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Executive summary
World Health Assembly (WHA), in 2005, adopted the « Global Immunization Vision and Strategies » (GIVS) which targeted a global objective for 2010: “Each country should reach the immunization coverage of, at least, 90% nationwide and of 80% in all health districts or administrative entities”. For 2015, GIVS recommends that countries maintain the coverage reached in 2010. This objective will contribute to meet the Millennium Objective of the Development, especially for its objective 4 which targets the reduction of the 2/3 of infant mortality among the under five infants by 2015.  

The Ministry of Health / Rwanda approved and aligned itself to this global perspective. The National Immunization Program, which wants to contribute in the process of achieving this objective, has already introduced, since 2002, Rwanda with support from partners, introduced successfully six life-saving vaccines (Hepatitis B vaccine, Haemophilus Influenzae type b, Pneumococcal Conjugate Vaccine, Rotavirus Vaccine, Humanpapilloma Virus Vaccine and Measles & Rubella combined vaccine). All these vaccines are co-financed by the Government with GAVI Alliance (based on the proportion defined by GAVI for low income countries). In addition to new vaccine introduction, the country was involved in integrating immunization approaches to increase and maintain vaccination coverage for all antigens. 
The current “Measles Second Dose vaccine introduction plan” analyzes the current situation of immunization program in the country, its goals and objectives, identifies introduction strategies and key activities for a smooth introduction. For this reason, a comprehensive cold chain analysis and of the other programmatic aspects of immunization services have been conducted and recommendations implemented. The development of this plan referred to most information from the following documents: 
· Updated comprehensive multi-year plan (cMYP) for immunization 2013 – 2017  
· Measles & Rubella vaccine introduction plan in 2013
· Cold chain and logistics assessment report, conducted in 2013
· EVM report, June 2014
· National Routine Immunization Coverage Survey report, conducted in March 2013
· Pneumococcal conjugate vaccine post introduction evaluation (PIE) report, conducted in April 2010
· Rotavirus vaccine post introduction evaluation (PIE) report, conducted in June 2013
· Measles-Rubella vaccine introduction plan in July 2012

· HPV introduction plan in July 2012
· “Global Immunization Vision and Strategies”, WHO, Geneva, May 2005.

The introduction of this vaccine will take into account the lessons learned from Pneumococcal conjugate vaccine  and Rotavirus vaccine post introduction evaluation (PIE) reports:  

· Strong policy maker engagement and government commitment is prerequisite to successful vaccine introduction
· Vaccine introduction requires rigorous planning, integrating different areas such as personnel training, cold chain evaluation to assure that current capacity is sufficient to accommodate the new vaccine, and the revision of management tools used in EPI in order to integrate information related to the new vaccine
· To assure parental acceptance, new vaccine introduction requires the development of key messages which take into account parental concerns
I. Introduction
Government of Rwanda is fully committed in achieving the mid decade goals 4 and 5 (MDG 4 and 5) by 2015. For this reason, it takes all the available opportunities to reduce considerably the mortality and morbidity among the targeted population. 
Rwanda, through its Vaccine Program, has a goal, the one to contribute to a better child survival by reducing the morbidity and the mortality due to immunization preventable diseases among the children < 5 years old. The Government of Rwanda already contributes, with the payment of immunization activity costs. In fact, today, all the traditional vaccines (BCG, OPV, Measles and TT vaccine) are being paid in full by the Government with the logistical support from UNICEF. 

Since 2002 to date, Rwanda with support from partners, introduced successfully six life-saving vaccines (Hepatitis B vaccine, Haemophilus Influenzae type b, Pneumococcal Conjugate Vaccine, Rotavirus Vaccine, Humanpapilloma Virus Vaccine and Measles & Rubella combined vaccine). All these vaccines are co-financed by the Government with GAVI Alliance (based on the proportion defined by GAVI for low income countries). 
In March 2013 in accordance with WHO’s recommendation, Government of Rwanda through Ministry of Health took advantage of the measles platform of two doses of measles vaccine to introduce rubella-containing vaccine (RCV) measles-rubella (MR) which is now in routine immunization system starting by January 2014 in the whole country. 

According to the last Routine Immunization Coverage Evaluation Survey conducted in March 2013, national first dose coverage of Measles is 97% while the demographic and health survey in 2010 showed that this coverage was 95%. This means that around 3% of target population is unvaccinated. Considering that the vaccine efficacy is 85% for children vaccinated with a single dose of Measles at 9 month of age, we note that a certain part of target population is vaccinated but non-immune. 
Because of this, EPI Rwanda wants to take advantage of measles platform of 2 doses of measles through the opportunity offered by GAVI to provide support vaccine to introduce a Second Dose of Measles-containing vaccination (MCV2) into its routine immunization Schedule.

