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AACCRROONNYYMMSS  AANNDD  AABBBBRREEVVII AATTII OONNSS  
 
BCG:  Bacillus of Calmette and Guérin 

WB:  World Bank 

CDC:  Centers for Disease Control and Prevention 

CC:  Cold Chain 

MTEF:  Medium-Term Expenditure Framework 

DHC:  Departmental Hospital Centre 

CAME:  Essential Medicines Procurement Agency 

COGEA:  Arrondissement Management Committee 

COGEC:  Communal Management Committee 

COGES:  Management Committee  

PNC:  Prenatal Consultation 

SPC:  Social Promotion Centre 

DHD:  Departmental Health Directorate  

NDEPI/PHC:  National Directorate for the Expanded Program on Immunization –  

 Primary Health Care  

PFD:  Planning and Forecasting Directorate 

PRSP:  Poverty Reduction Strategy Paper 

FMRD:  Financial and Material Resources Directorate 

DTP:  Diphtheria-Tetanus-Pertussis 

DTP-HepB-Hib Diphtheria-Tetanus-Pertussis /Hepatitis B/Haemophilus influenzae type b  

HZMT:  Health Zone Management Team 

WCBA:  Women of Child-Bearing Age 

CF:  Community Funding 

CDF:  Community Development Fund 

PW:  Pregnant Women 

GIVS:  Global Immunization Vision and Strategy 

BI:  Bamako Initiative 

VII:  Vaccine Independence Initiative 

NID:  National Immunization Days 

MDEF:  Ministry of Development, Economy and Finance 

MoH:  Ministry of Health 

MoPH: Ministry of Public Health 

WHO:  World Health Organization 

NGO:  Non-Governmental Organizations  
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GAP II:  2nd Governmental Action Programme  

HZDSP:  Health Zone Development Support Project  

SAP:  Structural Adjustment Programme 

IMCI:  Integrated Management of Childhood Illness 

PIP:  Public Investment Programme 

NHDP:  National Health Development Plan 

HSDPS:  Health Sector Development Policies and Strategies 

AFP:  Acute Flaccid Paralysis 

HIPC:  Highly Indebted Poor Countries 

HRDP:  Human Resources Development Project 

GPHS:  General Population and Housing Census 

SNIGS:  National Health Information and Management System 

MNT:  Maternal and Neonatal Tetanus 

WAEMU:  West African Economic and Monetary Union 

UNICEF:  United Nations Children's Fund 

USAID:  United States Agency for International Development 

YFV:  Yellow Fever Vaccine 

MCV:  Measles-Containing Vaccine 

TT:  Tetanus Toxoid vaccine  

OPV:  Oral Polio Vaccine 

HZ:  Health Zone 
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FOREWORD 
 
 In order to meet its public health needs, Benin began setting up strategies needed to 
revitalize the peripheral health system as early as 1987, foreshadowing the broad lines of the 
Bamako Initiative (BI). The resulting reorganization of primary health care, with the 
Expanded Programme on Immunization at the forefront, was strongly supported by 
development partners, which was the goal of the Expanded Programme on Immunization 
integrated into primary healthcare (EPI-PHC). 
 
Faced with the new challenges posed by a constantly changing world, and with more control 
over the dangers threatening children thanks to the discovery of new vaccines, the cost of 
quality services is increasing all the time. To ensure permanent access for Beninese children 
to the quality services that are at the basis of promoting childhood survival, the Ministers in 
charge of health and finance developed a comprehensive multi-year plan (cMYP) for the 
Expanded Programme on Immunization (EPI), in close collaboration with development 
partners. 
 
The EPI is a high priority in Benin. It is a key element in the Government’s arsenal to 
promote a state of mental, physical and social well-being. Aware of the urgent need to ensure 
its sustainability, the Government of Benin is imploring GAVI to continue with its efforts to 
ensure that the new combined vaccines are available at an affordable price. The introduction 
of these new combined vaccines facilitated not only management of the programme in the 
health facilities, but also, and especially, management of the doses to be administered to 
families. 
 
The updated comprehensive multi-year plan is, therefore, essential to the survival of children. 
It is for this reason that the Government has taken such care in drawing it up; it was discussed 
at length within the Inter-agency Coordinating Committee for the EPI (ICC-EPI). It 
underwent a critical, constructive review by the technical personnel of bilateral and 
multilateral agencies. 
 
The Government is taking the opportunity of presenting this cMYP to express its gratitude to 
GAVI for its efforts to ensure the availability of quality vaccines in Benin and to all of its 
technical and financial partners with whom it looks forward to collaborating with to ensure 
that advances made by the EPI become sustainable. 
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SSUUMMMMAARRYY 

 

The current political environment, created by the new government of change and its 

determination to make substantial improvements in the country’s socioecomic situation, 

represents a real opportunity for the health system in general, and the EPI in particular. 

Benin, like most countries in sub-Saharan Africa, is characterized by a low level of 

production with a GDP per inhabitant of 352,000 FCFA in 20081 or US$ 782.22, a high level 

of debt, and high maternal and infant morbidity. Aware of the fact that immunization is an 

excellent route to reducing mortality and morbidity, Benin has adopted world targets, and 

developed a cMYP for immunization to cover the period from 2007 to 2011. The 

establishment of a new National Health Development Plan (NHDP), the EPI review of 2008 

and the upcoming introduction of new vaccines, i.e. pneumococcal and rotavirus, made it 

necessary to review and shift the cMYP. 

A multidisciplinary team has been assembled to carry out this work. This document 

was drafted in accordance with the cMYP preparation guidelines. The authoring team 

incorporated the requirements of the Growth and Poverty Reduction Strategy (GPRS), the 

National Plan for Health and Social Development (NPHSD), the Medium-Term Expenditure 

Framework (MTEF), the Global Immunization Vision and Strategy 2006-2015 (GIVS), the 

Global Framework for Immunization Monitoring and Surveillance (GFIMS) and, of course, 

the results of the 2008 EPI review. 

The 2008 EPI review identified weaknesses by component: 

�  Operational components of the EPI 

1- Vaccine Provision and Quality 

Inadequacies in vaccine and supply management 

2- Logistics 

Inadequate logistical resources 
 
3-  Service Provision 

Poor vaccine coverage 

4- Surveillance 

Poor surveillance indicators 

 

                                                
1 2007 Health Statistics Directory, page 17 
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5- Communication 

Inadequate communication and advocacy 

 

�  Weaknesses related to EPI support components 

1 - Insufficient programme funding 

2 - Health system management 

Health system management inadequacies 

3 - Capacity building 

Under-developed capacities 

 

�  Causes of the problems identified and strategies for addressing them 

1 - EPI components 

The following strategies are planned, by component, as part of the response to the 

problems identified: 

 

1.1 - Provisioning 

Inadequacies in vaccine and supply management 

Problems identified Causes Proposed strategies 

Management of vaccines and 
inputs is not optimal at all 
levels of the health pyramid  
 
 
 
 
 
 
 

Poorly-controlled estimate of 
vaccine requirements in 35% 
of health centres 
 
 High vaccine wastage rate 
for certain antigens 
  
Stock management tools 
poorly maintained (record of 
movement, stock sheets) 
 
Vaccines and inputs not 
100% available at all health 
centres 
 
  

 Training / re-training 
 Supervision 
 
 
 
 
 
 
 
 
 
Regular monitoring and 
follow-up of vaccine wastage 
rate 
 
Monthly check of vaccine 
and supply stocks 
 

 

1.2- Logistics  

Inadequate logistics resources 

Problems identified Causes Proposed strategies 

Insufficient storage capacity  24% of cold chain Strengthen the capacity to 
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Problems identified Causes Proposed strategies 

at the intermediate and 
peripheral levels in 
anticipation of the 
introduction of new vaccines 
 
 56% of communes do not 
have a supervision vehicle in 
good working order 
 
 48% of motorbikes for 
outreach strategies not in 
good working order 
  
61% of health facilities do 
not have a functioning 
Montfort-type incinerator 
  

equipment in the periphery is 
out of order 
  
Lack of a maintenance plan 
for cold chain equipment and 
transportation at the 
operational level 
 
No waste elimination plan 
 
 
 

store vaccines and supplies at 
all levels 
 
Develop and implement a 
maintenance and replacement 
plan for equipment 
 
 Develop and implement a 
plan for eliminating waste 
 
  

 

1.3 - Service Provision  

Poor vaccine coverage 

Problems identified Causes Proposed strategies 

26% of communes have not 
reached DTP HepB3 + Hib3 
(penta3) coverage > 80%  
Data from EPI 2008 Review 
results 
  

 Erratic performance of 
outreach strategies  
 
Fixed strategy not systematic  
 
 Insufficient implementation 
of the RED strategy 
High dropout rate 
Failure to comply with the 
immunization timetable 

 

 Implement the RED 
strategy, with particular 
focus on strengthening 
outreach strategies and 
finding dropouts, with 
effective community 
involvement 
  
Reintegrate immunization in 
schools 
Involve private actors 

 

1.4– Surveillance  

Poor surveillance indicators 
Problems identified Causes Proposed strategies 

27% of communes not 
reporting at least two cases 
of AFP per 100,000 children 
under 15 
 
29% of communes not 

 Inadequate training of health 
centre personnel 
 
 
Inadequate monitoring of 
data and active case research 

IDSR training  
 
Daily active and passive 
surveillance of diseases with 
epidemic potential (DEPs) 
and AEFIs, with weekly 



 

 9 

Problems identified Causes Proposed strategies 

reporting any suspected cases 
of yellow fever 
 
17% of communes not 
reporting any suspected cases 
of measles 
 
Under-reporting of AEFIs 
 
Sentinel sites for surveillance 
of diseases targeted by the 
new vaccines are not 
operational 
 

 
Low levels of community 
and private facility 
involvement in surveillance 
 
 
Inadequate operational 
subsidies for sentinel sites 

reporting in all health 
facilities (including private) 
 

 

1.5 - Communication  

Inadequate communication and advocacy 
 

Problems identified Causes Proposed strategies 

Increasing resistance to 
immunization in some 
communes 
 

Ignorance of the illnesses 
against which children are 
immunised 
 
 Lack of any specific 
communications plan at 
NDEPI-PHC level 
 
Lack of routine 
immunization education aids 
 
Low level of involvement by 
associative movements, 
religious organizations, faith-
based organizations and 
NGOs in EPI communication 

Prepare and implement an 
EPI- specific communication 
plan 
 
EPI marketing 
 
Collaborate with other 
sectors (education, rural 
development) to promote 
immunization 
 
Advocate for immunization 
activities to local elected 
leaders and religious leaders  

 

2 - EPI support components 

2.1 - Funding 

Insufficient programme funding  
Problems identified Causes Proposed strategies 

Funding from internal 
resources for immunization 

51% of public health 
facilities are not financially 

Advocate for better 
monitoring of the 
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Problems identified Causes Proposed strategies 

activities is < 50% 
 
 
 
 
 
 
 
 
 

sustainable 
 
 
 
 
 
 
 
 
Complexity of the 
disbursement procedure for 
public funds 
 
 
 
 

management and use of 
community funding  
 
Advocate to local elected 
leaders (communes) for them 
to contribute to EPI funding 
at the peripheral level 
 
Train the EPI team in the 
disbursement procedure for 
public funds  
 
Advocate to financial 
executives in the Ministries 
of Health and Finance for 
simplifying disbursement 
procedures for EPI 

 

2.2– Management 

Health system management inadequacies  
Problems identified Causes Proposed strategies 

Inadequate planning and 
budgeting of EPI activities in 
health zones 
 
Inadequate management of 
immunization statistics data 
 
 
 
 
 
 
 
 
Lack of motivation on the 
part of the personnel 
involved in immunization 
 
 
 
 
 

Irregularities in following up 
budget execution in health 
areas 
 
Poor archiving of EPI data 
 
Inadequate EPI data quality 
 
Inadequate follow-up of EPI 
activities  
 
Weak partnership between 
the public sector and the 
private sector 
 
 
Inadequate management of 
outreach strategy vaccinators  
 
Lack of distinction for model 
agents  
 

Follow up implementation of 
plans in health areas 
 
Effectively use the new 
management aids available 
 
Regularly monitor EPI data 
 
Training supervision 
 
Strengthen the public-private 
partnership (provide 
immunization aids and cold 
chain equipment) 
 
Advocate to management 
committees and coordinating 
doctors for better 
management of vaccinator 
agents  
 
Promote the best EPI agents 
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Problems identified Causes Proposed strategies 

 
 

2.3 - Capacity-building 

Health system management inadequacies  
Problems identified Causes Proposed strategies 

Inadequate preventive 
maintenance of cold chain 
equipment 
 
 
Inadequate monitoring of 
EPI indicators 
 
Inadequate control of 
communication activities 
 
 
 

61% of agents involved in 
immunization activities have 
not received formal training 
in EPI management 
 
 
 
 
 
75% of immunization 
procedures are performed by 
healthcare aides 
 
Lack of a human resources 
development or capacity-
building plan 
 

Develop an EPI management 
training plan, including 
private sector 
 
Implement the training plan  
 
Training supervision 
 
 

 

The total cost of the cMYP is assessed at US$ 120,616,957 between 2009 and 2013; budget 

forecasts have varied by US$ 6,656,390, or 32%. This variation is related to the recurring 

costs of introducing new vaccines (pneumococcus, rotavirus and meningitis (MenAfriVac)). 

New vaccine introduction, including MenAfriVac, comes to US$ 36,438,447 or 30% of the 

total amount of the cMYP.  

 

The amount planned for routine immunization over the cMYP period is US$ 80,783,793, or 

67% of the total cost. During this same period, the amount planned for immunization 

campaigns is US$ 39,833,163, or 33% of the total cost. The difference between these numbers 

clearly shows the reason behind intensifying routine immunization to improve performance.  

 
Overall, looking at specific costs only, assured cMYP funding for 2009-2013 comes to 

$62,191,500, or 55% of its total costs. This gives an overall funding gap of US$ 50,682,205, 

or 45% of total cMYP costs. GAVI support represents approximately US$ 30,920,911 or 

50%, Government funding (including HIPC funds and community financing) represents 26% 

and partner support represents 24%. 
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 By integrating the probable funding, which is estimated at US$ 50,682,202 or 50% of the 

total cMYP cost, to the assured funding, the gap is completely filled in for the 2009-2013 

period. 

 
Clearly, motivation, effective and efficient management and improved expenditure 

quality must be demonstrated in the resource mobilization policy for the overall funding of 

the cMYP. It will also be necessary to implement the strategies recommended in this 

document in order to mobilize greater internal and external sources. 
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INTRODUCTION 
 

Like the majority of African countries, Benin was a signatory to the Alma-Ata 

convention in 1978. The "HEALTH FOR ALL BY THE YEAR 2000" social objective 

sanctioned the Primary HealthCare (PHC) strategy, developed to combat the principal causes 

of morbidity and mortality by using simple, effective and acceptable techniques that are 

accessible to everyone at a price the community can afford and is able to support.  

In order to meet priority public health needs, Benin began setting up the strategies 

needed to revitalize the peripheral health system as early as 1987, thus foreshadowing the 

broad lines of the Bamako Initiative (BI). The reorganization of PHC to make immunization 

the point of entry received strong backing from UNICEF. This was the beginning of the 

Expanded Programme on Immunization integrated into Primary HealthCare (EPI-PHC). 

Since the beginning of the 1980s, global efforts to promote immunization have 

resulted in unprecedented progress. These efforts focused essentially on six vaccine-

preventable diseases (poliomyelitis, diphtheria, pertussis, measles, tetanus and tuberculosis). 

In 1998, an average of 74%2 of children worldwide had been vaccinated against these six 

diseases, as opposed to less than 5% in 19743. But in developing countries, very few children 

had access to the vaccines that could protect them against infections such as hepatitis B, 

haemophillus influenzae type B (Hib) and yellow fever. Despite the immunization of a 

growing number of children, some 3 million still die every year from vaccine-preventable 

diseases. This means that each minute, somewhere in the world, approximately 6 children are 

carried off by one of these diseases. Access to vaccination is extremely inequitable around the 

world. A child living in a developing country has a 10 times higher risk of dying from a 

disease that could be prevented by immunization than a child living in an industrialized 

country. In Africa, where the public health needs are the most acute, more than 40% of infants 

do not receive immunization against measles, a leading cause of infant mortality4.  

This is why the Global Alliance for Vaccines and Immunization (GAVI) was created 

in 1999, with the objective of reducing this gap through a worldwide network of international 

development organizations, development banks, philanthropic organizations and leaders in the 

private sector and other economic actors who want to boost support for vaccine production 

and immunization. Benin has benefitted from GAVI support since 2002, after submitting the 

five-year strategic plan in 2001 covering the 2001-2005 period. 

                                                
2 WHO/V&B/99.17 WHO Vaccine Preventable Diseases Monitoring System, 1999 Global Summary 
3 World Health Organization, World Health Report 1998: Life in the 21st century - a vision for all 
4 World Health Organization, World Health Report 1999: Making a difference 



 

 14 

In accordance with GAVI recommendations, the Financial Sustainability Plan (FSP) 

for Benin’s EPI was submitted and approved in January 2005 for the 2005-2013 period. 

During the 58th World Health Assembly in May 2005, Benin, like other members of 

the World Health Organization, joined the new Global Immunization Vision and Strategy, 

GIVS, for 2006-2015, with the goal of protecting a greater number of people against even 

more diseases by extending immunization to everyone who needs it, including age groups 

other than infants, and making sure that immunization has a prominent place in all health 

programmes5. GIVS places immunization squarely within a health system context, 

demonstrating that it can help develop the health sector, remove obstacles that impede the 

entire system, and thus help countries achieve the Millennium Development Goals. 

To make GIVS a reality, in July 2006 in Ouagadougou, Benin took part in the regional 

workshop to train French-speaking African country teams in the tools and methodology of 

preparing a comprehensive multi-year plan (cMYP).  

The working plan that came out of that workshop served as a basis for the work group, 

made up of a multidisciplinary and multi-sector team, which led the effort in conjunction with 

health development partners to develop Benin’s cMYP for 2007 to 2011.  

Workshops were organized for health managers and agents at the intermediate and 

peripheral levels (départements, health zones and communes) for a deeper analysis of the EPI 

situation at all levels of the health pyramid. The results of these workshops were consolidated 

by the work team in charge of developing the cMYP, following exchanges with partners and 

other colleagues in other Ministry directorates. The relevant observations from these parties 

were taken into consideration to finalize the document. 

With the situation evolving due to the requirements for introducing new vaccines, the 

organization of an external EPI review in 2008 and changes to indicators, the 2007-2011 

version of the cMYP needed to be updated. This document integrates the strategic objectives 

listed above and includes a shift for the 2009-2013 period. 

