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

HPV Demonstration Programme
Submitted by

The Government of United Republic of Tanzania
Date of submission: 31 October 2012
Deadline for submission:  31 October 2012
Please submit the Proposal using the form provided.
Enquiries to: proposals@gavialliance.org or representatives of a GAVI partner agency. The documents can be shared with GAVI partners, collaborators and general public. The Proposal and attachments must be submitted in English, French, Spanish, or Russian.

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

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

GAVI ALLIANCE
GRANT TERMS AND CONDITIONS

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

FUNDING USED SOLELY FOR APPROVED PROGRAMMES

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

AMENDMENT TO THIS PROPOSAL

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

RETURN OF FUNDS

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

SUSPENSION/ TERMINATION

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

ANTICORRUPTION

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

AUDITS AND RECORDS

The Country will conduct annual financial audits, and share these with the GAVI Alliance, as requested. The GAVI Alliance reserves the right, on its own or through an agent, to perform audits or other financial management assessment to ensure the accountability of funds disbursed to the Country. 

The Country will maintain accurate accounting records documenting how GAVI Alliance funds are used. The Country will maintain its accounting records in accordance with its government-approved accounting standards for at least three years after the date of last disbursement of GAVI Alliance funds.  If there is any claims of misuse of funds, Country will maintain such records until the audit findings are final. The Country agrees not to assert any documentary privilege against the GAVI Alliance in connection with any audit. 

CONFIRMATION OF LEGAL VALIDITY 

The Country and the signatories for the government confirm that this application is accurate and correct and forms a legally binding obligation on the Country, under the Country’s law, to perform the programmes described in this application.

CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE TRANSPARENCY AND ACCOUNTABILITY POLICY

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

ARBITRATION

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

For any dispute for which the amount at issue is US$ 100,000 or less, there will be one arbitrator appointed by the GAVI Alliance.  For any dispute for which the amount at issue is greater than US $100,000 there will be three arbitrators appointed as follows: The GAVI Alliance and the Country will each appoint one arbitrator, and the two arbitrators so appointed will jointly appoint a third arbitrator who shall be the chairperson.

The GAVI Alliance will not be liable to the country for any claim or loss relating to the programmes described in this application, including without limitation, any financial loss, reliance claims, any harm to property, or personal injury or death.  Country is solely responsible for all aspects of managing and implementing the programmes described in this application.  

Use of commercial bank accounts

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

1. Application Specification

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

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

	Quadrivalent (Merck)
	January 2014
	Bivalent (Cervarix)


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

2. Executive Summary

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

Cervical cancer is a disease of public health importance in Tanzania. The disease contributed to one third of all cancer patients seen at the Ocean Road Cancer Institute in 2009. Moreover, the vast majority of cervical cancer patients are usually seen at a late stage of the disease, which reduces chances of survival. Vaccination of adolescent girls is one of the 3-prong National Cervical Cancer Prevention and Control (NCCPC) strategy to addressing the disease burden.

The United Government of Tanzania has a draft scale-up plan for national introduction of HPV vaccine using a donation from Merck & Co. This plan originally proposed to start in three region in the first phase, then seven additional regions in the second phase, and then all 21 regions of the country in the third and final phase. Kilimanjaro region was originally selected as one of the first three regions to introduce HPV vaccine. The implementation was delayed because of unavailability of funds to meet social mobilization and operation costs due to competing priorities.

The HPV vaccination demonstration programme will use the school based approach in 5 districts of Kilimanjaro region 2014. The HPV vaccine becomes the fifth vaccine to be introduced in the country with GAVI support since 2002.

Kilimanjaro region and the four districts within this region specifically, was selected due to high levels of literacy and school attendance, a well-performing EPI programme, more robust and stable infrastructure, and high immunization coverage. There is variation between these districts that will allow the introduction to learn from different conditions for implementation, such as urban and rural environments, as well as mountainous and pastoral, each with their own unique set of challenges for vaccine delivery. Implementing the HPV demonstration program in this region will result in lessons that can be applied more broadly across the country when making their national scale-up plans. Their selection in the HPV demonstration program builds upon these prior efforts.

Central Vaccine store at Medical Store Department has sufficient positive storage of 135,000 litres and a total Walk-in-freezer rooms of 14,000 litres capacity, which is adequate to accommodate both traditional and additional vaccines. A standby water cooled generator of 40 kVA capacity have been installed at each RVS to ensure power availability at all times. The current Ice Lined Refrigerators which are in the RVS will be transferred to the councils to increase their storage capacities.

The non-vaccine costs associated with introducing HPV vaccines in Tanzania in January 2014 amount to USD 155,451. The amount will cover for the costs of printing training, IEC materials and monitoring tools; training of health workers and teachers; and for advocacy and social mobilization activities. The Government of Tanzania therefore requests GAVI to approve the HPV vaccination demonstration programme grant and remit the sum of USD 155,451to facilitate HPV vaccination demonstration in the five districts of Kilimanjaro.
3. Immunisation Programme Data

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

	Vaccine
	Reported
	Survey

	
	2011
	2010
	2010 DHS
	2008 Coverage survey

	DTP 3 (Penta)
	92%
	91%
	87.8% (by card and history)
	94.7% (by card and history)


Q4.
If survey data is included in the table above, please indicate the years the surveys were conducted, the full title, and if available the age groups the data refer to.
Infant immunization coverage survey 2008.
Demographic and Health Survey 2010.

Note: The IRC may review previous applications to GAVI for a general understand of country’s capacities and challenges.

4. HPV Demonstration Programme Plan

4.1 District(s) profile

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

	Component
	District 1 - Moshi (urban)
	District 2 - Moshi (rural)

	Topography (% urban, % semi-urban, % rural, % remote, etc.)
	Moshi Urban covers an area of 58 square km. This is a typical urban district with no villages.
	Moshi rural covers an area of 1,713 square km. It is hilly in the slopes of Mt Kilimanjaro, a mixture of semi-urban and rural

	Number and type of administrative subunits, e.g., counties, towns, wards, villages
	The district has 2 divisions, 16 wards. The municipal council has 116,134 people with 1,952 standard IV girls.
	The district has 4 divisions 27 wards and 150 villages. There are 476,892 people in Moshi DC with 5,641 standard IV girls.

