2
%
89.00%
0
0
0
Source
2022
Number of girls in the additional multi-age cohort to be vaccinated with the first dose
Table 5.2
#
0
Number of girls in the additional multi-age cohort to be vaccinated with the second dose
Table 5.2
#
0
Immunisation coverage with the second dose
Table 5.2
%
0


		
		

	

	

	

	

	

	
	


	Table Annex 1.1 D: Estimated numbers for HPV bivalent, 2 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 1)


	
	
	Formula
2018
Total
Government
Gavi
A
Country co-finance
V
4.32 %
B
Number of children to be vaccinated with the first dose
Table 5.2
191,302
8,268
183,034
B1
Number of children to be vaccinated with the second dose
Table 5.2
189,176
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B + B1
380,478
16,443
364,035
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
399,502
17,265
382,237
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
99,876
4,317
95,559
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
499,400
21,582
477,818
J
Number of doses per vial
Vaccine parameter
2
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
528,390
0
528,390
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.10
5,813
0
5,813
N
Cost of vaccines needed
I x vaccine price per dose (g)
2,272,270
98,198
2,174,072
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
21,533
0
21,533
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
2,679
0
2,679
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
38,939
1,683
37,256
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
2,335,421
99,881
2,235,540
U
Total country co-financing
I x country co-financing per dose (cc)
99,880
V
Country co-financing % of Gavi supported proportion
U / (N + R)
4.32 %

	

	
	Table Annex 1.1 D: Estimated numbers for HPV bivalent, 2 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 2)
Formula
2019
Total
Government
Gavi
A
Country co-finance
V
4.32 %
B
Number of children to be vaccinated with the first dose
Table 5.2
197,528
8,537
188,991
B1
Number of children to be vaccinated with the second dose
Table 5.2
195,381
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B + B1
392,909
16,980
375,929
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
412,555
17,829
394,726
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
3,264
142
3,122
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
415,900
17,974
397,926
J
Number of doses per vial
Vaccine parameter
2
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
435,791
0
435,791
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.10
4,794
0
4,794
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,892,345
81,779
1,810,566
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
17,760
0
17,760
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
2,210
0
2,210
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
32,428
1,402
31,026
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
1,944,743
83,181
1,861,562
U
Total country co-financing
I x country co-financing per dose (cc)
83,180
V
Country co-financing % of Gavi supported proportion
U / (N + R)
4.32 %

	Table Annex 1.1 D: Estimated numbers for HPV bivalent, 2 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 3)
Formula
2020
Total
Government
Gavi
A
Country co-finance
V
4.31 %
B
Number of children to be vaccinated with the first dose
Table 5.2
201,692
8,703
192,989
B1
Number of children to be vaccinated with the second dose
Table 5.2
199,523
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B + B1
401,215
17,313
383,902
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
421,276
18,179
403,097
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
2,181
95
2,086
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
423,500
18,274
405,226
J
Number of doses per vial
Vaccine parameter
2
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
443,736
0
443,736
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.10
4,882
0
4,882
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,926,925
83,147
1,843,778
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
18,084
0
18,084
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
2,250
0
2,250
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
35,998
1,554
34,444
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
1,983,257
84,701
1,898,556
U
Total country co-financing
I x country co-financing per dose (cc)
84,700
V
Country co-financing % of Gavi supported proportion
U / (N + R)
4.31 %

	Table Annex 1.1 D: Estimated numbers for HPV bivalent, 2 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 4)
Formula
2021
Total
Government
Gavi
A
Country co-finance
V
4.31 %
B
Number of children to be vaccinated with the first dose
Table 5.2
205,919
8,886
197,033
B1
Number of children to be vaccinated with the second dose
Table 5.2
203,729
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B + B1
409,648
17,677
391,971
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
430,131
18,561
411,570
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
2,214
96
2,118
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
432,400
18,659
413,741
J
Number of doses per vial
Vaccine parameter
2
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
453,049
0
453,049
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.10
4,984
0
4,984
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,967,420
84,895
1,882,525
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
18,463
0
18,463
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
2,297
0
2,297
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
36,755
1,586
35,169
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
2,024,935
86,481
1,938,454
U
Total country co-financing
I x country co-financing per dose (cc)
86,480
V
Country co-financing % of Gavi supported proportion
U / (N + R)
4.31 %