It was presented to the signatory members of the Inter-agency Coordination 

Committee for EPI (ICC-EPI), and includes six sections: 

o Country context and its impact on EPI 

o Characteristics, objectives and strategies of the EPI 

o Past EPI costs and funding in 2007 

o EPI costs and funding from 2009 to 2013 

o Strategic plan and financial sustainability indicators for the cMYP 

o Partner comments and signatures.. 

                                                
5 GIVS, Global Immunization Vision and Strategy 2006-2015, WHO, UNICEF, May 2006. 
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COUNTRY CONTEXT AND ITS IMPACT ON EPI  
 

Benin is a West African country, which extends from Niger in the north to the Atlantic 

Ocean in the south. It is bordered to the northwest by Burkina Faso, to the west by Togo, and 

to the east by Nigeria. It covers 114,763 km2 6 and had an estimated population of 8,364,9427 

in 2008, 51.27% of whom were women. The population of children under 5 is estimated at 

2,617,408, or 31.29% of the total population. Approximately 61% of the population lives in 

rural areas. Benin is divided into 12 départements, 77 communes, 546 arrondissements, and 

3,557 villages or urban areas8.  

According to the 2008 UNDP report, Benin is ranked 161 out of 179. Its per capita 

GDP was US$ 782.22, or 352,000 FCFA in 2008 and approximately 1/3 of its population 

lives below the poverty line. 

The land is characterized by plains and crystalline plateaux in the centre of the country 

that gradually rise to the north, reaching altitudes of 641 m (the Atacora range). From north to 

south, there are three climate zones: 

- the dry tropical climate of the north, which has a dry season and a rainy season. 

Epidemics of meningitis and yellow fever are frequent here; 

- the Guinean-Sudanese climate zone in the centre of the country characterized by 

tropical semi-humid conditions; 

- the tropical humid climate of the south, which has two rainy seasons (April-June and 

September-October) and two dry seasons (July-August and November-March), and causes 

frequent flooding in the départements of the south, which brings with it the risk of upsurges in 

diarrhoeal diseases. 

The epidemiological profile of Benin is characterized by a predominance of the 

following endemic/epidemic diseases: malaria, diarrhoeal illnesses, gastroenteritis, respiratory 

infections, anaemia and vaccine-preventable diseases, particularly measles, maternal and 

neonatal tetanus, and poliomyelitis.  

Data on socio-health indicators are given in the table below: 

                                                
6 National Geographic Institute, 1998 estimate. 
7 Population projection based on GPHC-3, INSAE, March 2004.   
8 Law no. 97-028 dated 15 January 1999 
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Table no. 1: Community Health Indicators 

1. Gross Birth Rate (GBR) ................................. 41.17% 

2. Gross Mortality Rate (GMR)...........................12.27%  

3. Infant Mortality Rate (IMR) ........................... 67%  

4. Infant-Juvenile Mortality Rate (IJMR.............. 125%  

5. Maternal Mortality Ratio (MMR .....................397 deaths per 100,000 live births 

6. Life expectancy at birth .................................. 60.7 years 

7. Life expectancy at birth for men... ...................57.18 years 

8. Life expectancy at birth for women ................. 61.25 years 

9. Summary Fertility Index (SFI.......................... 5.7 children per woman 

10. Rate of growth ................................................  3.25% 

  Source: DHS III 2006 

With the adoption of initiatives to combat poverty, the traditional mission of the 

Ministry of Health has evolved to include "the improvement of community health conditions 

for families on the basis of a system that includes indigent poor populations". As part of its 

efforts to achieve the Millennium Development Goals by 2015, the Ministry of Health is 

committed to improving EPI performance with the support of its main partners. Plans include 

raising the DTP3 rate from 82% in 2008 to 95% in 2013, and the MCV rate from 70% in 2008 

to 92% in 2013.  

For the 2009-2018 decade, Benin has developed a national health development plan that 

emphasizes five priority areas: 

·  Preventing and combating disease and improving the quality of healthcare 

·  Advancing human resources  

·  Strengthening partnerships in the sector and the promotion of ethics and medical 

responsibility 

·  Improving the sector’s funding mechanism 

·  Strengthening sector management  

The national health system relies on a three-tier pyramid organization to achieve its scheduled 

objectives, as shown in the table below: 
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Table II – Benin’s national health system in 2007 
 

Level Structures Hospital and community health institutions 

 
CENTRAL 
or 
NATIONAL 
 

 

Ministry of Health 

- National and University Hospital Centre (CNHU-HKM) 
- National Pneumology & Tuberculosis Centre 
- National Psychiatry Centre 
- National Gerontology Centre 

 
 
INTERMEDIATE or 
DEPARTEMENTAL 
 

 
 
Departmental Health Directorate 
(DHD) 

Lagune Maternal and Child Hospital (HOMEL) 
- Departmental Hospital Centre (DHC) 
- Centre for Information, Forecasting, Listening and Counselling (CIPEC) 
- Leprosy Treatment Centre (CTAL) 
-Buruli Ulcer Centre of Allada and Pobè 
-Akron Pneumology & Tuberculosis Centre 
 

 
PERIPHERY 
 
 

 
Health Zone (Zone Office) 

- Zone Hospital (ZH) 
- Health Centre (HC) 
- Solidarity and Health Progress Action Centre (CASES) 
-- Private health facilities 
-Tuberculosis Detection Centre (TDC) 
-- Village Health Unit (VHU) 
 

Source: PFD/DHC  

In addition to its public facilities, Benin has a significant number of private facilities and practitioners of traditional medicine. 



The peripheral level is composed of the health zone, and represents the planning, 

management and execution operational unit of the health system. Benin has 34 health zones, 

to which State budget resources are allocated directly. The health zone is the operational area 

for EPI.  

The human resources of Benin’s public health sector are divided into four categories: 

 (1) Full-time State Employees (APE);  

 (2) Contracted State Employees (ACE), who may become eligible for APE status 

after four years of service;  

 (3) Contract employees working as part of special "Social Measure" (CMS) 

programmes; and  

 (4) Contract employees hired using community funding (CFC).  

Agents in these latter two categories are the most numerous, least qualified and 

lacking in a career plan, making them a threat to sustaining advances made in the sector. 

The primary ratios of healthcare personnel are given in Table I in the annex.  

 

In terms of macro-economics, the economic growth rate went from 3.6% in 2006 to 

2.1% in 2009. The nominal value of budget allocations to health went from 46,855 billion in 

2005 to 73,921 billion in 2008 (shown in Table II in the annex). 

 

Inflation is also rising: from 1.5% in 2003 to 7.9% in 2008. 

Outstanding debt (in % of GDP) has trended downwards since 2003, mainly due to debt relief 

through the HIPC initiative; this relief is mainly used to fund social sectors (education, 

health)9.  

Tax revenues have trended upwards, as shown in Table III in the annex. 

 

Fiscal consolidation has allowed the Government to strengthen its commitment to EPI, 

initiating the Vaccine Independence Initiative (VII) in 1996. Note that Benin has completely 

funded its routine EPI vaccine requirements since 2000, as shown in the table below: 

 

Table IIIa:  Trend in State contributions and disbursements made under the Vaccine 
Independence Initiative in Benin, 1995- 2001 (in millions) 

                                                
9 First report on Millennium Development Goals, MCPPD, July 2003. 
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YEAR 1995 1996 1997 1998 1999 2000 2001 

Forecast 
amounts (in 
FCFA millions) 

30 30 187,3 299 337 837 837 

Government 
share of vaccine 
purchases 

0% 10% 50% 80% 90% 100% 100% 

Amounts paid 
(in FCFA 
millions) 

30 30 187 210 337 837 837 

 
Source: EPI External Review - 2001, MoPH. 

 

Also note that Benin has maintained a high level of vaccine funding despite GAVI’s 

considerable financial support, as shown in the table below. 

Table IIIb:  Trend in State contributions and disbursements made under the Vaccine 
Independence Initiative in Benin, 2002- 2008 (in millions) 
 

YEAR 2002 2003 2004 2005 2006 2007 2008 

Forecast 
amounts (in 
FCFA 
millions) 

878,850 900 900 950 900 950 900 

Amounts 
paid (in 
FCFA 
millions) 

783,732 295,973 899,390 667 875,190 650 459, 28 

Amount 
allocated by 
GAVI 

528,500 204,500 1,617, 750 2,512,250 2,809,000 1,493,775 

Government 
share of 
vaccine 
purchases 

67.13% 81.47% 29.19% 25.83% 18,.9% 23.51% 

 
Cost of the dollar in  

2002 – 2007:  1 $ = 500 FCFA  

2008:   1 $ = 450 FCFA  

Source: EPI Annual Self-Assessment Report  
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I – SITUATION ANALYSIS 

 
The 2008 EPI review identified weaknesses by component: 

�  Operational components of the EPI: 

1- Vaccine Provision and Quality 

The vaccine and immunization materials requirements estimate improved considerably at 

the central and intermediate levels with the use of computerized stock management records 

(SMT). An annual forecast of vaccine and injection materials requirements is available. 

However, at the operational level the vaccine and injection material requirements are not 

controlled at 35% of health centres.  

The vaccine stock monitoring system is satisfactory, scoring 4.71/5, but not all of the SMTs 

are up-to-date and the format used has not been updated. Departmental managers did not seem 

confident in using this system for detailed analyses.  

Under the Vaccine Independence Initiative (VII), the country's supply of vaccines is assured 

under the support provided to Africa by the European Union. Vaccines are ordered through 

UNICEF, with which the Government of Benin has signed a technical support agreement for 

the purchase of vaccines and supplies. However the mechanisms for evaluating vaccine and 

immunization material quality upon import should be improved.  

Benin is planning to continue its collaboration with UNICEF when introducing the 

pneumococcal vaccine with GAVI support.  

Vaccine storage capacity needs are given by level in the annexes (Tables IV, V and VI). 

 

2- Logistics 

The current EPI situation is characterized by a lack of cold chain equipment at the 

operational and intermediate levels, despite the on-going replacement efforts. Rolling 

stock (motorbikes and vehicles) is also lacking. 

A plan for refurbishing and replacing equipment that includes the acquisition of cold 

chain equipment, replacement parts, and training in maintenance has been formulated 

and is available. 

 
3-  Service Provision 
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Two immunization strategies are currently being used: fixed and outreach. However, some 

health centres with poor immunization coverage are using the catch-up strategy. In both the 

fixed and outreach strategies, all public sector health centres offer immunization on a set 

schedule. According to the results of the 2008 review, this schedule is not always followed in 

50% of the centres because of insufficient transportation or fuel, break-downs in the cold 

chain or strikes by personnel. 

EPI services are also not offered on a daily basis, and all EPI antigens are not routinely used 

at every immunization session.  

 

4- Surveillance 

There have been problems sending reports. The most oft-cited reasons include lack of 

transportation and disruptions to Internet service or telephone lines. Community mechanisms 

for identifying and reporting diseases, including Adverse Effects Post Immunization (AEFIs), 

should therefore be improved (case definition, AFP survey/notification form, integrated 

measles-yellow fever survey and report form).  

Benin will evaluate its existing disease surveillance mechanisms as part of the new 

vaccine (rotavirus and pneumococcus) introduction in order to improve performance. 

In terms of bacterial meningitis surveillance, there is inadequate laboratory capacity 

for distinguishing between the A and C serotypes. Individual case reporting with CSF 

sampling is becoming more common in health facilities, but detailed data are not sent in real 

time up the health pyramid hierarchy. 

 

5- Communication 

Communication activities to develop support for EPI are coordinated by the Bamako 

Initiative service. The strategies for development communication included in the 2009-2013 

cMYP are taken from the health development policy document and national communication 

strategy.  

The 2008 external review revealed several inadequacies in both the vision and 

implementation of communication activities to develop EPI. These included the lack of an 

EPI-specific development communication plan, inadequate skills among the main 

communication actors, and the fact that communication activities are only conducted during 

immunization campaigns. 
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The new paradigm for vaccine-promoting development communication should also 

strengthen the partnership between all stakeholders in the Expanded Programme for 

Immunization (private sector, community leaders, parents, NGOs, associations, etc.). 

 

 

�  Weaknesses related to EPI support components 

1. Capacity building 
Capacity building is a priority for the Benin EPI. As such, the programme is planning 

capacity-building activities to significantly improve its performance. A number of agents in 

the départements, health zones and communes have in EPI management training. Nationally, 

MLM and EPIVAC courses provide training for about a dozen physicians from communes, 

zones or départements in EPI management every year. Efforts are being made to incorporate 

EPI management training in the curricula of healthcare training colleges and institutions. 

 

At the département and commune level, EPI agents have received training in all areas 

of EPI, i.e.: vaccine stock management, vaccine handling, injection safety, Adverse Effects 

Following Immunization (AEFIs), waste management, cold chain maintenance, EPI data 

monitoring, Information, Education and Communication (IEC) techniques and disease 

surveillance.  

The challenge for the sector is to maintain the agents’ current levels and build their 

skills for an adequate response to the introduction of new vaccines.  

 

2. Management 
Politically speaking, there is a genuine commitment on behalf of the political 

authorities in Benin towards healthcare in general, and immunization in particular, as can be 

seen from the many health policy and strategy evaluation documents published. Article 26 of 

the constitution of Benin identifies health as a fundamental human right.  

Ever since committing to the Vaccine Independence Initiative at the start of 2000, the 

country has had a budget line, which, although not specifically earmarked for the purchase of 

EPI vaccines, does enable the country to secure supplies of routine EPI vaccines. 

In overall terms, the NDEPI-PHC has all the resources required for better management 

of the programme, although we note that activities are focused on the EPI to the detriment of 
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PHC. This situation seems to result from the multiplicity of directorates in the old 

organizational structure (12 directorates), in which some activities occasionally overlap. 

Intermediate-level EPI personnel are supervised by the national level. Peripheral-level 

personnel are supervised by the intermediate level. As needed, supervision of peripheral level 

agents is provided by the national level, accompanied by intermediate-level supervisors.  

The frequency of supervision varies from one level to another. Feedback is written, 

oral and immediate. 

In general terms, programme management is provided nationally by the NDEPI/PHC 

team, supported by WHO and UNICEF focal points, while EPI support managers and doctors 

stationed in the départements and communes provide intermediate and operational 

management. The programme is monitored through a supervisory and monitoring mechanism, 

with frequency varying from one management level to another.  

 

3. Funding 
 

The programme receives a lot of financial support from the State, development 

partners and the community, but faces significant readability issues, because financial and 

accounting documentation are not available at every level.  

The new administrative reforms have emphasized the health zone as the operational 

unit, resulting in the decentralization of budgets. 

 

�  Problems identified, Causes and Planned Strategies for addressing them 

 

1 - EPI components 

The following strategies are planned, by component, as part of the response to the 

problems identified: 

 

1.2 - Provisioning 

Inadequacies in vaccine and supply management 

Problems identified Causes Proposed strategies 

Management of vaccines and 
inputs is not optimal at all 
levels of the health pyramid  
 
 

Poorly-controlled estimate of 
vaccine requirements in 35% 
of health centres 
 
 High vaccine wastage rate 

 Training / re-training 
 Supervision 
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Problems identified Causes Proposed strategies 

 
 
 
 
 

for certain antigens 
  
Stock management tools 
poorly maintained 
(movement record, stock 
sheets) 
 
Vaccines and inputs not 
100% available at all health 
centres 
 
  

 
 
 
 
 
 
Regular monitoring and 
follow-up of vaccine wastage 
rate 
 
Monthly check of vaccine 
and supply stocks 
 

 

 

1.2- Logistics  

Inadequate logistics resources 

Problems identified Causes Proposed strategies 

Insufficient storage capacity 
at the intermediate and 
peripheral levels in 
anticipation of the 
introduction of new vaccines 
 
 56% of communes do not 
have a supervision vehicle in 
working order 
 
 48% of motorbikes for 
outreach strategies not in 
good working order 
  
61% of health facilities do 
not have a functioning 
Montfort-type incinerator 
  

 24% of cold chain 
equipment in the periphery is 
out of order 
  
Lack of a maintenance plan 
for cold chain equipment and 
transportation at the 
operational level 
 
No waste elimination plan 
 
 
 

Strengthen the capacity to 
store vaccines and supplies at 
all levels 
 
Develop and implement a 
maintenance and replacement 
plan for equipment 
 
 Develop and implement a 
plan for eliminating waste 
 
  

 

1.3 - Service Provision  

Poor vaccine coverage 

Problems identified Causes Proposed strategies 

26% of communes have not 
reached DTP HepB3 + Hib3 

 Erratic performance of 
outreach strategies  

 Implementation of the RED 
strategy, with particular 
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Problems identified Causes Proposed strategies 

(Penta3) coverage > 80%  
Data from EPI 2008 Review 
results 
  

 
Fixed strategy not systematic  
 
 Insufficient implementation 
of the RED strategy 
High dropout rate 
Failure to comply with the 
immunization timetable 

 

focus on strengthening 
outreach strategies and 
finding dropouts, with 
effective community 
involvement 
  
Reintegration of 
immunization in schools 
Involvement of private actors 

 

1.4– Surveillance  

Poor surveillance indicators 
Problems identified Causes Proposed strategies 

27% of communes not 
reporting at least two cases 
of AFP per 100,000 children 
under 15 
 
29% of communes not 
reporting any suspected cases 
of yellow fever 
 
17% of communes not 
reporting any suspected cases 
of measles 
 
Under-reporting of AEFIs 
 
Sentinel sites for surveillance 
of diseases targeted by the 
new vaccines are not 
operational 
 
Inadequate differentiation 
between A and C serotypes 
 
Non-transmission of detailed 
data from meningitis cases 
up the hierarchy 
 

 Inadequate training of health 
centre personnel 
 
 
Inadequate monitoring of 
data and active case research 
 
Low levels of community 
and private facility 
involvement in surveillance 
 
 
Inadequate operational 
subsidies for sentinel sites 
 
 
Lack of reagents  
 
 
 
-Lack of means for 
immediate data transmission 
(connection and connection 
materials) 
-Uniformed data entry 
template not available 
 
 

IDSR training  
 
Daily active and passive 
surveillance of diseases with 
epidemic potential (DEPs) 
and AEFIs, with weekly 
reporting in all health 
facilities (including private 
ones) 
 
 
 
 
 
 
 
 
 
 
 
 
Supply of appropriate 
reagents 
 
 
Provision of connection 
materials 
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Problems identified Causes Proposed strategies 

 
All centres provided with 
uniform data entry for 
disease surveillance (EPI 
INFO) 

 

1.5 - Communication  

Inadequate communication and advocacy 
 

Problems identified Causes Proposed strategies 

Increasing resistance to 
immunization in some 
communes 
 

Ignorance of the illnesses 
against which children are 
immunised 
 
 Lack of any specific 
communications plan at 
NDEPI-PHC level 
 
Lack of routine 
immunization education aids 
 
Low level of involvement by 
associative movements, 
religious organizations, faith-
based organizations and 
NGOs in EPI communication 

Prepare and implement an 
EPI- specific communication 
plan 
 
EPI marketing 
 
Collaborate with other 
sectors (education, rural 
development) to promote 
immunization 
 