	Total population*
	232,189
	490,854

	Total female population (%)*
	116,485 (50.2%)
	251,199 (51.2%)

	Total female population aged 9-13 years (% of total female population)*
	9,262 (7.9%)
	26,450 (10.5%)

	Number and type of public health facilities
	There are 9 public health facilities; 2 hospitals, 1 health centre and 6 dispensaries
	There are 65 facilities; where 4 are hospitals 7 health centres and 54 dispensaries 

	Number and type of health workers in all district public health facilities
	**241 vaccinators (nurses and trained medical attendant)
	**420 vaccinators (nurses and trained medical attendant)

	Number and type of private health facilities
	There are 22 Private facilities; 1 hospital and 21 dispensaries
	There are 21 private facilities; 1 a hospital and a0 are dispensaries

	Number and type of health workers on staff in private health facilities in the district
	**54 vaccinators (Nurses and trained Medical attendant)
	**11 vaccinators (nurses and trained medical attendant)

	Number and type of public and private primary and secondary schools
	There are 35 public and 13 private schools
	There are 252 public and 14 private schools

	Number of teachers in public and private primary and secondary schools
	There are a total of 897 teachers in total; 861are in public and 36 in private schools
	There are a total of 2,878 teachers in total; 2726 are in public and 152 in private schools

	Estimates of the number and percent of girls attending school for each of the following ages:*
9 year old girls

10 year old girls

11 year old girls

12 year old girls

13 year old girls
	2,071 (100%)

1,896 (100%)

1,910 (100%)

1,575 (100%)

1,810 (100%)
	5,661 (100%)

5,511 (100%)

5,642 (100%)

4,590 (100%)

5,046 (100%)

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

9 year old girls

10 year old girls

11 year old girls

12 year old girls

13 year old girls
	Enrolment is 95.3% of girls; Out of school STD IV girls are estimated to be 4.7%:
97 

89 

90 
74 

85 
	Enrolment is 95.3% of girls; Out of school STD IV girls are estimated to be:

266
259

265

216

237


* Basic Education Statistics in Tanzania (BEST) 2008-2012: National Data; Ministry of Education and Vocational training and 2014 population projections (based on the 2002 national census): Regional and District Projections, volume XII – Kilimanjaro. Tanzania Bureau of Statistics, Ministry of Planning, Economy and Empowerment. December 2006.
	Component
	District 3 – Hai and Siha
	District 4 - Rombo

	Topography (% urban, % semi-urban, % rural, % remote, etc.)
	Hai covers an area of 2,112 square km. It’s a plateau, mostly rural setting and pastoralist and peasants. There are hard to reach areas
	Rombo covers an area of 1,442 square km. It is predominantly hilly

	Number and type of administrative subunits, e.g., counties, towns, wards, villages
	Hai district was recently divided to form 2 administrative councils of Hai and Siha. Hai has 4 divisions, 11 wards and 65 villages and a population of 254,944 inhabitants with 2,461 standard IV girls. The population of Siha is 101,951 with 1,362 standard IV girls.
	Rombo has 5 divisions, 20 wards and 57 villages. The population of Rombo is 317,417 inhabitants with 3,777 standard IV girls.

	Total population*
	328,611
	328,611

	Total female population (%)*
	164,377 (50.0%)
	164,377 (50.0%)

	Total female population aged 9-13 years (% of total female population)*
	16,231 (9.9%)
	16,231 (9.9%)

	Number and type of public health facilities
	There are a total of 32 public health facilities, 2 hospitals, 5 health centres and 25 dispensaries in Hai district; while in Siha there are 15 facilities, 1 hospital 3 health centres and 11dispensaries
	There are a total of 32 public health facilities; 2 hospitals, 4 Health centres and 26 dispensaries

	Number and type of health workers in all district public health facilities
	**232 vaccinators in Hai and 65 in Siha (nurses and trained medical attendant)
	**241 vaccinators (nurses and trained medical attendant)

	Number and type of private health facilities
	There are a total of 14 private dispensaries in Hai; while in Siha there are 8 dispensaries
	There are a total of 11 Private health facilities; 1 Health centre and 10 dispensaries

	Number and type of health workers on staff in private health facilities in the district
	No vaccinators from private facilities
	**3 vaccinators (nurses and trained medical attendant)

	Number and type of public and private primary and secondary schools
	There are 115 schools; 105 public owned and 10 are private in Hai; and 53 in Siha only 2 are private
	There a total of 155 schools, 152 public and 3 are private

	Number of teachers in public and private primary and secondary schools
	There are a total of 1180 teachers in total; 1124 are in public and 56 in private schools
	There are a total of 1,409 teachers in total; 1,363 are in public and 46 in private schools

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

9 year old girls

10 year old girls

11 year old girls

12 year old girls

13 year old girls
	Enrolment is 95.3% of girls; Out of school STD IV girls are estimated to be 4.7%:

3,558 (100%)

3,531 (100%)

3,330 (100%)

2,798 (100%)

3,014 (100%)
	3,558 (100%)

3,531 (100%)

3,330 (100%)

2,798 (100%)

3,014 (100%)

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

9 year old girls

10 year old girls

11 year old girls

12 year old girls

13 year old girls
	Enrolment is 95.3% of girls; Out of school STD IV girls are estimated to be 4.7%:

167
166

157

132

142
	[

167

166

157

132

142


* Data source for estimates of the 2014 population (based on the 2002 national census): Regional and District Projections, volume XII – Kilimanjaro. Tanzania Bureau of Statistics, Ministry of Planning, Economy and Empowerment. December 2006.

Q6.
Please give a brief description of why this district (or districts) was (were) selected to participate in the HPV Demonstration Programme.

The United Government of Tanzania has a draft scale-up plan for national introduction of HPV vaccine using a donation from Merck & Co. This plan originally proposed to start in three region in the first phase, then seven additional regions in the second phase, and then all 21 regions of the country in the third and final phase. Kilimanjaro region was originally selected as one of the first three regions to introduce HPV vaccine, and thus, has had some pre-sensitization to regional and district health and EPI authorities prior. Their selection in the HPV demonstration program builds upon these prior efforts.
This region, broadly, and the four districts within this region specifically, was selected due to high levels of literacy and school attendance, a well-performing EPI programme, more robust and stable infrastructure, and high immunization coverage. These characteristics position the districts of Kilimanjaro to be well positioned to make the most of the opportunity to demonstrate the feasibility of implementing HPV vaccine. There is variation between these districts that will allow the introduction to learn from different conditions for implementation, such as urban and rural environments, as well as mountainous and pastoral – each with their own unique set of challenges for vaccine delivery. 