As Rwanda has introduced MR in routine immunization and in accordance with the Strategic Advisory Group of Expert  recommendation, EPI Rwanda will use the same vaccine (MR) for both routine  doses as this simplifies vaccine procurement, logistics, recording and increasing coverage and decreasing vaccine wastage. As GAVI will provide support for Measles component only, Rwanda is committed to finance the Rubella component.
As the first dose vaccination (MCV1) is administered at 9 month of age, the MCV2 will be administered at 15 month of age in accordance with ICC recommendation.  
1. Measles suspected cases and confirmed cases 2009-2013
	Year
	Measles Suspected case
	Measles Igm+ 
	Line list
	Total measles confirmed cases(Lab and Epi link)

	2009
	254
	5
	0
	5

	2010
	517
	55
	66
	121

	2011
	347
	22
	8
	31

	2012
	752
	23
	52
	75

	2013
	691
	17
	0
	17


          Source: EPI annual reports 2009-2013
The current plan will identify strategies and main activities country should use to introduce the measles second dose into the routine immunization system. 
II. Socio Demographic Data
According to the report from the general census of the population and habitat (RGPH), conducted in 2012, the population of Rwanda at that time was estimated to 10,515,973 residents, of which 52% are women and 48% men.. According to the thematic report on population projections, Rwanda population in 2014 is 11,002,631.
The majority of Rwandan populations live in rural settings (83.5%). In terms of urbanization, Rwanda has one of the least urbanized populations in Africa. However, the census figures showed that the urban population has grown rapidly, increasing from 5.5% to 16.5% of the total population from 1991 to 2012. The population density in 2012 was 415 inhabitants per square kilometer.
The population of Rwanda is young, with one in two persons being under 19 years old. People aged 65 and above account for only 3% of the resident population. This has consequences in that the demographic dependency ratio, measuring the number of potential dependent persons per 100 persons of productive age, is 93 at national level. In other words, in Rwanda every 100 persons of an economically active age are theoretically expected to be responsible for 93 persons of inactive age. Urban areas have more young adults than rural ones, and thus the dependency ratio is only 67 compared to 100 in rural areas. 42% of the population living in rural areas is under 15 compared to only 35% in urban areas.

Table 01: Demographic data, Rwanda, 2012
	Provinces
	5

	Districts
	30

	Sectors
	417

	Total population
	10,515,973

	Annual population growth rate
	2,6%

	Annual birth rate
	2.9%

	Annual Surviving infants
	3.8%

	Infant Mortality Rate (IMR)
	50 per 1000

	Women at child bearing age
	25.10%

	Children < 5 years old
	14.6%


III. Health System Organization
The health system in Rwanda is organized as a three-level pyramid consisting of the central, intermediate, and peripheral levels. The central level includes the directorates of the Ministry of Health and the national reference hospitals. The intermediate level is represented by health districts and the primary reference district hospitals. The peripheral level is represented by the health centres which provide primary health care to the population within the health catchment area.

The central level, based in the capital city, is essentially responsible for the development of health policy and norms; it is also in charge of establishing strategies and guidelines that are provided to health services. Its role is also to conduct monitoring and evaluation of the health situation, as well as to coordinate resources at the national level.

The intermediate level helps the health centres to implement health policy and norms developed at central level. It trains and supervises health workers at the health centres, collects health data and analyses and sends feedback. The health district is responsible for managing all health problems for a well-defined population

The peripheral level is the operational unit represented by the health centers and takes care of a defined population in a given health catchment area. Health centers’ staff works with representatives from the community, plans and provides primary health cares to the population. Rwanda currently has 42 districts hospitals and 462 health facilities.

At district level, decision-making process is carried out in a collegial manner, by way of multiple committees. The management structures at district level include the district health committee, the hospital health committee, and the health committee of each health centre. The composition, role, and authorities of these different committees are well defined.

In order to assure the best client care possible, a tiered referral system consisting of three levels is in place, based on required technical competences and rational utilization of resources.

IV. Vaccine Preventable Diseases Division (VPD Division) situation 
4.1. Background information

The Rwandan Immunization Program, known as Vaccine Preventable Diseases Division, is one of the strongest immunization programs in sub Saharan Africa.  Created in 1978, Rwandan EPI became operational in 1980 with six antigens (BCG, OPV, DTP, measles vaccine and TT vaccine). Since 1999, the immunization coverage increased; it reached and maintained the coverage of 80% for all antigens. Since 2003, the proportion of health districts with DTP3 coverage of 80% and over continues to increase. 
In 2002, country introduced Hib and Hepatitis B vaccines combined with DTP vaccine (pentavalent vaccine). In 2009,2012 and 2013, pneumococcal conjugate vaccine, rotavirus vaccine and measles-rubella combined vaccine were introduced respectively into the routine immunization program. In 2011, VPDD, based on the high risk of cervical cancer in Rwanda, signed an MOU with Merck,  and introduced HPV vaccine to prevent this disease in the majority of adolescent girls aged 9 to 14 years. Since May 2014, HPV vaccine is introduced into the routine immunization program targeting adolescent girls aged 12 years old, with GAVI support.
From 2003 to 2013, Rwanda VPDD achieved and maintained measles coverage of more than 80%. At the same time, measles SIAs were conducted once every 2 to 3 years and reported high measles coverage (>95%). Though the high measles coverage was reported from year to year, measles outbreaks continue to occur in some bordering districts; Rubavu, Rusizi, Nyamasheke, Gisagara, Nyaruguru etc.   

