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Executive Summary

The Gambia is one of the smallest countries on the west coast of Africa with an area of 11,000 square kilometers and a population of 1.7 million people. About 4% of the population is less than 1 year old.

Administratively, the country is divided into 5 Administrative Regions which is further divided into 6 Health Regions. The health care delivery system is based on the Primary Health Care (PHC) Strategy – delivering curative, preventive, promotive (community sensitization) and rehabilitative health services and Reproductive  Health Services including immunization. 

The infant and under-five mortality rates now on the decline still stand at 75/1000 live births and 99/1000 live births respectively (2003 census). In the area of immunization, The Gambia has impressively high immunization coverage (DPT/Hib3 97% in 2011) due mainly to increasing access, service utilization and good programme management. 

In order to reduce morbidity and mortality due to vaccine preventable diseases, The Gambia added hepatitis B (1990), Haemophilus influenza type b (1997), Pneumoccocal (2009) and Measles Second Dose (2012) vaccines to the traditional vaccines.  Common communicable diseases such as malaria, diarrhoea including rotavirus and pneumonia are the major causes of morbidity and mortality among children under five years of age. 
In The Gambia, a hospital - based rotavirus surveillance was conducted at RVTH in children under five years of age with diarrhea within 48 hours of admission. Of the 536 admissions, 187 (34.9%) had acute diarrhoea, out of which 148 (79.1%) had their stools tested. Among those tested 111 (75%) were positive for rotavirus and 90 (81%) were 12 months and below. There were 14 diarrhoeal deaths; case fatality 7.5%. 7 deaths were positive for rotavirus.

In addition, a population-based surveillance has been conducted in the South Bank of upper river region between December 2007 and mid 2010. This population –based study used the passive surveillance system to identify moderate to severe diarrhoea in children aged 0-59 months at six health centres across the south bank of URR (BHDSS) using the WHO criteria. A total of 29,583 under five children sought care at the different health centres in 2008, 33,116 in 2009 and 31,608 in 2010. In 2008, 10.6% (3159/29583) of presentations were due to diarrhoea, 7.1% (2377/33116) in 2009, and 6.5% (2065/31608) in 2010. Rotavirus was the most common cause of moderate to severe diarrhoea (35%) with a peak in the dry cool months of December to February. Rotavirus caused 43% of diarrhoea in those aged 0-11 months, 34% in those aged 12-23 months, and 25% in those aged 24-59 months.

Following the 2006 surveillance study, a similar exercise was carried out in 2009 where 56 cases of diarrhea in children under five were admitted at the RVTH with preliminary diagnosis of gastro enteritis or severe diarrhea (data from hospital admissions). However, this finding was not backed by laboratory data. It is against this back ground that The Gambia rotavirus surveillance network started in October 2011 at the RVTH. So far, the results from RVTH indicated only one case based on the WHO selection criteria. Hence, the principal reason for expanding the rotavirus surveillance to 17 other sites, out of which 10 had already been visited. 
The aforementioned evidence coupled with the existence of a strong national immunization programme as well as the availability of safe rotavirus vaccine, led to the WHO recommending the inclusion of Rotavirus vaccine in the national immunization schedules of member countries, particularly those in Africa and Asia where more than 85% from rotavirus are occurring; hence the Gambia’s application for the inclusion of rotavirus into the schedule.

Cold chain: The program maintains a good cold chain network country wide. The current capacity is enough to accommodate the new vaccine (Rotavirus) at all levels with shipments done thrice a year. Ten sets of solar refrigerators were procured and installed at regional and health facility levels after the Effective Vaccine Management (EVM) assessment conducted in 2011.  
The vaccine of choice is the 1-Dose vial fully liquid for administration to infants using a 3 dose schedule to be given at 2, 3, and 4 months of age in line with current schedules and administration method (oral) which vaccinators are already familiar.

Co-financing and sustainability: About 95% of the funding for new vaccines will come from GAVI while the balance will come from Government.

The Government is highly committed to ensuring that immunization services are provided. Therefore, the government’s contribution to co-financing the new vaccines will be paid through UNICEF and all avenues (institutionalized budgetary allocation) available to Government will be used to ensuring sustainability.