Kilimanjaro region is a fairly typical region under-going rapid change with the establishment of an international airport with direct flights from Europe and other parts of Africa. This has brought economic opportunities through the tourism sector and beginning to influence the movements of populations from rural areas to the main urban centre of Moshi. Many areas in Tanzania are facing similar dynamic change through economic growth. Implementing the HPV demonstration program in this region will result in lessons that can be applied more broadly across the country when making their national scale-up plans.

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

	Component
	District 1 – Moshi (urban)
	District 2 – Moshi (rural)

	Number and type of administrative subunits (e.g. health facilities) used for routine vaccine delivery 
	23 of the 61 facilities will be visiting the 48 school in the catchment area
	66 of the 81 facilities will be conduct school outreach services to 266 school in the catchment area

	Number and type of outreach sessions in a typical month used for routine vaccine delivery
	No planned out-reach services in the urban setting because the facilities are easily accessible 
	The are 155 out reach sessions, however only 68% are carried out

	DPT3 coverage
	95% in 2011
	85.3% in 2011

	Polio3 coverage 
	96% in 2011
	83% in 2011

	Measles first dose coverage 
	94% in 2011
	88% in 2011

	TT2+ (pregnant women)
	97% in 2011
	80% in 2011


	Component
	District 3 – Hai
	District 4 – Rombo

	Number and type of administrative subunits (e.g. health facilities) used for routine vaccine delivery 
	44 fixed posts – including health centres, dispensaries and RCH clinics in a hospital setting
	32 fixed posts – including health centres, dispensaries and RCH clinics in a hospital setting

	Number and type of outreach sessions in a typical month used for routine vaccine delivery
	There are 15 planned outreach services in Hai, and none for Siha, 93.9 were conducted
	There are 60 planned outreach services,  all were conducted

	DPT3 coverage
	92% for Hai and 78% for Siha in 2011
	87% in 2011

	Polio3 coverage 
	92% for Hai and 78% for Siha in 2011
	85.2% in 2011

	Measles first dose coverage 
	92% for Hai and 76% for Siha in 2011
	87% in 2011

	TT2+ (pregnant women)
	88.9% for Hai and 64% for Siha in 2011
	75% in 2011


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

The national EPI program was recently reviewed in 2010, to prepare for updating the comprehensive multi-year plan (cMYP) for 2010-2014. Data and performance for the previous 5 years (2005-2009) were included in the review. The WHO Common Assessment Tool was adapted for use combining desk review, key informant interviews, observations, and focus group discussions in eight regions. The sample for review included two districts per region, three health facilities (one urban and two rural) in each district, and one community FGD in each district.
The findings of the review highlighted strengths and weaknesses of the program and made recommendations in key areas for incorporation into the cMYP for 2010-2014. A few key findings with recommendations and what actions the government has taken in response are briefly summarized in the table below:
	Finding of 2010 EPI Review
	Recommendation
	Subsequent Action by MOHSW

	1. The strong foundation and visibility of the Immunization program has weakened over the years, particularly at national level.
	· Re-establish the ICC with the recommended chair and membership to strengthen coordination with stakeholders and to define the link of the ICC with other existing stakeholder structures, e.g., the SWAp Technical Coordination Committee. 

· Institutionalize EPI Technical Working Group to function as the Secretariat of the ICC and ensure regular meetings with all relevant technical partners and sections of the MoH&SW.
	ICC has been revamped with a strong Government ownership and a functional Technical working group. All important deliberations are shared to all stakeholders at SWAP. There are regular ICC meetings to track the implementation of the agreed cMYP and annual plan

	2. The positioning of the programme in the current MOHSW Organogram creates some ambiguity in the delivery of services to wider age groups and the uptake of new global innovations and changes.
	· Re-position EPI as a section within the Directorate of Preventive Services and NOT a sub section within the Reproductive and Child Health Section and rename the programme as Immunization and Vaccines Unit (IVU).
	The EPI has been repositioned to assume a wider scope and repositioned to be directly under the director of Preventive services

	3. Inadequate focused supportive supervision particularly from national, zonal and regional levels for routine EPI and surveillance due to lack of transport and funding.
4. Limited prioritization of EPI activities at district level translating into limited funds allocation for EPI activities

5. Human resource constraints resulting in inadequate time allocated for EPI at regional and district level.
	· Introduce the REC approach in all districts.

· Standardize training materials for OPL and MLM training. 

· Conduct refresher training for all Immunization Focal Persons at all levels at least every two years, with inclusion of this activity in the Council Health Plans.
	· REC approach has been adopted and operational
· A training package for MLM has been adapted

· Refresher training is an activity within every annual plan.

	6. Although EPI Focal Persons exist at zonal, regional, district and health facility levels for routine EPI they are not dedicated solely for EPI activities and are mostly overwhelmed with other responsibilities, resulting in inadequate focus on EPI. 
7. Zonal Reproductive and Child Health Coordinators (ZRCHC) are overwhelmed with other activities giving EPI activities only less than 10% of their time on average. 
	· Establish the Zonal Immunization and Vaccines Officer post and fully equip them with vehicles and other resources to facilitate them to conduct support supervision.

· Appoint the Zonal Immunization and Vaccines Officers to provide supportive supervision to the district at least once per quarter.

· Designate Immunization and Vaccines Officers as focal Persons at regional and district level, who will be dedicated solely for Immunization and Vaccines activities and given clear ToR to ensure adequate time is allocated for immunization services.
	Principally agreed by the management, this being a process involving other ministry, final approval is awaited which will allow allocation the resources to establish the post and the paositions

	8. The cold storage capacity at national and regional level is grossly inadequate for the vaccine requirements of the country, more evident after introduction of the DPT-HepB+Hib vaccine in 2009, resulting in increased annual shipments of vaccine, inability to store a buffer stock of vaccines and frequent stock outs at the regional, district and health facility levels.
	· Quantify the cold chain storage needs at all levels and develop a cold chain rehabilitation and replacement plan for advocacy with potential donors for support.

· Urgently assess the infrastructure available at national and regional level for the installation of cold rooms and generator sets.

