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Executive summary of the introduction plan
Polio eradication activities started in Sierra Leone in 1998. Since the start of polio eradication activities, the country has implemented several rounds of national and sub national immunization days. Although the administrative coverage for polio has been more than 95%, there were still challenges because of the persistent circulation of either the wild or vaccine related virus in the sub-region.
The persistent circulation of Polio virus whether due to Wild Polio or vaccine related is of great public health concern.  In May 2012 the World Health Assembly declared the completion of poliovirus eradication to be a programmatic emergency for global public health and called for a comprehensive polio endgame strategy. In response, the Polio Eradication and Endgame Strategic Plan 2013-2018 was developed. The plan outlines a comprehensive approach for completing eradication including the elimination of all polio disease (both wild and vaccine-related).
In May 2013, the World Health Assembly (WHA) endorsed the new Polio Eradication & Endgame Strategic Plan 2013-2018. In addition to intensifying action to stop polio in the remaining infected countries, the End game Plan calls for all countries to strengthen routine immunisation programmes and replace trivalent Oral Polio Vaccine (tOPV) with bivalent OPV (bOPV) in 2016, thereby eliminating polio. 

To minimize the risks associated with OPV2 withdrawal, the Strategic Advisory Group of Experts on immunisation (SAGE) has recommended that: all countries introduce at least one dose of Inactivated Poliovirus Vaccine (IPV) into their routine immunisation schedule before the end of 2015. The introduction of at least 1 dose of IPV has 3 major benefits. First, it will reduce the risk of type 2 polio disease once OPV2 is withdrawn. Second, a dose of IPV will boost immunity against types 1 and 3 polio thereby reducing vulnerability globally to the remaining wild polioviruses while hastening eradication in infected areas. Finally, the dose of IPV will facilitate interruption of any future type 2 outbreaks by ensuring a faster and better immune response to monovalent OPV type 2 at that time. 

 One of the objectives of the Polio Eradication and Endgame Strategic Plan is for all countries to “Strengthen Immunization system, introduce inactivated polio vaccine (IPV) into routine immunization programmes, and oral polio vaccine (OPV) withdrawal: Hasten the interruption of all poliovirus transmission and help strengthen immunization services.” 

Following SAGE recommendation and HSSG endorsement Sierra Leone has agreed to introduce IPV in its routine vaccination programme in May 2015. Considering the potential additional cold chain capacity requirement with IPV introduction, and the available cold chain capacity at national, district and health facility levels, the country prefers the 10 dose IPV vial presentation as first choice for routine immunization programme. The country has full capacity to introduce IPV in 2015. The human resource data shows that the country has enough staff at all levels to introduce IPV in 2015. An EVM and comprehensive cold chain assessment was recently conducted in 2013 and 2014 respectively. The findings indicated that the country has adequate cold chain capacity at all levels to introduce IPV and other vaccines. In addition, the country has started to implement the EVM improvement plan by conducting a cold chain assessment, procurement of additional vaccine carriers, and some cold chain equipment and will continue in 2014 to implement the logistics management plan.
For the procurement of IPV, the country will continue to use the current UNICEF vaccine procurement system for other vaccines for both routine and supplemental activities. IPV vaccines will be procured from WHO approved sources using the UNICEF vaccine procurement system. 
The IPV will be introduced nationwide in May 2015 in accordance with the current EPI cMYP (2012-2016). The vaccine will be administered with the third dose of pentavalent vaccination at 14 weeks. All children who are behind on their schedule (>14 weeks) should receive one dose of the IPV at the first immunization contact after 14 weeks of age. For children starting the pentavalent vaccination schedule late, the IPV dose should be administered with the first Penta vaccine dose. 

 The Government of Sierra Leone also requires financial assistance US $181,225 as introduction grant from the GAVI alliance for introduction of IPV. The Government understands that co-financing is not applicable to Sierra Leone as per the current GAVI co-financing policy and the IPV support may continue until 2024.  In addition to the VIG that will be provided by GAVI, local resource mobilisation will be done to fill the required funding gap of $ 58,639. Pre-introduction activities including training, social mobilization, surveillance and monitoring are expected to be partly funded through the introduction grant. 
Country has good experiences on introduction of new and under used vaccines. During the past years, the Country has successfully introduced new and underused vaccines i.e. Yellow Fever (2002), Pentavalent (2007), PCV (2010) HPV demonstration in one district (2013) and ROTA (2014). All the Post Introduction Evaluations (PIEs) conducted showed that the vaccine introductions were done smoothly. This is an indication that the country has good experience in new vaccine introduction. 
The challenge we anticipate is that during one vaccination visit, a child will receive 3 injections i.e. Penta, PCV and IPV. Parents may not be worried for the number of injections been administered to their child. A strong communication and social mobilization strategy will be developed, involving community leaders, women’s groups and health workers to explain and reassure the parents on the importance and safety of these vaccines. These groups will also support advocacy to parents and caregivers.

The Government is committed to ensure that immunization services are provided. This proposal has been developed through an interactive process of the technical team of the ICC/HSSG partners, a meeting was held to discuss and endorse this application. The whole process was guided by the Chief Medical Officer who chairs the ICC/HSSG with technical support from WHO, UNICEF and other partners.
The purpose of this application is for GAVI to support the introduction of IPV into the routine immunization services.
1. Justification for introduction of IPV and national decision-making process

In preparation of this proposal, the Health Sector Steering Group (HSSG) had an inception meeting to discuss and agree on introducing IPV and the entire process of developing the proposal. The HSSG was originally established to coordinate Polio Eradication activities. Over the years, the scope and membership of the HSSG was broadened to cover all aspects of immunization service delivery including routine immunization and all forms of supplemental Immunization Activities. The HSSG is chaired by the Chief Medical Officer, with the participation of other senior MoHS staff, UN agencies, DFID, other international and national NGOs. In addition, the Ministry of Finance is represented by the Director of Financial Resources attached to the Ministry of Health and Sanitation who participate in all HSSG meetings. The HSSG deliberates on all issues relating to immunization and gives approval for the implementation of all activities relating to immunization services and new vaccines introduction. 
The core-functions of the HSSG is to advise and endorse national health policies and strategic issues, coordinate macro level inputs to increase resource harmonization and promote alignment with national policy and strategic health plans, mobilize health resources and build effective, transparent and accountable financial and technical partnerships. 

Prior to the development of this document, an HSSG meeting was convened during which the introduction of IPV into routine immunization was tabled and extensively discussed. The HSSG gave an approval for the country to apply for the introduction of IPV into routine immunization. Following the approval from the HSSG to apply for IPV vaccine, the Technical Coordinating Committee (TCC) for EPI met to develop this document. The TCC for EPI constitutes of the Child Health/EPI programme, other programmes within the RCH directorate of the MOHS, WHO, UNICEF, SABIN and other health related partners that have a stake in immunization services. The draft document was shared with other relevant members for their inputs and comments. The document was then finalised and an HSSG meeting was convened to discuss and endorse this application. 