The Rwanda VPDD is comprised of three principal components: routine vaccination, supplemental immunization activities, and surveillance for EPI preventable diseases.  
Since 1996, EPI has had a functioning Interagency Coordinating Committee (ICC).  This group includes senior officials from the Ministry of Health, representatives from different funding partners (WHO, UNICEF, USAID, etc.), and other parties interested in participating in this committee. The ICC remains open to new members who have interest in joining it.  The EPI ICC is active and, above all, plays a technical and advocacy role in support of the program.  ICC meetings are regularly held and their proceedings are approved through formal written minutes.  
The VPDD works in close collaboration with other divisions and programs of the Ministry of Health, as well as with health districts.  The program also maintains partnerships with different ministries, seeking their involvement in social mobilization, especially for national or local vaccination campaigns.  At the community level, the program supports a network of community health workers, whose assistance is increasingly relied upon, particularly in the areas of community sensitization and reduction of immunization drop-out rates.  Immunization services are completely integrated into routine activities within health facilities.  Routine immunization is intended to reach infants 0-11 months of age, (15 month of age will be added for MCV2) and several other target groups (pregnant women, adolescent girls and more wide age-range for the large campaigns), as recommended by WHO.
4.2. EPI performances
Immunization coverage
Table 02: Immunization coverage data by antigen and by year, Rwanda, 2003-2013
	Antigens
	2003
	2004
	2005
	2006
	2007
	2008
	2009
	2010
	2011
	2012
	2013

	BCG
	89
	86
	91
	98
	89
	93
	85
	75
	82
	99
	99

	Penta 1
	88
	94
	96
	104
	96
	102
	90
	79
	82
	101
	101

	Penta 3
	87
	89
	95
	100
	97
	97
	90
	79
	82
	101
	100

	PCV13-1
	
	
	
	
	
	
	54
	79
	82
	101
	101

	PCV13-3
	
	
	
	
	
	
	40
	79
	82
	101
	100

	OPV1
	85
	94
	96
	104
	96
	99
	90
	79
	82
	101
	102

	OPV3
	86
	89
	95
	100
	98
	97
	90
	79
	82
	101
	100

	MCV1
	81
	84
	89
	95
	101
	92
	93
	82
	77
	102
	98

	TT2+
	52
	52
	54
	61
	60
	67
	59
	58
	62
	75
	98


Source: Administrative data, national EPI Rwanda, 2013
According to the table above, the immunization coverage for measles vaccine  increased and remained at a higher level from 2003 to 2010 (>80%). Starting in 2010 however, a decline was observed, not only for measles, but also for other antigens. Given this situation, in August 2010, a joint team from the Ministry of health and WHO conducted a survey in 4 districts located in the northern province where the coverage was the most affected as low. The findings from the survey were as follows:

· The proportion of  under one year children was 2.6% (survey) against 4.1% reported by health management information system (HMIS);

· The number of children < 1 years old was 31 588 (survey) against 53 336,  estimate given by HMIS ;

· Pentavalent 3 immunization coverage was 100% (survey) compared to 66% reported by HMIS;

The conclusion from this survey showed that the denominator used to estimate administrative coverage  data was over estimated (4.1%) being the projection from the 2002 census, around 9 years after. The low proportion of children < 1 year of age (2.6% of the total population) is probably the result of the improvement of Family Planning coverage by use of contraceptive methods which passed from 5% in 2002 to 51% in 2010
. 

4.3. Epidemiology and burden of measles from 2009 to 2013 in Rwanda
Graph 1: Age distribution of suspected measles cases from 2009 to 2013, Rwanda 2009-2013
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Source: Measles case-based surveillance, VPDD, 2013
From 2009 to 2013, Rwanda Expanded Programme of Immmunization reported 2561 suspected measles cases from the district surveillance sites. Age group distribution of these suspected cases highlighted the children age 1-4 years (40%) as the predominant suspected age group, followed by the children of 5-9 years (39 %), 10-14 years (9%), <1years (6%), ≥ 15 years (4%). 

Table 3: Distribution of confirmed measles cases per year and from 2009-2013 in Rwanda
	Year
	Positive
	Suspect
	Detection rate

	2009
	5
	254
	2%

	2010
	55
	517
	11%

	2011
	22
	347
	6%

	2012
	23
	752
	3%

	2013
	17
	691
	2%

	2009-13
	122
	2561
	5%


From 2009 to 2013, the measles surveillance system in Rwanda detected (confirmed) 122 cases of measles (5% of detection rate).