· Proceed with the procurement and installation of cold chain equipment and generator set where the infrastructure exist.
	This has been implemented. New Walk-In-Cold Rooms has been installed at each of the Regional vaccine stores along with standby generators; as well as the central vaccine store.

	9. Data management is a major challenge especially with regards to timeliness, accuracy, analysis and feedback at all levels. The EPI Unit has only one Data Manager who is overwhelmed with the requirements.
	· Develop and integrate the data verification and validation protocols to address issues of data errors and inconsistency in supportive supervision.

· Institute regular data quality audits at regional, district and health facility levels and follow up on implementation during supervision.

· Ensure availability of immunization data tools and equipment for processing, analysis, transmission of data and introduction of electronic data processing from district to national level.

· Consider reducing the number of registers and forms that are generated at health facility level by integrating all sources of data in one consolidated register and reporting forms that include core components of programs.

· Strengthen the data management unit at the national EPI Unit by appointing more staff.
	Data Quality audit is conducted annually

	10. There has been sustained commitment of the Government of Tanzania (GoT) to maintain a protected budget line for EPI vaccines; however the operational budget is a major constraint to conducting the planned activities at national level.
	· Ensure sustained and adequate funding of the program through maintaining of the protected budget line for vaccines.

· Increase the allocation of operational funds to ensure that the core functions of technical support to regions, guidelines and standards, capacity building of health workers at sub national level and monitoring of program activities are maintained.
	The commitment to co-financing is evident. There is a budget line to increase the co-financing every financial year to all the traditional vaccines.


Kilimanjaro Region had similar findings. The cold chain capacity has been increased as described below
Q9a.
Please describe any current or past linkages the district EPI programme has had with the primary and/or secondary schools in the district, e.g., going to schools for health education, delivery of vaccinations, outreaches, etc.

The EPI is linked with School health programme in its operations. Interventions such as de-worming are carried on jointly during the integrated Measles campaign. During the planning of introduction of HPV the ministry of education and vocational training is a member of the technical working group.
Q9b.
Please indicate if gender aspects relating to introduction of HPV vaccine are addressed in the demonstration programme?
Plans for comprehensive community sensitization incorporate messaging to explain the target population for vaccination, benefits to this population, and the reasons for vaccination of girls only. The EPI program of Tanzania has experience in explaining sex-specific vaccination through their efforts to vaccinate women of reproductive age against tetanus toxoid, as well as through the lessons learned with the trial of HPV vaccine delivery implemented in Mwanza. These will be incorporated into the demonstration programme community education materials. 
Q9c.
Please describe any recent evidence of socio-economic and/or gender barriers to the immunisation programme through studies or surveys?

Although no special studies have been done, there is lack of evidence that the immunisation program experiences significant differences in uptake based on either socio-economic or gender barriers. Vaccines are free through government clinics and the private sector. 
4.2 Objective 1: HPV vaccine delivery strategy
Q10.
Please describe the HPV vaccine delivery strategy selected (school-based, facility-based, outreach, mixed, other, etc.) and the rationale for its selection.

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

Tanzania will use a primarily school-based delivery strategy targeting girls in primary standard IV. Data from the Ministry of Education and Vocational Training estimates that over 95% of girls are attending primary school in this standard. For those that are not attending school, HPV vaccine will be made available through the nearby health facility as well as through invitations for girls to come to the school on the vaccination day. A typical health facility would have approximately 5-7 primary schools in their area. 
Vaccinations will be organized in a pulsed manner for each dose, with two school visits by health workers for each dose. Recent data from the trial of age versus grade selection completed in Mwanza, Tanzania (Watson-Jones D, et al. JID 2012) suggests that due to absenteeism on the primary vaccination day, offering a “mop-up” vaccination session about one week later can result in up to an additional 10% of girls receiving vaccination, and data from a population-based HPV vaccine demonstration program in Gujarat, India suggested that more than 90% of all girls vaccinated received each dose the first time it was offered, regardless of the vaccine being offered continuously every month (LaMontagne DS, et al. Bulletin WHO 2011). It is the week period between the primary vaccination day at the school and the mop-up day of vaccination that vaccine will be made available at the health facility for girls not attending school.
This approach will result in 6 vaccination sessions at each school over the six month period of implementation in each year, and is based on the overwhelming evidence from developing countries that suggests that not only school-based vaccinations are feasibility to implement but also create less overall disruption to health services over a full year given the time-delimited nature of when HPV vaccine is delivered (Watson-Jones D, et al. JID 2012; LaMontagne DS, et al. Bulletin WHO 2011; Ladner J, et al. BMC Public Health 2012; Penny ME, et al. Vaccine 2011). This approach is different than that used in Australia and the UK, where more visits by nurses to schools or the permanent placement of a health nurse at the school created extra burden on service delivery, even though high coverage resulted (Brabin L, et al. BMJ 2008; Cooper Robbins SC, et al. Sexual Health 2010). Additionally, the approach proposed builds upon the lessons learned in Tanzania and elsewhere regarding the mechanisms, structures, and logistics organization deemed most feasible for implementation in low-resource settings. A comprehensive summary of the experience in Mwanza is being used by the EPI program during its planning of this strategy, as well as tools developed from the PATH HPV vaccine demonstration projects (especially those from Uganda) and resources provided by WHO.
Q11.
If schools are being used as a venue for HPV vaccine delivery, please state the percentage of girls in the target age group which are attending school in the district(s).

Data from the MoEVT suggests that approximately 95% of girls aged 9 years are attending school (see data table in Question 5).
Q12. Please identify a single year of age (or single grade in school) target vaccination cohort within the target population of 9-13 year old girls. Describe the total number of girls included and the proportion of the adolescent (10-19 year old) and female (all ages) population they represent. Identify the data source for this information and state whether these data have been validated by other means.

The EPI program will target girls in primary standard IV, who are mostly expected to be 9 years of age; although some variability will exist. Data from the MoEVT and Tanzania Bureau of Statistics (see table in response to Question 5) suggest the age distribution within standard IV is 79.9% aged 9 years, 13.3% aged 10 years, 2.0% aged 11 years, with the remaining 4.4% 12 years and older. Additionally, it is expected that about 5% of 9 year old girls will not be attending school and will be provided opportunities to be vaccinated at either the health facility or the school during the scheduled dates of vaccination.
The total population of girls in primary standard IV in the selected districts is estimated to be 14,011, with an additional 737 girls estimated to be out-of-school. Therefore, the total number of girls included in this HPV demonstration program is 14,748 which is 5.1% of all 10-19 year olds and 2.1% of all females in these four districts combined (Data source: Tanzania Bureau of Statistics, 2006).
Q13.
If the target population is a single grade in school, describe the percentage of girls in the target grade which are between the ages of 9 and 13 years and the data source.