Introducing IPV before the tOPV-bOPV switch will ensure that a substantial proportion of the population is protected against type 2polio after OPV2 cessation.  The benefits of IPV introduction to the target population includes:

· The introduction of IPV will induce immunity in a proportion of children which will protect them against polio caused by vaccine viruses (VAPP and cVDPVs) and polio caused by wild poliovirus.
· The IPV will lower the risk of re-emergence of type 2 poliovirus.
· IPV in conjunction with bOPV will decrease the number of cases of VAPP caused by types 1 and 3
· IPV will boost immunity to types 1 and 3 which should hasten eradication of types 1 and 3 wild polioviruses and reduce polio disease caused by types 1 and 3 cVDPVs
· IPV by inducing immunity to type 2 will facilitate outbreak control with mOPV2 should type 2 viruses be reintroduced
· A proportion of the population will already be immune resulting in a higher level of immunity after a dose of mOPV2 in outbreak control than after a dose of mOPV2 to contain an outbreak in a completely susceptible population
· The higher the IPV coverage the better, but even low coverage will provide direct benefit to those vaccinated and greatly facilitate building population immunity in an emergency response
The country has the full technical and operational capacity to introduce IPV vaccine in 2015. The country has successfully introduced a number of new and under used vaccines over the years. Yellow Fever, Pentavalent and PCV vaccines were introduced into routine immunization services in 2002, 2007, and 2011 respectively which were able to reach same coverage with other vaccines in schedule within one year. Rotavirus vaccine was been introduced in March 2014. There is adequate technical staff to provide immunization services at all levels. With the new vaccines recently introduced, cold chain capacity has been expanded at all levels. The country has enough cold chain capacity at all levels to accommodate IPV introduction. The process of new vaccine introduction in the past has greatly improved the capacity of the country both technically and operationally to introduce other new vaccines.
2. Overview of IPV

Following the SAGE recommendation and HSSG endorsement, the country has agreed to introduce IPV nationwide in its routine vaccination programme in May 2015. Considering the potential availability of IPV vaccine presentation and cold chain capacity at national, district and health facility level, Sierra Leone prefers 10 dose IPV vial presentation for routine immunization programme.

2.1 Vaccine preference
Table 1. IPV vaccine preferences and estimated date of introduction

	Preferred IPV vaccine
	Month and year of first vaccination
	Preferred second presentation
	Preferred third presentation

	10 dose vial

	May 2015

	5 dose vial

	2 dose vial



2.2 Country licensure status

The Pharmacy Board of Sierra Leone is the national regulatory authority for all pharmaceutical products that are imported into the country. The board is part of the Ministry of Health and Sanitation.  The EPI programme always works with the Pharmacy Board on regulatory issues anytime a vaccine is to be introduced. The board has a member in the Technical Coordinating Committee for EPI where all technical issues are discussed. During the recent HPV demonstration and ROTA virus vaccine introduction, the Pharmacy Board gave approval for the importation of these products into the country. 

All vaccines that are currently used in EPI are procured from WHO prequalified sources. In addition, the licensure of all vaccines brought into the country is the responsibility of the Pharmacy Board. The EPI programme will officially request Pharmacy Board for licensure of the vaccine prior to vaccine shipment into the country. 

The entire process of IPV licensure will not take more than six weeks from the submission of request by the EPI programme to Pharmacy Board.
The licensure of IPV vaccine has already been discussed at the TCC for EPI and in addition an official request for IPV licensure has been sent to the Pharmacy Board and the entire process has been initiated and in progress. The approval is expected in the coming weeks. 
The Ministry of Health and Sanitation is the consignee for all vaccines that are brought into the country. The Ministry of Health and Sanitation has an agent that deals with clearing and forwarding of all vaccines and supplies that comes into the country. This agent closely works with the customs authority for immediate clearing and forwarding of vaccines that comes into the country. In addition, the clearing and forwarding agent of UNICEF has in emergency situations assisted with clearing of vaccines that comes into the country.

2.3 Target population and vaccine supply

The current target population for infant vaccination are children 0-11 months of age. The priming dose of IPV will be administered in May 2015. Based on the population growth rate of the 2004 census the projected target population (surviving infants) for single dose of IPV is presented in the table below; these figures may change following the 2014 census.
The country will follow the SAGE recommendation, incorporating single dose of IPV with Penta and OPV vaccination schedule. A single dose of IPV will be given to all children at 14 weeks of age with Penta3 and OPV3. All children who are behind on their schedule (>14 weeks) will receive one dose of the IPV at the first immunization contact after 14 weeks of age. For children starting the DPT schedule late, the IPV dose will be administered with the first Penta dose. 

Table 2: Projected target population for IPV vaccine 2015-2018

	Year
	2015
	2016
	2017
	2018

	SUR INF
	         257,168
	   263,340 
	   269,660 
	   276,132 


All vaccines currently used in routine and supplemental immunization activities are procured through UNICEF procurement system from WHO prequalified sources. The IPV will similarly be procured by using the UNICEF procurement system.
2.4
Calculation of vaccine requirement
The vaccine requirement was calculated taken into account the vaccination coverage target, for each year, vaccine wastage, and buffer stock. The vaccines will be bundled with other logistics such as AD syringes and safety boxes. The total vaccine requirement for each year is summarised in the table below.
Table 3: IPV vaccine requirement by year 2015-2018

	Year
	Total Target population
	Estimated coverage target %
	Estimated coverage target population per year
	Estimated wastage %
	Number of vaccination contacts
	Total doses excluding buffer stock
	Buffer %
	Buffer stock doses
	Total doses including buffer stock

	2015
	257,168
	95
	244,310
	30
	1
	     317,602 
	25
	       79,401 
	  397,003 

	2016
	263,340
	96
	252,806
	30
	1
	     328,648 
	25
	       82,162 
	  410,810 

	2017
	269,660
	97
	261,570
	30
	1
	     340,041 
	25
	       85,010 
	  425,052 

	2018
	276,132
	98
	270,609
	30
	1
	     351,792 
	25
	       87,948 
	  439,740 


3. Introduction and implementation considerations 

3.1 Policy development

The current immunization schedule for Pentavalent or OPV vaccination is 6, 10 and 14 weeks of age. IPV vaccination will be administered with the third dose of pentavalent vaccine at 14 weeks or older. The EPI policy will be reviewed to include IPV vaccination.