4.4 Vaccine management

Vaccine forecast, at national level, is done once every year with technical support from UNICEF. Country orders vaccines through UNICEF Copenhagen and, according to the defined and approved shipment cycle, receives vaccines in the country. All vaccines arrive at the national cold store, twice a year. Health districts (district hospitals) come once every month, to collect vaccines and other immunization supplies according to their estimated needs. In case of emergency, national level can distribute vaccines with its cold chain truck to districts. Health centers, as well, come every month to collect vaccines and other medical supplies from district hospitals.
Vaccine forecast and stock management at the operational level needs some improvement. At some district and health facility levels, vaccine needs were not correctly estimated. Vaccine wastage was not calculated in some health centers and wastage reports were not available.  
4.5 Storage capacity and accommodation of second dose of measles vaccine 

Cold chain storage capacity was increased following the successful introduction of 4 new vaccines in 5 years. Additional walk-in-cold room, hundreds of refrigerators, cold boxes, vaccine carriers and spare parts were procured and distributed to all levels (central, district hospitals and health centers). 
In November 2013 and June 2014, EPI Rwanda conducted respectively a comprehensive cold chain assessment at all levels to ascertain the cold chain capacity at each level and an EVM assessment followed by an improvement plan .
Based on theWHO EPI log Forecasting tool, the following cold chain equipment needs were identified: 
Table 5: District hospital cold chain capacity gap from 2013 cold chain assessment data

	Province
	Name of District
	Name of Facility
	Available capacity
	Required capacity
	Gap
	CCE to fill gap

	Sud
	Gisagara
	Kibilizi DH
	 
	145
	145
	MK304 & MK114

	Est
	Kayonza
	Rwinkwavu DH
	60
	126
	66
	MK204

	Est
	Nyagatare
	Nyagatare DH
	276
	316
	40
	MK204

	Est
	Rwamagana
	Rwamagana DH
	168
	206
	38
	MK204

	Ouest
	Ngororero
	Kabaya DH
	117
	128
	11
	MK114


The country will address the issue of cold chain equipment through Cold Chain  proposal to be submitted to GAVI for approval

V. Rwandan experience in new vaccine introduction  

Rwandan VPDD has extensive experience in new vaccine introduction. This amount of experience will be used in the context of vaccine introduction. For this reason, lessons learned during the introduction of both pentavalent, pneumococcal conjugate vaccine, rotavirus,  HPV vaccine and measles-rubella combined vaccine will be used to maximize the chance of smooth introduction of Measles Seconde Dose vaccine. 
In fact, in 2002, Rwanda introduced successfully Hib and Hepatitis B vaccines combined to DTP vaccine (pentavalent). In 2009, the program introduced successfully one of the most challenging vaccine presentation, the PCV7 vaccine, in 2011and 2012, it introduced both HPV vaccine and rotavirus vaccine and recently Measles-Rubella combined vaccine. The introduction approaches used were, for one part, nationwide introduction approach (for pentavalent vaccine and rotavirus vaccine),  phased approach (for PCV7 vaccine) and campaign approach for HPV and MR vaccine which have already been introduced in routine immunization .
From those experiences, the following key lessons were learned and will be used to improve the introduction of measles second dose vaccine in routine EPI program:

· New vaccine introduction requires at least 12 months of preparation, a decentralized health system with well trained staff and responsible at the operational level; 

· New vaccine introduction requires always additional cold storage capacity to accommodate new vaccine. For this reason, it’s important to conduct a cold chain assessment, identify the storage needs and define the needed gaps in order to accommodate the new vaccine. 
· New vaccine introduction requires a specific training for all health workers involved in the immunization activities at all levels. This training should take into account all the operational components of immunization services in order to improve the quality of service.
· New vaccine introduction requires the development of key messages to address concerns of parents and of health workers with respect to the new vaccine and help them to accept the new vaccine. 
· Taking into account the high cost of new vaccines, better vaccine management to minimize the wastage and good advocacy should be made targeting the political authorities and potential donors. 
VI. Goal and Objectives for Measles Second Dose vaccine introduction
5.1. Goal
The goal of MCV2 vaccine introduction as a second opportunity for measles vaccination will protect children who did not sero-convert with the MCV1 and raise the herd immunity and will  contribute to the reduction of infant morbidity and mortality in Rwanda. 
5.2. Specific objectives
The main objectives of this plan are:
1. Prepare health workers at all levels and the community for the introduction of Measles Second Dose  vaccine (make them ready to introduce and to accept MCV2 vaccine);

2. Introduce successfully Measles Second Dose  vaccine as an opportunity to ensure high level of population immunity  in Rwanda 

3. Use the introduction of Measles Second Dose vaccine as an opportunity to strengthen routine immunization activities  
VII. Choice of Measles Second Dose  vaccine to be introduced
7.1. Choice of the vaccine
The Ministry of Health, in coordination with its partners, has decided to introduce Measles Second Dose vaccine in its routine immunization system. According to the  Strategic Advisory Group of Expert  recommendation, it has decided to use the same vaccine (MR) for both routine  doses as this simplifies vaccine procurement, logistics, recording and increasing coverage and decreasing vaccine wastage ; of course it’s understoud that MR vaccine in 10 dose-vial Lyophilized presentation will be used as MCV2.
7.2. Introduction approach
After introducing of measles-rubella (MR) combined vaccine in routine immunization system at 9th moth whose the goal is to contribute to the reduction of infant morbidity and mortality due to vaccine preventable both measles and rubella diseases in Rwanda, the same cohort of children will be targeted to be vaccinated in routine immunization using the same vaccine and  according to the SAGE’s recommendation. 
VIII. National Immunization Schedule 