Advocate for immunization 
activities to local elected 
leaders and religious leaders  

 

2 - EPI support components 

 

2.1 - Funding 

Insufficient programme funding  
Problems identified Causes Proposed strategies 

Funding from internal 
resources for immunization 
activities is < 50% 
 
 
 
 
 

51% of public health 
facilities are not financially 
sustainable 
 
 
 
 
 

Advocate for better 
monitoring of the 
management and use of 
community funding  
 
Advocate to local elected 
leaders (communes) for them 
to contribute to EPI funding 
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Problems identified Causes Proposed strategies 

 
 
 
 

 
 
 
Complexity of the 
disbursement procedure for 
public funds 
 
 
 
 

at the peripheral level 
 
Train the EPI team in the 
disbursement procedure for 
public funds  
 
Advocate to financial 
executives in the Ministries 
of Health and Finance for 
simplify disbursement 
procedures for EPI 

 

2.2– Management 

Health system management inadequacies  
Problems identified Causes Proposed strategies 

Inadequate planning and 
budgeting of EPI activities in 
health zones 
 
Inadequate management of 
immunization statistics data 
 
 
 
 
 
 
 
 
Lack of motivation on the 
part of the personnel 
involved in immunization 
 
 
 
 
 
 

Irregularities in following up 
budget execution in health 
areas 
 
Poor archiving of EPI data 
 
Inadequate EPI data quality 
 
Inadequate follow-up of EPI 
activities  
 
Weak partnership between 
the public sector and the 
private sector 
 
 
Inadequate management of 
outreach strategy vaccinator 
agents  
 
Lack of distinction for model 
agents  
 

Follow up implementation of 
plans in health areas 
 
Effectively use the new 
management aids available 
 
Regularly monitor EPI data 
 
Training supervision 
 
Strengthen the public-private 
partnership (provide 
immunization aids and cold 
chain equipment) 
 
Advocate to management 
committees and coordinating 
doctors for better 
management of vaccinator 
agents 
 
Promote the best EPI agents 

 

2.3 - Capacity-building 
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Health system management inadequacies  
Problems identified Causes Proposed strategies 

Inadequate preventive 
maintenance of cold chain 
equipment 
Inadequate monitoring of 
EPI indicators 
 
Inadequate control of 
communication activities 
 
 
 

61% of agents involved in 
immunization activities have not 
received formal training in EPI 
management 
 
 
 
 
 
75% of immunization 
procedures are performed by 
healthcare aides 
 
Lack of a human resources 
development or capacity-
building plan 
 

Develop an EPI 
management training 
plan, including private 
sector 
 
Implement the training 
plan  
 
Training supervision 
 
 

 
 
II – NATIONAL TARGETS AND STEPS; SETTING PRIORITIES  

 

II – NATIONAL TARGETS AND STEPS 
Programme activities are implemented along the three major axes of routine 

immunization, supplementary immunization activities and disease surveillance. 

General Target 
 

Help achieve Millennium Development Goals by reducing infant-child morbidity and 

mortality resulting from EPI target diseases.  

 
Specific Targets 
 

 II-1-1 Specific objective for systematic EPI  
�  Increase the percentage of health zones with a fully-immunized child rate of �  80% 

from 68% to at least 80% % by 2013 

�  Increase national immunization coverage of children aged 0-11 months, 15-23 months 

and pregnant women at the national level to the levels shown below by 2013 
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Table IV:  Annual immunization coverage targets by antigen for the 2009-2013 period 

(targets projected on the basis of current EPI performance in Benin per EPI review 

results Historic map) 

 
Antigens 2008 2009 2010 2011 2012 2013 

BCG 97% 98% 98% 98% 98% 98% 

OPV3 82% 90% 94% 96% 97% 98% 

DTP-HepB+Hib3 82% 90% 94% 96% 97% 98% 

MCV1 70% 78% 84% 87% 90% 92% 

Pneumococcal 
  

50% 50% 92% 94% 

Rotavirus    50% 94% 95% 

MCV2 (infants 15-23 months)   50% 60% 70% 80% 

YFV 70% 78% 84% 87% 90% 92% 

TT2+ 84% 84% 85% 85% 86% 86% 

+ 
Vitamin A 2 annual doses for infants (6-
59 months) 

80% 85% 85% 90% 95% 95% 

Vitamin A for mothers (<8 weeks after 
childbirth) 

70% 75% 80% 85% 90% 91% 

 
 
Table VI:  Annual target percentage wastage rates for the 2009-2013 period 

Type of Vaccine 2009 2010 2011 2012 2013
Routine Immunization % % % % %
BCG 54% 54% 50% 50% 50%
VAR 50% 50% 45% 45% 45%
VPO 19% 19% 17% 17% 15%
DTCHEPB+Hib 10% 10% 10% 10% 10%
VAA 50% 50% 45% 45% 45%
VAT 15% 15% 15% 15% 15%
PNEUMO CONJUGATE 
VACCINE 10 VALENT 5% 5% 5% 5%
ROTA VACCINE 5% 5% 5%
Supplemental 
Immunization 
(Campaigns)

% % % % %

Polio (Specify Campaign 
in Table 1.0) 10% 10% 10% 10% 10%
Measles (Specify 
Campaign in Table 1.0) 10%
Tetanos toxic Campaign 
in Table 1.0 10%
Yellow fever Campaign in 
Table 1.0 10% 10%

Taux de perte envisagée
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NB: It should be noted that the milestones have been set on the basis of results taken from the 

external 2008 review (survey-based) data. This option was adopted with the intent of 

conducting an annual coverage survey to help ensure effective control of vaccine coverage. 

 

II-1-2 – Dropout reduction target 
 

Reducing the dropout rate between Penta1-Penta3 b 10% by 2013 in 90% of communes 

In 2008, 68% of districts had a dropout rate of over 10%. The projected target is therefore to 

stabilize the dropout rate at 10% (which complies with the required standard) and to reduce 

the number of districts with a dropout rate of over 10% during this period in line with the 

projections shown in the following table.  

 
Table VII:  Annual vaccine management indicator targets at the national level for the 
2009-2013 period  
 

 ANTIGEN 2008 2009 2010 2011 2012 2013 

Cold chain flexibility 4.17 4.2 4.4 4.6 4.7 4.9 

Cold chain reliability  4.3 4.3 4.4 4.5 4.7 5 

Supply system 4.45 4.5 4.6 4.7 4.8 5 

Distribution system 4.22 4.3 4.4 4.5 4.6 4.8 

Stock monitoring and control 4.7 4.7 4.8 4.9 4.9 5 

Use of diluents 5 5 5 5 5 5 

Use of VVM 4.9 4.9 5 5 5 5 

Use of opened vials 4.9 4.9 5 5 5 5 

Wastage monitoring 4.8 4.8 4.9 4.9 5 5 

 

 II-1-3 Specific targets for supplementary immunization 
Polio:  

Administer two drops of OPV to every child aged 0-59 months  

Immunize at least 95% of children in the target group during mass immunization campaigns 

or mopping-up sessions between 2009 and 2013 

Organize polio immunization response campaigns around any cases of wild polio detected 
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Measles: 

Provide measles immunization for least 95% of children aged 9-59 months across the country 

during follow-up campaigns in 2008 and 2013 

Organize measles immunization response campaigns around epidemic hotspots 

 

Maternal and Neonatal Tetanus 

Reduce the incidence of maternal and neonatal tetanus to less than 1/1000 live births per 

commune, per year by 2013 

Reduce the proportion of communes at high risk of MNT from 23.4% to below 10% by 2013 

by immunizing at least 90% of women of childbearing age 

Organize tetanus immunization response campaigns around every case of MNT detected 

Yellow Fever: 

Provide yellow fever immunization to at least 95% of the target populations expected in at-

risk communities in 2009 

Organize yellow fever immunization response campaigns around any confirmed cases 

depending on risk analysis. 

 

 II-1-4 - Specific targets for the epidemiological surveillance of EPI target diseases 
 

Target for AFP surveillance: by 2013,  

Achieve a non-polio AFP rate of at least 2 cases / 100,000 0-15 targets per year in all 

départements 

For 80% of AFP cases, ensure that two stool samples are taken within 14 days in 90% of 

communes 

Ensure that at least 90% of monthly district reports are submitted on time 

 

Target for measles, by 2013 

Increase the proportion of communes reporting at least one suspected case of measles from 

52% to 80% 

Sample at least 80% of all suspected measles cases  

Reduce to 10% the positivity rate for suspected measles cases confirmed by the laboratory 

Investigate at least 90% of identified measles epidemic hotspots  

 

Target for Maternal and Neonatal Tetanus (MNT) 
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Investigate 100% of MNT cases detected 

Organize community-based surveillance of MNT cases, with support from the network of 

community contact points 

 

Target for yellow fever, by 2013 

Increase the proportion of communes reporting at least one suspected case of yellow fever 

from 71% to 80% 

Sample at least 80% of all suspected cases of yellow fever 

 

Target for pneumococcus  

Reduce the high mortality rate (currently above 10%) 

Immunize at least 95% of the target group in 2013 

Take and analyse at least 80% of CSF samples in each health zone 

 

Target for rotavirus 

Immunize at least 95% of the target group in 2013 

Reduce rotavirus-related morbidity and mortality rates 

 Meningitis A: 

Reduce the high mortality rate (currently above 10%) 

Immunize at least 90% of targets aged 1-29 during the 2012 campaign 

Supply appropriate typing reagents to 100% of meningitis labs at the operational level 

Provide all disease surveillance centres with uniform data entry (EPI INFO) 

 II-1-5 Specific targets for injection safety 
 

Ensure that 100% of vaccine injections are administered safely by 2013 

Reduce AEFIs to below 1/1,000,000 by 2013 

Report at least 80% of AEFI cases occurring in health facilities 

Investigate and treat at least 90% of serious AEFI cases reported by health facilities 

Dispose of used immunization materials in accordance with required standards (incineration) 

in all communes by 2013 

Ensure that all immunization health facilities have adequate supplies of auto-disable syringes 

and safety boxes by 2013 
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II -2 PRIORITY SETTING 
Prioritizing problems at this level involves the causes and characteristics of the various 

problems identified, national EPI targets and the GIVS regional and worldwide goals. 

The following table summarizes the priority problems identified, their causes and 

characteristics, and the targets to be achieved in order to reverse the current trend. 



 
Table IX:  National priorities, ultimate and intermediate EPI targets, regional and worldwide goals and orders of priority 
 
 
Component: Supply 

Weakness: Inadequacies in vaccine and supply management 
 
Description of 
problems and 
national priorities  

Problem causes EPI targets EPI 
intermediate 
targets and 
milestones 

GIVS regional and worldwide goals (by 
2010) 

Order of 
priority  

Poorly-controlled 
estimate of vaccine 
requirements in 35% 
of health centres 
 
High vaccine wastage 
rate for certain 
antigens 
Stock management 
tools poorly 
maintained (record of 
movement, stock 
sheets) 

Management of 
vaccines and inputs is 
not optimal at all levels 
of the health pyramid 

Vaccines and inputs 
not 100% available at 
all health centres 

Increase the proportion of 
health centres controlling 
vaccine and supply 
management from 65% to 
100%  

2009: 65% 
2010: 74% 
2011: 83% 
2012: 92% 
2013:100% 

 Guarantee access to vaccines and vaccine 
quality: All people entitled to the 
immunizations scheduled in national 
programmes will be immunized with vaccines 
of guaranteed quality and in accordance with 
the national timetables in effect 

2 

 
Component: Logistics  

Weakness: Inadequate logistics resources 
 
Description of problems 
and national priorities 

Problem causes EPI targets EPI 
intermediate 
targets and 
milestones 

GIVS regional and worldwide goals (by 
2010) 

Order of 
priority  
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Description of problems 
and national priorities 

Problem causes EPI targets EPI 
intermediate 
targets and 
milestones 

GIVS regional and worldwide goals (by 
2010) 

Order of 
priority  

24% of cold chain 
equipment in the 
periphery is out of 
order 
 
 

Insufficient storage 
capacity at the 
intermediate and 
peripheral levels in 
anticipation of the 
introduction of new 
vaccines 
  

Lack of a maintenance 
plan for cold chain 
equipment and 
transportation at the 
operational level 

Increase vaccine storage 
capacity in health centres 
from 66% to 100% by 2013. 

2009: 66% 
2010: 76% 
2011: 86% 
2012: 93% 
2013:100% 

Guarantee access to vaccines and vaccine 
quality: All people entitled to the 
immunizations scheduled in national 
programmes will be immunized with 
vaccines of guaranteed quality and in 
accordance with the national timetables in 
effect 

2 

56% of communes do not 
have a supervision 
vehicle in working order 
 

Lack of a maintenance 
plan for transportation 
at the operational level 

Increase the proportion of 
communities with a 
functional supervision 
vehicle from 44% to 74% 

2009: 44% 
2010: 51% 
2011: 58%  
2012: 65% 
2013: 74% 
 

Maintain vaccine coverage. Vaccine 
coverage set in 2010 per fixed target is 
maintained. 

48% of motorbikes for 
outreach strategies not in 
good working order 
 

 Increase the availability of 
motorbikes used for 
outreach immunization from 
52% to 100% by 2013 (= 
purchase of 707 motorbikes) 
 

2009: 52% 
2010: 64% 
2011: 76%  
2012: 88% 
2013: 100% 
 

 

1 

61% of health facilities 
do not have a functioning 
Montfort-type incinerator 
 

No waste elimination 
plan 

Increase coverage of health 
facilities with a Montfort-
type incinerator in working 
order from 8% to 32% by 
2013 

2009: 8% 
2010: 14%  
2011: 20%  
2012: 26%  
2013: 32%  
 
 

All national immunization plans will have 
been designed as integral components of 
sector development plans for human 
resources, financing and logistics 

3 
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Component: Service Provision 
 
Weakness: Poor vaccine coverage 
 
Description of problems 
and national priorities 

Problem causes EPI targets EPI 
intermediate 
targets and 
milestones 

GIVS regional and worldwide goals (by 
2010) 

Order of 
priority  

26% of communes have not 
reached DTP HepB3 + Hib3 
(Penta3) coverage > 80%  
Data from EPI 2008 Review 
results 
 

Erratic performance of 
outreach strategies  
 

 Fixed strategy not 
systematic  

-Achieve Penta3 
(DTP+Hep B+Hib) 
coverage of > 80% in 
100% of communes by 
2013 
 

2008: 74% 
2009: 80% 
2010: 85% 
2011: 90% 
2012: 95% 
2013: 100% 

By 2010 at the latest, all countries should 
have a 90% routine vaccination coverage at 
the national level and at least 80% in all the 
communes 

1 

 Insufficient 
implementation of the 
RED strategy 

Achieve Penta3 
(DTP+Hep B+Hib) 3 
coverage of > 80% in 
100% of communes by 
2013 
 

   

 High dropout rate     
 Failure to comply with 

the immunization 
timetable 

    

 
 
 
Component: Surveillance 
 
Weakness: Weakness of surveillance indicators 
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Description of problems 
and national priorities 

Problem causes EPI targets EPI /IDSR 
intermediate 
targets and 
milestones 

GIVS regional and worldwide goals (by 2010) Order of 
priority  

 
 27% of communes not 
reporting at least two 
cases of AFP per 100,000 
children under 15 
 
 

Bring to 90% the 
number of 
communes 
reporting at least 
2 cases of AFP 
per 100,000 
children under 15  

2008: 73% 
2009: 76% 
2010: 80% 
2011: 84% 
2012: 88% 
2013: 90% 
 

29% of communes not 
reporting any suspected 
cases of yellow fever 
 

Bring to 80% the 
number of 
communes 
reporting at least 
one suspected 
case of yellow 
fever by 2013 

2008: 71% 
2009: 73% 
2010: 75% 
2011: 77% 
2012: 79% 
2013: 80% 
 

17% of communes not 
reporting any suspected 
cases of measles 
 
Under-reporting of 
AEFIs 
 
Sentinel sites for 
surveillance of diseases 
targeted by the new 
vaccines are not 
operational 
 

 Inadequate training 
of health centre 
personnel 
Inadequate 
monitoring of data 
and active case 
research 
Low levels of 
community and 
private facility 
involvement in 
surveillance 
 
 
 
Inadequate 
operational subsidies 
for sentinel sites 

Bring to 90% the 
number of 
communes 
reporting at least 
one suspected 
case of measles 
by 2013 

2008: 83% 
2009: 85% 
2010: 87% 
2011: 88% 
2012: 89% 
2013: 90% 

By 2015 at the latest, all countries will have resources in 
place at all levels to provide surveillance of all vaccine-
preventable diseases, based on identification of cases (with 
laboratory confirmation where necessary) in order to 
measure immunization coverage accurately and make good 
use of the data gathered. 

2 

No peripheral labs Lack of appropriate At least 80% of 2011: 0%   
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Description of problems 
and national priorities 

Problem causes EPI targets EPI /IDSR 
intermediate 
targets and 
milestones 

GIVS regional and worldwide goals (by 2010) Order of 
priority  

differentiating between 
serotypes A and C 

reagents periphery labs 
differentiating 
serotype by 2013 

2012: 50% 
2013: 80% 

No commune sending 
real-time detailed 
meningitis data up the 
hierarchy 

Data entry system no 
available  
 
 
 
 
 
 
Lack of connection 
devices 
 
 
 

Provide all 
disease 
surveillance 
centres with 
uniform data 
entry (EPI INFO) 
by 2013 
 
Provide all 
disease 
surveillance 
centres with 
Internet 
connection 

2011: 90% 
2012: 100% 
2013: 100% 
 
 
 
 
 
 
2011: 50% 
2012: 80% 
2013: 100% 
 

  

 
 
Weakness: Inadequate communication and advocacy 
 
Description of 
problems and 
national priorities  

Problem causes EPI targets EPI intermediate 
targets and 
milestones 

GIVS regional and worldwide goals 
(by 2013) 

Order of 
priority  

Increasing resistance 
to immunization in 
some communes 

Ignorance of the illnesses against 
which children are immunised 
  

Increase the 
proportion of 
parents of children 
0-5 who are aware 
of EPI target 
diseases from 10% 
to 80% by 2013 

2009: 10% 
2010: 30% 
2011: 50% 
2012: 70% 
2013: 80% 

On the global level, the infant and child 
morbidity and mentality due to vaccine-
preventable diseases is to be reduced by 
at least two-thirds in relation to the 2000 
levels 

1 
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Description of 
problems and 
national priorities  

Problem causes EPI targets EPI intermediate 
targets and 
milestones 

GIVS regional and worldwide goals 
(by 2013) 

Order of 
priority  

Lack of any specific 
communications plan at NDEPI-
PHC level 

 2009: 50% 
2010: 100% 
 

 

Lack of routine immunization 
education aids 
 

 2009: 20% 
2010: 30% 
2011: 100% 
 

 

 Low level of involvement by 
associative movements, religious 
organizations, faith-based 
organizations and NGOs in EPI 
communication 

Solicit the 
collaboration of 
associate 
movement with a 
contract in all 
départements by 
2013 

2009: 00% 
2010: 100% 
 

  

 
Component: Funding 
 
Weakness: Insufficient programme funding  
 
 
Description of 
problems and national 
priorities  

Problem causes EPI targets EPI intermediate 
targets and 
milestones 

GIVS regional and worldwide goals (by 
2010) 

Order of 
priority  

Funding from internal 
resources for 
immunization activities 
is < 50% 

51% of public health 
facilities are not 
financially 
sustainable 
 

Increase internal 
funding of the EPI from 
44% to 50% by 2013 

2009: 44% 
2010: 46% 
2011: 47% 
2012: 48% 
2013:50% 

Ensure sustainability. All national vaccination 
plans will have been designed, budgeted, and 
executed while making sure that the human 
resources, financing, and supplies are 
sufficient. 