PCV and Pentavalent vaccines are the current injectable vaccines that are administered according to the above schedule. According to the current EPI policy, PCV is administered on the outer right thigh and pentavalent vaccine is administered on the outer left thigh. The IPV vaccine will be administered on the outer left thigh together with Penta (about 2cm apart). The reason for the choice of this site is that the IPV will be administered together with the 3rd dose of pentavalent vaccine. Since the child will be getting two already existing vaccines, the IPV will be administered on the same site as Penta since the vaccine cannot be administered on the arm because there are not enough tissues on the arm for vaccine administration at this age. The other reason is that the right foot is the dominant foot in most children.
The IPV vaccine will be integrated with the current integrated package of services that are provided with immunization. IPV vaccination will be integrated with promotion of Exclusive Breast Feeding, Growth Monitoring and Promotion and distribution LLINs.
Table: 4 Infant vaccination schedule
	Vaccine
	Route of administration
	Site of administration
	Age

	BCG
	Intradermal
	Upper Right arm
	At birth

	Pentavalent
	Intramuscular
	Outer part of left thigh
	6,10 and 14 weeks

	OPV
	Oral
	Mouth
	At birth, 6,10 and 14 weeks

	Measles/MSD
	Subcutaneous
	Upper left arm
	9 and 15 months

	Yellow fever
	Subcutaneous
	Upper right arm
	9 months

	Pneumococcal 
	Intramuscular
	Outer part of right thigh
	6,10 and 14 weeks

	Rotavirus
	Oral
	Mouth
	6, and 10  weeks

	IPV
	Intramuscular
	Outer part of left thigh 2 CM apart from Penta
	14 weeks or first contact after 14 weeks


3.2 National coordination mechanism to ensure the successful introduction

The time line of activities is in the chronogram of activities in annex C of this document. The first priming dose will be administered in May   2015.
In 2008, considering the importance of Maternal and Child survival in the achievement of MDGs 4&5, the government of Sierra Leone expanded the ICC into an all-encompassing Health Sector Steering Group (HSSG).
At the highest level, there are well established mechanisms for programme coordination. These include:

Health Sector Coordination Committee (HSCC): The HSCC is constituted by all major donor partners. This is the highest level of coordination for the Health Sector. The ultimate decision of health interventions are endorsed at this level. It is normally convened on a quarterly basis and is chaired by the Hon Minister of Health and Sanitation. This is also the level for serious resource mobilisation.

Interagency Coordination Committee (ICC): The ICC which was for EPI has been transformed into the HSSG which is constituted by all major stakeholders in health care delivery. At this level, a technical and advisory discussion normally takes place between the Ministry of Health and Sanitation, UN Agencies and is chaired by the Chief Medical Officer on a regular and ad hoc basis.

Technical Coordination Committee for CH/EPI: The TCC-CH/EPI constitutes of the Child Health/EPI programme, other programmes within the RCH directorate, WHO, UNICEF, SABIN, and other health related partners that have a stake in immunization services.
At programme level, the programme Manager coordinates activities in collaboration with focal persons responsible for the three main components within the programme. The National MCH/Aide Training Coordinator, the IMNCI and EPI focal points implement all technical programmes. Furthermore, there are other staff members such as the national Logisticians, Monitoring and Evaluation officers, Finance/Administrator officers and support staff in the CH/EPI division of the MOHS.

Also technical assistance is provided by focal persons for CH/EPI from UNICEF and WHO which led to the formation of a Technical Coordinating Committee at programme level. 

At the district level, health care delivery in general is coordinated by the DHMT headed by the District Medical Officer (DMO).  At district level the District Operations Officer (DOO) is the focal point for EPI activities, however, the DHMT supervises all health facilities delivering immunization services within the jurisdiction of their geographical domains as well as existing non-governmental organizations providing CH/EPI services within the district.   

At the health facility level, the in-charge coordinates the delivery of health care services including coordinating inputs and activities of all stakeholders towards the effective delivery of immunization services.

3.3 Affordability and financial sustainability
The estimated budget and financing for smooth introduction of IPV in routine immunization services was developed in consultation with the development partners that is summarised and presented in Annex D. The total operational cost for IPV introduction is $239,864. The VIG that will be provided by GAVI amounts to $181,225. The funding gap of $58,639 will be locally generated to ensure a smooth implementation of the IPV introduction. During the development of the budget previously new and underused vaccines introduction experience was considered and used.   Non vaccine operational cost will be shared by the government, other partners in addition to the GAVI one time introduction grant.

The Government of Sierra Leone is committed to meeting her co-financing of other GAVI supported vaccines that are currently used in the routine immunization services. In addition, government will put domestic resources to meet some of the operational costs towards providing routine immunization services either through static or outreach vaccination strategy. 
Regular advocacy meetings will be organized with Minister of Health and Sanitation and Minister of Finance to advocate for increase in financing of different costs associated with immunization services to reduce the donor dependence. There is optimism in the government sector that public spending resources will greatly increase in the coming years due to increased revenues from internal revenues that are collected by the Government, increased tourism and trade within the region. At the same time efforts will be made to expand and diversify the donor base to meet future immunization program costs. The national immunization programme will actively explore new donors and foster their longer term commitments. 

3.4   Overview of cold chain capacity at district, regional and central levels
The country has a national vaccine store (NVS) in Freetown and district cold stores (DCS)in 13 of the 14 health districts including Western Area Urban (WAU). The 14th health district, Western Area Rural (WAR) however, does not have a district cold store and relies on Western Area Urban for storage of its vaccines and other injection materials. More than half of the HFs offering RI have a refrigerator (mostly solar) for vaccine storage. However, HFs without refrigerators or HFs whose refrigerators are non functional also keep their vaccines in the HFs with functional refrigerators. These thus serve as storage depots for the HFs without refrigerator or with non functional refrigerator.

The NVS is managed by a national Cold Chain Officer and an assistant supported by 3 cold chain assistants, 2 cold chain technicians and 2 store officers.

At district level, the DCSs are managed by district cold chain officers (DCCOs) with the assistance of a trained solar cold chain maintenance officer. Both officers report to the District Operations officer (DOO) who is the EPI focal point for the district. The PHUs are managed by in-charges who are either trained Nurses or Community Health Officers.
Sierra Leone is one of the first countries that took the decision to solarize its immunization supply chain. Currently 89% of all CCE (758) are solar. This means that there should be very high standards as these equipment are very expensive. The availability of newer solar refrigeration technologies, the solar direct drive (SDD) for one, opens up more opportunities for the solarization with minimal maintenance. It is thus no coincidence that 95% of all CCE were funded through UNICEF which is traditionally responsible for providing guidance and technical expertise on immunization supply chain equipment. Government funding is to the tune of only 3% while other partners contributed only 2%.