	Table Annex 1.1 D: Estimated numbers for HPV bivalent, 2 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 5)
Formula
2022
Total
Government
Gavi
A
Country co-finance
V
4.31 %
B
Number of children to be vaccinated with the first dose
Table 5.2
210,212
9,071
201,141
B1
Number of children to be vaccinated with the second dose
Table 5.2
207,999
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B + B1
418,211
18,046
400,165
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
439,122
18,949
420,173
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
2,248
98
2,150
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
441,400
19,047
422,353
J
Number of doses per vial
Vaccine parameter
2
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
462,505
0
462,505
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.10
5,088
0
5,088
N
Cost of vaccines needed
I x vaccine price per dose (g)
2,008,370
86,662
1,921,708
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
18,848
0
18,848
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
2,345
0
2,345
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
37,520
1,619
35,901
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
2,067,083
88,281
1,978,802
U
Total country co-financing
I x country co-financing per dose (cc)
88,280
V
Country co-financing % of Gavi supported proportion
U / (N + R)
4.31 %


	

		

	

	

	

	

	

	
	


	
	Annex 2 - NVS Routine – Preferred Second Presentation

	
	Annex 2.1 - NVS Routine Support (HPV quadrivalent, 1 dose(s) per vial, LIQUID)
Table Annex 2.1 A: Rounded up portion of supply that is procured by the country and estimate of relative costs in US$
2018
2019
2020
2021
Number of vaccine doses
#
16,443
16,980
17,313
17,677
Number of AD syringes
#
0
0
0
0
Number of re-constitution syringes
#
0
0
0
0
Number of safety boxes
#
0
0
0
0
Total value to be co-financed by the Country [1]
$
99,881
83,181
84,701
86,481
2022
Number of vaccine doses
#
18,046
Number of AD syringes
#
0
Number of re-constitution syringes
#
0
Number of safety boxes
#
0
Total value to be co-financed by the Country [1]
$
88,281
Table Annex 2.1 B: Rounded up portion of supply that is procured by Gavi and estimate of relative costs in US$
Rounded up portion of supply for the additional cohort that is procured by Gavi and estimate of relative costs in US$
2018
2019
2020
2021
Number of vaccine doses
#
364,035
375,929
383,902
391,971
Number of AD syringes
#
528,390
435,791
443,736
453,049
Number of re-constitution syringes
#
0
0
0
0
Number of safety boxes
#
5,813
4,794
4,882
4,984
Total value to be co-financed by Gavi
$
2,235,540
1,861,562
1,898,556
1,938,454
2022
Number of vaccine doses
#
400,165
Number of AD syringes
#
462,505
Number of re-constitution syringes
#
0
Number of safety boxes
#
5,088
Total value to be co-financed by Gavi
$
1,978,802
Table Annex 2.1 B: Rounded up portion of supply that is procured by Gavi and estimate of relative costs in US$ ADDITIONAL COHORTS
2018
2019
2020
2021
Number of vaccine doses
#
189,176
195,381
199,523
203,729
Number of AD syringes
#
208,094
214,920
219,476
224,102
Number of re-constitution syringes
#
0
0
0
0
Number of safety boxes
#
2,290
2,365
2,415
2,466
2022
Number of vaccine doses
#
207,999
Number of AD syringes
#
228,799
Number of re-constitution syringes
#
0
Number of safety boxes
#
2,517


	

	

	

	
	


	Table Annex 2.1 C: Summary table for vaccine HPV quadrivalent, 1 dose(s) per vial, LIQUID

	Source
2018
2019
2020
2021
Number of girls in the additional multi-age cohort to be vaccinated with the first dose
Table 5.2
#
0
0
0
0
Number of girls in the additional multi-age cohort to be vaccinated with the second dose
Table 5.2
#
0
0
0
0
Immunisation coverage with the second dose
Table 5.2
%
0
0
0
0
Source
2022
Number of girls in the additional multi-age cohort to be vaccinated with the first dose
Table 5.2
#
0
Number of girls in the additional multi-age cohort to be vaccinated with the second dose
Table 5.2
#
0
Immunisation coverage with the second dose
Table 5.2
%
0


		
		

	

	

	

	

	

	
	


	Table Annex 2.1 D: Estimated numbers for HPV quadrivalent, 1 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 1)


	
	
