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	2016 PLAN OF ACTION FOR THE MENINGOCOCCAL A MENINGITIS PREVENTIVE IMMUNISATION CAMPAIGN 
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1. INTRODUCTION
Cerebrospinal meningitis is a serious illness with high fatality (above 10%) if patients do not receive treatment in optimal conditions. It can also leave patients with neurological sequelae such as motor function or neurosensory (hearing and other) deficits.
The Central African Republic is one of the countries in the Lapeyssonnie meningitis belt and often faces seasonal epidemics of Neisseria meningitides A meningitis (NmA).
To combat these recurring epidemics, the country is planning to introduce the MenAfriVac® conjugate vaccine with Gavi support: initially as part of a national immunisation campaign targeting the 1-29 age group and then as part of routine immunisation targeting children 9-11 months old. The goal of this introduction is to prevent seasonal epidemics of meningococcal A meningitis.
This plan is part of the 2015-2017 comprehensive Multi-Year Plan (cMYP), which is itself aligned with the 2015-2016 health transition plan.
Introduction of the MenAfriVac vaccine into routine EPI is listed as Objective IV in the cMYP, with the goal of achieving and maintaining the elimination/control of vaccine-preventable diseases. This introduction, scheduled for 2017, will be preceded in 2016 by a mass immunisation campaign for people aged 1-29 years old. This plan of action lays out the practical methods for implementing the plan. 
2 GENERAL CONTEXT

2.1 Geographic and demographic overview

2.1.1 Geographic overview
Located in the heart of the African continent, the Central African Republic covers 623,000 km2. On its borders are Sudan to the east, Cameroon to the west, Chad to the North and the Democratic Republic of Congo (DRC) and Republic of Congo to the South. 
The fact that the Central African Republic is landlocked is one of the most serious handicaps for its development, as the country has no sea access for its exports and imports except for the ports of Douala in Cameroon (1,470 km by land) and Pointe Noire in the Republic of Congo (1,710 km by river). It does however have several navigable waterways that can reach areas that are inaccessible by land.
2.1.2 Demographic information
The CAR population is estimated to be 4,953,015 in 2015 (projection based on the 2003 GPHC). It has a natural growth rate of 2.5% and a mean density of 6.6 inhabitants per km2, varying from 10,041.38 inhabitants per km2 in Bangui to 0.79 inhabitants per km2 in Bamingui-Bangoran, prior to the political and military crisis that began in December 2012. This crisis has resulted in a significant internal displacement of populations and refugees in neighbouring countries (Cameroon, DRC and Congo).
 (Figure 1) Figure 1: Map of IDP 

. 

The primary demographic indicators from the 2003 General Population and Health Census (GPHC) are summarised in Table 1 below. 
Table 1: Principal sociodemographic indicators, updated
	Indicators
	Level in 2003

	Total population 
	3,895,139 

	Intercensal growth rate
	2.5%

	Urban population
	38% of total population

	Rural population
	62% of total population

	Children < 1 year
	3.5% of total population

	Surviving infants 
	3.04% of total population

	Children 6-11 months 
	1.75% of total population 

	Children 12-59 months
	13.8% of total population

	Children 6-59 months 
	15.55% of total population

	Children < 5 years
	17.3% of total population

	Children < 15 years
	40.7% of total population

	Women of child-bearing age (15-49 years)
	24.5% of total population

	Pregnant women
	4% of total population

	Total fertility rate
	5.1 children per women: 4.7 in urban areas and 5.4 in rural areas 

	Crude birth rate
	39.1 per 1000: 38.2 per 1000 in urban areas and 39.4 per 1000 in rural areas

	Infant mortality rate
	132 per 1000: 116 per 1000 in urban areas and 141 per 1000 in rural areas 

	Under-five mortality rate
	220 per 1000: 188 per 1000 in urban areas and 238 per 1000 in rural areas 

	Maternal mortality ratio
	1,355 per 100,000 live births


Source: 2003 GPHC, BCR [Central Census Bureau]
2.2. EPI vision and strategic directions 
The Expanded Programme on Immunisation is part of the 2014-2020 Regional Strategic Plan on Immunisation (PSRV), per the Decade of Vaccines vision and mission to provide universal immunisation coverage in WHO's Africa region. The objectives of the PSRV are to: 
· increase immunisation coverage; 
· finalise the interruption of polio transmission and ensure containment of the virus; 
· eliminate measles and advocate for the elimination of rubella and congenital rubella syndrome; 
· achieve and maintain the elimination or control of other vaccine-preventable diseases.
To achieve these objectives, the CAR has selected the following priority actions:
· interrupting wild poliovirus transmission by the end of 2015; 
· reducing measles-related morbidity and mortality by at least 90%; 
· eliminating neonatal tetanus;
· integrating other essential interventions for childhood survival;
· introducing the inactivated polio vaccine (IPV) and new technologies in 2015; 
· improving the quality of immunisation data.
2.2.1. Target population and vaccine schedule
a. Target populations
The routine EPI targets children age 0 to 11 months for the following antigens: BCG, DTP-HepB-Hib, PCV-13, OPV/IPV, YFV, MCV/MR and TT/Td for pregnant women. 
The target populations for routine immunisation and supplementary immunisation activities (SIA) are derived from the proportions of the total populations given in Table II.
Table II: Proportion of target populations for immunisation and other immunisation-related interventions
	Group
	Proportion of the population
	Immunisation strategy and other interventions