As for the past, the EPI/Rwanda will continue to target the following vaccine preventable diseases: tuberculosis, poliomyelitis, diphtheria, neonatal tetanus, pertussis, hepatitis B, haemophylus influenzae type b, streptococcus pneumoniae infections, human papilloma virus,  measles and rubella. With the introduction of MSD, the new immunization schedule will be as follows:
Table 05: Immunization schedule
	Immunization schedule

	Vaccines
	Total doses
	Age at administration

	BCG
	1
	Birth

	OPV
	4
	Birth, 6, 10, 14 weeks

	DTP or DTP-HepB-Hib
	3
	6, 10, 14 weeks

	Pneumococcal
	3
	6, 10, 14 weeks

	Rotavirus (Rota Teq)

	3
	6, 10, 14 weeks

	Measles-Rubella (MR)

	1
	9 months

	Measles
	1
	15 months

	Tetanus toxoid (pregnant women)
	2
	During pregnancy


	HPV
	3
	12 years old girls


IX. Strategies
Inclusion of MCV2 in the immunization schedule establishes an older contact (15th moth) beyond the traditional target age group of infants under 1 year. This presents both challenges and opportunities. The challenge is how to reach and ensure high vaccination coverage of this new age group – what strategies, will be necessary?

In order to achieve the defined objectives, VPDD / Rwanda will implement the following strategies:

Reinforce monitoring and evaluation

Periodic evaluation of the program will help to identify problems related to the preparation of the MCV2 vaccine introduction in routine immunization program (thematic working groups will be put in place with specific terms of reference and check-list with key activities developed for monitoring purpose). 

All the current EPI management tools in use at different levels will be revised, re produced and distributed to all levels. This will include:

· Supports for data collection and reporting system (tally sheet, immunization register, monthly reporting forms, and immunization cards, etc.)

· Supports for surveillance information system for adverse effect 

· Management supports for program resource management (Registers for vaccine stock management, and other printing forms, etc.).

Training of trainers and of the health workers 

Training will help to improve the competency of staff at all levels and will cover technical areas of immunization services (vaccine administration, stock management, maintenance, injection safety, AEFI identification, report and case-management, waste management, supervision, monitoring, inter personal communication, etc.). Special attention will be given to the weaknesses observed during the pneumococcal vaccine and Rotavirus PIE and to the specific characteristics of the new vaccine. Training of trainers will be organized first and then the training of the health workers at the health facility level. 

Supportive supervision  

Regular supportive supervision will be an excellent opportunity to reinforce the capacity of health workers. The less performing health workers will be supervised once every month by EPI focal point from the district hospital and district hospitals once every three months will supervise the health workers at health center level. All the recommendations made during the last PIE will be implemented through the regular supportive supervision visits. 

Reinforcement of advocacy, communication and social mobilization

In order to assure good uptake and acceptability, effective advocacy,communication and social mobilization activities will be planned and implemented as part of MCV2 introduction.
The objectives of advocacy, communication and social mobilization will be to :
√ nform people about the MCV2 introduction;
√ create momentum for MCV2 immunization in particular the need to bring

children over 1 year of age for vaccination;

√create dialogue and engagement with communities on immunization activities;

. In each health center, activities related to information, education and communication during immunization sessions will be reinforced by informing mothers of the new schedule including MCV2 and  the importance to bring again their children for MCV2 at 15th month. 
Rwanda has a vast network of community volunteers; if key messages which address parents and for new vaccine introduction are given to them, they will deliver them to the community. 

Reinforcement of surveillance of the AEFI

AEFI surveillance

Existing AEFI surveillance will be reinforced. Training session for MCV2 will take into consideration AEFI surveillance (identification, notification and case management). AEFI notification forms and kits will be provided to all health facilities. Community Health workers will be made more sensitive to AEFI surveillance and will serve as link between health center and community.
Improvement of vaccine supply and management

Regular vaccine supply and correct vaccine stock management with other immunization supplies will be the key factors in the process of MCV2 vaccine introduction. This will need to continue with rational management of these supplies, assure their availability and limit their wastage. This will include the best vaccine forecasting taking into account the correct target population, vaccination coverage objective and potential vaccine wastages, good stock management and effort to improve the quality of vaccines.

In order to reduce the vaccine wastage rates, staff will be trained in stock management and approach to use vaccine vial monitor (VVM) as a management tool. In addition, special focus will be given to vaccine distribution plan, the use of the FEFO process principle. Special attention will be given to the use of indicators detecting freezing of vaccines which can’t be frozen to assure the quality of these vaccines (among which is HPV vaccine).

Reinforcement of waste management

The biggest impact of MCV2 on waste management will be the need to safely

dispose of almost double the number of syringes and safety boxes, compared

to a MCV1 schedule. Special attention will focus on this issue during the training sessions and supportive supervisions to verify if the current waste management system is able to cope with this increase or take appropriate action or to make adjustments where there is a need.