3 

 Complexity of the 
disbursement 

Increase the level of 
public funds 
consumption from 70% 

2008: 70% 
2009: 76% 
2010: 82% 

Ensure sustainability. All national vaccination 
plans will have been designed, budgeted, and 
executed while making sure that the human 

2 
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Description of 
problems and national 
priorities  

Problem causes EPI targets EPI intermediate 
targets and 
milestones 

GIVS regional and worldwide goals (by 
2010) 

Order of 
priority  

procedure for public 
funds 
 

to 100% by 2013 2011: 88% 
2012: 94% 
2013:100% 

resources, financing, and supplies are 
sufficient. 
 

 
Component: Management 
 
Weakness: Health system management inadequacies 
 
Description of problems 
and national priorities 

Problem causes EPI targets EPI 
intermediate 
targets and 
milestones 

GIVS regional and worldwide goals (by 
2010) 

Order of 
priority  

Inadequate planning and 
budgeting of EPI activities 
in health zones 

Irregularities in 
monitoring budget 
execution in health areas  

100% of health zones 
plan and budget EPI 
activities at health area 
level 

2009: 60% 
2010: 70% 
2011: 80% 
2012: 90% 
2013: 100% 

Poor archiving of EPI 
data 

Have 100% of health 
facilities properly 
archiving EPI data 

2009: 60% 
2010: 70% 
2011: 80% 
2012: 90% 
2013: 100% 

Inadequate EPI data 
quality 

Have 100% of 
communes providing 
high-quality EPI data 

2009: 60% 
2010: 100% 
2011: 100% 
2012: 100% 
2013: 100% 

Inadequate management of 
immunization statistics data 
 

Inadequate monitoring of 
EPI activities  

Have 100% of 
communes properly 
monitoring EPI 
activities 

2009: 60% 
2010: 100% 
2011: 100% 
2012: 100% 
2013: 100% 

 
 
 
 
 
 
 
 
All national vaccination plans will have been 
designed, budgeted, and executed while 
making sure that the human resources, 
financing, and supplies are sufficient. 

 
 
 
 
 
 
 
 
 
 
1 
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Description of problems 
and national priorities 

Problem causes EPI targets EPI 
intermediate 
targets and 
milestones 

GIVS regional and worldwide goals (by 
2010) 

Order of 
priority  

Weak partnership 
between the public 
sector and the private 
sector 

Involve 80% of private 
structures in EPI 
activities 

2009: 60% 
2010: 70% 
2011: 80% 
2012: 90% 
2013: 100% 

Inadequate management 
of outreach strategy 
vaccinator agents  

Have 100% of 
communes managing 
outreach strategy 
vaccinator agents 

2009: 60% 
2010: 100% 
2011: 100% 
2012: 100% 
2013: 100%  

Lack of motivation on the 
part of the personnel 
involved in immunization 
 

- Lack of distinction for 
model agents  
 

Have 100% of health 
zones (with NDEPI 
aid) distinguish model 
EPI agents 

2009: 60% 
2010: 100% 
2011: 100% 
2012: 100% 
2013: 100% 

 

 
 
 
Component: Capacity-building 

Weakness: Health system management inadequacies  
 
Description of 
problems and 
national priorities  

Problem causes EPI targets EPI intermediate 
targets and 
milestones 

GIVS regional and worldwide goals 
(by 2010) 

Order of 
priority  

Inadequate 
preventive 
maintenance of cold 
chain equipment 
 

61% of agents involved in 
immunization activities have not 
received formal training in EPI 
management (2008 external 
review) 

Increase percentage 
of agents involved in 
immunization 
activities who are 
trained in EPI 
management from 

2009: 50% 
2010: 60% 
2011: 70% 
2012: 80% 
2013: 90% 

All people entitled to the immunizations 
scheduled in national programmes will be 
immunized with vaccines of guaranteed 
quality and in accordance with the 
national timetables in effect 

1 
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Description of 
problems and 
national priorities  

Problem causes EPI targets EPI intermediate 
targets and 
milestones 

GIVS regional and worldwide goals 
(by 2010) 

Order of 
priority  

 50% to 90% by 2013  
Inadequate 
monitoring of EPI 
indicators 
 

 Irregular local supervision at the 
operational level 

Make EPI data 
monitoring monthly 
in 100% of health 
centres by 2013 

2009: 20% 
2010: 40% 
2011: 60% 
2012: 80% 
2013: 100% 

 2 

Inadequate control 
of immunization 
activities 

75% of immunization procedures 
are performed by healthcare aids 
 

Increase the 
proportion of 
healthcare aides who 
are trained and 
involved in 
immunization 
activities from 0% to 
80% by 2013 

2009: 00%  
2010: 20% 
2011: 40% 
2012: 60% 
2013: 80% 

 2 

 Lack of a human resources 
development or capacity-building 
plan 

Create a training 
directory for the 
various arms 
(vaccinology, DQS, 
MLM, EIAA, 
communications, 
EPI management) by 
2013 

2009: 00% 
2010: 100% 
2011:  
2012:  
2013:  
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III – STRATEGIC PLANNING BY COMPONENT  
 

Given the problems that have been identified, it is imperative that specific actions be 

taken to reverse the current trend, including:Implement the RED strategy, including 

improvement of the outreach strategy to reach even the most remote villages; strengthen EPI 

management skills; improve data monitoring and quality: strengthen communication activities; 

social mobilization and community participation for immunization; improve logistics; involve 

private healthcare facilities in immunization; and collaborate with educational facilities for 

vaccine catch-up activities. 

The new approach used to identify priorities and focus the efforts of everyone involved 

on achieving precise goals is based on developing and implementing policies that address the 

Millennium Development Goals (MDG)10. The report on the MDGs in Benin has for its part 

opted for maternal and child health and the fight against priority diseases. Consequently, the 

country has set itself the following goals: 

o To reduce the mortality rate for children under 5 from 125 per thousand in 2006 

to 65 per thousand by 2015; 

o To improve maternal health by reducing maternal mortality ratios from 397 per 

hundred thousand living births in 2006 to 125 by 2015; 

o To combat HIV/AIDS, malaria and other diseases by reducing the prevalence of 

STI/HIV/AIDS and by controlling malaria and other serious endemic diseases 

such that present trends are reversed by 2015. 

Two types of strategies will be used:  
 

III-1 Basic strategies 

III-1-1 Strengthening routine vaccinations 
Every child should receive the required doses of vaccines at age one and the second dose 

of MCV at 15 months according to the applicable timetable. The vaccination sessions are 

organized based on various strategies: 

- Vaccination at a fixed place offered daily in all health facilities; 

- Vaccination at every contact after verifying the vaccination status of the child in 

conformity with the IMCI directives; 

- Outreach strategy in each village more than 5 km from a health facility, following a 

program established together with these village populations; 

                                                
10 Annual health sector review, MoPH, June 2004. 
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- With the help of our community contacts, active search for children not brought in by 

their parents; 

- Mop-ups (mass vaccination sessions in areas with poor vaccination coverage or in areas 

where the polio and measles viruses and the tetanus bacterium are still common). 

 

III-1-2 Organization of supplementary immunizations  
Supplementary immunizations will be organized in the form of national or local 

immunization days and special campaigns to be centred in at-risk regions, localities, and target 

populations, as recommended by the World Health Organization (WHO). This constitutes a 

complementary strategic approach to attain the world objectives of eradication, control, and 

elimination of priority diseases. 

 

III-1-3 - Integrated disease surveillance and response (IDSR)  
This consists of: 

Reporting cases and deaths connected to diseases with epidemic potential (DEP); 

Collecting and sending on samples; 

Investigating reported cases; 

Confirming suspected cases with laboratory assistance; 

Organizing the vaccine response; 

Training surveillance staff and other actors in the IDSR modules 

 

III-1-4 Strengthening funding and community involvement  
This includes increasing the frequency of health centre visits through the permanent 

availability of essential medications. It also helps reduce the number of those excluded by the 

gradual introduction of mutual benefit health systems and care for indigent. 

 

III-2. Support strategies 
- Setting up resources in order to assure the availability of services. All possibilities are 

exploited, in particular the State, local collectives, partners, community, and families. 

 - Setting up a system of logistics that is supported by human and material resources. 

The equipment used is approved by WHO and UNICEF, in accordance with the PIS (catalogue 

listing specifications for EPI supplies and equipment). Regularly monitoring the 9 vaccine 

management indicators.  
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 - Training, supervision, monitoring, evaluation, and operations research, all organized in 

a systematic and regular manner, support and guide EPI implementation. 

 - Communication to change behaviour allows the inclusion and mobilization of the 

community at all stages, from planning through evaluation. It uses a variety of media available 

in the community, including local radio stations. 

 - Intra- and inter-sectorial collaboration with other programs in this sector, such as the 

IMCI, NMCP (national malaria control programme), NTCP (national TB control programme), 

etc. It is supported by institutions such as the Inter-Agency Coordination Committee (ICC) for 

EPI at all levels. 

 - International cooperation is coordinated within the ICC-EPI which thus becomes the 

management council for international and national resources for vaccination, including those of 

the Global Fund for childhood vaccination within the Global Alliance for Vaccines and 

Immunization (GAVI). 
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IV. USING THE GIVS STRATEGY   
 
This is described in the table below: 
Table X: Strategies and activities 
 
 
Component: Supply 

 
 
Priority 
problems 

EPI / IDSR 
targets 

Strategic axes of GIVS Strategies Activities 

Management of 
vaccines and 
inputs is not 
optimal at all 
levels of the 
health pyramid 

Increase the 
proportion of 
health centres 
controlling 
vaccine and 
supply 
management 
from 65% to 
100% 

II: Adopt new vaccines and 
new technologies 
 

Train / retrain all agents 
involved in EPI 
 
Supervision 
 (GIVS strategies 8 and 9) 
 

Detail the long-term predictions of 
needs for vaccines and supplies 
(FORCAST). 

  IV: Vaccinate in an 
interdependent world 

 
 

Ensure the regular purchase of vaccines 
and supplies. 

    Carry out quality control on batches of 
vaccines. 

    Implement a monitoring system at every 
health zone (stock recordings, 
movement monitoring, information 
transmission, inventory, etc.) for the 
stock situation (vaccines, supplies) of 
health facilities. 
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Priority 
problems 

EPI / IDSR 
targets 

Strategic axes of GIVS Strategies Activities 

    Purchase computer equipment for 
programme management (9 desktop 
computers, 7 laptops, 3 photocopiers, 9 
printers and 3 video projectors) 

    Set up a monitoring system of vaccine 
storage at all levels. 

    Regularly monitor the wastage rate at 
all levels. 

 

Component: Logistics 
 
 
Priority problems  EPI targets Strategic axes 

of GIVS 
Strategies Activities 

Insufficient storage 
capacity at the 
intermediate and 
peripheral levels in 
anticipation of the 
introduction of new 
vaccines 
 

Increase vaccine 
storage capacity in 
health centres from 
66% to 100% by 2013. 

I: Protect more 
people in a 
changing world 

Strengthen the capacity to 
store vaccines and supplies 
at all levels  
 
Develop and implement a 
maintenance (outsource 
services) and replacement 
plan for cold chain 
equipment and rolling 
stock 
 (GIVS strategies 6,7,8 

Update the inventory of existing cold 
chain (CC) equipment in all health 
facilities. 



 

 48 

Priority problems  EPI targets Strategic axes 
of GIVS 

Strategies Activities 

and 9) 
  II: Adopt new 

vaccines and 
new 
technologies 

 Procure missing CC equipment for 
health facilities. 

  III: Vaccinate in 
an 
interdependent 
world 

 Purchase spare parts for the CC 

    Equip the central and departmental 
levels with cold chambers  

    Establish a list of certified suppliers 
who can deliver CC spare parts to the 
health zones 

    Set up a CC maintenance contract with 
a private provider in each département 

    Purchase 3 electric generators 
  Contribute to the purchase of vehicles 

(5 4x4 station wagons, 1 rover and 30 
4x4 pickup trucks with double cabins) 
for supervision activities per the 
established schedule. 

  Purchase a rover for NDEPI-PHC 
  Purchase a refrigerated truck for the 

NDEPI-PHC. 

56% of communes 
do not have a 
supervision vehicle 
in working order 

Increase the proportion 
of communities with a 
functional supervision 
vehicle from 44% to 
74% 
 
 

  Ensure the maintenance of the fleet of 
automobiles 

48% of motorbikes Increase the availability   Purchase 260 men’s motorbikes by 
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Priority problems  EPI targets Strategic axes 
of GIVS 

Strategies Activities 

2013 for outreach strategy activities 
  Purchase 145 women’s motorbikes by 

2013 for outreach strategy activities 
  Ensure the regular maintenance of 

motorbikes  
  Set up usage contracts with users 
  Purchase 2 canoes and 2 outboard 

motors 

for outreach 
strategies not in 
good working order 
 

of motorbikes used for 
outreach immunization 
from 52% to 79% by 
2013 (= purchase of 
405 motorbikes) 
 

  Inventory rolling stock 
 
 
 
Component: Service provision 
 
Weakness: Poor vaccine coverage 
 
 
Priority problems  EPI targets Strategic axes 

of GIVS 
Strategies Activities 

Draw up RED microplans in each commune 
Organize a census of the population in the health areas to get 
a better estimate of the targets 
Make regular outreach immunization trips in each health 
facility 
 Provide regular training supervision at every level 

26% of communes have not 
reached DTP HepB3 + Hib3 
(Penta3) coverage > 80%  
Data from EPI 2008 Review 
results 
 

Achieve 
Penta3 
(DTP+Hep 
B+Hib) 3 
coverage of > 
80% in 100% 
of communes 
by 2013 

I: Protect more 
people in a 
changing 
world 
II: Adopt new 
vaccines and 
technologies 
III. Vaccinate 

 Implement 
the RED 
strategy, with 
particular 
focus on 
strengthening 
outreach 

 Involve the community in the management of vaccination 
activities at the level of each health facility 
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Priority problems  EPI targets Strategic axes 
of GIVS 

Strategies Activities 

More actively involve the local media and community 
leaders in publicizing messages about vaccination (contracts 
with 12 nearby radio stations) 
Provide monthly monitoring of activities at all levels in order 
to improve programme performance  
Draw up guidelines on the use of all antigens and standard 
vaccination 
Organize supplementary and response immunization 
campaigns against polio, integrating vitamin A, a parasite 
disinfestation agent and routine EPI antigens. 
Organize supplementary and response immunization 
campaigns against measles, integrating vitamin A, a parasite 
disinfestation agent and routine EPI antigens. 
Organize supplementary immunization campaigns against 
yellow fever. 
Organize a supplementary immunization campaign against 
meningitis A. 
Organize a supplementary immunization campaign against 
tetanus. 
Control the quality of EPI data (DQS/DQA) 
Identify hard-to-reach zones 
Plan and execute quarterly catch-up sessions in identified 
zones 

in an 
interdependent 
world 

strategies and 
finding 
dropouts, 
with effective 
community 
involvement 
 Reintegrate 
immunization 
in schools 
 
Involve 
private actors 

Organize active search for dropouts 
 
 
Component: Surveillance 
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Priority 
problems 

EPI / IDSR 
targets 

Strategic axes of GIVS Strategies Activities 

27% of 
communes not 
reporting at 
least 2 cases of 
AFP per 
100,000 
children under 
15 
 

Bring to 90% the 
number of 
communes 
reporting at least 
2 cases of AFP 
per 100,000 
children under 15  

III: Integrate the 
immunization, related 
health activities, and 
surveillance within the 
health systems 

Continue implementation 
of IMCI  
 
Daily active and passive 
surveillance of diseases 
with epidemic potential 
(DEPs) and AEFIs, with 
weekly reporting in all 
health facilities (including 
private ones) 

Report and investigate all cases of AFP 
and other diseases that are under 
surveillance (measles, yellow fever, 
tetanus etc.)  

    Conduct active research of AFP at the 
level of the priority sites (hospitals, 
health centres, religious centres, 
schools, communities) 
 

    Involve 100% of the licensed private 
health centres in disease surveillance 

    Involve paediatricians in disease 
surveillance 

    Involve the community contacts in 
disease surveillance 

    Standardize the usual notification aids 
[and] those for the weekly notification 
of diseases under surveillance 

    Supply health facilities with data 
collection aids 

    Make adequate stool sample containers 
available to all the health facilities  
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Priority 
problems 

EPI / IDSR 
targets 

Strategic axes of GIVS Strategies Activities 

     Take samples and send them to the 
laboratory 

    Purchase vaccine carriers to dispatch 
samples to the Abidjan laboratory 

    Organize meetings of the various 
committees (Certification Committee 
and Committee of Experts) 

   
Ensure the availability of fact sheets and 
a surveillance guide in 100% of the 
health facilities 
 
Organize investigations and response at 
sources of measles outbreaks. 

   
Make posters and case definitions 
available to 100% of the public and 
private facilities involved in 
surveillance 

   Carry out regular monitoring of 
performance indicators. 

  Strengthen the capability of laboratories 
involved in disease surveillance. 

17% of 
communes not 
reporting any 
suspected cases 
of measles 
 

Bring to 90% the 
number of 
communes 
reporting at least 
one suspected 
case of measles 
by 2013 

  Purchase supplies and reagents for the 
laboratories 

29% of 
communes not 
reporting any 

Bring to 80% the 
number of 
communes 

  Report and investigate all suspected 
cases of yellow fever and other diseases 
under surveillance. 
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Priority 
problems 

EPI / IDSR 
targets 

Strategic axes of GIVS Strategies Activities 

suspected cases 
of yellow fever 
 

reporting at least 
one suspected 
case of yellow 
fever by 2013 

    Take blood samples from every 
suspected case of yellow fever and 
ensure the samples are forwarded to the 
laboratory. 

    Organize quarterly follow-up 
workshops on IDSR indicators in every 
health zone. 