Introducing the Rotavirus vaccine: The Country will introduce the vaccine nationwide in the second quarter of 2013. Pre-introduction activities including training, social mobilization, surveillance and monitoring which will be funded through the introduction grant. 

The cMYP 2012-2016 has been reviewed and updated to address the major challenges facing the effective delivery of immunization services. This will help improve immunization coverage as a major step in reducing childhood morbidity and mortality due vaccine preventable diseases in line the GIVS; with a view to achieving the MDGs 4& 5

Monitoring and evaluation: The outcome and impact (programmatic and epidemiological) will be monitored using the routine monitoring and evaluation system. There is already an existing mechanism for monitoring and reporting routine administrative data including feedback, which will be fully utilized during the introduction of the vaccine. 

1. 0 Background and Situational Analysis 

The Gambia is one of the smallest countries on the west coast of Africa with an area of 11,000 square kilometers and a population of 1.7 million people. About 4% of the population is less than 1 year old.

The country is divided into 5 Administrative Regions which are further divided into 6 Health Regions. The Regional Health Management Team (RHMT) is responsible for the planning and day to day administration together with the monitoring and supervision of health services in the region, including immunization services.

The health care delivery system is based on the Primary Health Care (PHC) Strategy adopted since 1979. The health services are delivered through a network of many primary health posts and health facilities (11 hospitals, 6 major health centers, 20 minor health centers, 39 dispensaries and 18 other special private health institutions). These are staffed by Medical Doctors, Nurses, Public Health Officers and Community Health Workers. They provide curative, preventive, promotive (community sensitization) and rehabilitative health services and child health services including immunization. The infant and under-five mortality now on the decline still stand at 75/1000 live births and 99/1000 live births respectively (2003 census).

The Gambia started EPI in 1978 and in order to reduce morbidity and mortality due to vaccine preventable diseases, The Gambia added hepatitis B (1990), Haemophilus influenza type b (1997) and Pnuemoccocal (2012) vaccines to the traditional vaccines.                         

In the area of immunization, The Gambia has impressively high immunization coverage (DPT/Hib 3 at 97% in 2011 at national level) due mainly to increasing access, service utilization and good program management. 

In most developing countries, common communicable diseases such as malaria, diarrhoea  including rotavirus still remain the major causes of morbidity and mortality among children  under five years of age. 
Rotavirus infection is the leading cause of acute gastro-enteritis and is more likely associated with dehydration, hospitalization and death among infants and young children world wide. Clinical illness from rotavirus infection may be either asymptomatic or symptomatic. In later case, it is associated with acute gastro enteritis, beginning with an acute episode of watery diarrhea, fever and vomiting. The diarrhea may last for an average of six (6) days, although, cases have been reported to last for up twenty (20) days. 

Globally, estimates have shown that 20-70% of all hospital admissions and 20% of deaths from diarrhea in children under five years of age are attributable to rotavirus. Furthermore, 527,000 children under five years also die from rotavirus diarrhea with more than 80% of these deaths occurring in low income countries of Africa and Asia. In this regard, there is growing evidence of the burden of rotavirus infections in Africa which led to the initiation of the African Rotavirus Surveillance Network (AFRSN) in 2006 by respective African Ministries of Health supported by WHO and partners (CDC, GAVI and PATH). This network generated data on the status of the rotavirus within participating countries. In 2008 and 2009, 3838 and 5085 eligible acute diarrhea cases were enrolled and stool specimens were collected. The results showed that 35% of the 3838 cases in 2008 and 37% of the 5085 cases in 2009 were rotavirus positive- confirmed by enzyme-linked immuno-sorbent assay (ELISA). This network finding is consistent with the result of a recent study conducted in Europe which indicated that of the 2928 community acquired gastro-enteritis cases for which stool samples were available 43.4% were rotavirus positive using the ELISA method. 

Table 1: Surveillance Data for 2008 and 2009 from the African Rotavirus Surveillance Network.