Reinforcement of collaboration, coordination and partnership

Reinforce coordination, collaboration and partnership of all the involved partners.  ICC activities through the quarterly meetings should be reinforced. Technical sub committee at central and district level should meet on a monthly basis and monitor preparedness activities for implementation. The partnership with community will be reinforced through the network of community health workers.  
Financial sustainability

The Rwanda Government will apply for GAVI support for 3 years in accordance with the duration of cMYP (2013-2017) starting by 2015. 

Government

Government is co-financing with GAVI Alliance the costs of new and underused vaccines. Strong advocacy should continue toward the Government so that it will start to finance  rubella component as GAVI support will be only for the measles component. 

Partners

Several partners continue to support national EPI through the Inter Agency Coordinating Committee (ICC). Among those, the most important are the following: GAVI Alliance, WHO, UNICEF, USAID and others. Program will continue to reinforce the coordination of the current and future partners to support immunization program.

Community 

Reinforcement of linkages between community and health services will be one of the Program’s strategies. All the community-based organizations and the community leaders will be involved in the implementation of this new vaccine introduction plan. 

Activities

Strategy 1 – Improve the Service Delivery  

Conduct micro planning workshops for MSD vaccine introduction at central (orientation-briefing) and at the district level
1. Conduct a 2 day-micro planning workshop with 84 district staff including  EPI focal points to orient them on MSD vaccine introduction planning process at their districts;

2. Conduct the district micro planning workshops:

a. Develop a timeline activity for MSD vaccine introduction 

b. Identify follow-up indicators to assess the preparedness of new vaccine introduction (training, reception of different revised tools, communication and social mobilization, cold chain equipment, etc.)

3. Sensitize health personnel to improve the quality of service

Strategy 2 – Reinforce follow-up activities 

1. Create sub working sub committees for different technical areas of MSD vaccine introduction with their terms of reference (Technique, Logistics and Cold chain, Social Mobilization and Surveillance); 

2. Develop a check-list with key activities by technical area, to follow the preparedness activities for MSD vaccine introduction 

3. Hold monthly follow-up meetings to review the planned activities

4. Implement the recommendations from the last PIE, cold chain inventory and EVM assessments; 

Strategy 3: Capacity building 

 

Train health professionals at all levels, in collaboration with partners. Training will take into consideration the specific aspects of MSD vaccine introduction. The following steps will be as follows:

Preparation of the training materials:

1. Update the EPI technical guidelines and all the immunization management tools in use to incorporate MSD vaccine information. 

2. Adapt the generic WHO training module for MSD vaccine introduction, pre-test and use the module for training of trainers. 

3. Transform the technical basic information of the module, develop « Technical guidelines » and use them to train health workers at a very peripheral level.  

4. Print the adapted training module and technical guidelines and distribute to all trainees during the training session. 

5. During the training, give a special attention to the following technical areas : Vaccine management (vaccine forecast, vaccine wastage calculation and monitoring, Ordering and reception of vaccines and injection materials, vaccine stock management  …), shake test, Fridge-Tag, MDVP, monitoring of vaccine quality, and specific information for new vaccine to be introduced (MSD vaccine).

Health professional training 

1. 2 day refresher training on micro planning development to  be carried out at all 

a. Train the health workers from 462 health centers, 2 by health center. Add 1 community volunteers by administrative sector

b. Organize several training sessions using phased approach with the same trainers to train the health workers at peripheral level;

Plan and implement the supportive supervision at all levels: 

a. Health Posts to be supervised by Health centers 

b. Health centers to be supervised by health districts ;

c. Health districts to be supervised by the staff from the central level

Strategy 5 – Reinforce the communication

1. Develop key messages for MSD vaccine introduction 

a. Conduct focus group meetings with parents in community to identify their concerns with respect to MSD vaccine introduction

b. Identify key messages to address these concerns

c. Pre-test the messages for validation
2. Develop BCC materials for MSD vaccine introduction
a. Posters , flyers, spots for MSD vaccine 

b. Dissemination at all levels

3. Advocacy, social mobilization and communication for behavior change

a. Sensitize health professionals, parents during the vaccination sessions, media professionals, community leaders 

Strategy 6 – Integrate surveillance of AEFI 

1. AEFI surveillance : 

a. Train health workers (public and private sectors) on identification of AEFI, reporting and case management of severe cases. 

b. Analyze surveillance indicators in order to make the decisions and evaluate the quality of the system

c. Send feedback regularly

Strategy 7: Regular vaccine supply and immunization material

Vaccine forecast, delivery and vaccine quality

1. Use UNICEF forecasting tool, estimate annual vaccine needs. 

2. Receive two annual shipments according to the approved and agreed schedule discussed with the Government.  

3. Health staff from District cold stores will travel to the national level, once every month, to collect vaccines and other immunization supplies. Health workers from health facilities, as well, will collect their vaccine needs every month from district hospital cold stores. 

4. Supply vaccines at the same time with the injection safety material according to the bundling principle (AD syringes and safety boxes). 