    Organize quarterly monitoring 
workshops on IDSR indicators in each 
département  

More than one 
case of MNT 
per 1000 births 
in some 
communes 

 
Reduce the 
incidence of 
maternal and 
neonatal tetanus 
(MNT) to less 
than one case per 
1,000 live births 
in all communes 
(<1 case/1000 
live births) 

  Update the risk analysis for DEP 
(tetanus, measles, polio, yellow fever, 
etc.) 

    Update the micro-plans for eliminating 
MNT. 

    Organize community-based 
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Priority 
problems 

EPI / IDSR 
targets 

Strategic axes of GIVS Strategies Activities 

surveillance, relying on the network of 
community contacts 

    Organize investigations and response at 
the source of every MNT case detected. 

  Strengthen the surveillance and proper 
management of AEFI cases 

  Set up reporting tools and guidelines for 
the surveillance of AEFIs 

  Organize training for AEFI surveillance  

Under-
reporting of 
AEFIs 
 

Reduce AEFI 
cases to less than 
one per 1 million 
doses 
administered and 
investigate at 
least 80% of the 
serious AEFIs 

  Conduct IEC meetings on AEFIs 

Sentinel sites 
for surveillance 
of diseases 
targeted by the 
new vaccines 
are not 
operational 
 

Strengthen the 
surveillance 
system for 
diseases that can 
be eradicated 
with the 
introduction of 
new vaccines 

  Re-launch the surveillance system for 
diseases targeted by the new vaccines at 
sentinel sites 

No peripheral 
lab 
differentiating 
between 
serotypes A and 
C 

At least 80% of 
periphery labs 
differentiating 
serotype by 2013 

 Provision of appropriate 
reagents for typing 

- Evaluate reagent needs 
-Purchase reagents  
-Distribute reagents 
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Priority 
problems 

EPI / IDSR 
targets 

Strategic axes of GIVS Strategies Activities 

No commune 
sending real-
time detailed 
meningitis data 
up the 
hierarchy 

Provide all 
disease 
surveillance 
centres with 
computerized 
uniform data 
entry (EPI INFO) 
by 2013 
 
Provide all 
disease 
surveillance 
centres with 
Internet 
connection 

  - Finalize data entry for individual 
case reporting  

- Make finalized data entry 
available to disease surveillance 
centres 

 
 
 
 -Evaluate the connection needs of 
disease surveillance centres  
-Purchase Internet connection devices  
-Distribute these connection devices 

-  
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Component: Communication 
 
Weakness: Inadequate communication and advocacy 
 
Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

Increasing 
resistance to 
immunization in 
some communes 

Increase the proportion of 
parents of children 0-5 
who are aware of EPI 
target diseases from 10% 
to 80% by 2013 

IV. Vaccinate in an 
interdependent world 

Prepare and implement an 
EPI- specific 
communication plan 
 (GIVS strategy 22: 
Improve communication 
and the spread of 
information) 

Identify the number of health 
zones that do not have a 
communication officer within the 
HZMT 
 

    Advocate to appropriate 
authorities for the assignment 
and/or nomination of 
communication officers in the 
HZMT 

    Identify communication training 
needs for development staff 

    Develop a five-year 
communication plan  

    Distribute EPI feedback bulletins 
to local elected officials (mayors, 
arrondissement leaders) 

    Integrate communication 
activities monitoring into the 
periodic evaluations of system 
performance 

    Monitor and evaluate 
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Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

communication plans. 
    Formalize an annual partnership 

contract with local radio stations 
    Train 2 facilitators for each media 

under contract with NDEPI-PHC 
in immunization activities. 

    Finalize EPI picture box. 
    Make copies of educational aids 

(picture boxes, posters, brochures, 
advice cards, poster boards). 

    Distribute educational aids 
(picture boxes, posters, brochures, 
advice cards, poster boards). 

    Formalize an annual partnership 
contract with local radio stations 

    Broadcast emissions about EPI in 
national languages on radio 
stations under contract.  

    Assess the impact of the messages 
on the target audience. 

    Purchase communication material 
for the NDEPI-PHC (digital 
cameras, cameras, video 
projector) 

   Make 11 TV and radio ads for EPI 
   Broadcast 11 TV and radio ads for 

EPI 
   

EPI marketing 

Establish a partnership with a 
communication agency for EPI 
marketing 
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Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

   Collaborate with other 
sectors (education, rural 
development) to promote 
immunization 

Train 24 actors from other 
development sectors (teaching, 
literacy, culture and family) in 
EPI activity promotion. 

    Organize 8 advocacy sessions to 
school directors in health zones in 
the Ouémé/Plateau départements 

   Strengthen ties with the 
community (elected and 
religious leaders) 

Organize 4 advocacy sessions for 
immunization activities to local 
elected leaders and religious 
leaders 

    Support training of EPI 
community contacts in all 
départements  

 
 
 
Component: Funding 
 
Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

Funding from 
internal 
resources for 
immunization 
activities is < 
50% 

Increase internal 
funding of the 
EPI from 34% 
(including 
HIPC) to 44% 
by 2013 

I: Protect more people in a 
changing world 
II: Adopt new vaccines and 
new technologies 
III: Integrate immunization, 
similar health activities, and 
surveillance within the 

Advocate to financial 
executives in the 
Ministries of Health and 
Finance for simplifying 
disbursement procedures 
for EPI 
 

Advocate for an increase in the State 
budget allocated to EPI 
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Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

health systems 
IV: Vaccinate in an 
interdependent world 

 
 (GIVS strategy 21) 

   Advocate for an increase in HIPC funds 
allocated to the EPI. 

   Advocate for the possibility of 
redirecting HIPC funds allocated to the 
EPI to other programme priorities 
during the period of GAVI support. 

 

Increase the 
level of public 
funds 
consumption 
from 70% to 
100% by 2013 

  Advocate to the Ministry of Finance 
using co-financing documents for new 
vaccines. 

    Expand the composition of the ICC to 
other partners and to other technical 
directorates 

    Strengthen intra- and inter-sectorial 
collaboration 

   Advocate for better 
monitoring of the 
management and use of 
community funding  
 
 

Advocate for increased contribution by 
health facilities to EPI 

   Advocate to local elected 
leaders (communes) for 
them to contribute to EPI 
funding at the peripheral 

Advocate for increased contribution by 
local communities to EPI 
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Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

level 
 

 
 
Component: Management 

 
 
Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

Inadequate 
planning and 
budgeting of EPI 
activities in 
health zones 

100% of health 
zones plan and 
budget EPI 
activities at 
health area level 

III 
Strengthening 
immunization programmes 
as part of health systems 
development 
 

Follow up implementation 
of plans in health areas 

Plan and budget EPI activities at health 
area level 
 

    Implement and monitor the execution of 
planned EPI activities at health area 
level 

Inadequate 
management of 
immunization 
statistics data 

Have 100% of 
health facilities 
properly 
archiving EPI 
data 

III 
Strengthen the 
management, analysis, 
interpretation, use, and 
exchange of data at all 
levels 

Effectively use the new 
management aids available 
 
Regularly monitor EPI 
data 
 
Training supervision 

Archive all EPI data at health facilities 
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Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

 
Strengthen the public-
private partnership 
(provide immunization 
aids and cold chain 
equipment) 

 Have 100% of 
communes 
providing high-
quality EPI data 

  Harmonize EPI data at health zone level 

 Have 100% of 
communes 
properly 
monitoring EPI 
activities 

  Regularly monitor EPI data at health 
zone level 

 Involve 80% of 
private 
structures in 
EPI activities 

  Strengthen the public-private 
partnership as part of EPI data 
management 

Lack of 
motivation on 
the part of the 
personnel 
involved in 
immunization 

Have 100% of 
communes 
managing 
outreach 
strategy 
vaccinator 
agents 

III 
Better manage human 
resources 

Advocate to management 
committees and 
coordinating doctors for 
better management of 
vaccinator agents 
 
Promote the best EPI 
agents 

Support vaccinator agents with outreach 
strategies (fuel, meals) 

 Have 100% of   Promote model agents involved in 
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Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

health zones 
(with NDEPI 
aid) distinguish 
model EPI 
agents 

immunization activities 
 
 
 

Inadequacies in 
the management 
of amortization 
accounts 

Have 100% of 
management 
teams monitor 
amortization 
accounts 

 Integrate amortization 
account monitoring into 
supervision 

Monitor amortization accounts in health 
facilities 

 

Component: Capacity-building 
 
Weakness: Inadequate capacity building 
 
 
Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

Inadequate 
preventive 
maintenance of 
cold chain 
equipment 

Increase percentage of 
agents involved in 
immunization activities 
who are trained in EPI 
management from 50% to 
90% by 2013  

I - Protect more people 
in a changing world 

Develop an EPI 
management training plan, 
including private sector 
 

Train 48 managers of private 
health facilities in EPI 
management 

   Draw up training modules 
   

Implement the training plan  
 (GIVS strategy 2: Increase Train 25 agents in health 

promotion (communication) 



 

 63 

Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

   Train 120 service providers in the 
use of EPI picture boxes. 

   Train department EPI division 
heads and EPI data managers in 
zones/communes on computerized 
EPI tools (SMT, DVD MT, etc.) 

   Supervise department EPI 
division heads and EPI data 
managers in zones/communes on 
computerized EPI tools (SMT, 
DVD MT, etc.) 

   

demand for vaccination 
within the community)  
 (GIVS strategy 18: 
Strengthen the management, 
analysis, interpretation, use, 
and exchange of data at all 
levels) 

Strengthen the EPI team’s skills in 
the disbursement procedure for 
public funds 

    Train 50 new agents (MLM) in 
EPI management. 

    Train/retrain 50 département 
agents per year in EPI 
management 

    Train 35 new physicians in 
practical vaccinology and in 
vaccination programme 
management (EPIVAC): Inter-
university diploma 

    Train/retrain DHD maintenance 
technicians in maintaining CC 
equipment 

    Set up a database of agents trained 
in EPI and surveillance. 

    Implement the plan for training 
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Priority 
problems 

EPI targets Strategic axes of GIVS Strategies Activities 

agents in use of immunization 
data quality self-assessment 
(DQS) tools. 

   Organize training/retraining of 
agents involved in IDSR once per 
year and per département 

   

Training supervision 

Organize supervision of 
communication activities in 
départements 2x year 

Inadequate 
monitoring of EPI 
indicators 

Make EPI data 
monitoring monthly in 
100% of health centres by 
2013 

  Advocate at zone coordinating 
physician sites to make monthly 
monitoring of EPI data effective 
during CODIR. 

Inadequate control 
of immunization 
activities 

Increase the proportion of 
healthcare aides who are 
trained and involved in 
immunization activities 
from 0% to 80% by 2013 

  Organize 24 training sessions for 
vaccinator agents, including 
healthcare aides involved in 
immunization activities 
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V ACTIVITY TIMELINE   
 
Component: Supply 
 
Principal activities 2009 2010 2011 2012 2013 
Determine long-term predictions of vaccine and supply 
requirements (FORCAST). 

     

Ensure the regular purchase of vaccines and supplies.      
Carry out quality control on batches of vaccines.      
Implement a monitoring system at every health zone for 
the stock situation (vaccines, supplies) of health facilities 
(stock recordings, movement monitoring, information 
transmission, inventory, etc.)  

     

Purchase computer equipment for programme management 
(9 desktop computers, 7 laptops, 3 photocopiers, 9 printers 
and 3 video projectors) 

     

Set up a monitoring system of vaccine storage at all levels.      
Regularly monitor the wastage rate at all levels.      
 

Component: Logistics  
 
Principal activities 2009 2010 2011 2012 2013 
Update the inventory of existing cold chain (CC) 
equipment in all health facilities. 

     

Procure missing CC equipment for health facilities.      
Purchase spare parts for the CC      
Equip the central and departmental levels with cold 
chambers 

     

Establish a list of certified suppliers who can deliver CC 
spare parts to the health zones 

     

Set up a CC maintenance contract with a private provider 
in each département 

     

Purchase 3 electric generators      
Contribute to the purchase of vehicles (5 4x4 station 
wagons, 1 rover and 30 4x4 pickup trucks with double 
cabins) for supervision activities per the established 
schedule. 

     

Ensure the maintenance of the fleet of automobiles      
Purchase 260 men’s motorbikes by 2013 for the activities 
under the outreach strategy activities 

     

Purchase 145 women’s motorbikes by 2013 for outreach 
strategy activities 

     

Set up usage contracts with users      
Purchase 2 canoes and 2 outboard motors      
Inventory rolling stock      
 

Component: Service provision 
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Principal activities 2009 2010 2011 2012 2013 
Draw up RED microplans in each commune      
Update RED microplans in each commune      
Organize a census of the population in the health areas 
(where population is dynamic) to get a better estimate of 
the targets 

     

Make regular outreach immunization trips in each health 
facility 

     

 Provide regular training supervision at every level      
 Involve the community in the management of vaccination 
activities at the level of each health facility 

     

More actively involve the local media and community 
leaders in publicizing messages about vaccination 
(contracts with 12 nearby radio stations) 

     

Provide monthly monitoring of activities at all levels in 
order to improve programme performance  

     

Draw up guidelines on the use of all antigens and standard 
vaccination 

     

Organize supplementary and response immunization 
campaigns against polio, integrating vitamin A, a parasite 
disinfestation agent and routine EPI antigens. 

     

Organize supplementary and response immunization 
campaigns against measles, integrating vitamin A, a 
parasite disinfestation agent and routine EPI antigens. 

     

Organize supplementary vaccination campaigns against 
yellow fever. 

     

Organize a supplementary immunization campaign against 
meningitis A. 

     

Organize a supplementary immunization campaign against 
tetanus. 

     

Control the quality of EPI data (DQS/DQA)      
Identify hard-to-reach zones      
Plan and execute quarterly catch-up sessions in identified 
zones 

     

Organize active search for dropouts      
 
 
Component: Surveillance 
 
Principal activities 2009 2010 2011 2012 2013 
Report and investigate all cases of AFP and other diseases 
that are under surveillance (measles, yellow fever, tetanus 
etc.) 

     

Conduct active research of AFP at the level of the priority 
sites (hospitals, health centres, religious centres, schools, 
communities) 

     

Involve 100% of the licensed private health centres in 
epidemiological surveillance 

     

Involve paediatricians in disease surveillance      
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Principal activities 2009 2010 2011 2012 2013 
Involve community contacts in disease surveillance      
Standardize the usual notification aids and those for the 
weekly notification of diseases under surveillance 

     

Consider active research of DEP in planned budget 
categories at health zone level 

     

Supply health facilities with data collection aids      
Make adequate stool sample containers available to all the 
health facilities  

     

Take samples and send them to the laboratory      
Purchase vaccine carriers to dispatch samples to the 
Abidjan laboratory 

     

Organize meetings of the various committees (Certification 
Committee and Committee of Experts) 

     

Ensure the availability of fact sheets and a surveillance 
guide in 100% of the health facilities 

     

Organize investigations and response at sources of measles 
outbreaks. 

     

Make posters and case definitions available to 100% of the 
public and private facilities involved in surveillance 

     

Regularly monitor performance indicators      
Strengthen the capability of laboratories involved in 
disease surveillance. 

     

Purchase supplies and reagents for the laboratories      
Purchase connection materials for disease surveillance 
centres  

     

Provide all disease surveillance centres with computerized 
uniform data entry (EPI INFO) 

     

Report and investigate all suspected cases of yellow fever 
and other diseases under surveillance. 

     

Organize quarterly follow-up workshops on IDSR 
indicators in every health zone and département 

     

Update the risk analysis for DEP (tetanus, measles, polio, 
yellow fever, etc.) 

     

Update the micro-plans for eliminating MNT.      
Organize community-based surveillance, relying on the 
network of community contacts 

     

Organize investigations and response at the source of every 
MNT case detected. 

     

Strengthen the surveillance and proper management of 
AEFI cases 

     

Set up reporting tools and surveillance guidelines for 
AEFIs 

     

Conduct IEC meetings on AEFIs      
Re-launch the surveillance system for diseases targeted by 
the new vaccines at sentinel sites 

     

 

Component: Communication 
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Principal activities 2009 2010 2011 2012 2013 
Identify agents to be trained in communication and 
advocacy 

     

Develop training modules      
Train media supervisors in creating messages to be 
broadcast 

     

Assess the impact of messages on the target audience.      
Inventory existing communication materials      
Mobilize resources for EPI picture box creation       
Pre-test educational aids created with target groups.      
Make copies of educational aids (picture boxes).      
Distribute educational aids.      
Identify the number of health zones that do not have a 
communication person within the HZMT 
 

     

Advocate to appropriate authorities for the assignment 
and/or nomination of communication officers in the HZMT 

     

Identify communication training needs for development 
staff 

     

Develop a five-year communication plan       
Integrate communication activities monitoring into the 
periodic evaluations of system performance 

     

Monitor and evaluate communication plans.      
Train 2 facilitators for each media under contract with 
NDEPI-PHC in immunization activities. 

     

Develop educational aids (posters, brochures, advice cards, 
poster boards). 

     

Make copies of educational aids (picture boxes, posters, 
brochures, advice cards, poster boards). 

     

Distribute educational aids (picture boxes, posters, 
brochures, advice cards, poster boards). 

     

Formalize an annual partnership contract with local radio 
stations 

     

Assess the impact of the messages on the target audience.      
Purchase communication material for the NDEPI-PHC 
(digital cameras, cameras, video projector) 

     

Make 11 TV and radio ads for EPI      
Broadcast 11 TV and radio ads for EPI      
Train 24 actors from other development sectors (teaching, 
literacy, culture and family) in EPI activity promotion. 

     

Organize 8 advocacy sessions to school directors in health 
zones in the Outmen/Plateau départements 

     

Organize 4 advocacy sessions for immunization activities 
to local elected leaders and religious leaders 

     

 

Component: Funding 
 
Principal activities 2009 2010 2011 2012 2013 
Advocate for an increase in the State budget allocated to      
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Principal activities 2009 2010 2011 2012 2013 
EPI 
Advocate for an increase in HIPC funds allocated to the 
EPI. 

     

Advocate for the possibility of redirecting HIPC funds 
allocated to the EPI to other programme priorities during 
the period of GAVI support. 

     

Advocate to the Ministry of Finance using co-financing 
documents for new vaccines. 

     

Expand the composition of the ICC to other partners and to 
other technical directorates 

     

Strengthen intra- and inter-sectorial collaboration      
Advocate for an increase in the contribution from health 
facilities to EPI 

     

Advocate for an increase in contribution from local 
communities to EPI 

     

 
Component: Management 
 
Principal activities 2009 2010 2011 2012 2013 
Plan and budget EPI activities at health area level      
Implement and monitor the execution of planned EPI 
activities at health area level 

     

Archive all EPI data at health facilities      
Harmonize EPI data at health zone level      
Regularly monitor EPI data at health zone level      
Strengthen the public-private partnership as part of EPI 
data management 

     

Support vaccinator agents with outreach strategies (fuel, 
meals) 

     

Promote model agents involved in immunization activities      
Monitor amortization accounts in health facilities      
 
Component: Capacity building 
 
Principal activities 2009 2010 2011 2012 2013 
Train 48 managers of private health facilities in EPI 
management 

     

Develop training modules on communication techniques      
Train 25 agents in health promotion (communication)      
Train 120 service providers in the use of EPI picture boxes.      
Train department EPI division heads and EPI data 
managers in zones/communes on computerized EPI tools 
(SMT, DVD MT, etc.) 