	Indicator/Target (%)
	2008
	2009

	No. of acute diarrhoeal hospitalizations in children <5 years eligible for enrollment
	4030
	5269

	No. (%) of total eligible acute diarrhea cases enrolled and stool specimen collected (≥80)
	3838 (95)
	5085 (97)

	No. (%) of eligible enrolled acute diarrhoea cases confirmed ELISA positive for rotavirus (≥20)
	1352 (35)
	1873 (37)


In The Gambia, the Royal Victoria Teaching Hospital (RVTH) being the main referral hospital has between 1st January and 31st March 2006 conducted a hospital - based rotavirus surveillance in children under five years of age with diarrhea were enrolled and stool samples were collected and tested within 48 hours of admission. Of the 536 admissions, 187 (34.9%) had acute diarrhoea and 148 (79.1%) of those children had stool tested. 111 (75%) were positive for rotavirus. 90 (81%) were 12 months and below. There were 14 diarrhoeal deaths; case fatality 7.5%. 7 deaths were positive for rotavirus.

The RVTH study represents severe cases of disease and dehydration. It is assumed that during Jan – Mar, at least 25% of hospital admissions throughout the country are due to diarrhoea and 50% are due to rotavirus. 
Mean while, a population-based surveillance started in December 2007 to mid 2010 in Upper River Region. This population –based study used the passive surveillance system to identify moderate to severe diarrhoea at six health centres across the south bank of URR (BHDSS). Diarrhoea is defined as three or more abnormally loose stool in the previous 24 hours. The degree of severity is ascertained by standard WHO criteria. The under five group was stratified in three age strata: 0-11 months, 12-23 months and 24-59 months. A total of 29,583 under five children sought care at the different health centres in 2008, 33,116 in 2009 and 31,608 in 2010. In 2008, 10.6% (3159/29583) of presentations were due to diarrhoea, 7.1% (2377/33116) in 2009, and 6.5% (2065/31608) in 2010. Health utilisation surveys were conducted to determine the proportion of children with diarrhoea who are not brought to the health centre. Conventional and molecular microbiology was used to determine bacterial, viral, and protozoa in stool. Rotavirus was the most common cause of moderate to severe diarrhoea (35%) with a peak in the dry cool months of December to February. Rotavirus caused 43% of diarrhoea in those aged 0-11 months, 34% in those aged 12-23 months, and 25% in those aged 24-59 months.

Following the 2006 surveillance study, a similar exercise was carried out in 2009 where 56 cases of diarrhea in children under five were admitted at the RVTH with preliminary diagnosis of gastro enteritis or severe diarrhea (data from hospital admissions). However, this finding was not backed by laboratory data. It is against this back ground that The Gambia rotavirus surveillance network started in October 2011 at the RVTH. So far, the results from RVTH indicated only one case based on the WHO selection criteria. Hence, the principal reason for expanding the rotavirus surveillance to 17 other sites, out of which 10 had already been visited. 
The aforementioned evidence coupled with the existence of a strong national immunization programme as well as the availability of safe rotavirus vaccine, led to the WHO recommending the inclusion of Rotavirus vaccine in the national immunization schedules of member countries, particularly those in Africa and Asia where more than 85% from rotavirus are occurring; hence the Gambia’s application for the inclusion of rotavirus into the schedule.

1.1 Analysis of Cold Chain Capacity

In 2011, an Effective Vaccine management (EVM) assessment of the national cold chain was carried out with support from UNICEF. The findings of the assessment revealed that there is adequate storage capacity at central level and in some of the regions. It has however revealed some gaps in two of the regions and some major health facilities.
According to the results of the assessment, the national level has a cold room with a capacity of 25,000 litres/25m3 adequate enough to accommodate  the vaccines of the country. This is backed by several electric refrigerators and freezers. This level receives vaccines twice in a year and uses the ‘Push System’ to deliver vaccines to lower levels based on forecast. At national level, there is a logistician supported by a store keeper and two cold chain technicians for the effective management of logistics. 

Table 1 below shows the annual positive volume requirement based on the maximum shipping volumes from WHO International Guidelines.