Strategy 8 – Reinforcement of collaboration, coordination & partnership

1. Hold quarterly meetings of strategic ICC and monthly meetings of different working sub committees (technique, Social mobilization, cold chain & logistics and surveillance) ;

2. Extend the partnership to other agencies to support EPI program.

Strategy 9 – Financial sustainability

1. Continue with advocacy meetings with partners to increase their contributions to immunization program;

2. Put in place the mechanism of decentralization of decision process for fund release at intermediate level;  

3. Develop the social marketing activities to finance public health sector.
XII. Budget for MSD vaccine introduction
	Detail of Vaccine Introduction Grant or Campaign Operational Costs
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Please edit the list of items to match country plans. The total costs in each cost category should match those in the summary table in the GAVI application form
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Country
	 Rwanda 
	Current exchange rate to 1 USD: 
	                     680 
	Target Population size:
	            353,502 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	Cost Category
	Unit price
(local currency)
	Multiplier (e.g. no. of days or items)
	Total
(local currency)
	Total
in US$
	Government contribution
	Requested GAVI contribution

	1
	Program management and coordination:
	 
	 
	 RWF      4,500,000 
	 $               6,618 
	 $                 -   
	 $                  6,618 

	 
	        1.a Office running
	               1,500,000 
	                                1 
	 RWF       1,500,000 
	 $               2,206 
	$0 
	 $                  2,206 

	 
	1.a Communication fees
	                     50,000 
	                             60 
	 RWF       3,000,000 
	 $               4,412 
	
	 $                  4,412 

	2
	Planning and preparations: 
	 
	 
	 RWF    16,500,000 
	 $            24,265 
	 $                 -   
	 $                24,265 

	 
	2.a Microplanning training at national level
	                     75,000 
	                           100 
	 RWF       7,500,000 
	 $            11,029 
	 
	 $                11,029 

	 
	2.b Microplanning process/meeting
	                     75,000 
	                           120 
	 RWF       9,000,000 
	 $            13,235 
	 
	 $                13,235 

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 

	3
	Social mobilisation, IEC, advocacy:
	 
	 
	 RWF    47,950,000 
	 $            70,515 
	 $                 -   
	 $                70,515 

	 
	3.a  IEC materials
	                     25,000 
	                        1,100 
	 RWF     27,500,000 
	 $            40,441 
	 
	 $                40,441 

	 
	3.b training on social mobilisation
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 $                        -   

	 
	3.c National level meeting for advocacy
	                       7,500 
	                             60 
	 RWF          450,000 
	 $                  662 
	 
	 $                     662 

	 
	3.d  Launch of MSD vaccine in Routine Immunization
	             14,000,000 
	                                1 
	 RWF     14,000,000 
	 $            20,588 
	 
	 $                20,588 

	 
	3.e Launch of MSD at District level
	                   200,000 
	                             30 
	 RWF       6,000,000 
	 $               8,824 
	 
	 $                  8,824 

	4
	Other training & meetings:
	 
	 
	 RWF    81,750,000 
	 $          120,221 
	 $                 -   
	 $             120,221 

	 
	4.a National supervisors training
	                   150,000 
	                             45 
	 RWF       6,750,000 
	 $               9,926 
	 
	 $                  9,926 

	 
	4.b Training of vaccination teams
	                   150,000 
	                           500 
	 RWF     75,000,000 
	 $          110,294 
	 
	 $             110,294 

	 
	4.c Training of independent monitors
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 $                        -   

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 

	5
	Document production:
	 
	 
	 RWF  146,050,000 
	 $          214,779 
	 $      200,000 
	 $                14,779 

	 
	5.a  Development of guides
	                   150,000 
	                             10 
	 RWF       1,500,000 
	 $               2,206 
	 
	 $                  2,206 

	 
	5.b Printing of vaccinator guides
	                       4,500 
	                           800 
	 RWF       3,600,000 
	 $               5,294 
	 
	 $                  5,294 

	 
	5.c Printing of data recording tools
	                       4,500 
	                        1,100 
	 RWF       4,950,000 
	 $               7,279 
	 
	 $                  7,279 

	 
	5.d  Printing of updated vaccine records/cards 
	                           200 
	                   680,000 
	 RWF  136,000,000 
	 $          200,000 
	 $      200,000 
	 

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 $                        -   

	6
	Human resources and incentives:
	 
	 
	 RWF                     -   
	 $                     -   
	 $                 -   
	 $                        -   

	 
	6.a Vaccinators
	 
	 
	 RWF                     -   
	 $                     -   
	 $                 -   
	 

	 
	6.b EPI focal point
	 
	 
	 RWF                     -   
	 $                     -   
	 $                 -   
	 

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 $                 -   
	 $                        -   

	7
	Cold chain equipment
	 
	 
	 RWF    64,320,250 
	 $            94,589 
	 $                 -   
	 $                        -   

	 
	7.a Cold Chain Equipment Assessment
	41,652,800
	                                1 
	 RWF     41,652,800 
	 $            61,254 
	 
	 

	 
	7.b Effective Vaccine Management Assessment
	             22,667,450 
	1
	 RWF     22,667,450 
	 $            33,334 
	 
	 