     

Supervise department EPI division heads and EPI data 
managers in zones/communes on computerized EPI tools 
(SMT, DVD MT, etc.) 

     

Strengthen the EPI team’s skills in the disbursement 
procedure for public funds 
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Principal activities 2009 2010 2011 2012 2013 
Train 50 new agents (MLM) in EPI management.      
Train/retrain 50 département agents per year in EPI 
management 

     

Train 35 new physicians in a course of practical 
vaccinology and in management of vaccination programs 
(EPIVAC). Inter-university diploma 

     

Train/retrain DHD maintenance technicians in maintaining 
CC equipment 

     

Set up a database of agents trained in EPI and surveillance.      
Implement the plan for training agents in use of 
immunization data quality self-assessment (DQS) tools. 

     

Organize training/retraining of agents involved in IDSR 
once per year and per département 

     

Organize supervision of communication activities in 
départements 2x year 

     

Advocate at zone coordinating physician sites to make 
monthly monitoring of EPI data effective during CODIR. 

     

Organize 24 training sessions for vaccinator agents, 
including healthcare aides involved in immunization 
activities 

     

 
 
V. MONITORING MECANISM  
 
Component: Supply 
 

Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information 

National 

NDEPI-PHC 
ICC 

Monthly Wastage rate 
and vaccine 
coverage 
(VC) 

Compiling data 
from the 
intermediate 
level and 
analysing with 
Excel DVD MT 
tools  

Sharing and 
feedback; 
Decision-making 
for priority 
supervision aids 

Département 

HPPD/DHD Quarterly 
meeting 

Wastage rate 
and VC 

Compiling data 
from communes 
and analysing 
with Excel 
DVD MT tools 

Sharing and 
feedback; 
Decision-making 
for priority 
supervision aids  

Health Zone 
/ Commune 

CODIR 
Health 
Committee 
Management 
Team 

Monthly  Wastage rate 
and VC 

Summary of 
data from health 
areas in usual 
form (paper) 
and electronic 
(DVD MT)  

Sharing with the 
hierarchy and 
feedback 
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Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information 

Health area 

CODIR Monthly 
meeting 

Wastage rate 
and VC 

Data collection   Analysis/action 
and data transfer 

 
 
Component: Logistics 
 

Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms for 
data collection, 

transfer & 
analysis 

Use of the 
information  

NDEPI/PHC; 
DIEM 

Annual Proportion of 
health centres 
with operational 
CC equipment 

Compiling CC 
equipment 
inventory data 
from the 
intermediate level 
using Excel 
inventory tool 

Information 
sharing; 
Decision-
making for 
supports  

NDEPI/PHC; 
DIEM 

Annual Proportion of 
health 
centres/communes 
with operational 
rolling stock 
(motorbikes and 
vehicles) 

Compiling 
motorbike and 
vehicle inventory 
data 

Information 
sharing; 
Decision-
making for 
supports  

National 

DHAB/ 
NDEPI-PHC 
 

Annual Operational 
incinerator 
coverage in health 
centres 

Compiling 
operational 
incinerator 
inventory data 

Information 
sharing; 
Decision-
making for 
supports 

Département 

HPPD; 
SIEM 

Annual Proportion of 
health centres 
with operational 
CC equipment 

Compiling CC 
equipment 
inventory data 
from the 
peripheral level 
using Excel 
inventory tool 

Information 
sharing; 
Decision-
making for 
supports  

 

HPPD; 
SIEM 

Annual Proportion of 
health 
centres/communes 
with operational 
rolling stock 
(motorbikes and 

Compiling 
motorbike and 
vehicle inventory 
data 

Information 
sharing; 
Decision-
making for 
supports  
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Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms for 
data collection, 

transfer & 
analysis 

Use of the 
information  

vehicles) 

 

HPPD; 
SHAB 

Annual Operational 
incinerator 
coverage in health 
centres 

Compiling 
operational 
incinerator 
inventory data 

Information 
sharing; 
Decision-
making for 
supports 

HZ  Annual Proportion of 
health centres 
with operational 
CC equipment 

Compiling CC 
equipment 
inventory data 
from the 
peripheral level 
using Excel 
inventory tool 

Information 
sharing; 
Decision-
making for 
supports  

HZ Annual Proportion of 
health 
centres/communes 
with operational 
rolling stock 
(motorbikes and 
vehicles) 

Compiling 
motorbike and 
vehicle inventory 
data 

Information 
sharing; 
Decision-
making for 
supports  

Health Zone 
/ Commune 

HZ Annual Operational 
incinerator 
coverage in health 
centres 

Compiling 
operational 
incinerator 
inventory data 

Information 
sharing; 
Decision-
making for 
supports 

Health area 

     

      
  
 
Component: Service provision 
 

Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms for 
data collection, 

transfer & 
analysis 

Use of the 
information 
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Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms for 
data collection, 

transfer & 
analysis 

Use of the 
information 

National 

NDEPI/PHC 
FHD 

Monthly, 
quarterly and 
twice yearly 

Vaccine, vit A 
and 
albendazole 
coverage; 
dropout rate 
(Penta 1 and 
3) 

Reports sent 
monthly, 
compiled and 
analysed using 
Excel, EPI INFO 
tools, etc. 

Sharing and 
feedback; 
decision-
making  

Département 

HPPD/ 
SSF/DHD/ 
 

Monthly, 
quarterly and 
twice yearly 

Vaccine, vit A 
and 
albendazole 
coverage; 
dropout rate 
(Penta 1 and 
3) 

Reports sent 
monthly by 
email after being 
compiled and 
analyzed using 
Excel tools  

Feedback; 
decision-
making 

Health Zone 
/ Commune 

HZMT Monthly, 
quarterly  

Vaccine, vit A 
and 
albendazole 
coverage; 
dropout rate 
(Penta 1 and 
3) 

Reports sent 
monthly (C8) 
after being 
compiled and 
analyzed using 
Excel tools  

Feedback; 
decision-
making 

Health area 

HC Monthly Vaccine, vit A 
and 
albendazole 
coverage; 
dropout rate 
(Penta 1 and 
3) 

Data collection 
using tracking 
sheets, records, 
monthly reports 
transmission 
(C7) and 
analysis  

Feedback to 
the 
community; 
decision-
making 

 
 
 
Component: Surveillance 
 

Level 
Structure 

in charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information  

National 

NDEPI-
PHC 
 
-CNEP; 
CNC 
 

Weekly Non-polio 
AFP rates; 
rate of stool 
samples taken 
within correct 
timeframe 

Compiling 
data from 
intermediate 
level and/or 
health zones, 
survey 

Sharing and 
feedback; 
decision-
making  
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Level 
Structure 

in charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information  

NDEPI/PHC 
 
-National 
AEFI 
committee 

Weekly Proportion of 
communes 
reporting at 
least one 
suspected 
AEFI and 
DEP (measles, 
yellow fever, 
Hib, pneumo 
and others) 

Compiling 
data from 
intermediate 
level and/or 
health zones, 
sentinel sites 

Feedback; 
decision-
making 

NDEPI/PHC 
 
 

Weekly Proportion of 
communes 
reporting at 
least one case 
of MNT per 
1000 live 
births with 
response 

Compiling 
data from 
intermediate 
level and/or 
health zones, 
analysis 

Feedback; 
decision-
making 

NDPH Weekly Complete and 
prompt 
reporting of 
meningitis 
data  

Compiling 
data from 
intermediate 
level and/or 
health zones, 
analysis 

Feedback; 
decision-
making 

HPPD/DHD  
 

Weekly Proportion of 
communes 
reporting at 
least one case 
of MNT per 
1000 live 
births with 
response  

Compiling 
data from 
health zones 
/ communes, 
analysis 

Feedback; 
decision-
making 

 Weekly Non-polio 
AFP rates; 
rate of stool 
samples taken 
within correct 
timeframe 

Compiling 
data from 
health zones, 
analysis 

Sharing and 
feedback; 
decision-
making  

Département 

 Weekly Proportion of 
communes 
reporting at 
least one 
suspected 
AEFI and 
DEP (measles, 

Compiling 
data from 
health zones, 
analysis 

Feedback; 
decision-
making 
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Level 
Structure 

in charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information  

yellow fever, 
meningitis, 
others)  

Weekly Proportion of 
communes 
reporting at 
least one case 
of MNT per 
1000 live 
births with 
response 

Compiling 
data from 
health zones, 
analysis 

Feedback to 
health areas; 
decision-
making 

Weekly Non-polio 
AFP rates; 
rate of stool 
samples taken 
within correct 
timeframe 

Compiling 
data from 
health zones, 
analysis 

Sharing and 
feedback; 
decision-
making  Health Zone / 

Commune 

 
 
 
 
 
 
 
HZMT  

Weekly Proportion of 
communes 
reporting at 
least one 
suspected 
AEFI and 
DEP (measles, 
yellow fever, 
meningitis, 
others)  

Compiling 
data from 
health zones, 
analysis 

Feedback; 
decision-
making 

Weekly Proportion of 
communes 
reporting at 
least one case 
of MNT per 
1000 live 
births with 
response 

Data 
collection 
and 
compilation  

Feedback to 
health areas; 
decision-
making Health area 

 
 
 
 
 
 
CH, COGES 

Weekly Non-polio 
AFP rates; 
rate of stool 
samples taken 
within correct 
timeframe 

Data 
collection 
and 
compilation 

Sharing and 
feedback; 
decision-
making  
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Level 
Structure 

in charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information  

Weekly Proportion of 
communes 
reporting at 
least one 
suspected 
AEFI and 
DEP (measles, 
yellow fever, 
meningitis, 
others) 

Data 
collection 
and 
compilation 

Feedback to 
the 
community; 
decision-
making 

Weekly Proportion of 
communes 
reporting at 
least one case 
of MNT per 
1000 live 
births with 
response 

Data 
collection 
and 
compilation 

Feedback to 
the 
community; 
decision-
making 

 
Component: Communication 
 

Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information 

National 

 
 
NDEPI/PHC 
 
 
 

 
 
 
Annual 

Proportion of 
parents of 
children aged 
0-5 who are 
aware of EPI 
target diseases  

Compiling 
CAP survey 
data at HZ 
level  
 

To guide 
interventions 

Département HPPD/DHD Twice 
yearly 

Proportion of 
parents of 
children aged 
0-5 who are 
aware of EPI 
target diseases 

Compiling 
CAP survey 
data at HZ 
level 

Sharing 
information 
and experience 
from 
significant 
actions 

Health Zone 
/ Commune ZMT Twice 

yearly 

Proportion of 
parents of 
children aged 
0-5 who are 
aware of EPI 
target diseases 

CAP survey at 
HC level 

Sharing 
information 
with the 
hierarchy 
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Component: Funding 
 

Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information 

NDEPI-
PHC; PFD; 
FMRD 

Annual Internal EPI 
funding rate 
(share of nat'l 
budget in 
overall EPI 
funding) 

Compiling 
compatibility 
data 

Information 
documentation; 
Advocacy to 
increase fluidity 
of funding 
procedures 

National 
 

NDEPI-
PHC; PFD; 
FMRD 

Monthly Consumption 
of public funds 
available to EPI 

Compiling 
compatibility 
data 

Advocacy to 
increase fluidity 
of funding 
procedures 

Health 
Zone / 
Commune 

HZ Monthly Visitation rate;  
Recovery rate;  
Consumption 
of CF available 
to EPI 

Collecting data 
on SNIGS aids 
(tracking 
sheets; B5-a; 
expense 
tracking sheet)  

Sharing 
information with 
the NDEPI-PHC 
(SIB) with HZDD 

Health 
area 

HC Monthly Visitation rate;  
Coverage rate; 
Consumption 
of CF available 
to EPI 
 

Collecting data 
on SNIGS aids 
(tracking 
sheets; B5-a; 
A12)  

Sharing 
information with 
the NDEPI-PHC 
(SIB)  

 
Component: Management 
 

Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information 

Quarterly Proportion of 
health zones 
implementing 
planned EPI 
activities in 
budget  

Tracking 
sheets, 
supervision 

Feedback; 
decision-
making 

National 

 
 
NDEPI 
PFD 
NDPH 
HZDD 

Quarterly  Propr. of 
communes with 
quality monthly 
reports (C7, C8) 
for the last 5 

Supervisions, 
validation 

Feedback; 
decision-
making 
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Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information 

years 

Quarterly Proportion of 
health zones 
implementing 
planned EPI 
activities in 
budget  

Tracking 
sheets, 
supervision 

Feedback; 
decision-
making 

Département 

 
 
 
 
SEPS, 
HPPD 

Quarterly  Propr. of 
communes with 
quality monthly 
reports (C7, C8) 
for the last 5 
years 

Supervisions, 
validation 

Feedback; 
decision-
making 

HZMT Monthly Proportion of 
private health 
facilities 
involved in 
immunization 

Summary of 
immunization 
activity reports 
from private 
facilities 

Integration w/ 
HZ statistics, 
transmission 
up hierarchy 

HZMT  
Monthly 

Proportion of 
communes 
providing 
support for 
outreach strategy 
vaccinator 
agents  

Monitoring of 
A12 sheets 
(accounting 
documents) 

Decision-
making 

Health Zone 
/ Commune 

HZMT Twice 
yearly 

Proportion of 
model agents 
identified in EPI 
who were 
motived 
(rewarded) 

Results of the 
biannual 
monitoring of 
EPI activities 
and CF 

Sharing and 
motivation of 
model agents 

Health area 

HC, COGES Monthly Proportion of 
private health 
facilities 
involved in 
immunization 
 
 
 
 

Summary of 
immunization 
activity reports 
from private 
facilities 

Integration w/ 
health area 
statistics, 
transmission 
up hierarchy 
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Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information 

HC, COGES Monthly Proportion of 
communes 
providing 
support for 
outreach strategy 
vaccinator 
agents  

Filling out and 
transmitting 
A12 sheets 
(accounting 
documents) 

Decision-
making 

 

Component: Capacity building 
 

Level 
Structure in 

charge of 
monitoring 

Monitoring 
frequency 

Principal 
monitoring 
indicators 

Mechanisms 
for data 

collection, 
transfer & 

analysis 

Use of the 
information 

National 

 
 
NDEPI/PHC 
 
 
 

 
 
 
Annual 

Proportion of 
agents 
involved in 
EPI who are 
trained 

Compiling 
information 
from DHDs 
(HPPD) 

To guide 
interventions 

 NDEPI/PHC 
 Twice yearly 

Proportion of 
HCs 
monitoring 
EPI data 
monthly 

Compiling data 
from 
HPPD/DHDs 
using Excel 
tools 

To monitor 
health zone 
performance 

Département HPPD Quarterly 

Proportion of 
agents 
involved in 
EPI who are 
trained 

Compiling data 
from health 
zones 

To guide 
interventions 

 HPPD Quarterly 

Proportion of 
HCs 
monitoring 
EPI data 
monthly 

Compiling data 
from health 
zones using 
Excel tools 

To monitor 
health zone 
performance 

HZ/ 
Commune HZMT Monthly 

Proportion of 
HCs 
monitoring 
EPI data 
monthly 

Collecting data 
from HCs using 
Excel tools 

To monitor 
health zone 
performance 
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VI. IMMUNIZATION SCHEDULE   

VI-1 Immunization schedule and type of vaccine 
Currently, EPI administers the following vaccines: BCG, OPV, DTP HepB + Hib, YFV 

and MCV. With the introduction of the pneumococcal vaccine, the immunization schedule for 

EPI will be as follows:  

 
Table XI: Routine EPI immunization schedule 

 
 

The type of vaccine that will be used is the one recommended by WHO, the conjugated 

vaccine (PCV- 13 valent) in liquid form in 2-dose vials. 

 

VI-2 Vaccine administration  
The pneumococcal vaccine will be administered to all targeted children 0-11 months of 

age who come to immunization stations starting on the official vaccine launch date throughout 

the entire country, since this vaccine is not combined with others. All children who come for 

the first dose of their DTP + HepB + Hib series will also receive a pneumococcal vaccine 

injection until their immunization series is completed. Those who come for the 2nd and/or 3rd 

dose of DTP will receive the corresponding pneumococcal vaccine to complete the previously 

Options for the introduction of the pneumococcal vaccine 
EPI Immunization Schedule /Benin 

Current schedule vs pneumococcal schedule 
 

Current Vaccines  
 

Age Consultation 
planned  
with EPI  

Current Vaccines 
 

 
 

With pneumococcal vaccine 
 

 Birth  0  OPV 0  BCG OPV 0  BCG 
6 weeks 1  OPV 1 DTP1 + HepB1 + 

Hib1 
 

 OPV 1 DTP1 + HepB1 
+Hib1  
– Pneumo1 
 

10 weeks 2  OPV 2 DTP2 + HepB2 + 
Hib2 
 

 OPV 2 DTP2 + HepB2 
+Hib2  
– Pneumo2 
 

14 weeks 3  OPV 3 DTP3 + HepB3 + 
Hib3 
 

 OPV 3 DTP3 + HepB3 
+Hib3  
– Pneumo3 
 

9 months 4   YFV + MCV  YFV + MCV 
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started series. There will not be any catch-up immunization for this vaccine. The pneumococcal 

vaccine will be administered via an intramuscular injection in the anterolateral area of the 

thigh. If the child must receive more than one injection during the same visit, these injections 

should be given in different thighs. The standard paediatric dose for pneumococcal vaccine is 

0.5 mL. 

VI-3 Pneumo vaccine requirements 2010-2013 
The requirements listed below were calculated by using the a logistics forecasting tool 

and the following parameters: target population of 4.1% of the total population, 3 doses of 

vaccine, a coverage target of 50% the first year of introduction (2010) and 97% in following 

years, and a wastage rate estimated at 5%. 

 
Table XII: Vaccine requirements 2010-2013 
 
 2010 2011 2012 2013 
PCV (doses) 831,500 1,070,000 1,129,000 1,178,000 
AD syringe, 0.5 
mL 

594,000 1,129,000 1,191,000 1,243,000 

Safety boxes 6,000 12,000 12,000 13,000 
 

A safety stock must be planned for 2010, the year the pneumococcal vaccine is 

introduced. 

Given the vaccine requirements for 2011 (the year the vaccine will be used for the entire 

12 months), the safety stock should correspond to 25% of the 2011 requirements, i.e. 1,070,000 

doses x 25%: 267,500 doses. Therefore the total vaccine requirements in 2010 becomes: 

564,000 + 267,000 = 831,500 doses of the pneumococcal vaccine. 