	Children 0-11 months
	3.5%
	Routine EPI

	Surviving infants
	3.04%
	Routine EPI

	Children 0-59 months
	17.3%
	NID and ITN distribution

	Children 6 months-14 years
	46%
	Measles control, catch-up campaign 

	Children 6-59 months
	15.55%
	Measles control, follow-up campaign

	Children 6-59 months 
	15.55%
	Prevention of vitamin A deficiency

	Children 12-59 months 
	13.8%
	Deworming with Albendazole

	Pregnant women
	4%
	Routine EPI, elimination of MNT and distribution of ITNs

	Women of childbearing age
	49%
	Elimination of MNT (campaigns)


b. Immunisation schedule
Tables III, IV, V and VI below summarise the current immunisation schedule in the Central African Republic and the schedule for other interventions included with immunisation. 
New vaccines should be introduced per the national immunisation schedule. The rotavirus vaccine will be introduced into routine EPI in 2016.
Table III: Immunisation schedule for children 0-11 months
	Contact
	Age
	Recommended antigens

	1
	Birth
	BCG, OPV-0

	2
	6 weeks
	DTP-HepB+Hib-1, OPV-1, PCV13-1, Rota-1

	3
	10 weeks
	DTP-HepB+Hib-2, OPV-2, PCV13-2, Rota-2

	4
	14 weeks
	DTP-HepB+Hib-3 , OPV3/IPV, PCV13-3

	5
	9 months
	MCV/MR, YFV


Table IV: Immunisation schedule for pregnant women TT/Td
	ANTIGENS
	DOSES
	ROUTE OF ADMINISTRATION
	AGE OF ADMINISTRATION

	TT/Td1
	0.5 mL
	Intramuscular
	At first contact

	TT/Td2
	0.5 mL
	Intramuscular
	1 months after TT/Td1

	TT/Td3
	0.5 mL
	Intramuscular
	6 months after TT/Td2 or during subsequent pregnancy

	TT/Td4
	0.5 mL
	Intramuscular
	1 year after TT/Td3 or during subsequent pregnancy

	TT/Td5
	0.5 mL
	Intramuscular
	1 year after TT/Td4 or during subsequent pregnancy


Table n°V: Antigen administration routes and sites
	ANTIGENS
	DOSES
	AGE OF ADMINISTRATION
	SITE OF ADMINISTRATION

	BCG 
	0.05 mL
	Up to 15 days

	ID left forearm

	OPV-0
	2 drops
	
	Oral

	OPV 1
	2 drops
	6 weeks

	Oral

	DTP-HepB+Hib1
	0.5 mL
	
	IM, right thigh

	PCV13-1 
	0.5 mL
	
	IM, left thigh

	Rota1
	1.5 mL
	
	Oral

	OPV-2
	2 drops
	10 weeks

	Oral

	DTP-HepB-Hib2
	0.5 mL
	
	IM, right thigh

	PCV13-2 
	0.5 mL
	
	IM, left thigh

	Rota2
	1.5 mL
	
	Oral

	OPV-3
	2 drops
	14 weeks
	Oral

	DTP-HepB-Hib3
	0.5 mL
	
	IM, right thigh

	PCV13-3
	0.5 mL
	
	IM, left thigh

	IPV
	0.5 mL
	
	IM, left thigh 

	MCV/MR
	0.5 mL
	9 months
	SC, deltoid, left arm

	YFV
	0.5 mL
	9 months
	SC, deltoid, right arm

	TT/Td
	0.5 mL
	See Table VII
	IM, left deltoid


Table VI: Schedule for interventions included with EPI
	Contact
	Recommended targets
	Recommended interventions

	1
	Women immediately post-partum
	Vit A 200,000 IU

	2
	Children 6-11 months
	Vit A 1st dose 100,000 IU

	3
	Children 12-18 months
	Vit A 2nd dose 200,000 IU

	4
	Children 12-59 months
	Albendazole

	5
	Pregnant women beginning in the 6th month of pregnancy
	Iron-folic acid

	6
	Children 0-11 months (penta3)
	LLIN


3 ANALYSIS OF PROGRAMME COMPONENTS
The analysis of programme components that was conducted at the end of 2014 revealed various strengths and weaknesses in the immunisation system in CAR.
3.1 Service delivery

Strengths
· Guidelines exist for implementing immunisation strategies, using the "Reach Every Village and Community" approach;
· The immunisation schedule for children and women is followed properly;
· Guidelines exist for integrating childhood survival activities into immunisation;
· PIRI and SIA are organised for polio;
· NGOs are involved in offering immunisation services in areas that are hard to access;
· Political and administrative authorities are involved at the decentralised level;
· International forces provide support for the security of supervisors and resupply teams.
Weaknesses
· Immunisation is poorly integrated into the MPA;
· Strategies to provide immunisation to disadvantaged populations are inadequate;
· Immunisation data quality is low/poor due to the lack of data collection tools and trained staff;
· There is no action to reach those lost to follow-up;
· The "Reach Every Village" strategy is not adequately implemented;
· There are no strategies to identify and reach disadvantaged communities as part of equity.
3.2 Surveillance