In terms of current positive storage capacities, only 4 districts are unable to store vaccines for the quarterly supply cycle. These districts may require adjustments in terms of delivery cycles until the situation improves. With regards to IPV introduction in 2015, Kailahun and Kenema will also need expansion of the existing capacity. This makes 6 districts for expansion between now and 2015. The short term measure to meet vaccine storage capacity demand for districts with inadequate storage capacity will be adjusting their supply period in tune with the quantity of vaccine they can store. The long term measure will be an expansion of their cold chain capacity based on the EVM and cold chain assessments. 
Vaccines are distributed from national to districts on a quarterly basis and from districts to health facilities on a monthly basis. An EVM and cold chain assessment was recently conducted and the findings are that there is enough capacity at all the three levels of vaccine storage. In addition, the country is implementing the EVM improvement plan. 
The progress on the cold chain expansion is summarised thus:

1. 22 solar Direct Drive refrigerators (SDDs) of 50 litres net capacity have been procured and distributed to districts 

2. There is commitment from the Government to procure an additional 55 solar Direct Drive refrigerators (SDDs) of 100 litres net capacity using the GAVI ISS funds through the UNICEF procurement system. 
3. UNICEF is mobilizing funds to procure 70 Direct Drive refrigerators (SDDs) of 50 litres net capacity for PHU level
4. UNICEF is also mobilizing resources to procure and Install One 20m3 (-15-25Deg C) freezer room at the Central Store
5. WHO has procured long range vaccine carriers for distribution to the districts

The national cold room is connected to the national grid and also has a stand-by generator in case of power break. Districts cold rooms with the national grid also have stand-by generators for electric refrigerators. The power source for district cold rooms without national grid is from generators belonging to either the primary care complex or the district hospital. In addition, all districts have at least two 100 litres capacity solar direct drive refrigerators 2 brand new ILRs each. All health facilities use solar refrigerators for the storage of vaccines.
Repairs of cold chain equipment at district level are supported by funds from the local councils, national level and UNICEF. The districts have a budget line in their annual district plans supported by the councils for repair of cold chain equipment. At national level, funds from GAVI (ISS or HSS) and the government are used to repair faulty cold chain equipment.
Table 5: Positive cold storage capacity gap analysis for National and District Cold Stores for 2014

	

	Capacity and cost for positive storage

	Intermediate stores 2014

	 
	 
	Formula
	Central Vaccine store
	Bo. District Cold Store
	Bombali DCS
	Bonthe DCS
	Kailahun DCS
	Kambia DCS
	Kanema DCS
	Koinadugu DCS
	Kono DCS
	Moyamba DCS
	Port Loko DCS
	Pujuhun DCS
	Tonkolili DCS
	Western Area DCS

	A
	Annual Positive volume requirement, including new vaccine (Specify______)(Litres)
	Sum = Products of Total vaccine doses*Packed volumper dose
	25,034litrs
	2,621 litrs
	 1,980 litrs 
	 678ltrs 
	 1865 litrs 
	 1371 litrs 
	 2617 litrs 
	 1347 litrs 
	 1302 litrs 
	 1116 litrs 
	 2236 litrs 
	 1348 litrs 
	 1744 litrs 
	 5225 litrs 

	B
	Existing Positive Cold Chain capacity (litrs)
	#
	22,857 litrs
	391 litrs
	216 litrs
	680 litrs
	510 litrs
	271 litrs
	726 litrs
	540 litrs
	402 litrs
	728 litrs
	742 litrs
	703 litrs
	618 litrs
	560 litrs

	C
	Estimated Minimum # of shipment per year required for the actual cold chain capacity
	A/B
	1.1
	6.7
	9.17
	1
	3.66
	5.06
	3.6
	2.49
	3.24
	1.53
	3.01
	1.92
	2.82
	9.33

	D
	# of consignment/Shipments
	Based on National vaccine distribution plan
	2
	4
	4
	4
	4
	4
	4
	4
	4
	4
	4
	4
	4
	4

	E
	Gap in litres 
	((A/D) - B)
	-10,340 litrs
	264 litr
	279 litr
	-510 litrs
	-44 litrs
	72 litrs
	-72 litrs
	-203 litrs
	-76 litrs
	-449 litrs
	-183 litrs
	-366 litrs
	-182 litrs
	746 litrs

	F
	Estimated additional cost of cold chain
	US $ 
	$0 
	$2.23 
	$2.23 
	$0 
	$0 
	$1,114 
	$0 
	$0 
	$0 
	$0 
	$0 
	$0 
	$0 
	$5,572 


Table 6: Negative cold storage capacity gap analysis for National and District Cold Stores for 2014

	Capacity and cost for negative storage

	Intermediate stores 2014

	 
	 
	Formula
	Central Vaccine store
	Bo. District Cold Store
	Bombali DCS
	Bonthe DCS
	Kailahun DCS
	Kambia DCS
	Kanema DCS
	Koinadugu DCS
	Kono DCS
	Moyamba DCS
	Port Loko DCS
	Pujuhun DCS
	Tonkolili DCS
	Western Area DCS

	A
	Annual Positive volume requirement, including new vaccine (Specify______)(Litres)
	Sum = Products of Total vaccine doses*Packed volumper dose
	2067litrs
	216 litrs
	 163 litrs 
	 56 ltrs 
	 154 litrs 
	 113 litrs 
	 216 litrs 
	 111 litrs 
	 108 litrs 
	 92litrs 
	 185 litrs 
	 111 litrs 
	 144 litrs 
	 431 litrs 

	B
	Existing Positive Cold Chain capacity (litrs)
	#
	0 litrs
	38 litrs
	936 litrs
	48 litrs
	264 litrs
	561 litrs
	0 litrs
	0 litrs
	187 litrs
	144 litrs
	0 litrs
	24 litrs
	0 litrs
	187 litrs

	C
	Estimated Minimum # of shipment per year required for the actual cold chain capacity
	A/B
	0
	5.69
	0.17
	1.2
	0.58
	0.2
	0
	0
	0.58
	0.64
	0
	4.63
	0
	2.31

	D
	# of consignment/Shipments
	Based on National vaccine distribution plan
	2
	4
	4
	4
	4
	4
	4
	4
	4
	4
	4
	4
	4
	4

	E
	Gap in litres 
	((A/D) - B)
	1034 litrs
	16litr
	-895 litrs
	-34 litrs
	-226 litrs
	-533 litrs
	54 litrs
	28 litrs
	-160 litrs
	-121 litrs
	46 litrs
	4 litrs
	36 litrs
	-79 litrs

	F
	Estimated additional cost of cold chain
	US $ 
	$49,970 
	$699 
	$0 
	$0 
	$0 
	$0 
	$669 
	$669 
	$0 
	$0 
	$783 
	$783 
	$783 
	$0 


3.5 Waste management and injection safety There is a programme responsible for the management of all heath care waste generated. Auto disable needles and syringes are used to administer vaccine.  The Technical Committee will ensure adherence to injection safety at all levels through trainings and close monitoring and supervision during implementation. Used needles and syringes will be collected in safety boxes which will be disposed by incineration or burning and burring. All Vaccines are supplied using the bundling principle (vaccines doses equals AD syringes, safety boxes and reconstitution syringes and needles). This same principle will be applied to the IPV. All used needles and syringes at service delivery points are immediately placed in safety boxes. This filled safety boxes are immediately incinerated, or burnt and buried as the case may be. Currently, 14 macroburn incinerators have been installed across the country as a pilot to support the waste management. This is being closely monitored and a performance assessment will be conducted in due course to determine its efficacy as a means of guiding the scaling up process in each district. The current waste management practice will be used for IPV vaccination.