	8
	Transport for implementation and supervision:
	 
	 
	 RWF    10,752,000 
	 $            15,812 
	 $                 -   
	 $                        -   

	 
	8.a Vehicle rental for distribution national to Districts
	                   156,000 
	                             42 
	 RWF       6,552,000 
	 $               9,635 
	 
	 

	 
	8.b Fuel for vaccine distribution
	                       1,000 
	                        4,200 
	 RWF       4,200,000 
	 $               6,176 
	 
	 

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 $                        -   

	9
	Immunisation session supplies:
	 
	 
	 RWF      8,800,000 
	 $            12,941 
	 $                 -   
	 $                12,941 

	 
	9.a soap and cotton
	                       8,000 
	                        1,100 
	 RWF       8,800,000 
	 $            12,941 
	 
	 $                12,941 

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 $                        -   

	10
	Waste management:
	 
	 
	 RWF      3,500,000 
	 $               5,147 
	 $                 -   
	 $                  5,147 

	 
	10.a Incineration of waste generated in vaccination services for HC without incinerators (At least 100 HC)
	                           700 
	                        5,000 
	 RWF       3,500,000 
	 $               5,147 
	 
	 $                  5,147 

	11
	Surveillance and monitoring:
	 
	 
	 RWF      5,474,000 
	 $               8,050 
	 $                 -   
	 $                        -   

	 
	11.a Supervision of MSD administration
	                     32,583 
	                           168 
	 RWF       5,474,000 
	 $               8,050 
	 
	 

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 

	12
	Evaluation:
	 
	 
	 RWF      9,300,000 
	 $            13,676 
	 $                 -   
	 $                13,676 

	 
	12.a MSD PIE
	               9,300,000 
	                                1 
	 RWF       9,300,000 
	 $            13,676 
	 
	 $                13,676 

	 
	Detail… (national/regional)
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 

	13
	Technical assistance:
	 
	 
	 RWF      9,000,000 
	 $            13,235 
	 $                 -   
	 $                13,235 

	 
	13. a TA support the PIE Implentation
	               9,000,000 
	                                1 
	 RWF       9,000,000 
	 $            13,235 
	 
	 $                13,235 

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 

	14
	Data management
	 
	 
	 RWF                     -   
	 $                     -   
	 $                 -   
	 $                        -   

	 
	Detail… eg. Training on Health Management Information Systems
	 
	 
	 
	 $                     -   
	 
	 

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 

	15
	Other:
	 
	 
	 RWF                     -   
	 $                     -   
	 $                 -   
	 $                        -   

	 
	Detail… [please add further lines as necessary]
	 
	 
	 RWF                     -   
	 $                     -   
	 
	 

	 
	TOTAL
	 
	 
	 RWF  407,896,250 
	 $          599,847 
	 $      200,000 
	 $             281,397 


	
	
	
	
	
	
	
	

	
	Mesles and Rubella Second Dose Introduction Timeline of Activities
(generic template, adapt as necessary)

Month of MR second dose introduction plan

 

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

 

Activity

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

etc

Approval of ICC members to introduce MR second dose in Routine Immunization

x

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Brief key stakeholders

 

 

 

x

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Submission of the proposal to GAVI 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Establish procedures for implementation

 

 

 

 

x

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Adapt Information, Education and Communication (IEC) materials & develop communication plan for educating communities

 

 

 

 

 

 

 

 

x

 

 

 

 

 

 

 

 

 

 

 

 

Review and revise immunization forms

 

 

 

 

 

 

 

 

x

 

 

 

 

 

 

 

 

 

 

 

 

Meeting and training with District Hospitals and health care providers 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Confirm space at regional and district cold stores

 

 

 

 

 

 

 

 

 

 

x

 

 

 

 

 

 

 

 

 

 

Clear vaccine supply from customs

 

 

 

 

 

 

 

 

 

 

 

 

x

 

 

 

 

 

 

 

 

Microplanning at district levels

 

 

 

 

 

 

 

 

 

 

 

 

x

 

 

 

 

 

 

 

 

Implement communication strategy

 

 

 

 

 

 

 

 

 

 

 

 

 

x

x

x

x

 

 

 

 

Transport vaccine to districts

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Lanch of MR second dose in Routine immunization 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Institute monitoring of adverse events following immunisation (AEFIs) for IPV

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

x

x

x

x

x

 

Supportive supervision visits central to district

 

 

 

 

 

 

 

 

 

 

 

 

 

x

x

x

x

x

x

x

 

Supportive supervision visits district to health facility

 

 

 

 

 

 

 

 

 

 

 

 

 

x

x

x

x

x

x

x

 


	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


� DHS, conducted in 2010


� All the 3 doses should be administered between 6 and 32 weeks of age, both with a minimum interval of 4 weeks between doses


� If a child arrives late, at 12 months of age, for the first dose of measles, he will receive MR vaccine


� A minimum interval of 4 weeks will be observed between 1st and 2nd doses, 6 moths between 2nd and 3rd doses and of one year between the 3rd dose and the following doses up to a total of 5 doses (or one additional dose during each pregnancy).
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