The surveillance system for EPI target diseases has made significant progress in the past three years. 
Strengths 
· The system for monitoring EPI target diseases is operational;
· There are several operational coordination committees: Interagency Coordinating Committee (ICC), EPI Technical Support Committee (CTA/EPI), National Certification Committee (CNC) and the National Committee of Polio Experts (CNEP);
· Staff capacities have been strengthened through various training sessions: IDSR, EPIVAC and SURVAC in field epidemiology;
· The country has a WHO-accredited reference laboratory for polio, measles and yellow fever (Institut Pasteur in Bangui);
· A computerised data management system has been set up at the national and decentralised levels; 
· Weekly and monthly feedback bulletins are distributed; 
· There is an operational rapid detection and response system (EWARS) that is part of emergency health response;
· There is operational laboratory surveillance of AFP, measles, yellow fever, rotavirus and paediatric bacterial meningitis.
Weaknesses
· The disease surveillance and detection system does not perform well, especially in the areas of the east, south and northeast (grey zones);
· The capacity to detect and respond to epidemics of EPI target diseases is poor;
· There is inadequate active surveillance of MNT;
· Guidelines/standard operating procedures for surveillance are not distributed to most health facilities;
· Ground transportation is inadequate/out-dated;
· Surveillance sites do not have adequate training for workers;
· Data are not adequately used or analysed at the local level;
· There is inadequate supervision at all levels;
· AEFI surveillance is not operational;
· There is insufficient use of new technologies for data transfer;
· Routine system reports are not filled out promptly or completely at the decentralised and central levels;
· RSI2005 is not implemented.
3.3 Logistics
Strengths
· A mechanism is in place to forecast vaccine and consumable requirements and procurement (FORECAST);
· There is a computerised stock management system at the central level;
· Cold chain capacity is sufficient at the central level and in five prefectures/health districts;
· Fuel-operated refrigerators are gradually being replaced with solar-powered refrigerators;
· There is a rehabilitation plan. 
Weaknesses
· Stock management is inadequate;
· There are stockouts of vaccines, fuel and other immunisation inputs in health facilities;
· Vaccine resupply, immunisation activities, supervision and surveillance are all insufficient;
· Ground transportation is not managed rationally;
· There is no system for maintaining cold chain equipment;
· There is a lack of continuous temperature loggers at all levels; 
· There is no computerised stock system at the prefecture/district level; 
· Waste management is not adequate;
· The cold chain equipment inventory in four health regions (regions 3, 4, 5 and 6) has not been finalised; 
· There is no plan for reducing wastage;
· There are problems collecting data to calculate wastage rates.
3.4 Communication

An essential component of the RED strategy is strong links with communities. However, communities are only weakly involved in routine EPI activities at all levels. 
Therefore, to further develop operational strategies and mobilise more families and communities towards promoting health generally and the EPI in particular, the communication component now falls under the responsibility of the Department of Communication for health (decree no. 05/121 of 6 June 2005). An EPI communication plan was developed for 2011 with support from UNICEF as part of the new "Behaviour Change for Development" (C4D) concept; however, it has not yet been effectively implemented in the field. There are still weaknesses in communications to promote the EPI, and communities and families remain under-informed about the importance of immunisation. 
Strengths 
· The Ministry of Health and Population has a Department of Communication for health;
· The results of national surveys (KAP and others) about the drivers of behaviour are available;
· There are communication tools and training;
· There are communication focal points in all health districts.
Weaknesses
· There is a lack of technical, management and material capacity for behaviour change communication at all levels;
· Opinion leaders, political leaders and community leaders are insufficiently involved; 
· Mass media (public and private) is only weakly involved in routine EPI;
· Political, administrative and private sector authorities have not taken sufficient action to promote routine EPI;
· The district management team does not coordinate communication activities for routine EPI;
· Primary healthcare entities are not operational at the decentralised level;
· Communication is not taken into consideration in district-level planning;
· There is a lack of staff with communications training in the Department of Communication for health (DCS) and in districts;
· There is a lack of communication interventions for specific hard-to-reach groups (nomadic populations, pygmies) and internally displaced persons;
· There is inadequate monitoring of community liaisons; 
· There is no formal collaboration with the media for on-going awareness;
· There is insufficient interpersonal communication at all levels (health workers, community liaisons, etc.);
· There is insufficient training of stakeholders in communication for development;
· Partners (media, community) are weakly involved in planning communication/social mobilisation activities for EPI;
· There is insufficient communication about OPV;
· There is a lack of communication materials (posters, megaphones, etc.).
3.4. EPI funding
3.4.1. Analysis of programme costs in 2014
According to the table below, total programme costs were US$ 6,788,969. Of this, 87% (US$ 5,890,031) was for immunisation costs and 13% (US$ 5,890,030.63 /sic/) was for shared costs in 2014. Immunisation campaigns accounted for 28% of total programme costs and 32% of total immunisation costs, including shared costs.
Routine immunisation was estimated to cost $0.79 per person, equal to 0.24% of GDP for the year. The cost of three penta doses per child immunised was US$ 56.48.