	Formula
2018
Total
Government
Gavi
A
Country co-finance
V
4.32 %
B
Number of children to be vaccinated with the first dose
Table 5.2
191,302
8,268
183,034
B1
Number of children to be vaccinated with the second dose
Table 5.2
189,176
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B + B1
380,478
16,443
364,035
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
399,502
17,265
382,237
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
99,876
4,317
95,559
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
499,400
21,582
477,818
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
528,390
0
528,390
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.10
5,813
0
5,813
N
Cost of vaccines needed
I x vaccine price per dose (g)
2,272,270
98,198
2,174,072
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
21,533
0
21,533
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
2,679
0
2,679
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
38,939
1,683
37,256
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
2,335,421
99,881
2,235,540
U
Total country co-financing
I x country co-financing per dose (cc)
99,880
V
Country co-financing % of Gavi supported proportion
U / (N + R)
4.32 %

	

	
	Table Annex 2.1 D: Estimated numbers for HPV quadrivalent, 1 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 2)
Formula
2019
Total
Government
Gavi
A
Country co-finance
V
4.32 %
B
Number of children to be vaccinated with the first dose
Table 5.2
197,528
8,537
188,991
B1
Number of children to be vaccinated with the second dose
Table 5.2
195,381
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B + B1
392,909
16,980
375,929
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
412,555
17,829
394,726
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
3,264
142
3,122
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
415,900
17,974
397,926
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
435,791
0
435,791
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.10
4,794
0
4,794
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,892,345
81,779
1,810,566
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
17,760
0
17,760
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
2,210
0
2,210
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
32,428
1,402
31,026
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
1,944,743
83,181
1,861,562
U
Total country co-financing
I x country co-financing per dose (cc)
83,180
V
Country co-financing % of Gavi supported proportion
U / (N + R)
4.32 %
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Formula
2020
Total
Government
Gavi
A
Country co-finance
V
4.31 %
B
Number of children to be vaccinated with the first dose
Table 5.2
201,692
8,703
192,989
B1
Number of children to be vaccinated with the second dose
Table 5.2
199,523
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B + B1
401,215
17,313
383,902
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
421,276
18,179
403,097
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
2,181
95
2,086
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
423,500
18,274
405,226
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
443,736
0
443,736
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.10
4,882
0
4,882
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,926,925
83,147
1,843,778
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
18,084
0
18,084
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
2,250
0
2,250
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
35,998
1,554
34,444
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
1,983,257
84,701
1,898,556
U
Total country co-financing
I x country co-financing per dose (cc)
84,700
V
Country co-financing % of Gavi supported proportion
U / (N + R)
4.31 %

	Table Annex 2.1 D: Estimated numbers for HPV quadrivalent, 1 dose(s) per vial, LIQUID, associated injection safety material and related co-financing budget (page 4)
Formula
2021
Total
Government
Gavi
A
Country co-finance
V
4.31 %
B
Number of children to be vaccinated with the first dose
Table 5.2
205,919
8,886
197,033
B1
Number of children to be vaccinated with the second dose
Table 5.2
203,729
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B + B1
409,648
17,677
391,971
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
430,131
18,561
411,570
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
2,214
96
2,118
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
432,400
18,659
413,741
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
453,049
0
453,049
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.10
4,984
0
4,984
N
Cost of vaccines needed
I x vaccine price per dose (g)
1,967,420
84,895
1,882,525
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
18,463
0
18,463
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
2,297
0
2,297
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
36,755
1,586
35,169
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
2,024,935
86,481
1,938,454
U
Total country co-financing
I x country co-financing per dose (cc)
86,480
V
Country co-financing % of Gavi supported proportion
U / (N + R)
4.31 %
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Formula
2022
Total
Government
Gavi
A
Country co-finance
V
4.31 %
B
Number of children to be vaccinated with the first dose
Table 5.2
210,212
9,071
201,141
B1
Number of children to be vaccinated with the second dose
Table 5.2
207,999
C
Number of doses per child
Vaccine parameter (schedule)
1
D
Number of doses needed
B + B1
418,211
18,046
400,165
E
Estimated vaccine wastage factor
Table 5.2
1.05
F
Number of doses needed including wastage
D x E
439,122
18,949
420,173
G
Vaccines buffer stock
Buffer on doses needed = (D - D of previous year) x 25% 
Buffer on wastages = ((F - D) - (F of previous year - D of previous year)) x 25%, = 0 if negative result 
G = [buffer on doses needed] + [buffer on wastages]
2,248
98
2,150
I
Total vaccine doses needed
Round up((F + G) / Vaccine package size) * Vaccine package size
441,400
19,047
422,353
J
Number of doses per vial
Vaccine parameter
1
K
Number of AD syringes (+ 10% wastage) needed
(D + G) x 1.10
462,505
0
462,505
L
Reconstitution syringes (+ 10% wastage) needed
(I / J) x 1.10
0
0
0
M
Total of safety boxes (+ 10% of extra need) needed
(K + L) / 100 x 1.10
5,088
0
5,088
N
Cost of vaccines needed
I x vaccine price per dose (g)
2,008,370
86,662
1,921,708
O
Cost of AD syringes needed
K x AD syringe price per unit (ca)
18,848
0
18,848
P
Cost of reconstitution syringes needed
L x reconstitution price per unit (cr)
0
0
0
Q
Cost of safety boxes needed
M x safety box price per unit (cs)
2,345
0
2,345
R
Freight cost for vaccines needed
N x freight cost as of % of vaccines value (fv)
37,520
1,619
35,901
S
Freight cost for devices needed
(O+P+Q) x freight cost as % of devices value (fd)
0
0
0
T
Total fund needed
(N+O+P+Q+R+S)
2,067,083
88,281
1,978,802
U
Total country co-financing
I x country co-financing per dose (cc)
88,280
V
Country co-financing % of Gavi supported proportion
U / (N + R)
4.31 %