3.6 Health worker training and supervision

Currently there are 1200 health workers providing immunization services in the country. Prior to the introduction of IPV, these health workers will be trained on IPV introduction. The training will cover issues relating to cold chain and vaccine management, IPV administration, social mobilization, data management etc. In addition, continuous mentoring of health workers will continue to be conducted. A training of trainers will be done for national supervisors’ who in turn will train district supervisors. The district supervisors with support from the national supervisors will conduct cascade training of the immunization service providers at chiefdom level. The number of staff that will participate in each chiefdom training sessions will depend on the number of health workers in the particular chiefdom.
Training materials for the new vaccines will be adapted from existing global/regional materials or develop new materials if existing ones are either not appropriate or are insufficient. A training of trainers will be conducted and they in turn will conduct cascade trainings of all health workers at district level. 

Integrated supportive monitoring and supervision is one of the key activities conducted by national, district and agency staff. Quarterly supportive monitoring and supervision will be conducted from national to district level and monthly supportive monitoring and supervision will be conducted from district to health facility level. In order to strengthen monitoring and supervision at national and district level, an integrated supervision will be conducted with UNICEF, WHO, national programme and district staff. IPV monitoring and supervision will continue as part of the routine monitoring and supervision activity. The existing supervisory checklist will be revised to include IPV specific issues and will be used to guide monitoring and supervision. Feedbacks will be provided and follow-up action points developed and implemented.
3.7 Risks and challenges

The country has good experience regarding new vaccine introduction. Over the last ten years, the country has introduced five new vaccines into routine immunization services. The Post Introduction Evaluation reports indicates smooth introduction of these vaccines. The lessons learnt from previous new vaccine introduction will be used to improve on the IPV introduction. The challenge the country anticipates with IPV introduction is the administration of 3 doses of vaccines to a child during one vaccination visit. Some parents may be concerned that their child is given three vaccines at the same time. Social mobilization and communication strategies will be put in place to address some these concerns. The possible risks, challenges and mitigating actions are summarised in the table below.
Table: 7 Possible risk and challenges and the actions to address them

	Possible risks and challenges
	Actions to address them

	Difficulty in mobilizing local funding for vaccine introduction
	· Continue advocacy with national government and district councils for adequate, timely and regular disbursement of fund for immunization services

· Identify additional partners that can support immunization

· Work with SABIN institute to advocate for sustainable immunization financing

	Frequent breakdown of cold chain equipment
	· Districts encouraged to develop and implement preventive cold chain maintenance plans

· Advocacy with local councils for timely disbursement of funds for cold chain maintenance 

	Lack of data on vaccine wastage
	· Train staff on the use of vaccine wastage calculation tool
· Staff will be required to provide data on vaccine wastage as part of their routine immunization data

	Inadequate transportation facilities for vaccine distribution
	· Districts will be required to prepare vaccine distribution plans and work with local NGOs and partners to support distribution of vaccines and supplies

	Irregular outreach session
	· Outreach session plans will be monitored by district, national and agency staff
· Enforce PBF incentive for outreach indicator at facility levels

	Community acceptability
	· Sierra Leone has never had issues relating to vaccine acceptability at community level. The country has been using very robust social mobilization strategies to introduce new vaccines which has always resulted in community confidence in vaccine acceptability. The existing social mobilization structures will be used for IPV introduction. 

	Multiple injections
	· The introduction of IPV will mean an addition injection for the child. Intensive social mobilization will be done to tell parents about the benefits of their children having additional injections geared towards the protection of their children.

	Multi dose vial
	· The country is currently using the Multi dose vail policy for some of the vaccines that are in the immunization system. This same principle will be applied to the IPV vaccine.


4. Situational analysis of the immunisation programme

4.1 General context of the country
Sierra Leone is located on the West Coast of Africa, between latitude 7-10o North and longitude 10 – 13o West.  It is bounded by Guinea on the North and East, and Liberia on the South-East.  The Atlantic Ocean forms a beautiful coastline to the South and West of the country. The country covers a land area approximately 71,740 km.2It has a tropical climate with two distinct seasons: dry season which runs from November to April and a rainy season which runs from May to October. 
Fig 1: Map of Sierra Leone showing Districts
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The country is administratively divided into four regions – three provinces (Eastern, Northern and Southern) and the Western Area. These are sub-divided into 13 districts, which are further divided into chiefdoms and wards.

With the recent devolution of services to local communities, the country has been divided into 19 local councils that are further sub-divided into 392 wards. Each ward is headed by an elected councillor.

The country has a diverse range of topographical features. The landscape consists of coastal and regional mountainous areas, overlooking the explicit expanse of lowland areas, which are punctuated by swamps. The country has seven (7) major rivers, which traverse its domain and flow into the Atlantic Ocean. In addition, there are numerous streams and ponds in all regions of the country. The waterways constitute important routes of transportation to and from riverine settlements and neighbouring countries.

The vegetation is mixed with belts of forest and grassland zones exchanging turns in an intricate fashion. There is extensive mangrove vegetation along riverine and coastal areas.

4.1.1
Demography

The projected Country population for 2014 is 6,348,350, which is a projection of the 2004 National census (SSL census report for 2004).

This population consists of young children under the age of 15 years, who constitute approximately 44.5% of the total population. Children under the age of 5 years account for 17.7% of the population, while the proportions attributable to Women of Childbearing Age (15-49) and children less than one year of age are estimated at 22.2% and 4% respectively.

The population of Sierra Leone resides predominantly in rural settlements (63%). The surge of rapid urbanization in the post war era has been greeted by socio-cultural and socio-economic challenges. The capital city, Freetown, is not only cosmopolitan but also constitutes a microcosm of the country’s ethnic diversity.