Table XXI: Table of cost categories in 2014
	Cost Category
	
	2014

	Traditional vaccines
	
	$283,665

	Underused vaccines
	
	$138,000

	New vaccines
	
	$1,464,500

	Injection material
	
	$68,722

	Staff
	
	$1,003,548

	Transportation
	
	$156,060

	Other ordinary recurring costs
	
	$670,278

	Vehicles
	
	$216,000

	Cold chain equipment
	
	$3,388

	Other capital costs
	
	$15,000

	Supplementary immunisation activities
	
	$1,870,870

	TOTAL
	
	$5,890,031


In conflict zones, humanitarian agencies (MSF, add list) help with EPI activities, but data about their financial contributions are not available.
The immunisation system continues to face a lack of financial resources and problems making funding sustainable if there is a disruption in partner interventions. This situation was made worse by the political and military crisis the country has experienced since December 2012.
3.4.2. Co-financing policy and the introduction of new and underused vaccines
The co-financing policy began in 2008, with the introduction of underused vaccines (YF) and new vaccines (Pentavalent).
Through a special account that was set up, the country partially honoured its commitments to the amount of seventy-seven million six hundred sixty-six thousand CFAF (CFAF 77,666,666) or US$ 155,333, which was paid in 2014 to co-finance vaccines with Gavi.
To honour its medium-term financial commitments, the following strategies will be set up to mobilise funds from the Government and partners:
1. Government mobilisation:
· continuing to advocate at the highest levels with the support of partners (WHO, UNICEF, Gavi, World Bank, Sabin Institute, etc.) both for budget allocation for EPI funding and for an annual 10% increase in the budget;
· regularly monitoring the disbursement of credits in the EPI’s budget line item by the Ministry of Finance and Budget; 
· consideration by the Director of Resources for the Ministry of Public Health, Population and Combating HIV/AIDS (MSPPLS) for submission to the arbitration committee;
· paying national counterpart shares on time.
2.  Developing the Sector Medium-Term Expenditure Framework (Sector MTEF/CDSMT), which emphasises immunisation in health sector spending;
3. Expanding active partnerships with local municipalities, private businesses, NGOs, etc;
·  Involving the private health sector and NGOs in immunisation funding, from planning through activity implementation.
Targeted advocacy towards potential partners (diplomatic representatives, international organisations, religious groups). 
Strengths
· Inclusion of a budget item entitled "vaccine and consumable procurement" in the Government budget since 2008; 
· Inclusion of 2 million for "vaccine and consumable procurement" expenditures in the Government's weekly obligatory expenditures since 2013;
· Availability of human resources for EPI;
· Existence of a budget item for the EPI for "vaccine and consumable procurement" in the Government budget since 2008. 
Weaknesses
· Inadequate funding for routine EPI;
· Weak advocacy for the mobilisation of additional resources to promote the EPI;
· Lack of control over budget execution procedures and public contracting procedures by the managers and administrators of credits;
· Delays in developing programmes for use and forecasting plans for awarding contracts;
· Lack of agreement between amounts scheduled in the cMYP and those entered (contained) in the Government budget;
· Lack of technical capacity building in EPI financial management;
· The execution of resources allocated to the EPI is unclear;
· Delay between the scheduling of EPI activities and the disbursement of allocated funds;
· Delay in the disbursement of funds allocated to the EPI.
3.5. Management 
One of the assets in EPI management is the existence of an Interagency Coordinating Committee (ICC) and an EPI Technical Support Committee (CTA/EPI), along with an EPI team at all levels of the health pyramid.
A strategic plan (2011-2015 cMYP) and sector plans have been developed at the national level (preparation and response plans for the polio epidemic and for yellow fever) and various immunisation micro-plans have been developed at the district level. These reference documents have been the basis for implementing, monitoring and evaluating immunisation activities at the different levels. 
3.5.1. Capacity development
Programme capacity has been developed through several training sessions that were organised for teams from the central, regional and prefecture levels: EPIVAC, SURVAC, computerised data management and the DQS tool.
However, capacity building for health facility workers remains insufficient.
Strengths
· Existence of guidelines, standards and strategic directions;
· Existence of a coordination/technical strategy entity (ICC) and a technical entity (CTA/EPI) in the EPI;
· Existence of legislation identifying sources of public revenue dedicated to funding immunisation programmes (finance law);
· Regular ICC meetings during which the issue of routine immunisation is addressed.
Weaknesses
· No effective National Regulatory Authority for EPI medicines and vaccines (vaccine procurement); 
· No national policy documents on immunisation or waste management;
· Lack of coordination;
· Poor managerial capacity of EPI managers at all levels;
· Poor immunisation data quality;
· Lack of human resources, both in terms of quantity and quality;
· Weak micro-planning, supervision and monitoring;
· Poor immunisation data quality;
· No NITAG;
· Poor technical and managerial capacity among EPI managers at the various levels;
· Concentration of qualified staff in urban areas; Poor distribution of health staff;
· Mobility/unreliability of healthcare staff at the operational level;
· Poor motivation of EPI workers. 
3.5.2. New vaccines, new technologies and underused vaccines
The CAR did not introduce any new [vaccines] in 2014 due to the security issue, which prevented us from introducing the rotavirus vaccine.
The country did, however, submit a proposal for the inactivated polio vaccine (IPV), which was approved by Gavi for introduction in September 2015. The rotavirus vaccine introduction was scheduled for 2016.
3.6. Opportunities
· Technical and financial support from the partners (WHO, UNICEF, Gavi, World Bank, EU, etc.)
· Resources from other programmes 
· Existence of a surveillance support project (SURVAC)
· Presence of NGOs in hard-to-reach areas
· Existence of community networks
· Existence of health clusters at the national level and sub-clusters in health regions 
· Existence of international peace-keeping forces (MINUSCA, Eufor, Sangaris)
· Involvement of stakeholders from other Government sectors
· Free care in emergency situations 
· Existence of a 2015-2016 transition plan for the health sector with immunisation as one of the determinants of health 
3.7. Barriers/limitations
· Continuing insecurity in the country
· Inadequate funding for EPI and surveillance activities by the Government (poor budget allocation, disbursement, 

· insufficient community funding) 
· Heavy dependence on outside funding
· Global financial crisis
· Poor budget allocation
· Poor disbursement
· Displacement of the population
4 GOAL AND OBJECTIVES
4.1 Goal