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

Nearly 95% of the target population for this HPV demonstration program (girls in primary standard IV and out-of-school girls aged 9 years) are expected to be between 9 and 13 years of age (see data presented in Questions 5, 11, and 12 above).
Q14.
Please describe how eligible out-of-school girls will be identified and the mechanism for providing them an opportunity to receive HPV vaccine.

Girls aged 9 who are not attending school will be identified by health workers through records at the health facility and with community leaders knowledgeable about local population. Since each health facility has a well-defined catchment area of a few villages, this once-a-year exercise should be able to be managed as the workload will be spread across the districts. These girls will be offered three opportunities to be vaccinated for each dose: they will be invited to both the vaccination sessions that are planned for the school and also made aware that they can go to the nearest health facility during the week between the two scheduled school vaccination sessions.
Q15.
Please describe the mechanism for reaching all the target girls with three doses who were missed on the main vaccination days, specifying plans for reaching hard-to-reach or marginalized girls.

Girls who missed the main vaccination day at the school will be provided a “mop up” opportunity at the school the following week. Data from the trial in Mwanza suggests that less than 0.5% of girls attending school would miss both of these vaccination opportunities (Watson-Jones D, et al. JID 2012). Data from other HPV demonstration programs confirm that loss-to-follow-up is greatly reduced through the provision of vaccine at the schools more than once (LaMontagne DS, et al. Bulletin WHO; Ladner J, et al. BMC Public Health 2012). The three opportunities for out-of-school girls will also help reduce loss-to-follow-up for that population.
Q16.
Please summarize ability to manage all the technical elements which are common to any new vaccine introduction, e.g. cold chain equipment and logistics, waste management, vehicles and transportation, adverse events following immunization (AEFIs), surveillance, and monitoring, noting past experience with new vaccine introductions (such as rotavirus, pneumococcal vaccine, or others). 

The recent EPI review highlighted the strengths and weaknesses of vaccine delivery in Tanzania. One of the biggest challenges identified, the cold chain capacity, has been resolved recently by new investments made that increased both national and regional (27 regional stores) cold storage capacity. There is now sufficient space for all planned new vaccines to be introduced, including PCV and rota in 2013. There are vaccine stores in 143 of the 161 councils in Tanzania and all those included in this demonstration programme have storage space for HPV vaccine. The EPI program maintains high quality service delivery despite challenges identified in the EPI review. Aspects that run particularly well are ability of health workers to give safe injections and properly dispose of waste; low rates of vaccine wastage; and good organization of campaigns. Areas that are currently being strengthened include improvements in data tracking and reporting, monitoring of adverse events, and increased supportive supervision from national to regions and from regions to districts. 

All districts in Tanzania face some challenges and the ones selected to participate in this HPV demonstration programme will help the government learn how to adapt in spite of these challenges and use the HPV vaccination opportunity to make improvements in the areas mentioned above. 
Q17.
Please describe the cold chain status for the selected district and the data source(s) for this information. Information such as the number of cold storage facilities, function and working order of the facilities, storage capacity (and any excess capacity), distribution mechanism for routine delivery of vaccines, status of vaccine carriers and icepacks (e.g., supply shortages or excesses), and plan for HPV vaccine storage and distribution during the HPV Demonstration Programme.
	Component
	District 1 – Moshi (urban)
	District 2 – Moshi (rural)

	Number and type of cold storage facilities
	One district vaccine store with freezers and refrigerator and each health facility have at least 1 a fridge
	One district vaccine store with freezers and refrigerator and each health facility have at least 1 a fridge

	Functioning and working order of the facilities
	Functioning
	Functioning

	Storage capacity (any excess)
	No 
	No 

	Distribution mechanism
	EPI vehicle from region to district and to facility
	EPI vehicle from region to district and to facility

	Number and status of vaccine carriers
	22
	31

	Number and status of icepacks (any shortages or excess)
	176
	163


	Component
	District 3 – Hai & Siha
	District 4 – Rombo

	Number and type of cold storage facilities
	One district vaccine store with freezers and refrigerator and each health facility have at least 1 a fridge
	One district vaccine store with freezers and refrigerator and each health facility have at least 1 a fridge

	Functioning and working order of the facilities
	Functioning
	Functioning

	Storage capacity (any excess)
	
	[Type text]

	Distribution mechanism
	EPI vehicle from region to district and to facility
	EPI vehicle from region to district and to facility

	Number and status of vaccine carriers
	Hai 21 and Siha 20
	32

	Number and status of icepacks (any shortages or excess)
	Hai 168 and Siha 150
	172


Q18.
Additional district cold chain information if necessary:

Central Vaccine store at Medical Store Department has sufficient positive storage of 135,000 litres and a total Walk-in-freezer rooms of 14,000 litres capacity, which is adequate to accommodate both traditional and additional vaccines. A standby water cooled generator of 40 kVA capacity have been installed at each RVS to ensure power availability at all times. The current Ice Lined Refrigerators which are in the RVS will be transferred to the councils to the councils to increase their storage capacities.
4.3 Objective 1: HPV vaccine delivery training and community sensitisation & mobilisation plans

Q19.
Please describe initial plans for training of health workers and others who will be involved in the HPV Demonstration Programme.
A cascade approach to training is envisaged, with master trainers from the national level training regional and district reproductive and child health coordinators (RCHCs) who are the EPI focal persons in their areas. These coordinators will then train health workers and teachers in their district for the HPV demonstration programme. A draft training manual exists and will be updated based on the lessons learned from the vaccination manual used in the Mwanza trial. All training at the district level will be monitored by staff from the national EPI.
Where applicable, the EPI programme will also review training materials and aids available from the PATH implementation guide and WHO EPI program to assess utility for use in the training plan in Tanzania.

Q20.
Please describe initial communication plans for sensitizing and mobilizing communities for the HPV Demonstration Programme.