 

 
VII. INTRODUCTION OF THE MENINGITIS A VACCINE  

The MenAfriVac vaccine will be administered to targets aged 1 to 29 during an 

immunization campaign in the north and hill départements. A target sorting system will be set 

up at all immunization sites. 

The MenAfriVac vaccine will be administered as an intramuscular injection into the left 

deltoid. The standard dose for the MenAfriVac vaccine is 0.5 mL. 
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VI-3 MenAfriVac vaccine requirements 2012 
The requirements listed below were calculated by using the a logistics forecasting tool 

and the following parameters: target population of 70% of the total population, 1 dose of 

vaccine, a coverage target of 90% by the end of the campaign, and a wastage rate estimated at 

15%. 

 
Table XII: Vaccine requirements 2012 
 
 

Supplies 2012 
MenAfriVac (Targets)  2,593,973 

MenAfriVac (doses) 2,983,069 

AD syringe, 0.5 mL 2,983,069 

5cc dilution syringe  298,306 

Safety boxes  29,830 

 
 
 
VIII - ANALYSIS OF COSTS AND FUNDING  
 
VIII-1 Methodology 

The methodology used is based essentially on the following documents:  

- Guide for the development of comprehensive Multi-Year Plans (cMYP); 

- The Costs and Funding analysis tool for multi-year planning (Version 2.5 - March 211 

/sic/); this is the new guide for the development of a cMYP for immunization to 

strengthen, improve and harmonize the various planning processes for immunization at 

the national level. These new guidelines are based on the models of the existing multi-

year plan, onto which cost, financing, and co-financing elements developed under the 

aegis of the Financial Sustainability Plan for vaccination (FSP) are added. 

 

The year 2008 was used as a reference year to calculate past EPI costs (the first 

complete budget year before the current year). The average exchange rate used for 2008 is US$ 

1 per 450 CFA francs. This exchange rate was obtained from the UNDP office in Cotonou.  
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VII-1–1 Methodology for determining past costs 

�  The shared costs for personnel involved in immunization at all levels were determined 

as a function of the average amount of time devoted to immunization and the outreach 

strategy, based on information from facilities. The time devoted by personnel to 

programme activities varied from 74.77% at the national level to 22.0% at the 

département level, 13.95% at the health zone level, and 24.46% at the health centre 

level. In all, the average time devoted to outreach strategy activities was estimated at 

74.08% in 2008 versus 16.9% in 2005, which demonstrates how the actors have 

matured and are determined to perform well. 

�  On the basis of the salary structure in effect in Benin, the average indicators for 

payment in each category of personnel were determined. This permitted evaluation of 

the annual financial cost while taking account of payments and contributions to the 

National Retirement Fund (FNR).  

�  The personnel salaries of WHO and UNICEF, which are used as EPI focal points, were 

not supplied by these two institutions. 

�  A set amount of 1000 FCFA was used as the amount of reimbursement given to 

vaccination agents at the time of outreach immunization sessions in villages. 

Nonetheless, it is useful to note that the payment of this sum was tied to the community 

financing resources available. The lack of stability in motivating the actors in the 

outreach strategy is one source of the weakness in improving the performance 

indicators at this level. It is therefore essential to consider, at the national level, easing 

Community Funding and making outreach strategy activities sustainable. 

�  With regard to cold chain equipment and vehicles, the data used relate to information 

current at the time of monitoring and to the management base for cold chain equipment 

and of other vehicles.  

�  For the cost of capital calculation (amortization), the usable life11 of the cold chain 

equipment has been estimated at five years.  

�  The costs of buildings and general expenses were taken into account. 

 
VIII-1-2 Methodology for determining past financing 

The working group collected new data from the partners and the technical directorates 

of the ministries concerned.  

                                                
11 Usable life: usable time to plan for equipment renewal 
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Sources of financing and data on the contribution of local communities were not 

available. Nonetheless, the community contributed through Community Funding (CF) 

revenues. The groups charged with resource management are called management committees 

(COGES), and are structured by level in the health pyramid. For the country as a whole, the CF 

is intended for payment of: 

- outreach strategy-related compensation; 

- transportation and delivery costs of the vaccines; 

- transportation costs for the outreach strategy; 

- costs for maintenance of cold chain equipment and motorbikes; 

- bonuses paid to public criers and community relays; and  

- shared transportation costs.  

Internal financing is here considered as part of the national budget, community funding, 

and the “HIPC” fund. External financing includes funds allocated by GAVI/GVF and external 

partners (bilateral and multilateral organizations and NGOs/associations). 

 
VIII-2 Quantitative data on costs and financing in 2008 
 
VIII-2-1 Costs of EPI in 2008 
 

The total cost of immunization activities including vaccine supplies and other 

investments during 2008 was on the order of $12,493,338. 

Routine immunization integrating shared costs represented US$ 8,351,813, or 67% of total EPI 

costs in 2008. Immunization campaigns cost US$ 4,141,525, or 33% of total EPI costs in 2008.  

The cost of vaccines and injection materials was $ 5,837,153, or 46.7% of overall 

programme costs. This is because multiple immunization campaigns were organized (4 rounds 

against polio, including 1 national and 3 local, plus 1 national measles campaign).  

The cost for a child completely vaccinated with DTP3 was US$ 27.30, which includes 

the cost of the vaccines, injection materials and other operational costs.  

 
Table XII : EPI economic and financial indicators in 2008 
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Costs specific to routine EPI in 2008 are structured as follows:  

�  The first cost category is new and under-used vaccines (52%)  

�  The second is vehicle costs (22%) 

�  The third is basic vaccines (9%)  

�  Transportation costs account for 7% 

�  Personnel costs account for 4%  

�  Other recurring costs account for 3% 

�  Cold chain costs are estimated at 1% 

 

Chart 3: Profile of costs specific to routine EPI 
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VIII-2-2 Routine EPI Financing in 2008 

 
In 2008 in Benin, internal funding covered 34% of EPI-specific costs. GAVI funded 

over half of the routine EPI-specific costs (54%), and other partners (WHO, UNICEF, USAID, 

EU, etc.) contributed up to 12%. Internal funding covered a portion of the purchasing costs for 

basic vaccines, injection materials, personnel salaries, per diems for outreach strategies and 

surveillance/monitoring, transportation and cold chain maintenance. GAVI primarily covered 

the costs of purchasing basic vaccines and injection materials. The other partners mainly 

funded short-term training, disease control and surveillance activities, and program 

management costs. However, funding from internal resources must be increased to achieve 

vaccine independence. 

 
Chart 4: Profile of funding for routine EPI-specifi c costs 
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VII- 3 COSTS AND FUNDING OF EPI, 2009-2013 

VIII-3-1 Methodology 

VIII-3-1-1 General methodology 
The data for the 2008 baseline year and projections of future resources were recorded in 

the data and financing entry filed in Excel format using the methodology recommended in the 

manual for the calculation of cMYP costs.  

 

VIII-3-1-2 Cost projection methodology  
Once the Excel file was completed, cMYP activities were reviewed in order to account 

for budgetary constraints and to be more efficient. The costs presented here are the results of 

that revision.  

Activities in social mobilization, training, surveillance, and program management were 

budgeted on the basis of the resources necessary to achieve them, and then included in the 

Excel file. In view of the results obtained in the NID first round 2009, strengthening of social 

mobilization activities became urgent. 

 

VIII-3-1-3 Funding projection methodology  
The assignment of risk was categorized as follows:  

�  Risk 1 is assigned when financing is assured; 

�  Risk 2 when financing is likely. 

Consequently, the following were put under Risk 1:  

- Internal financing (community, funds from HIPC debt reduction, regular State budget); 

- Funding to the EPI provided in an explicit agreement (WHO biennial, GAVI grant 

funds, etc.).  

and the following were categorized as Risk 2:  

- Projection of usual funding;  

- Strategies to improve the financial sustainability of the EPI (growth in the budget of 

various lenders, GAVI grant funds to ISS and HSS purposes, etc.). 

Funding intention-based allocation was the subject of an agreement with partners based 

on past funding and current plans.  

 

VIII-3-2 Resource requirements 2009-2013 
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Tables XII and XIV and charts 5 and 6 show financial resource requirements for the period of 
the cMYP. 

In order to achieve the targets set for the 2009-2013 period, the overall financial 

resource requirements are estimated at US $120,616,957 over this period. This cost is 

distributed by year as follows:  

 
 
Table XIII:  Summary of EPI Resource Requirements from 2009 to 2013 
 

Year 2009 2010 2011 2012 2013 Total 
Total costs 
(US$) $20,775,562 $15,891,744 $20,857,567 $35,660,129 $27,431,954 $120,616,957 

Specific costs $19,383,303 $14,434,673 $19,332,539 $34,014,281 $25,708,908 $112,873,705 

Shared costs $1,392,259 $1,457,071 $1,525,028 $1,645,848 $1,723,046 $7,743,252 

Routine 
recurring costs $7,156,623 $7,840,577 $13,201,295 $20,269,948 $19,624,559 $68,093,003 

Annual growth 
rate (%) 66 -24 31 71 -23  

 
There was a 66% increase in 2009 as compared to the 2008 baseline year. This is due to the 

large number of campaigns initiated in 2009 (yellow fever and 6 rounds against polio). 

Between 2009 and 2013 total EPI costs grew from $ 20,775,562 to $ 27,431,952, an increase of 

32%. However, we see a “saw tooth” progression over this period, with a decrease in total costs 

in 2011 compared to 2010 due to fewer immunization campaigns, an increase in costs in 2011 

due to the introduction of the pneumococcal vaccine, and a peak in 2012 due to the 

introduction of the rotavirus vaccine and the meningitis campaign. Costs fall in 2013 compared 

to 2012 because the only campaign planned is against polio. 

 

 Chart 5: Projection of Resource Requirements 
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The share of healthcare costs for routine EPI and campaigns, integrating shared costs, went 

from 13.3% in 2008 to 17.3% in 2009, then zigzags to reach 13.1% in 2013. When looking at 

routine immunization alone, the share of healthcare costs for routine EPI, integrating shared 

costs, decreased from 8.4% in 2008 to 7.7% in 2009, then dropped to 6.5% in 2010 before 

growing between 2011 and 2012 (9.2% to 11.7%) then falling back to 10.2% in 2013. In terms 

of EPI sustainability, in 2009 total EPI expenses should have required 46% of government 

health spending (to reach 50.2% in 2012 and 34.9% in 2013). However, in reality, resources 

mobilized generally for EPI only account for a small portion of the resources allocated to the 

health sector by the Government. Strategies must therefore be developed to mobilize resources 

at the national level to ensure vaccine independence. Estimating the mobilization of financial 

resources as a per capita contribution for cMYP sustainability would require about $2.24 per 

person in 2009. This amount increases to $3.58 in 2012 (including campaigns and routine 

immunization).  
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Chart 6: Analysis of Financial Sustainability  

 

 

 

In terms of new vaccine introduction, Benin should overall finance US$ 2,875,809. This 

amount is exclusively intended for the purchase of vaccines.  

 

Table XIV:  Summary of Benin’s Co-Financing from 2009 to 2013 
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VIII-4 Analysis of Funding from 2009 to 2013      
 

 VIII-4-1 Analysis of assured funding   
As shown in the chart below, external sources provide the most support to assured funding, at 

74%, of which GAVI funding accounts for 50% The Government (Community Funding and 

HIPC funds included) provides up to 26% of the funds. The overall financial deficit for the 

period from 2009 to 2013 is US$ 50,682,205 or 45% of total costs if only assured funding is 

considered (excluding shared costs). At this rate, it would be impossible to conduct 

immunization activities with the new vaccines in the absence of the resources expected from 

GAVI. Because of the negative consequences of disease both inside and outside the country, it 

is imperative to assure the availability of the resources currently expected from GAVI and to 

plan to mobilizer resources from other actors and potential stakeholders. 

 

Graph 7: Projection of Assured Financing and Gaps 
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VIII-4-2 Analysis of assured and probable funding 
By merging the assured and probable financing, it can be seen that the expected share of 

external resources for programme funding is also high. However, in looking at assured and 

probable funding, the funding gap is completely covered over the period of the cMYP. 

 

Chart 8: Project of Secured and Probable Funding and Gaps 

 

 

The chart below shows that gaps vary from one year to another. In 2012 and 2013, the gaps 

mainly represent vaccines and injection materials. 

 

Chart 9: 
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 Because wellbeing is such an excellent factor of significant improvements in growth, 

increasing healthcare resources is absolutely necessary as part of achieving GPRS targets. The 

time and resources devoted to managing diseases and deaths could be converted to revenue-

generating activities or development investments. It is apparent that combating EPI disease-

related morbidity and mortality is a relevant variable in any development process. To ensure 

vaccine independence and support investment in human capital, specific taxes should be 

planned to benefit the development of all aspects of wellbeing. Because the EPI in Benin is 

strongly dependant on external funding, it is essential that the strategies laid out in this 

document to mobilize more resources, both internal and external, be implemented effectively 

so that planned activities can be carried out and fixed targets can be reached.  

 

 
IX CMYP IMPLEMENTATION STRATEGIES 
 

The strategic plan is the essence of the cMYP for the period from 2009 to 2013. This document 

introduces the strategy for achieving financial sustainability and, in the long term, to ensure the 

“financial autonomy” of the EPI. It takes into account assets and constraints, and the 
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opportunities and risks associated with future funding (see section 5.2). It proposes both short- 

and medium-term measures to be taken by the Government and its partners. The strategy 

chosen is thus appropriate to both Benin’s situation and its possibilities. The expected effect is 

to have the funds needed to implement activities. This will make it possible to improve 

immunization coverage and, by so doing, to reduce the mortality and morbidity associated with 

vaccine-preventable illnesses. This strategic plan primarily revolves around mobilizing 

additional resources from national and external resources (see section 5.3.2), the reliability of 

resources (see section 5.3.3), and improving programme effectiveness so that it only requires a 

minimum of additional resources. 

 

IX-1 – Benin’s assets and constraints in terms of EPI financial sustainability 

IX-1-1 - Assets 
As part of the VII, Benin has financed vaccines and injection equipment since 1996 from the 

State budget (specific budget line for vaccine purchases). Benin has received HIPC funding 

since 2000. Some of the funds have been used to finance traditional vaccine and injection 

material purchases (instead of the national budget). In the context of the Bamako Initiative 

(community funding and participation), Benin uses part of the resources released by the sale of 

essential medicines to finance the EPI (funding the preventive with the curative). This level of 

funding is relatively significant, given the amounts released. Benin’s EPI has benefited since 

1996 from the existence of a foundation - called the “Benin EPI Foundation” - which collects 

donations from government companies to finance EPI activities (mainly the NIDs). Since 

August 2002, Benin has received support from GAVI/GVF for the introduction of new (Hep B) 

and under-used (yellow fever) vaccines. Moreover, in June 2005, it also received GAVI/GVF 

support for the introduction of the pentavalent (DTP-HepB-Hib) vaccine and support for 

injection safety (until 2007). The EPI has had an active ICC-EPI since 1998, as well as the 

commitment of several partners for EPI support (financial and technical). 

IX-1-2 - Constraints 
The prospects for economic growth are diminishing. This could lead to a reduction of tax 

income and therefore of the contribution level from the national budget to the various 

programs. GAVI/GVF support for injection safety ends in 2007. Similarly, co-financing started 

in 2008 for the yellow fever vaccine. Benin must therefore identify new strategies for funding 

the vaccines and injection materials financed up to this point by GAVI/GVF, particularly for 
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new vaccines, the cost of which are relatively high. The commitment of the partners in the 

medium- and long term cannot be determined for certain. 

 

IX-2 - Strategies and measures to enable mobilization of additional resources  
The strategies apply to both internal and external resources.  

IX-2-1 - Strategies to mobilize internal resources 
IX-2-1-1 – Measurements of the national budget contribution 

The worldwide economic crisis and Benin’s current budget constraints are reducing all the 

opportunities and possibilities of increasing the resources allocated to the EPI. However, given 

the priority nature of this programme, the share of the national budget contribution to the EPI 

will at least be increased in proportion to inflation and the rate of economic growth. More 

generally, to satisfy all the requirements of the sector, it is essential that the State increase the 

share of the budget allocated to the health sector gradually from 7% to 10% as recommended 

by WHO. In this process, priority will be given to the EPI. Doing this will require “Defining 

specific taxes to benefit health". 

 

IX-2-1-2 - Measurements of the HIPC funds contribution 

HIPC funds should continue to finance the EPI’s traditional vaccine and injection materials 

purchases. Moreover, HIPC funds should increasingly take over funding of the pentavalent 

starting in 2008, the yellow fever vaccine in 2011 (transfer of funding for new and under-used 

vaccines from GAVI/GVF to HIPC funds) and pneumo beginning in 2010. 

 

IX-2-1-3 Measurements of the local communities/communes 

As part of administrative decentralization, development action by local collectives is contained 

in the development plans of the communes. These decentralised structures play a decisive role 

in the social mobilization of the population. However, their financial contribution to the EPI is 

unknown. As a result, advocacy efforts must be started to incorporate EPI requirements into 

commune development plans. A study should to be made to establish the level of the 

contribution by local collectives to the EPI. Community funding (CF) contributes to the 

renovation of equipment (via the amortization accounts set up in Benin in the context of the 

Bamako Initiative) and to the funding of outreach and mobile strategy vaccination activities 

(per diems, fuel, maintenance - repairs). In this context, the share of community funding 

allocated to the implementation of EPI activities will be increased from 3% to 10%, 



 

 97 

particularly to make the payment of per diems part of outreach strategies a general practice, and 

for the contribution by centres to the renovation of equipment and the purchase of spare parts.  

 

IX-2-1-4 - Measurements of internal non-governmental sources 

The Benin EPI Foundation will be called on increasingly to advocate to businesses to finance 

routine and supplementary vaccination activities. 

 

IX-2-2 - Strategies to mobilize external resources 
 

IX-2-2-1 - Measurements of the GAVI /GVF contribution 

With the prospect of pentavalent vaccine funding by GAVI/GVF coming to and end, a country 

co-funding mechanism was instituted in phase II of GAVI support. The objectives of co-

funding are to support the public health impact of new vaccines, increase pressure to decrease 

vaccine prices, and help the country continue its path towards financial sustainability. Co-

funding is in effect for the period from 2006 to 2015 for pentavalent vaccine. A progressive 

increase in payments by the country up to the level of the target payment will be incorporated. 

This mechanism is based on a contract signed between GAVI and the country. 

  

IX-2-2-2 Measurements of EPI partners’ contributions 

An advocacy case will be made during ICC-EPI meetings to: ensure that partners contribute to 

the funding of EPI activities per scheduled activities, especially supplementary activities, 

equipment, and integrated disease surveillance; inform regional offices and headquarters 

(UNICEF, WHO, USAID, EU) of the campaign schedules chosen by the ICC for the period of 

the cMYP, to help our partners mobilize the necessary funds; and redeploy resources budgeted 

by partners as needed. 