	Capacity for positive storage

Table 2: Capacity and cost (for positive storage)

National vaccine store

 

 

Formula

2011

2012

2013

2014

2015

2016

A

Annual positive volume requirement, including new vaccine (specify:__________) (litres) 

Sum-product of total vaccine doses multiplied by packed volume per dose

       6,509 litr

       7,248 litr

       7,428 litr

       7,643 litr

       7,815 litr

       8,033 litr

B

Existing net positive cold chain capacity (litres)

#

       7,143 litr

       7,143 litr

       7,143 litr

       7,143 litr

       7,143 litr

       7,143 litr

C

Estimated minimum number of shipments per year required for the actual cold chain capacity

A/B

0.91

1.01

1.04

1.07

1.09

1.12

D

Number of consignments / shipments per year

Based on national vaccine shipment plan

4

4

4

4

4

4

E

Gap in litres

((A/D) - B)

-     5,516 litr

-     5,331 litr

-     5,286 litr

-     5,232 litr

-     5,189 litr

-     5,135 litr

F

Estimated additional cost of cold chain

US $

$0

$0

$0

$0

$0

$0


	
	
	
	

	
	
	
	
	
	
	


At the regional level also there exists an adequate storage capacity, but one of the regions is without structure to house the cold chain equipment (WCHR). In order to strengthen the cold chain system, UNICEF procured ten sets of solar refrigerators and had been installed at regional and health facility levels to increase storage capacity at these levels. 
	Table 3: Capacity and cost (for positive storage for the regions, 2012)

 

 

Formula

WCHR

NBRW

NBRE

LRR

CRR

URR

A

Annual positive volume requirement, including new vaccine (specify:__________) (litres) 

Sum-product of total vaccine doses multiplied by packed volume per dose

       3,399 litr

           425 litr

           381 litr

           271 litr

           740 litr

           753 litr

B

Existing net positive cold chain capacity (litres)

#

       3,657 litr

       1,500 litr

       1,600 litr

       1,000 litr

       6,300 litr

       1,200 litr

C

Estimated minimum number of shipments per year required for the actual cold chain capacity

A/B

0.93

0.28

0.24

0.27

0.12

0.63

D

Number of consignments / shipments per year

Based on national vaccine distribution plan

4

4

4

4

4

4

E

Gap in litres

((A/D) - B)

-     2,807 litr

-     1,394 litr

-     1,505 litr

-        932 litr

-     6,115 litr

-     1,012 litr

F

Estimated additional cost of cold chain

US $

$0

$0

$0

$0

$0

$0


	
	
	
	
	


	
	
	
	
	
	
	
	
	


The central store is located within the Western Region and serves health facilities within the region.
The Gambia will introduce Rotavirus vaccine in the second quarter of 2013 using the scheduled below in Table 4.  
Table 4: National Immunization Schedule 
	Antigen
	Age given



	BCG,OPV0 & Hep.B0
	At Birth

	OPV1, Penta 1,Pneumo1& Rota 1
	2 Months

	OPV2, , Penta2,Pneumo2 & Rota 2
	3 Months

	OPV3,, Penta 3 &Pneumo3 & Rota 3
	4 Months

	Measles,Y.F & OPV4 
	9 Months

	Measles Second Dose
	18 Months

	OPV BOOSTER
	18 Months

	DPT BOOSTER
	1Year After Penta 3 


1.2 Lessons learnt from previous vaccine introduction

Compared to other countries within the sub-region, The Gambia has a good track record of high immunization coverage due mainly to increased access, committed staff and service utilization by the community. Furthermore, the Gambia also has a wealth of experience in the introduction of new vaccines, having added hepatitis B (1990), Haemophilus Influenzae type b (1997), Pnuemoccocal Vaccine (2009) and Measles Second Dose (2012) to the traditional vaccines..