Intensive community sensitization and mobilization will be undertaken using existing structures such as community leaders, village health workers, and other community based workers, to raise awareness of the HPV vaccine and programme eligibility in the districts. Materials will be produced to suit the information needs by different stakeholders, based on the experience from the Mwanza trial and available materials from other countries, such as Uganda. Materials may include field guides for vaccinators, posters to be hung in the community, media kits, and leaflets for parents and girls. The EPI program will seek to have key national leaders involved in the launching of the programme to generate a positive environment and endorsement of HPV vaccine by the government – this aspect was an important lesson learned from the trial in Mwanza, and has also been noted as critically important from other HPV vaccine delivery pilots in low-resource settings in Africa (Ladner J, et al. BMC Public Health 2012).
Q21.
Briefly describe any initial thinking about potential barriers or risks to community acceptance and the process or communication plan that might be used to address this. Consider briefly describing any positive leverage points that might be beneficial for programme implementation to promote acceptability.
The fact that the vaccine targets young girls only may be associated with rumours that may impact negatively. However, the extensive advocacy, communication and mobilization strategies planned is expected to pre-empty the rumours. Tanzania has well organized administrative system of hamlet and ten-cell leaders, which will be used to reach the community at that level with correct messages.
4.4 Objective 1: HPV vaccine delivery evaluation plan

Q22.
Indicate the agency/person who will lead the evaluation required for the “Learn by Doing” objective.
The National Institute for Medical Research (NIMR), along with collaborators from the London School of Hygiene and Tropical Medicine (LSHTM), will be approached to lead the evaluation. This institute has strong research experience and were a key member of the team for the Mwanza trial. Additionally, the EPI programme has staff who are experienced in the field implementation of immunization coverage surveys and they will assist the agency who leads the evaluation in that aspect of the plan. 
4.5 Objective 2: Assessment of adolescent health interventions

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

Dr. Watson-Jones (NIMR & LSHTM) currently has a formative research protocol to assess the existing adolescent health services in Tanzania under review by the local ethics committee at NIMR and by the MOHSW. This study uses key informant interviews, observations, desk review, and focus group discussions as its methodology to gather data on the existing services for adolescents and community’s interest in new services for this age group. The study proposal has already received approval from the LSHTM and is already funded. We hope to leverage this existing work to meet this objective and are currently discussing the timing and scope with Dr Watson-Jones. If approved, the EPI program will co-lead this activity with Dr. Watson-Jones, and quarterly updates will be provided to the TAG.
Ideally, we hope that this work can run parallel to the planning and implementation of the HPV demonstration programme with expected results to be available around the end of first quarter 2014, after the first round of vaccinations. The TAG will be continuously informed as this work progresses over the course of the demonstration program. Results from this assessment will be presented to the TAG for discussion and deliberations as to whether Tanzania would try joint delivery of services in year 2 of the HPV demonstration program. 
There has already been discussions in Tanzania between Dr. Watson-Jones, WHO, and others of doing another randomized cluster trial of HPV vaccine delivered alone compared to HPV vaccine delivered as a part of an “adolescent package”, based on the results of the planned formative research study mentioned above. This effort will be harmonized with the structure and plans of the EPI program’s HPV demonstration program, as outlined here in this application. 
4.6 Objective 3: Development or revision of cancer control or cervical cancer prevention and control strategy

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

The United Republic of Tanzania has recently completed a multi-year effort to develop a comprehensive cervical cancer prevention strategy. All key stakeholders were involved in the process and contributed to this plan, including WHO, UNFPA, UNICEF, MOHSW and its Reproductive & Child Health section (which has the mandate for reproductive tract cancers) and EPI programme, Ocean Road Cancer Institute, Jphiego, Marie Stopes, PATH, MEWATA, ICAP, NIMR/LSHTM, amongst others.
We will use the opportunity of the HPV demonstration programme to update and refresh this plan with any new evidence expected to be released in 2013, including the new WHO guidelines for screening (which will include policy statements for the use of VIA, HPV DNA testing, and screening intervals for both HIV-positive and HIV-negative women), field validation trials of careHPV (rapid HPV DNA testing), and triage guidelines for cryotherapy, colposcopy, and LEEP. We will seek consultations with many of the stakeholders who participated in the original strategy development in this effort (who also sit on the TAG), and work closely with the EPI program to ensure that the vaccine experience of the HPV demonstration programme is included in the strategy “refresh”. The Reproductive & Child Health section will lead this effort and give quarterly updates to the TAG of progress.
For reference, the current draft of the cervical cancer prevention strategy can be found as Attachment 1 to this application.

4.7 Technical advisory group

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

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

	Agency/Organisation
	Name/Title
	Area of Representation1

	MOHSW- RCH 
	Dr Robert Kamala 
	Reproductive health cancers

	MOHSW- EPI
	Dr Dafrossa Lyimo  
	EPI / ICC

	MOHSW – RCH
	Dr. Neema Rusibamayila
	Reproductive & child health / ICC

	MOHSW - RCH
	Dr. Elizabeth Mapela
	Reproductive & child health

	MOHSW - RCH
	Dr. Safina Yuma
	Reproductive & child health

	MOHSW - EPI
	Dr Ibrahim Maduhu
	EPI / ICC

	MOHSW - RCH
	Mr. Clement Kihinga
	Reproductive & child health

	MoEVT
	Mr. Ally Rajab
	Education

	MoEVT
	Mr. Joel Mwamasangula
	Education

	MSD
	Mr. Beatus Msoma
	Vaccine ordering and supplies

	ORCI
	Dr Julius Mwaiselage  
	Cancer treatment

	LSHTM/NIMR
	Dr Debora Watson-Jones 
	HPV vaccination

	WHO  TZ
	Dr Theopista John 
	Cervical cancer prevention / ICC

	WHO Geneva
	Dr. Nathalie Broutet
	Reproductive health & adolescent health

	WHO Geneva
	Susan Wang
	EPI

	WAMA
	Ms. Neema Muhada
	Civil Based Organization (CBO)

	MEWATA
	Dr Sarah Maongezi  
	Women’s medical society

	AMREF
	Dr Florence Temu / NR
	

	Merck
	Dr Joan O Benson  
	Vaccine manufacturer

	QIAGEN
	Ms. Susan Keese  
	Diagnostic test manufacturer

	PATH 
	Dr. Willy Mbawalla 
	Cervical cancer prevention

	PATH (US)
	Ms. Vivien Tsu
	Cervical cancer prevention

	JHPIEGO
	Dr. Mary Rose Giattas
	Cervical cancer prevention

	UNFPA
	Dr. Rita noroha
	Women’s health

	ICAP
	Linda Andrews
	


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

The technical advisory group was established to generate the cervical cancer prevention strategy for Tanzania and the membership reflects that purpose. This membership list will be reviewed and adjustments made, if warranted, to meet the new purpose of the group as the TAG for the HPV demonstration programme. Several members of the ICC are also on the TAG, although the TAG is not an official subcommittee of the ICC.  We will explore whether the TAG should sit “under” the ICC or continue to be stand-alone for the purposes of the HPV demonstration programme.