Work towards eliminating meningococcal A meningitis as a health problem in the CAR.
4.1.1. Objectives
4.1.1.1. General objective
Strengthen the immunity of target populations (1-29 year-olds during catch-up SIAs and children 9-11 months during routine immunisation) against meningococcal A meningitis. 
4.1.1.2. Specific objectives
· Immunise at least 95% of the 1-29 year-old population in the 2016 catch-up campaign;
· Provide safe injections in 100% of immunisation sites;
· Provide effective AEFI management;
· Provide effective vaccine and immunisation supply management;
· Strengthen community partnership and mobilisation;
· Strengthen case-based surveillance of meningitis.
4.1.2. Campaign target
The campaign will strive to reach 100% of the 3,604,558 individuals aged 1-29 years, ie 71% of the total population, in 2016.
5. STRATEGIES, SITE ORGANISATION
5.1
Strategies
Three main strategies will be used during the immunisation campaign: 
· the fixed strategy will be used in each health area for the population living less than 5 km from the health facility;
· the outreach strategy will be used in each health area for the population living 5-15 km from the health facility; and
· the mobile team strategy will be used in each health area for the population living more than 15 km from the health facility, and for non-functional health areas.
Depending on the local situation, each /chief district physician may apply a local approach in order to reach the target population. Micro-planning workshops at health districts will define the strategy that should be applied in each area, depending on its specific situation.
5.2 
Immunisation site organisation
Immunisations will be given in the usual immunisation locations identified in villages, or in new locations identified for this purpose through community input. 
Immunisation sites include:
· reception position: this is staffed by the first village volunteer who will triage people in order to determine their age ranges, and will also distribute immunisation cards and provide information about the type and significance of the vaccine administered;
· immunisation position: this is staffed by two health workers, one in charge of preparing the vaccine and the other in charge of administering it. These two staff members will make sure that age ranges are followed and vaccines are properly stored. They will also oversee immunisation and environmental safety during the session and will provide information about AEFIs;
· registration position: this should be next to the immunisation position and staffed by the second volunteer who can read and write properly. This person is responsible for filling out the various materials (cards and tracking sheets) and guiding subjects to the exits; 
· order will be maintained by the third volunteer. 
6. PRINCIPAL ACTIVITIES
6.1. Preparatory activities

Planning and coordination
· Develop the plan of action
· Have the plan of action endorsed by the ICC 
· Share the plan of action for the campaign with partners 
· Develop/finalise micro-planning templates and tools 
· Update/finalise management guides and tools for the campaign (tracking sheets, AEFI reporting sheet, supervision checklist, vaccinator guide, social mobilisation tools) 
· Draft ToRs for those involved in the campaign (supervisors, vaccinators, social mobilisers) 
· Draft a plan for receiving and distributing vaccines and other materials
· Design messages and finalise materials for communication and social mobilisation
· Organise micro-planning workshops in health regions and prefectures 
· Summarise the micro-plans 
· Have the EPI technical support committee endorse the micro-plan summary 
· Present the micro-plan summary to the ICC for approval
· Mobilise resources from partners (requests for campaign funding)
· Organise monthly meetings of the EPI technical support committee to assess activity progress
· Organise a monthly meeting of the National SIA Coordinating Committee
Logistics
· Assess storage capacity at all levels (central, regions, prefectures)
· Mobilise additional resources at the local level (transportation, etc.) for the campaign
· Order vaccines and other inputs
· Receive vaccines and other inputs 
· Distribute vaccines and other inputs per the distribution plan 
Social mobilisation and communication
· Advocate to the various authorities at all levels
· Identify existing channels of communication during micro-planning (public criers, music groups, local radio, press, etc.)
· Identify organisations or associations to select community liaisons in each health region
· Conduction communication and social mobilisation activities about the meningitis immunisation campaign
· Organise the official launch
Training
· Copy campaign management tools (tracking sheets, summary sheets by level, monitoring sheets, AEFI reporting forms, supervision checklist, vaccinator guide, social mobilisation tools, etc.)
· Select the list of central level supervisors and make this list available 
· Identify and select vaccinators, mobilisers, supervisors and campaign coordinators at each level (prefecture, region)
· Make a list of the staff involved in the campaign (supervisors and team members) available at each region and prefecture 
· Train central level supervisors in how to conduct the campaign 
· Train regional and prefecture supervisors in how to conduct the campaign 
· Train team supervisors and immunisation teams in how to conduct the campaign
6.2. Immunisation campaign implementation

· Conduct immunisation activities at immunisation sites
· Supervise and coordinate immunisation campaign activities
· Report, investigate and treat cases of AEFIs
· Hold daily coordination meetings at all levels (central, region, prefecture)
· Hold summary meetings at all levels (central, region, prefecture) with reports
· Present the campaign results to the EPI technical support committee and the ICC 
· Produce the technical and financial report for the campaign
6.3. Post-campaign activities

· Conduct a post-campaign evaluation
· Strengthen routine immunisation using the RED approach
· Strengthening measles surveillance: intensify the active search for suspected measles cases at all levels
· Conduct a post-campaign coverage survey
7. CAMPAIGN PLANNING 
7.1. Target population for the integrated campaign

The mass preventive immunisation campaign will take place in October 2016 and will last seven days. The number of targets for this campaign (individuals 1-29 years old) in the CAR is estimated at three million five hundred eighty-seven thousand five hundred and two (3,604,558 /sic/). All targets should be immunised and marked, without regard to their immunisation status. An immunisation card will be given to each person once they are immunised, and will serve as evidence of this.
7.2. Strategies for the integrated campaign