In general, settlement patterns vary from district to district based on topographical features and ethnic characteristics. For instance, fishing communities are normally located along coastal areas where as pastoralists are located in grassland vegetation belts.

4.1.2
Health Sector Status 

Demographic and Health information: The country has poor health status due to high disease burden from mainly environmental related communicable diseases aggravated by poor nutrition. Malaria, Acute Respiratory Infection and Watery & Bloody Diarrhoea are the top most causes of outpatient attendance.  The nutritional status of the population is equally poor. The basic demographic health data, including vital statistics, are shown in Table 4 below.   Remarkable improvement is expected in the years ahead as the country has moved into a development phase.
The Sierra Leone DHS (2013) estimates under-five and infant mortality rates at 156 and 92 per 1000 live births respectively. The immediate causes of childhood deaths are malaria, pneumonia, diarrhoea and conditions of the newborn such as asphyxia, prematurity and sepsis. Underlying these deaths is the problem of malnutrition. Malaria tops the disease burden chart, closely followed by acute respiratory infections and diarrhoea, while malnutrition is an underlying cause for childhood deaths. Evidently, a heavy burden of disease is still exerted by Vaccine Preventable Diseases (VPDs), thus making a significant contribution to the overall infant and child mortality rates.
Table 8: Main demographic features and Health indices of Sierra Leone:
	Indicator    
	Latest Estimated Value (See sources*)

	Population: Total
	 6,348,350 (2014 projection)*

	Population: under one
	  253,934 (4%)*

	Population: under five years
	  1,123,658 (17.7%)*

	Population: pregnant women
	  279,327 (4.4%)*

	Population: Non-pregnant women
	  1,130,006 (17.8%)*

	Average annual growth rate
	2.0%*

	Total fertility rate
	6.2 birth/woman*

	Infant mortality rate
	92 /1,000 live births** 

	Under five mortality
	156/1,000 live births**

	Maternal mortality rate
	857/100,000 live births*** 

	Underweight prevalence in U5 children
	31%***

	Stunting prevalence U5 children
	40%***

	Wasting prevalence in U5 children
	9%***

	Vitamin A supplementation under five years
	49%*** 

	Malaria treatment in U5 children
	83.5%****

	LLINs usage by U5 children 
	69.2%****

	LLINs usage by pregnant women
	75.9%****


Sources: *Statistics Sierra Leone 2004, **Demographic Health Survey 2008 ***Multi Indicator Cluster Survey 4 (2010) ****Malaria Indicator Survey (2010)

4.1.3
Health Sector Organization

Health sector administration is primarily the responsibility of the Ministry of Health and Sanitation at the Central level and supported by the District Health Management Teams in the districts.

At central level, the Hon. Minister of Health and Sanitation is the overall political head of the Ministry, assisted by the two Deputy Ministers.  At the national level, the Ministry of Health and Sanitation is divided into the Administrative and Technical wings. The Administrative wing is headed by the Permanent Secretary, whereas the Technical wing is headed by the Chief Medical Officer.

The Administrative wing deals essentially with national administrative matters in consultation with the Technical wing.

Under the Chief Medical Officer, there are nine (9) directorates, namely: Reproductive and Child Health (RCH), Primary Health Care, Planning and Information, Hospitals and Laboratory Services, Drugs and Medical Supplies, Disease Prevention and Control, Post Graduate and Research, Nursing Services and Nutrition and each are headed by a Director. The Child Health/EPI programme is headed by a manager and is one of the three technical programmes constituting the RCH directorate as illustrated by the organizational structure below.   

Fig 2: Organogram for the Directorate of the Reproductive and Child Health Programme
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The Management Services which is the Administrative wing of the ministry has four units: Financial Resources, Internal Audit, Human Resources and Support Services. These are further sub-divided into smaller units overseen by managers. 

The Directors and Managers under the Chief Medical Officer are responsible for the preparation and implementation of the central level technical and support programme activities. 

At the District Level the District Health Management Team (DHMT) coordinates, oversees and supervises all public health activities delivered through the health care delivery system. The team is headed by the District Medical Officer (DMO). Within each district, there are Peripheral Health Unit (PHU) and a Government District Hospital. There are three types of PHUs; Community Health Centre (CHC), headed by Community Health Officer; Community Health Post, headed by Community Health Aids (CHA) or State Enrolled Community Health Nurses (SECHN) and the Maternal and Child Health Post, headed by Maternal and Child Health Aides (MCHA). Peripheral Health Units (PHUs) operate at community level and they provide child health/EPI Services. 

4.1.4
Expanded Programme on Immunization (EPI)
The Expanded Programme on Immunisation aims at reducing infant and child death and disability by preventing children from being infected with the ten major childhood vaccine preventable diseases such as  Tuberculosis, Pertussis, Tetanus, Diphtheria, Poliomyelitis, Measles, Yellow Fever, Hepatitis B, Haemophilius influenza type B and Pneumococcal pneumonia. The Programme also forms a solid base for the delivery of other high impact, evidence based and cost effective interventions such as de-worming, Long Lasting Insecticide Nets (LLINs), Vitamin A and the promotion of Health Education messages.

The current target population for the EPI services in Sierra Leone includes all children under the age of one year and women of childbearing age (15-49 years).

The delivery of immunisation services and other interventions through the static strategy alone has not been effective in achieving the required coverage. The present resolve of the Ministry of Health and Sanitation is to take services to the doorstep of individuals and families in the community by implementing the Reaching Every District (RED) Strategy. 

In 2002 The EPI Programme received support from the Global Alliance for Vaccine and Immunisation (GAVI) for strengthening of immunisation services. Thereafter support has been received for introduction of Yellow Fever vaccine (2002), pentavalent vaccine (2007) and Pneumococcal Vaccine (2011). The country has received approval for Rotavirus vaccine introduction in 2014.The GAVI support has facilitated an increase in immunisation coverage rate through strengthening of the cold chain system and payment of outreach allowances. Solar powered cold chain equipment are presently functional in about 80% of health facilities countrywide.  The routine administrative immunization coverage trend for the new vaccines since their introduction into routine EPI is summarized in the table below:
Table: 9 Vaccination coverage trend for new and under used vaccines 2009-2013
	Antigen
	% coverage for each dose of by year of introduction

	
	2009
	2010
	2011
	2012
	2013

	PCV1
	NA
	NA
	113%
	109%
	110%

	PCV2
	NA
	NA
	75%
	101%
	106%

	PENTA1
	108%
	115%
	103%
	109%
	111%

	PENTA
	91%
	95%
	91%
	99%
	106%

	YELLOW FEVER
	92%
	96%
	85%
	92%
	99%


Sierra Leone re-launched the immunization programme in 2004, which led to the development in 2006 of a National EPI comprehensive Multi Year Plan (cMYP) for the period 2007-2011 within the framework of the Global Immunization Vision and Strategy (GIVS). The cMYP has been reviewed to incorporate new vaccines and strategies. The current cMYP covers the period 2012-2016.