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

	
	Name/Title
	Agency/Organisation
	Area of Representation

	Chair of Technical Advisory Group
	Dr. Donan Mmbando, Director
	MOHSW / Director of Preventive Services
	Government of Tanzania


4.8 Project manager/coordinator

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

	Name
	Dr Dafrossa Lyimo
	Title
	Programme Manager

	Tel no
	+255-683565568 / 715565568
/ 762120412
	
	

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

	Email
	dafrossa@gmail.com
	Address
	P. O. Box 9083,
Dar es Salaam

	
	dafrossa@yahoo.com
	
	


5. Timeline

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

Figure I. HPV Demonstration Programme timeline

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

	
	Assessment feasibility integrated delivery

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

Finalisation of cancer control strategy

	
	
	
	
	
	
	
	
	
	
	

	Planning
	Year 1: demo project implementation
	Year 2

	
	
	
	
	
	
	
	
	
	


Q28.
Please modify as necessary and complete the timeline below for the main activities for HPV vaccination, assessment of adolescent health interventions, and development/revision of a national cervical cancer prevention and control strategy planned for the HPV Demonstration Programme. Applicants may want to complete this in MS Excel.
The timeline for the HPV demonstration programme in Tanzania can be found at Attachment 2 to this application. 

6. Budget

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

	Cost category
	Funding source
	Estimated costs per annum in US$

	
	
	Year 1
	Year 2

	TAG meetings
	
	0
	0

	Programme management and coordination
	
	0
	0

	Cold chain equipment
	
	0
	0

	Other capital equipment (describe)
	
	0
	0

	Personnel, including salary supplements and/or per diems
	GAVI
	0
	0

	Transport
	GAVI
	0
	0

	Training
	GAVI
	90,197 


	0

	Community sensitization and mobilization
	GAVI
	32,181 
	14,782 


	Waste disposal
	
	0
	

	AEFI monitoring
	GAVI
	0
	

	Monitoring and supportive supervision
	GAVI
	5288
	5288

	Evaluation of vaccine delivery
	GAVI
	29468


	29468



	Assessment of feasibility of integrating ADH with HPV vaccines
	GAVI
	0
	13,318 


	 IEC material 
	GAVI
	5,656 


	0

	Technical assistance from local experts
	
	0
	0

	Subtotal for which GAVI funds are being requested
	
	170,215
	55,218

	Subtotal from other funding sources
	
	162790
	62575

	TOTAL
	
	
	225,365


Some of the materials have already been developed during the development of the National cervical cancer control and prevention strategy. The total budget is appended in an excel sheets for each of the activities as summarized in the table below:

7. Procurement of HPV vaccine

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

	Required supply item
	
	Year 1
	Year 2

	Number of vaccine doses (5% wastage, 10% buffer stock included)
	#
	50,880
	51,897

	Number of AD syringes
	50,593
	3,506
	3,506

	Number of safety boxes
	562
	646
	646

	TOTAL
	
	
	


Q31.
Please indicate how funds for operational costs requested in your budget in section 6 should be transferred by the GAVI Alliance (if applicable).
[Type text]

8. Financial Management Arrangements Data Sheet

	Information to be provided by the recipient organization/country

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

	2. Experiences of the recipient organization with GAVI, World Bank, WHO, UNICEF, GFATM or other donors-financed operations (e.g. receipt of previous grants) 
	Yes 

GRANTS NAME

FUNDING AMOUNT

TIME FRAME

Global Fund
$139,219,938

April 2011 to March 2016
World Bank
Credit

$100 million
December 20, 2011 to June 30, 2015

CIDA
CAD$ 30 million =

US$ 30 million
March 2012 to December 2016
UNDAP
US$ 900,000
1, Jul 2011-30 June 2014
WHO
CAD$ 30 million =

US$ 30 million
1, Jan 2012 to 30 Dec 2015.

UNICEF
$ 47,9 million
2012-2015.

USAID
$ 1.6 million
2009 to 2014.



	3. Amount of the proposed GAVI HPV Demo grant (US Dollars)
	225,365

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

	· Will the GAVI Demo Programme resources be managed through the government standard expenditure procedures channel?
	YES

	· Does the recipient organization have an FM or Operating Manual that describes the internal control system and FM operational procedures? 
	YES, The Ministry using standard operational manual issued by the Ministry of Finance as the guidance all Government MDAs.



	· What is the budgeting process? 
	The budget process is actually about the annual budget cycle events and activities. Essentially it involves the determination of resources and their uses for attainment of Ministry objectives. There are numbers of steps during the preparation of Ministry budget; these include Preparation of Sector’s priorities, resource requirements, Preparation of MTEF in accordance to Budget Guidelines, Submission and discussion to Ministry of Finance, presentation of MTEF to the Parliamentary Social Committee and Budget presentation to the Parliament.

 

	· What accounting system is used or will be used for the GAVI HPV Demo Programme including whether it is a computerized accounting system or a manual accounting system? 
	Integrated Financial Management System (IFMS) is been used. 

	· What is the staffing arrangement of the organization in accounting, auditing, and reporting?  Does the implementing entity have a qualified accountant on its staff assigned to the GAVI HPV Demo Programme?  
	The Ministry has qualified Accounts staffs with Final accounts section which dealing with Accounting, auditing and reporting.

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

	·  In the implementation of the HPV Demonstration Programme, do you plan to transfer funds from central to decentralized levels (provinces, districts etc.)? If yes, how will this funds transfer be executed and controlled?
	YES, 

Normal basing on the D by D approach, funds are transferred to the lower levels (Regional and Districts) for the implementation of the planned activities as stated in the annual work plan. Funds transferred are normally audited by the Resident Auditor.