	

		

	

	

	

	

	

	
	


			
		Annex 3 - NVS Preventive campaign(s)

			
	No NVS Prevention Campaign Support this year

			
	Annex 4
Table Annex 4A: Commodities Cost
Vaccine
Presentation
2017
2018
2019
2020
HPV bivalent, 2 dose(s) per vial, LIQUID
2
4.550
4.550
4.550
4.550
Vaccine
Presentation
2021
2022
HPV bivalent, 2 dose(s) per vial, LIQUID
2
4.550
4.550
Supply
Form
Note: WAP - weighted average price (to be used for any presentation: For DTP-HepB-Hib, it applies to 1 dose liquid, 2 dose lyophilised and 10 dose liquid. For Yellow Fever, it applies to 5 dose lyophilised and 10 dose lyophilised)
Estimated prices of supply are not disclosed
Table Annex 4B: Freight cost as percentage of value
Vaccine Antigen
Vaccine Type
2018
2019
2020
HPV bivalent, 2 dose(s) per vial, LIQUID
HPV
1.71 %
1.71 %
1.87 %
Vaccine Antigen
Vaccine Type
2021
2022
HPV bivalent, 2 dose(s) per vial, LIQUID
HPV
1.87 %
1.87 %
Table Annex 4C: Initial self-financing phase - Minimum country co-payment per dose of co-financed vaccine
Vaccine
2018
2019
2020
HPV bivalent, 2 dose(s) per vial, LIQUID
0.2
0.2
0.2
Vaccine
2021
2022
HPV bivalent, 2 dose(s) per vial, LIQUID
0.2
0.2
	

	

	

	

	
	


	12. Banking Form


	
		
	In accordance with the decision on financial support made by the Gavi, the Government of Zimbabwe hereby requests that a payment be made via electronic bank transfer as detailed below:
Name of Institution (Account Holder):
UNICEF
Address:
6 Fairbridge Avenue Belgravia 
City Country:
Harare Zimbabwe
Telephone no.:
+263 4 703881, 799232, 703941
Fax no.:
Currency of the bank account:
US dollar
For credit to:
Bank account's title:
United Nations Children's Fund (UNICEF) 
Bank account no.:
8700206548100 
Bank's name:
Standard Chartered 

		
	Is the bank account exclusively to be used by this program?  True

		
	By who is the account audited?  UNICEF and GAVI

		
	Signature of Government's authorizing official

		
	Seal
Name:
Title:
Signature:
Date:

		
	FINANCIAL INSTITUTION
Bank Name:
Branch Name:
Address:
City Country:
Swift Code:
Sort Code:
ABA No.:
Telephone No.:
FAX No.:
	CORRESPONDENT BANK
(In the United States)

		
	I certify that the account No  is held by  at this banking institution
The account is to be signed jointly by at least  (number of signatories) of the following authorized signatories:
1
Name:
Title:
2
Name:
Title:
3
Name:
Title:

		
	Name of bank's authorizing official
Signature:
Date:
Seal:
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