The following strategies will be used:
· Permanent fixed posts in fixed health centres; 
· Temporary fixed posts: special teams for immunisation in temporary (outreach) posts, installed in selected non-EPI health posts, schools, markets and churches for the campaign period;
· Mobile posts: immunisation by travelling teams (mobile and outreach) in zones not covered by fixed or temporary immunisation centres and in hard-to-reach (remote) areas;
7.3. Micro-planning at the national level

Micro-planning at the national level helps in developing a realistic estimated budget to reassure the political side, mobilising resources, obtaining agreement from key partners, and ordering vaccine doses, cold chain equipment and other inputs needed for the campaign.
Micro-planning at the national level will help:
· obtain agreement and commitment from political decision-makers;
· involve the Interagency Coordinating Committee in the process;
· establish various inter-sector commissions: logistics, technical and social mobilisation;
· develop the plan of action and mobilise resources;
· develop guidelines, technical forms, campaign materials and communication materials;
· organise training for district management teams and conduct micro-planning;
· ensure the deployment of vaccine and other campaign inputs.
Planning should start at the national level at least five months before the start of the campaign.
7.4. Planning at the district level

Micro-plans must be developed to implement the activities selected. They will be developed at the prefecture level, with the participation of the central and regional levels. Communities and associated sectors will also be involved. 
These micro-plans will help to properly organise logistics; determine the areas that are hard-to-access; estimate costs and better distribute funds, materials and equipment; identify sites for immunisation and the distribution of insecticide-treated nets (ITN) as well as estimate the number needed; and define the implementation periods.
Management tools and materials will be created for clinicians and healthcare providers. This work will last three days in each district, and one day will be dedicated to summarising the micro-plans at the regional level.
7.5. Estimates of team composition and targets to immunise per day

Immunisation teams will be composed of vaccinators and volunteers with clearly defined roles, as shown below.
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Vaccinators (= healthcare staff properly trained in injection technique and immunisation) will have the following responsibilities:
· vaccine reconstitution
· vaccine administration
· immunisation safety and waste management
· AEFI treatment
· writing the summary of immunised children
· supervising and guiding volunteers
Volunteers (not required to have specific health training) will be responsible for:
· maintaining order at the immunisation site
· checking ages and selecting targets
· registering those immunised and writing immunisation cards
The number and composition of immunisation teams will vary depending on the site's location (urban or rural) and the strategy used (fixed or travelling):
· Fixed strategy: the immunisation team is composed of two vaccinators and three volunteers 
· Travelling strategies (outreach or mobile): the immunisation team is composed of two vaccinators and two volunteers
· Social mobilisation will be conducted by volunteers at the various immunisation posts.
The number of children to immunise per day will also be calculated depending on the site's location (urban or rural) and strategy used (fixed or travelling). 
· Fixed strategy: 
· urban area: 250 children/day/team
· rural area: 150 children/day/team
· Travelling strategies: 150 children/day/team
Note that the total duration of the campaign will be seven days in both urban and rural areas.
7.6. Estimates of vaccine, injection material and other input requirements

The requirements for vaccines, auto-disable syringes, dilution syringes and safety boxes are estimated based on the target and the wastage factor:
	Designation
	2016

	Total population
	5,076,840

	Target population
	3,604,558

	IC objectives
	95%

	Wastage rates
	10%

	Wastage factors
	1.11

	 MenAfriVac®® requirements
	4,001,059

	0.5-mL AD syringe requirements
	4,001,059 

	5-mL diluent syringe requirements
	400,110

	SB requirements
	1,760


7.7. Cold chain requirements

The CAR currently has sufficient cold chain capacity to receive and manage the vaccines during the campaign, in accordance with the 2015-2017 cold chain equipment rehabilitation plan. However the number of vaccine carriers and ice packs should be assessed to estimate additional needs for the immunisation campaign so that vaccine quality can be ensured. Other possibilities for conserving vaccines in controlled temperatures will be explored.
7.8. Injection safety

The MenAfriVac 5ug will be administered using 0.5-mL AD syringes by qualified health workers. The MenAfriVac vial must be used within six hours once it is reconstituted. Reconstituted vials should never be kept past this time. Used syringes (AD and dilution) will be collected in safety boxes at immunisation sites at the end of each day, and will be brought to storage sites for destruction.
Waste management will be incorporated into the micro-planning. At the end of the immunisation campaign, waste will be brought to identified sites for open air burning, followed by burial. A waste management team composed of three people (one manager, two to dig), will be trained in injection safety. One person will be specifically identified per level for managing and destroying waste produced by the campaign.
Factories with high-capacity incinerators (to be identified) will be approached to help with waste destruction. There will also be an emphasis on AEFI surveillance and treatment. All of the above will be included in supervision, which will be conducted using a standard checklist.
7.9. Resource mobilisation

In order to mobilise additional resources from partners and communities to conduct campaign activities, strategies adapted to the local context must be developed and implemented. Such resource mobilisation will be conducted using prior advocacy targeting political and administrative authorities at the national, regional and district levels, various development partners, economic operators, community leaders, and leaders of NGOs and national and international associations.
Resources will be mobilised internally from the Government and local partners at all levels as follows: 
4.1.1.1 Human resources: Available healthcare staff involved in previous mass immunisation campaigns;
4.1.1.2 Logistics: Vehicle rental and advocacy by the National Committee for Coordinating the MenAfriVac Campaign to partners to make vehicles available for transportation during the campaign;
4.1.1.3 Financial resources: The Government will mobilise financial resources from internal partners (UN agencies, NGOs) and external partners (Gavi) to fund the campaign. 
7.10. Communication to support the immunisation campaign