 

IX-2-2-3 Strengthening intra- and inter-sectorial collaboration  

Intra-sectorial collaboration will be strengthened to ensure that the resources necessary to 

implement activities are made available, particularly for personnel and equipment during 

supplementary immunization activities (SIAs). Inter-sectorial collaboration will also be 

strengthened, in particular to ensure the appropriate and timely allocation of resources and 

mobilization of the population. The EPI ICC and the Meetings of Partners will be used as a 

framework to coordinate interventions. 
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IX-2-3 Action plan to mobilize adequate resources  

The following tables show the main strategy, actions, party responsible for implementation, 

estimated cost of implementation, progress indicator, and its value.
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Table XV: Action plan of specific measures to mobilize adequate resources 
Main strategy Actions Responsible 

parties 
Start date Est. cost of 

implementati
on 

Progress 
indicator 

Current 
indicator 
status 

Expected 
outcomes  

Update the 2009-2013 
cMYP of the EPI with 
program costs and gaps 

NDEPI/PHC  March 2009 0.00 % increase in 
the portion of 
the State budget 
allocated to EPI 

Completed The 
contribution 
of the national 
budget to the 
EPI will at 
least be 
increased in 
proportion to 
inflation and 
the rate of 
economic 
growth 

Draft the communication 
for the presentation of 
the cMYP in the Council 
of Ministers  

NDEPI-PHC / 
Minister of 
Health 

April 2009 0.00    

Measurements of 
the national budget 
contribution: 
Advocate for 
increasing the share 
of the State budget 
allocated to the EPI 

Present the cMYP in the 
Council of Ministers 

Minister of 
Health 

April 2009 $ US 1,000    
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Main strategy Actions Responsible 
parties 

Start date Est. cost of 
implementati

on 

Progress 
indicator 

Current 
indicator 
status 

Expected 
outcomes  

Present cMYP to the 
National Assembly  

Minister of 
Health 

October 
2009 

    

Advocate for initiating 
specific taxes to benefit 
health12 

      

Measurements of 
the HIPC funds 
contribution: 
Advocate for 
increasing the share 
allocated to EPI 

Draft the advocacy 
document 

NDEPI/PHC December 
2009 

$ US 500 % increase in 
HIPC funds 
allocated to the 
EPI 

 Yellow fever 
vaccine is 
being 
purchased 
using HIPC 
funds 
beginning in 
2008 

                                                
12 The rational at this level is that products such as tobacco, alcohol and other products harmful to health be heavily taxed and that approximately 20% of this income go 
directly to finance health, including investments (all inputs required for immunizaiton) in immunization generally.  
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Main strategy Actions Responsible 
parties 

Start date Est. cost of 
implementati

on 

Progress 
indicator 

Current 
indicator 
status 

Expected 
outcomes  

Assess the contribution 
of local collectives to the 
EPI 

NDEPI January 
2010 

$ US 1,500  % of communes 
receiving 
contribution 
from local 
collectives  

ND 90% of 
communes 
receiving 
contribution 
for the EPI 

Measurements of 
the local 
collectives/commun
es: Advocate for 
increasing the 
contribution from 
local collectives 

Present the EPI cMYP 
with program costs and 
gaps to the senior 
officers of local 
collectives (mayors and 
Prefects) 

SG/MoPH April 2010     

Measurements of 
internal non-
governmental 
sources: Advocate 
for increasing the 
CF contribution to 
the EPI 

Present the EPI cMYP 
with EPI costs and gaps 
to DHD, the members of 
HZMT and COGEC / 
COGEA  

SG/MoPH December 
2009 

 % of CF 
contribution to 
the EPI 

On average 5% 
for the whole 

country 
(estimate) 

Increase the 
CF share of 
the EPI from 
7% to 10% 

Measurements of 
the GAVI /GVF 
contribution 

Incorporate the 
rescheduling of the 
GAVI/GVF contribution 
into the cMYP 

NDEPI/PHC November 
2009 

0.00  Completed Support 
staggered over 
8 years 
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Main strategy Actions Responsible 
parties 

Start date Est. cost of 
implementati

on 

Progress 
indicator 

Current 
indicator 
status 

Expected 
outcomes  

Notify the GAVI 
secretariat in writing of 
the request signed by the 
EPI ICC members 

MoPH May 2009 0.00    

Give new impetus to the 
operation of the EPI ICC 

SG/MoH January 
2010 

0.00    

Continue quarterly 
meetings of the EPI ICC  

NDEPI/PHC January 
2010 

$US 1,000  % of meetings 
held 

75% 100% 

Extend the composition 
of the ICC to other 
partners and General 
Directorates  

Minister of 
Health  

November 
2010 

0.00    

Measurements of 
the EPI partners’ 
contribution 

Seek financial partners 
for health zones that do 
not have them to finance 
the EPI 

HZ 
Coordinating 
Doctors 

January 
2010 

0.00 % of health 
zones able to 
finance the EPI 

75% (estimate) 100% 
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Main strategy Actions Responsible 
parties 

Start date Est. cost of 
implementati

on 

Progress 
indicator 

Current 
indicator 
status 

Expected 
outcomes  

Organize weekly 
meetings of the EPI ICC 
technical group 

NDEPI/PHC January 
2010 

0.00 % of weekly 
meetings held 

50% 90% 

Organize quarterly 
meetings at the national 
level to monitor and 
evaluate EPI and IDSR 
activities 

NDEPI/PHC January 
2010 

$US 18,000 
($US 4,500 x 
4 meetings) 

% of quarterly 
meetings held 

50% 90% 

Organize quarterly 
meetings at the 
department level of the 
departmental Committee 
managing EPI and IDSR 
activities  

Prefects January 
2010 

US$ 6,000 
(US $250 x 4 
meetings x 6 
départements) 

% of quarterly 
meetings held 

0% (Structures 
installed in 

January 2007) 

80% 

Improvement of 
intra- and inter-
sectorial 
collaboration  

Organize monthly 
meetings at the commune 
level to monitor EPI and 
IDSR activities  

Mayors January 
2010 

US$ 30,800 
(US$ 100 x 4 
meetings x 77 
communes) 

% of monthly 
meetings held 

 80% 
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IX-2-4 - Strategies and measures to make resources more reliable 
 
IX-2-4-1 Budget-related strategies  
The aim is to ensure compliance with the newly-instituted budgetary procedures to ensure 
credits are made available within the required timeframe at the peripheral levels, and to 
facilitate their use.  
 
IX-2-4-2 - Strategies related to the disbursement of funds and treasury management  
The complexity of national and development partners’ budgetary procedures makes it difficult 
to access funds and to have them disbursed. As such, the following measures are proposed: 
Advocate for partners to organize an information workshop for financial and accounting 
services personnel and programme directors from the Ministry of Health on the accounting 
and financial procedures of their institutions. Have the FMRD organize training and retraining 
workshops on public expenditure procedures. In addition, the payment of invoices to UNICEF 
for vaccine purchases causes problems on a regular basis because funds are not available in 
State coffers or because they are disbursed quite slowly. The measures proposed to resolve 
this problem are as follows: Improve planning for expenditure payment (disbursement) so that 
vaccine purchase invoices are paid on time; set up a structure for making priority 
disbursements within the Treasury General Directorate; transform the credit line reserved for 
vaccine purchases into a subsidy to allow funds to be disbursed in a lump sum.
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Table XVI:  Action plan of specific measures to make resources more reliable 
Main strategy Actions Responsible 

parties 
Start date Est. cost of 

implementat
ion  

Progress 
indicator 

Current 
value of 
the 
indicator 

Outcomes  

Budget-related 
strategies  

Support the coordinating doctors 
from health zones with the newly-
introduced budgetary procedures, 
to facilitate the use of credits.  

FMRD January 2010 US$ 2,500  % use of 
credits by 
health zones  

75% 
(estimate) 

100% 

Strategies related to 
the disbursement of 
funds and treasury 
management 

Advocate to partners to control 
accounting and financial 
procedures. Organize information 
workshops for financial and 
accounting services personnel and 
programme coordinators from the 
Ministry of Health on the 
accounting and financial 
procedures of partner institutions 
in the sector. Have the FMRD 
organize training/ retraining 
workshops on public expenditure 
procedures 

NDEPI FMRD 
WHO UNICEF 
USAID 
WORLD BANK 
FMRD 

February 2010 
March 2010 
February 2010 

US$ 0.00  
US$ 2.,00  
US$ 1,500  

% of staff 
briefed 
% of staff 
trained 

40% 
(estimate) 
75% 
(estimate) 

100% 
100% 
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IX-2-5 Strategies and measures to increase the effectiveness of resource use 
 
IX-2-5-1 - Reducing wastage rates 
 
The national summary of 2008 wastage rates is acceptable with the exception of the DTP-
HepB+Hib level, but this hides disparities seen at the health centre level for freeze-dried 
vaccines. 
- OPV:  12%  
- DTP-HepB-Hib: 17%  
- YFV:  36 % 
- MCV:  30%  
- TT:  12%  
- BCG:  41%  
 
Wastage rates were reviewed in view of current realities; from now to 2013, wastage rate 
targets are fixed at: 
- OPV:  15%  
- DTP-HepB+Hib:  10%  
- YFV:  45 % 
- MCV:  45%  
- TT:  15%  
- BCG:  50% 
- Pneumococcus vaccine: 5% 
- Rotavirus vaccine: 5% 
 
IX-2-5-2 Open vials policy 
Complete familiarity with the open vials policy by EPI actors is a way of reducing vaccine 
wastage considerably. This will result in a reduction of the cost of purchasing the traditional 
vaccines required and in improved availability of vaccines. In the context of enhancing the 
capabilities of EPI actors, training/retraining sessions with the WHO MLM modules will be 
organised systematically for new health centre workers on EPI management and the open 
vials policy in particular. These arrangements will enable the programme to perform well in 
reducing vaccine wastage.  
 
IX-2-5-3 Cold chain maintenance  
There is a plan to train immunization agents in the use of cold chain materials. Cold chain 
equipment is an important and essential element of the programme. The implementation of 
the maintenance plan for this equipment will help to improve its operation and guarantee 
optimum conditions for vaccine storage and hence high-quality immunization. Particular 
attention will be given to training EPI actors in the use and preventive maintenance of CC 
equipment.  
 
IX-2-5-4 Improving the quality of planning and management at all levels 
These strategies require building the capabilities of actors to prepare strategic plans and 
operational plans of action (3YDP, programme budgets and micro plans) at the health zone 
and commune levels. Priority will be given to the beneficiary participation approach to ensure 
that these plans are both appropriate and effectively implemented. 
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IX-2-5-5 Mobilizing the population for better participation in immunization activities, 
especially in the outreach strategy  
Greater involvement of local actors, particularly local elected officials, COGECs, community 
relays and associations, will improve participation by mothers in immunization sessions.  
  
IX-2-5-6 Dropout reduction target 
In 2008 the dropout rate between DTP HepB-Hib 1 and 3 was 12%. This rate must be brought 
down below 10% in 2013 in 90% of communes. In order to do this, the following actions 
must be taken: 
Intensify the social mobilization strategy 
Improving the social mobilization strategy should help increase coverage by reducing the 
dropout rate. This strategy should to be aimed at target communities, administrative structures 
and their constituent parts.  
Combination of fixed and outreach strategies  
For both the fixed and the outreach stations, priority will be given to seeking synergy of 
action through regular immunization activities, every contact and an active search for 
dropouts.  
Active search for dropouts  
Actively searching for dropouts requires a population census and the introduction of a search 
system (ledger, journal, register) in all medical facilities that provide vaccination. The 
members of COGECs, associative structures, Village Administrative Delegates, and 
community relays will be able to pursue these activities. 
Reduction of missed opportunities 
At this level, the strategy consists of verifying and updating the vaccination status of every 
child and every woman of childbearing age who visits a medical facility, regardless of the 
reason for the visit. Implementing this strategy may lead to vaccine wastage, especially for 
freeze-dried vaccines. However, for liquid vaccines, the opened vials policy should make it 
possible to reduce wastage.  
 
IX-2-5-7 Ability to manage vaccine stocks 
Stock shortages  
 Shortages of vaccine and injection material stocks will be avoided by diligent implementation 
of the national plan for supplying and distributing vaccines and injection materials to 
peripheral medical facilities. This plan should follow the supply schedule adopted by each 
level. The priority for the refrigerated truck will be to re-stock départements and regional 
units.  
Cold chain adequacy 
This involves building the skills of agents at various levels in determining storage capacity 
expressed as volume and organizing periodic evaluations of vaccine storage capacity 
expressed in volume occupied by level.
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Table XVII:  Action plan concerning measures to increase the effectiveness of resource use 
Main strategy Actions 

Responsible 
parties 

Start date Est. cost of 
implementation 

Progress 
indicator 

Current indicator 
status 

Expected outcomes  

Reduction of 
antigen wastage 

Train/retrain actors at the 
intermediate and decentralised 
levels in EPI management, 
disease surveillance and cold 
chain maintenance 
- Supervise vaccination 
structures on a regular basis  

NDEPI-PHC 

NDEPI-PHC 

DHD HZMT 

July 2009 
July 2009 

US$ 147,842  
US$ 1,241,563  

Antigen wastage Antigen wastage rates in 
2005:  

- OPV: 30%  
- DTP-HepBHib:12% 

 - YFV: 50%  
- MCV: 50%  
- TT: 25%  

- BCG: 50%  

By 2011, antigen wastage 
rates are reduced to:  
- OPV: 19% 
- DTP HepB-Hib: 10% 
- YFV: 35% 
- MCV: 35% 
- TT: 18% 
- BCG: 35% 

Ability to 
manage vaccine 
stocks  

Approve the vaccine and 
injection materials stock 
management tracking table 
monthly with the EPI ICC 
technical sub-committee 

NDEPI-PHC January 2009 0.00 Rate of antigen 
shortages during a 
given period 

- DTP-HepB-Hib: 0% 
-YFV: 0% 
- MCV: 0% 
- TT: 0% 
- BCG: 0% 

The EPI antigens are 
available at all levels of 
the health pyramid 
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Main strategy Actions 
Responsible 
parties 

Start date Est. cost of 
implementation 

Progress 
indicator 

Current indicator 
status 

Expected outcomes  

Ability to 
manage vaccine 
stocks 
(continued) 

Track the computerised 
management of vaccines and 
injection materials at the 
national, départemental and 
regional unit level 
Collect and analyse data on 
the consumption of vaccines 
and injection materials on a 
monthly basis 
Supply the départements and 
regional units with vaccines 
and injection materials in 
accordance with the 
established schedule 
Ensure the adequacy of CC 
equipment by periodic 
assessments of vaccine storage 
capacities expressed in 
volume occupied by level 

NDEPI 
NDEPI 
NDEPI 
NDEPI 

January 2009 
January 2009 
January 2009 
January 2009 

U$S 1,000 
US$ 0.00 
US$ 2,500 
US$ 0.00 

% of départements 
and regional units 
using 
computerised 
management tools 
Completeness of 
data by HZ 
% of health 
facilities with 
stock shortages 
% of HZs able to 
assess by volume 

80%  
30% 
0%  
20% (estimate) 

100%  
100% 
100% 
100% 

Communication Enhance routine EPI by social 
engagement activities 

NDEPI January 2009 $US 518.351  % population 
covered 

10% 100% 

Table XVIII:  Action plan concerning measures to increase the effectiveness of resource use (continued) 
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Main strategy Actions Responsible 
parties 

Start date Est. cost of 
implementatio

n 

Progress 
indicator 

Current value of 
the indicator 

Outcomes  

Reduction of 
drop-out rate 
between DTP1 
and DTP3  

Activate the active search 
for dropouts system 
Continue the bi-yearly 
monitoring of EPI and CF 
activities 
Improve the search for 
dropouts by using the 
census ledgers or any 
suitable medium 
 Improve the three 
traditional vaccination 
strategies and other 
strategies to ensure 
vaccination of targets by 
keeping to the programmes 
prepared in collaboration 
with the population (RED 
Approach) in the 50 
priority communes  

Head of 
Mission Nurse 
 Head of 
Mission 
Nurses 
Head of 
Mission 
Nurses 
Head of 
Mission 
Nurses 

January 2009 
January and 
July of each 
year 
January 2009 
January 2009 

250.000 (US$ 
1,000 x 50 
priority 
communes x 5 
years) 
510.000 (US$ 
1,200 x 85 
priority 
communes x 5 
years) 
US$ 0.00 
(Action coupled 
with “Activate 
the search for 
dropouts 
system”) 
US$ 0.00 
(Action coupled 
with “Activate 
the search for 
dropouts 
system”) 

Dropout rate 
between DTP-
HepBHib 1 and 
DTP-HepBHib 
3 

Dropout rate 
between DTP-
HepHib 1 and 
DTP-HepBHib 3 = 
12% in 2008 

Dropout rate between 
DTP-HepBHib 1 and 
DTP-HepBHib 3 < 10% 
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CONCLUSION 
 

Immunization is one of the most effective and efficient public health measures. It helps 

reduce poverty and is one of the priorities of the Government. When new vaccines are 

introduced, immunising children is a real challenge that requires long-term planning and, 

especially, mobilization of the resources needed to implement the planned activities. In this 

respect, the cMYP is a preferred tool for sustainability of the EPI. The effectiveness of the 

cMYP depends on all parties committing to mobilize the resources necessary for its 

implementation, and particularly on identifying an individual responsible for monitoring its 

implementation. The coordinator of the working party to draft the cMYP of Benin has already 

been identified so as to ensure success. On the asset side, Benin, as part of the VII, has been 

financing vaccines and injection materials since 1996 from the State budget (specific budget 

line for vaccine purchases). Benin has received HIPC funding since 2000. Some of the funds 

have been used to finance traditional vaccine and injection material purchases. Since August 

2002, Benin has been receiving support from GAVI/GVF for new vaccines, under-used 

vaccines and injection safety. To improve the financial sustainability of the EPI and its long-

term autonomy, this strategic plan primarily revolves around mobilizing additional resources 

from national and external resources, the reliability of resources and improving programme 

effectiveness so that it only requires a minimum of additional resources. While it is true that the 

prospects for economic growth and tax income are decreasing, the resources allocated to the 

health sector are actually increasing. The promotion of immunization is a form of investment in 

human capital. It is therefore important to give it particular attention to limit disastrous health 

expenses, which in future would cause already vulnerable populations to sink further into 

extreme poverty. It is appropriate that Benin’s government make an effort to increase the share 

of the budget allocated to the health sector to 10% of its general budget, with a greater increase 

in the allocation of resources to the EPI. It is also important to plan specific taxes to benefit 

healthcare to avoid drawing down provisional resources during an economic recession. In order 

to avoid the negative external effects of disease, the support of the Technical and Financial 

Partners is keenly awaited in the context of financing cMYP 2009 (with particular regard to the 

mobilization of probable resources). 