4.2 Geographical, economic, policy, cultural, gender and social barriers to immunization

In Sierra Leone, Immunization services remains to be one of the most cost-effective health interventions available today. The country’s immunization programme has a long history of achievements and is widely regarded as one of the country’s most successful public health programmes on which other health care services ride.  

High inequities in health outcomes and utilization of health services represent an important challenge for the Sierra Leone’s health system. Although recent surveys (DHS and MICS) indicates that key health indicator averages appear to be improving, disaggregation by districts still remains striking. 

Table 10. Trends in national vaccine coverage

	Trends of national vaccine coverage (percentage)

	Vaccine
	Vaccine Used
	Target population

(number by age and sex,

if available) 2012
	Target population

(number by age and sex,

if available) 2013
	Coverage reported (JRF)

	
	
	
	
	Most recent year 2013
	Previous year 2012

	BCG
	
	241,507
	   247,610 

	100%
	98%

	OPV 3
	
	220,013
	   225,419 
	106%
	99%

	DTP 1 / Penta 1
	
	220,013
	   225,419 
	111%
	109%

	DTP 3 / Penta 3
	
	220,013
	   225,419 
	106%
	99%

	HPV 1
	
	Demonstration started in one District and is still ongoing 
	
	
	

	HPV 3
	
	
	
	
	

	Measles 1
	
	220,013
	   225,419 

	99%
	92%

	Measles 2
	
	Not yet introduced
	
	
	

	PCV 1
	
	220,013
	   225,419 
	110%
	109%

	PCV 3
	
	220,013
	   225,419 
	106%
	98%

	Rota 1
	
	Introduced  in March 2014
	NA
	
	

	Rota 2 
	
	
	NA
	
	


There are barriers to the successful implementation of immunization service delivery at all levels. Some of the barriers are general while others are specific to some locations. Barriers to immunization services can be attributed mainly to geographic, and socio-economic reasons. 
The country as already described above has a lot of riverine communities that are very difficult to access particularly in the rainy season. Service providers as well as beneficiaries are constrained to either provide or access immunization services due to the difficulty going beyond these rivers. There is a potential of reduced immunization activities in such areas within the six months course of the raining season. Service delivery in some districts is affected by mountainous terrains as they are mostly accessible on foot which may either be difficult to climb or health workers or beneficiaries will have to spend a lot of time to either deliver or access immunization services.  
There are some gender-related barriers affecting immunization services. Some of these barriers are due to socio-economic condition in the country. The economic activities of some women (petty trading, farming etc.) do not give them time to take their children for immunization services. The economically disadvantaged women focus more on their daily economic activities; hence not prioritising immunization of their children.

The routine immunization data is not presently disaggregated by sex, however, the country is revising immunization data collection and reporting tools to capture immunization coverage by sex.

There are no political or social barriers to immunization in Sierra Leone. Therefore there will be no political or social barriers to IPV immunization when introduced. 
The CH/EPI programme and partners are fully aware of the challenges mentioned above, and are in constant discussions with District Health Management Teams and local authorities to resolve some of these challenges. Below are some of the strategies amongst others;
Holding regular meetings with local councils to raise the community’s awareness on the benefit of immunization service uptake, irrespective of existing barriers 
Conduct periodic meetings with local authorities and care givers on the importance of immunization to reduce vaccine preventable diseases.
Engage local councils to provide the necessary resources for the conduct of regular outreach services.
4.3 Findings from recent programme reviews

The last EPI programme desk review was conducted in 2005. Although there has been no comprehensive EPI review, some programme evaluations were conducted to establish the status of the immunization programme.  The main findings from the EPI coverage survey conducted in 2013 included; high immunization coverage rates for most of the individual antigens evidenced both by “Card” and by “Card+History”, effective integration of PCV vaccine into the national immunization schedule (2011) having comparable coverage levels with traditional vaccines and high immunization dropout rates for five districts. The country’s EVMA was conducted in 2013 and identified the need for cold chain expansion in some districts to accommodate new vaccines, need for SOPs and training of health workers. In addition, there is inadequate preventive maintenance plans.   Similarly, Cold chain assessment was conducted in 2014 with the following findings; an increase in cold chain capacity with 24% increase in functionality. Also, 25% of the solar refrigerators’ were obsolete mainly due to re-piping. In addition, the programme is continually reviewed at national level to guide the process of development of annual work plans. The findings of the evaluations were taken into consideration in the development of this plan.

The country introduced Yellow Fever in 2002, pentavalent vaccine in 2007, and PCV in 2011 into its routine immunization services. During the course of the various vaccine introductions, the lessons learnt from previous vaccine introduction was used to improve on some of the challenges (such as quality of staff training and follow-up supportive supervision) associated with vaccine introduction. Since the last vaccine introduction, steps have been taken to address some of the challenges that were identified. The country will ensure those avoidable challenges are addressed and good practices reinforced to improve on the process of IPV introduction.

The main issues identified with new vaccines introduction and the status of response to the issues includes:
Table: 11 Main issues, recommendations and status on implementation of new vaccine introduction

	Main Issues
	Recommendations 
	Status of Implementation

	Planning
	Update EPI Policy to include introduction of new vaccine
	EPI Policy updated to include new vaccine introduction and is awaiting validation.

	Training
	Conduct  On the Job training (OJT ) for staff that could not participate in the training for new vaccine introduction
	OJT and other forms of trainings conducted for staff.

	Integration
	Strengthen integration of EPI with other maternal and child health activities
	EPI integrated with other maternal and child health activities.

	Monitoring of Immunization Coverage and Reporting 
	· Conduct regular DQS

· Train staff to calculate and plot coverage data

· Conduct regular supportive supervision


	· DQS conducted in 2013

· Staff trained to calculate and plot immunization coverage data 

· Supportive Supervision is ongoing 



	Cold chain Maintenance
	· Repair faulty cold chain equipment

· Expand cold chain capacity at all levels

· Train staff on basic cold chain maintenance
	· Some spare parts provided for maintenance of some refrigerators.

· New 35M3 walk in cold room installed at national level, additional refrigerators procured and installed at district level in all district.

· District solar technicians and some health facility staff trained on cold chain maintenance

	Vaccine Management
	· Train staff on effective vaccine management 


	· Staff trained on effective vaccine management.

	Laboratory Surveillance System
	· Establish effective laboratory surveillance system for Meningitis
	· Meningitis included in the existing laboratory system.