Effective communication is one factor in the successful organisation of a mass immunisation campaign. The main purpose of communication is to make sure the population has accurate information and that it accepts the vaccine. To this end, communication coordinating committees should be set up at all levels, and a communication plan with well-defined priorities should be developed to draft and disseminate key messages.
The messages and materials will cover the dates, strategy, vaccine to be administered, targets, causes of rumours and resistance, and the context for the immunisation. Their basic purpose will be to have the proposed interventions accepted. Mobilisers and vaccinators hired for the campaign will also take part in disseminating the education and awareness messages. All available channels of communication will be used. Support will be requested from NGOs, associations and the local Red Cross.
Social mobilisation will be reinforced by setting up a sustainable strategy for creating awareness in the populations. Audio-visual materials (posters, brochures and others) will be published and distributed. Mobilisers will be part of the team and will be chosen in the areas they are from; they will criss-cross villages, neighbourhoods and go street-to-street with specific educational messages and information about children's ages (1-29 years) and immunisation centre locations. Management committees will be created in all districts in case there is vaccine refusal. Social mobilisation should begin ten days before the official launch of the campaign.
An official launch ceremony will be organised to mark the start of the campaign with support from the highest authorities in the country. At the operational level, the launch will be presided over by Prefects and Sub-Prefects.

7.11. Training

All key stakeholders in the campaign (coordinators, supervisors, logistics experts, vaccinators, volunteers and social mobilisers) should participate in training sessions. These will be "train the trainer" cascade-type session, and should be as interactive and practical as possible. This training is included in the macro-plan for the campaign.
The training will include the following:
· Introduction: objectives, targets, activity schedules and campaign dates;
· Advocacy and social mobilisation: the roles of communicators and media, key messages;
· Logistical aspects of the campaign: the allocation of inputs, ground transportation and cold chain logistics;
· Tasks and activities during the campaign: immunisation site organisation and management; order of immunisation operations; immunisation techniques; injection safety; vaccine storage;
· Data collection;
· Management of AEFIs; 
· Immunisation waste management at the post. 
7.12. AEFI surveillance

Even though immunisation against meningitis is fairly safe today, rare AEFIs can occur and become a significant issue after a mass campaign. Immunisation against meningitis is often associated with specific side effects such as pain at the injection site, slight temporary fever (two days) that resolves without issue and even toxic shock. 
AEFI surveillance is an important component of any immunisation programme, to monitor the quality of immunisation practices, detect and respond to emergencies, and reassure the public about the safety of the programme.
The following should be included in AEFI surveillance: 
· high fever;
· abscess at the injection site;
· toxic shock syndrome;
· fainting or light-headedness;
· anaphylactic shock; and
· other unusual events.
Any of the above will be investigated to establish a causal link with the immunisation.
7.13. Supervision

Achieving the set objectives should be coupled with high-quality supervision and monitoring of the plan of action. These include:
· developing a supervisory component in the meningitis campaign module, using the checklist that will be developed for this purpose;
· creating supervisory teams at the national, regional and prefecture levels, and precisely defining the job description and role of each person at the various levels;
· creating supervisory tools and making them available for every supervisor;
· training supervisors in supervision techniques and in how to conduct proper supervision;
· establishing and distributing supervision programmes among health facilities;
· conducting regular supervisory visits, sanctioned by the relevant reports.
One supervisor is planned for every five centres in urban areas and every three centres in rural areas.
7.14. Coordination

At the national level, the Interagency Coordinating Committee (ICC) for the Expanded Programme on Immunisation (EPI) will coordinate activities under the aegis of the Ministry of Health. At the regional level, activities will be coordinated by the Prefect Chairperson of the Regional Primary Health Care Committee. Similarly, at the prefecture level activities will be coordinated by the Prefect Chairperson of the Prefecture Primary Health Care Committee. In sub-prefectures and communities, the various prefecture and community committees will be the coordinating entities.
7.15. Monitoring and Evaluation

7.15.1. Daily coordination meetings
Daily M&E meetings will be held at each health centre, in each health district, in each region and at the central level to update the progress of activities from the previous day (monitoring the availability of immunisation at sites, immunisation coverage, etc.) and to take corrective measures to improve the quality of activities in the subsequent days if any weaknesses are identified.
7.15.1. Rapid suitability survey
Rapid midpoint suitability surveys will be conducted by consultants and supervisors in the area served by each health facility. The analysis of results from these rapid surveys will determine the areas with low immunisation to be visited again for social mobilisation and immunisation. The rapid suitability survey will be conducted as shown in the diagram below:
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The technical and financial report will be available one month after the end of campaigns. The ICC (at the national level) and regional coordinating committees for SIAs will meet at the end to evaluate the campaign. 
An impact assessment will be conducted with support from partners (UNICEF, WHO, etc.). If needed, national and international consultants in M&E will be called on. Recommendations will be drawn up to improve subsequent immunisation campaigns.
7.15.2. Post-campaign coverage survey
A post-campaign coverage survey will be organised within 30 days after the immunisation operations to validate the administrative results. This survey will be conducted by an independent team from the Ministry of Health.
8. Budget 
The estimated budget for the immunisation campaign is CFAF 2,979,558,265, or US$ 4,965,930.44. Of this, US$ 2,342,948.50 is for operational costs and US$ 2,622,981.94 is for the costs of vaccines and injection materials.