	Lessons Learned from the introduction of Hepatitis B, Hib & Pneumoccocal vaccines
	Solutions / Action Points 

	Vaccine Supply issues

· Failure of the manufacturer to deliver the vaccine as agreed, which resulted to shortage of Hepatitis B and Hib
· It is important to  ensure that the terms and conditions of co-financing are well understood and committed to by government authorities before the introduction of new vaccine
· Adequate storage capacity is critical to the introduction of new vaccine
· Improved communication and coordination between government and partners (e.g. UNICEF) is an important pre-requisite for new vaccine introduction and co-financing
· EPI supply bundling principles were adhered to at all levels

	· Adequate and sustainable vaccine financing plan was in place

· Government committed manufacturers/researchers to provide vaccines for at least five years in subsequent vaccine efficacy trials 

· Additional cold chain equipment were procured and installed before the introduction of the new vaccines
· Staff were oriented on the bundling principles before the introduction of new vaccines


	Monitoring and supervision

· Regular and systematic monitoring of  immunization services including  AEFI is key in new vaccine introduction
· Vaccine wastage and drop-out monitoring systems were instituted  at all levels
· Supervision was weak at all levels


	· Staff trained on effective  monitoring of immunization services including  AEFI  before the introduction of new vaccines
· Staff trainedon monitoring of vaccine wastage and drop-out rates

· Supervisory plans were developed and implemented at all levelsbefore and during new vaccine introduction


	Cold Chain

· A dependable cold chain network is essential for the introduction of new vaccines
· 
	· Additional cold chain equipment  and spare parts procured and installed

· 

	Capacity Building

Standardized training materials proved very helpful in the preparation of health workers for the introduction of new vaccines


	· Data collection tools were reviewed, produced and distributed



	Political Support

· Evidence-based data facilitated the advocacy meetings with Government and this led to political will and financial support for the introduction of new vaccines.


	· Reliable immunization and surveillance data were available before the introduction of new vaccine
.



	Human resource management

· Strong staff commitment contributed to the high success of new vaccine introduction, 
	· Staff provided with motivation scheme  such as; in-service training, housing, mobility etc

	
	

	Community sensitization 

· Sensitization of communities was good and communities were very receptive to new vaccines


	· key messages for the new vaccine were clear and consistent




2.0 IMPLEMENTATION

The Gambia has been a leaderin the introduction of new and underused vaccines in the Sub Region for example Hepatitis B (1990), Haemophilus influenza type b. (1997) and Pneumoccocal (2009); The Gambia plans to introduce Rotavirus vaccine in the second quarter of 2013 with the following objectives.

2.1 OBJECTIVE

1. To reduce morbidity and mortality due to Rotavirus infections by 2016.

2. To achieve 94% of Rotavirus immunization coverage by end of 2016
3. To reduce vaccine wastage rate to 15% by end of 2016
4. To prevent vaccine stock-outs at all levels during the planned period (2013-2016)
5. To strengthen surveillance and supervision at all levels by 2016
In order to achieve the above objectives, the following strategies and activities will be pursued: 

2.2 STRATEGIES

1. Advocacy and social mobilisation
2. Expansion of the cold chain system

3. Pre and in service training.

4. Surveillance.

5. Monitoring and evaluation. 

2.3 ACTIVITIES

· Organize consensus building with key partners

· Conduct community sensitization and development of the IEC materials

· Expand cold chain system.

· Conduct training of health staff

· Review and update the EPI policy to capture rota vaccine 

Review and update cMYP, data collection tools and training manual/Immunization Policy to capture Rota vaccine
· Monitor the level of preparedness for the health regions and basic health facilities as well as monitoring and supervision of activities throughout the introduction
 2.4 ADVOCACY AND SOCIAL MOBILIZATION
1. Sensitise key policy makers and relevant stakeholders on the introduction of the new vaccine.

2. Sensitise all health workers including clinicians on the introduction of the new vaccine 

3. Sensitize communities on the introduction of the new vaccine.

2.5 Cold Chain Expansion
1. Conduct cold chain assessment 

2. Procure and install cold chain equipment

3. Conduct regular cold chain monitoring and maintenance at all levels

2.5 PRE and IN-SERVICE TRAINING

1. Develop guide lines on the introduction of Rotavirus vaccine and include it into the EPI training manual

2. Conduct training for  central, regional and health facility staff on the introduction of the Rotavirus vaccine including health training institutions.

2.6 SURVEILLANCE

1.  Develop and distribute standard case definition on Rotavirus.
2. Sensitise clinicians on Rotavirus surveillance techniques.