	Injection safety and waste management
	· Provide ideal incinerators for the safe disposal of injection waste materials
	· 14 Macro-burn Waste Management Unit installed in 14 districts.



	AEFI Monitoring
	· Strengthen AEFI monitoring
	· AEFI committees established in all district

· Emergency drugs for AEFI are available in all health facilities.

· AEFI investigation and reporting forms available in all facilities

· Health staff trained on AEFI monitoring 

	Advocacy, Communication and Social Mobilization
	· Strengthen advocacy and IEC on new vaccine introduction


	· IEC materials printed and distributed

· Advocacy meetings held 

· Programme communication on going


4.4 Stock management 
A combination of computerised and manual methods of vaccine stock management is used depending on the level of vaccine management within the system. At national and district level, the DVDMT and SMT are used as electronic data base for vaccine management and in addition, stock control ledgers and requisition books are used as manual backup database. At PHU level, there are no control ledgers for vaccine management. The only vaccine management data at this level is the requisition book.
The EPI management is working closely with the districts to improve on the vaccine management system at all levels. The country team is also working to implement the EVM improvement plan. SOPs will be prepared to address vaccine management at all level. In addition, the integrated recording and reporting tools have been revised to include IPV introduction. The documents are now ready to be printed and the Directorate of Policy Planning and Information will soon print and distribute the revised tools to all PHUs in the country. Vaccine stock control ledgers will be printed and distributed to all the health facilities providing immunization services. Regular supportive supervision and mentoring will be done at all levels to improve vaccine management.
Vaccine procurement is through UNICEF and is air lifted to the country via Lungi international airport. The vaccines are immediately transported and stored at the EPI headquarters in Freetown through a clearing and forwarding agent. 

Vaccines shipment to the districts is done quarterly. Districts collect vaccines in cold boxes (RCW 25) using the districts vehicles. Health facilities in most of the districts collect vaccines (Pull system) using the Electrolux vaccine carrier monthly. 

IPV will be transported in a similar manner.   

5. Monitoring and evaluation

5.1 Updating of monitoring tools

All reporting and recording forms will be revised to accommodate the additional vaccine dose.  Forms to be revised will include child immunization card, tally sheets, registration books, stock balance forms, supervision checklists, and reporting formats at all levels and vaccine requisition forms. The revision of forms will be done at central level with strong input from district and health facility staff. Once the forms are approved and finalized, the MoHS will print and distribute to all levels. All efforts will be made to have the revised forms ready by the time of training to ensure that health workers are familiar with the forms before the introduction
Which indicators will be monitored at each level and when?
 IPV will be administered with the third dose of OPV and Penta 3. Monthly monitoring of OPV 3, Penta 3 and IPV will be done at National and district level, and feedback will be provided. 
The post introduction evaluation will be conducted six to nine months after introduction of the vaccine into routine immunization.
The routine immunization data is not presently disaggregated by sex, however, the country is revising immunization data collection and reporting tools to capture immunization coverage by sex.
5.2 Adverse Event Following Immunisation (AEFI) monitoring and reporting

There is an AEFI expert committee which consists of specialists from various disciplines. The AEFI expert committee at national level has sub committees at district level that handles all AEFIs not only for vaccines but for even other drugs and medical products. The existing mechanism will be applied during the implementation of the IPV. The monitoring and surveillance of AEFI is one of the strategies for the implementation of routine and SIAs in Sierra Leone. Currently staffs have been trained in all districts on identification, recording and reporting of AEFI based on reporting tools which have been developed to capture data on routine service delivery. If there is an AEFI, the reporting form is filled and the appropriate authorities at district level notified. The AEFI subcommittee at district level works in close collaboration with the national team to investigate any reported AEFI cases.
6. Advocacy, communication, and social mobilisation

Social mobilization is one of the key strategies to achieving high immunization coverage. The social mobilization strategies that will be used for IPV introduction include advocacy, programme communication and social mobilization.

Advocacy: Advocacy is ongoing as part of routine immunization at all levels. Some of the advocacy activities include; sensitization of top level political, professional, administrative, religious and community leaders. The advocacy for IPV will focus mainly on the primary audiences (actors) to ensure the following: High level engagement of First lady, ministers, chairmen of district councils, and parliamentarians in the programme; mobilization of additional funds to support IPV and other related activities; Incorporation of skills in interpersonal communication into the training of all health workers. The Health Education Division (HED) and the EPI Programme will have to be directly engaged in targeted advocacy activities with the identified key actors. This will require the use of evidence to develop solid arguments and counter-arguments to convince decision-makers to take the required actions.
Programme communication: This deals with health workers and programme staff and involves strategies which inform the design, development and distribution of health messages for awareness raising at all levels. The current programme communication will be improved to include crisis communication and management plan for IPV introduction. A communication strategy will be developed to provide information to target groups, create a supportive environment for individual and collective change, promote and facilitate the adaptation of positive behaviours.
A mixture of communication channels including mass media and interpersonal communication (IPC), will be used to reach individuals and groups. IPC channels including organizing health workers and community volunteers to explain key messages, respond to questions, demonstrate skills, and negotiate doable actions with individuals and communities, will be utilized to change behaviour. 
It’s evident that, for management of any disease crisis, effective risk communication is paramount. Effective risk communication facilitates community adaptation of protective behaviours; allays fears; and dispels rumours, misconceptions and general confusion. This can be achieved by building the knowledge and skills of opinion and traditional leaders to effectively communicate to their communities in case of any crisis. 
Community sensitization: This is the process of bringing together all social and inter-sectorial allies in order to create awareness at all levels. Currently, the routine immunization social mobilization strategy has been reviewed to incorporate new vaccines introduction.
The Advocacy/Communication strategy is based on a systematic, planned and evidence-based process that use a mix of tools, channels and approaches, to promote positive and measurable changes in behaviours, social norms and policies with regards to immunization in Sierra Leone. In accordance with the principles of a rights-based approach, emphasis is placed on participation, redressing inequalities/inequities, reaching the difficult-to-reach populations, accountability, redressing gender issues, and ensuring that the voices of service beneficiaries are heard and taken into account at all levels.  

The strategy employs the following three main approaches that will be used in a strategic manner to ensure complementarity and synergy in creating public awareness and sustained pressure on decision-makers to promote IPV and related activities to protect young children from polio in Sierra Leone
A detailed advocacy/social mobilization plan will be developed which will but now be limited to the outline of activities below that are envisaged to support the IPV.

· Conducting high-level advocacy meetings with political, religious leaders and CSOs
· Development of messages for the various channels of communication

· Briefing of media personnel to ensure that content of message are correct

· Media Campaign 

· Conducting community meetings on the introduction of the new vaccines

· Launching ceremony in the presence of high level officials. [image: image3.png]
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