BUDGET FOR THE 2016 CATCH-UP CAMPAIGN
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1 |program management and coordination 12,801.00 12,801.00
2 |planning and preparations 197,242.50) - 197,242.50)
3 |social mobilization, IEC and advocacy 367,030.00) - 367,030.00)
4___|othertraining and meetings 206,890.00) - 206,890.00)
5 |Document production 746,980.00) - 746,980.00)
6 |Human resources and incentives 136,000.00) - 136,000.00)
7 |cold chain equipment 61,200.00 - 61,200.00
8 |rransport for implementation and supervision 187,000.00) - 187,000.00)
9 |immunisation session supplies 57,800.00 - 57,800.00
10 |Waste management 34,000.00 - 34,000.00
11 [surveillance and monitoring 43,350.00 - 43,350.00
12 |evaluation 141,100.00) - 141,100.00)
13 [Technical assistance 132,600.00) - 132,600.00)
14 |Data management 13,855.00 - 13,855.00
15 |other (please specify) 5,100.00 - 5,100.00

[Total 2,342,948.50 | 2,342,948.50





9. Timeline of principle activities
	 
	2015
	2016
	 

	Activities
	Month
	Month
	 

	 
	A
	S
	O
	N
	D
	J
	F
	M
	A
	M
	J
	J
	A
	S
	O
	N
	D
	Responsible entity

	1.1. Preparatory activities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Planning and coordination
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 Develop the plan of action
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	EPI

	Have the plan of action endorsed by the ICC 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	ICC

	Submit the plan to Gavi through the application portal
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	EPI

	Share the plan of action for the campaign with partners 
	 
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	EPI

	Develop/finalise micro-planning templates and tools 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	EPI

	Develop/finalise management guides and tools for the campaign (tracking sheets, AEFI reporting sheet, supervision checklist, vaccinator guide, social mobilisation tools) 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	x
	
	 
	 
	 
	 
	EPI

	Draft ToRs for those involved in the campaign (supervisors, coordinators, vaccinators) 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	 
	 
	 
	 
	 
	EPI

	Draft a plan for receiving and distributing vaccines and other materials
	 
	 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	 
	 
	 
	 
	 
	 
	EPI

	Design messages and finalise materials for communication and social mobilisation
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	 
	 
	 
	DCS

	Organise micro-planning workshop

Health districts / health prefectures
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	 
	 
	 
	 
	 
	MCD

	Summarise the micro-plans 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	 
	 
	 
	EPI

	Present the micro-plan summary to the EPI Technical Support Committee (CTA/EPI) for validation
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	 
	 
	 
	CTA/EPI

	Present the micro-plan summary to the ICC for approval
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	 
	 
	 
	ICC

	Submit campaign funding requests to partners
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	 
	 
	MoH

	Organise monthly meetings of the EPI technical support committee to assess activity progress
	 
	 
	 
	 
	 
	x
	x
	x
	x
	x
	x
	x
	x
	x
	 
	 
	 
	CTA/EPI

	Organise a monthly meeting of the National SIA Coordinating Committee
	 
	 
	 
	 
	 
	x
	x
	x
	x
	x
	x
	x
	x
	x
	 
	 
	 
	CTA/EPI

	Logistics
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Assess storage capacity at all levels (central, regions, prefectures)
	 
	 
	 
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	EPI

	Mobilise additional resources at the local level (cold chain, transportation, etc.) for the campaign
	 
	 
	 
	 
	 
	x
	x
	x
	x
	x
	 
	 
	 
	 
	 
	 
	 
	ICC

	Order vaccines, AD syringes, boxes and other inputs
	 
	 
	 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	EPI

	Receive vaccines and other inputs 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	 
	 
	 
	 
	EPI

	Distribute vaccines and other inputs per the distribution plan 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	 
	 
	EPI

	Social mobilsation and communication
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Advocate to the various authorities 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	DCS

	Identify existing channels of communication during micro-planning (public criers, music groups, local radio, press, etc.)
	 
	 
	 
	 
	 
	 
	 
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	DCS

	Identify organisations or associations to select community liaisons in each health region
	 
	 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	 
	 
	 
	 
	 
	 
	DCS

	Conduct communication and social mobilisation activities about the meningitis immunisation campaign
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	x
	 
	DCS

	Organise the official launch
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	x
	 
	DCS

	Training
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Copy campaign management tools (tracking sheets, summary sheets by level, monitoring sheets, AEFI reporting forms, supervision checklist, vaccinator guide, social mobilisation tools, etc.)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	x
	x
	 
	 
	 
	EPI

	 Identify the list of central level supervisors and make this list available 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	 
	 
	EPI

	Identify vaccinators, mobilisers, supervisors and campaign coordinators at each level (prefecture, region, central level)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	x
	 
	 
	EPI

	Train central level supervisors in how to conduct the campaign 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	 
	EPI

	Train regional and prefecture supervisors in how to conduct the campaign 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	EPI

	Train team supervisors and immunisation teams in how to conduct the campaign
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	x
	 
	MCD

	1.2. Immunisation campaign implementation
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Conduct, supervise and coordinate immunisation campaign activities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	CTA/EPI

	Report, investigate and treat cases of AEFIs
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	x
	EPI

	Hold daily coordination meetings at all levels (central, region, prefecture)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	EPI

	Hold summary meetings at all levels (central, region, prefecture) with reports
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	MCD

	Conduct independent monitoring during the campaign
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	EPI

	Present the campaign results to the ICC 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	ICC

	Produce the technical and financial report for the campaign
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	EPI

	1.3. Post-campaign activities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Conduct a post-campaign rapid suitability survey
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	EPI

	Conduct a post-campaign coverage survey
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	EPI
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