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

Accounts unit normally keeps all records of funds received, expenditures made and position of unspent balance at any given time. The documents are made available to Auditors during the audit

	· How often does the implementing entity produce interim financial reports?  
	Financial and implementation reports are prepared quarterly, Midyear and annual.

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

All public accounts are audited by the Controller and Auditor General who is the Public External Auditor of the URT. 

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

	· What procurement system is used or will be used for the GAVI HPV Demo Programme?
	Government Procurement procedure will be applied for the GAVI HPV and all procurement matters, basing on the Government Procurement Act of the URT.

	· Does the recipient organization have a procurement plan or a procurement plan will be prepared for this HPV Demo Programme? 
	Procurement plan for the Ministry are in place and the implementation of the procurement plan are quarterly, Mid and Annual reported which submitted to Public Procurement Regulatory Authority  ( PPRA).

	· Is there a functioning complaint mechanism? 
	

	· What is the staffing arrangement of the organization in procurement?  Does the implementing entity have an experienced procurement specialist on its staff?   
	YES, 

The Ministry has enough qualified staff s specialized in procurement. Currently, the procurement Unit have been upgraded into Department level.

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

 Ministry of Health and Social Welfare established Department of Health Quality Assurances in order to maintain quality and standards as stipulated in the guidelines. 


9. Signatures

9.1 Government

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

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

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

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

Q33.
Please provide appropriate signatures below.

Enter family name in capital letters.

	Minister of Health

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

	Name
	Dr. Hussein A. Mwinyi (MP)
	Name
	 Dr Shukuru Kawambwa (MP)

	Date
	
	Date
	

	Signature
	
	Signature
	


Q34.
This application has been compiled by:

Enter the family name in capital letters.

	Full Name
	Position
	Telephone
	Email

	Dr. Ibrahim Kija MADUHU
	Program Officer for Routine immunization, EPI
	+255713260390
	nyasilu55@yahoo.com 

	Jumanne SHAURI
	Education Officer, Primary School Education
	+255752687564
	jkiangio@hotmail.com 

	Dr. Safina YUMA
	Program Officer, Reproductive Cancer
	+255756468426

+255655468426
	sychande@yahoo.com 

	William MSIRIKALE
	Program Officer, Cold chain and Logistics
	+255756775112

+255655775112
	wmsirikale@yahoo.com 

	Theopista JOHN
	National Professional Officer, World Health Organization
	+255754663344
	johnt@tz.afro.who.int 


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

Q35.
We the members of the ICC, HSCC, or equivalent committee met on 30 October 2012 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.

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

Enter the family name in capital letters.
	No
	Name
	TITLE
	Organization

	1
	Donan Mmbando
	Ag. CMO
	MOHSW

	2
	Dr.Neema Rusibamayila
	MCH Advisor 
	USAID

	3
	Jama Gulaid
	Representative
	UNICEF

	4
	Tadashi Yasuda
	Health Manager
	UNICEF

	5
	Jane Lweikiza
	PM-SM
	TRCS

	6
	Rufaro Chatora
	Representative
	WHO

	7
	Robert Salia
	Pharmacist
	GSK

	8
	Pascal Kanyinyi
	PO
	KFW

	9
	Godfrey Matata
	Country Manager
	GSK

	10
	Dr Esther Mtumbuka
	Country Director
	CHAI

	11
	Dr Marcel L. Madili
	Director, PH&E
	CSSC

	Absent with Apology / Represented

	1
	Beatus A.Msoma
	VP Manager
	MSD

	2
	Shauna Flanagan
	Progr Officer - Health
	CIDA

	3
	Dr Kandi C.Muze
	Ag Head of Dept.
	Pediatrics MNH

	4
	Netsanet W. Workia
	Sp. Health Specialist
	World Bank

	5
	Wessy P. Meghji
	Research Officer
	TFNC

	7
	Michael Mwalukasa
	Planning Officer 
	PMORALG

	9
	Dr Adeline I.Kimambo
	Director
	CSSC

	10
	Jannet Donnelly
	RTD
	Australian Aid

	6
	Christopher Armstrong
	Health Lead
	CIDA


A scanned signed page of the ICC members is appended
Q36.
In case the GAVI Secretariat has queries on this submission, please contact:

Enter family name in capital letters.

	Name
	Dr Ibrahim MADUHU
	Title
	Programme Officer, Routine Immunization, Training and Communications

	Tel no
	+255713260390 / 787585109
	
	

	Fax no
	[Type text]
	Address
	Ministry of Health and Social Welfare,
P. O. Box 9083, Dar es Salaam

	Email
	nyasilu55@yahoo.com 
	
	


10. Optional supplementary information

[NOTE TO TANZANIA TEAM: The items below are optional; however, if you have some of these data, their inclusion may strengthen your application.]

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

	Who will be trained
	Role in vaccine delivery

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

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

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

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

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

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

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

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

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

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


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

	Types of information or materials

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

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

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

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

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

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

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

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

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

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

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

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

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

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


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

[Type text]

Q40. (Optional)
In the table below, countries can provide a brief summary of the current adolescent health services or interventions and health education activities and implementing agencies in the district selected to implement the HPV Demonstration Programme. 

Please add additional tables if necessary.
	
	intervention
	intervention
	intervention
	intervention

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

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

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

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

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

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

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

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

year [Type text]

data source [Type text]
	[Type text]

year [Type text]

data source [Type text]
	[Type text]

year [Type text]

data source [Type text]
	[Type text]

year [Type text]

data source [Type text]

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

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

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

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

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


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

[Type text]

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

[Type text]

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

Enter the family name in capital letters.

	
	Name/Title
	Agency/Organisation
	Area of Representation

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

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

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

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

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


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

Enter the family name in capital letters.

	
	Name/Title
	Agency/Organisation
	Area of Representation

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

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

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

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


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

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

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

	Lead agency
	[Type text]
	[Type text]

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

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

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

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

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


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

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

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

	Lead agency
	[Type text]
	[Type text]

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

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

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

	Services delivered
	[Type text]
	[Type text]

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

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


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

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

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

	Lead agency
	[Type text]
	[Type text]

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

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

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

	Services delivered
	[Type text]
	[Type text]

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

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

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