3. Strengthen routine surveillance and monitoring of AEFI

2.7 MONITORING AND EVALUATION

1. Review, update and distribute monitoring and evaluation tools.

2. Conduct regular monthly monitoring and supportive supervision.

2.8 SUSTAINABILITY

The Government of The Gambia being conscious of the importance of immunization, created a budget line item for Immunization. The government is highly committed to the procurement of routine vaccines and co-financing of the new vaccines. In January 2009, the Honourable Minister of Health has given directive for the inclusion of co-financing amounts to be incorporated into the already existing budget line for immunization services. Through the ICC and NCG, regular briefings will be held with the Minister of Health and Social Welfare to ensure that immunization remains a principal item for funding in order to reduce childhood morbidity and mortality. 

 A major strategy is the utilization of evidence based data for advocacy at the Ministry of Finance & Economic Affairs to ensure that adequate part of the health budget is allocated for immunization services. 

In addition, the Government will also mobilise additional resources from GAVI HSS /Global Funds to support immunization services especially on cross-cutting issues e.g. capacity building and outreach service delivery.

. 

Both the health master plan and the EPI cMYP will be used for resource mobilization to support immunization services.

During the development process of the cMYP, firm financial commitment was given by WHO, while UNICEF would make funds available to the country depending on the level of resources being mobilized. 

.

3.0 PROCUREMENT AND MANAGEMENT

Annually, vaccines and other supplies are forecasted using the UNICEF forecast tool to determine the requirements. This is done at central level with input from the regional and health facility staff; which is shared with UNICEF and WHO. Once finalised, the forecast is then forwarded to UNICEF country office for onward transmission to UNICEF Supply Division.

Currently vaccines and other EPI supplies are procured through UNICEF and the same mechanism will continue. The government co-financing will also be channelled through UNICEF. 

At central level, Rotavirus vaccines will be received thrice yearly and will be delivered to the regions based on the forecast plan.

Already there is an established GAVI account at the central bank of The Gambia managed by the Ministry of Health & Social Welfare and funds from GAVI should be channelled through this account.

Government co-financing payments will be disbursed by the Ministry of Finance and Economic Affairs and deposited at UNICEF country office. This mechanism has been successfully utilized over the years for the procurement of traditional vaccines

3.1 MONITORING AND EVALUATION

The outcome and impact (programmatic and epidemiological) will be monitored using the routine monitoring and evaluation system. There is already an existing mechanism for monitoring and reporting routine administrative data including feedback. The following systems are also in place:

· Bi-monthly meetings are conducted at central level (EPI, EDC,WHO and NPHL) where routine data (feedback) is being reviewed and similar meetings are held at regional level monthly.
· Supportive supervisory visits will be conducted by the central level team to all the regions and health facilities bi-monthly; whilst regional health teams will visit each health facility monthly.

· Bi-annual cluster surveys will be conducted using standard WHO EPI survey tool to validate the routine administrative data. 
· Annual GAVI Progress Reports (APR) and joint reporting form will be submitted.
· The current system of monthly, bi-monthly, quarterly and annual reporting and feedback will continue at all levels.

4.0 Timeframe for New Vaccine Introduction
These pre-implementation activities below will be conducted using the introduction grant 
	1
	STRATEGY
	 ACTIVITY
	COST/ AMOUNT 
USD ($)
	IMPLEMENTATION FRAME 2013 & 2014
	RESPONSIBLE PERSON

	
	
	
	
	2013
	2014
	

	
	
	
	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	

	2
	ADVOCACY
	1. Sensitise policy makers and key stakeholders on the introduction of the new vaccine.
	21,500 

 

 
	 
	 
	 
	X
	 

 
	 

 
	 

 
	 

 
	EPI/WHO 

 

	
	
	2. Sensitise  health workers on the introduction of rota vaccine 
	
	 
	 
	 
	 X
	 X
	 
	 
	 
	

	
	
	3. sensitize communities.
	
	 
	 
	 
	 X
	X 
	 
	 
	 
	 

	3
	TRAINING
	1. Develop guide lines on the introduction of Rota Vaccine and include it in the EPI training manual
	 22,500

 
	 
	 
	 X
	X 
	 
	 
	 
	 
	EPI/WHO/UNICEF
 

	
	
	2. Train central, regional and health centre staff on the introduction the Rota  vaccine.
	
	 
	 
	 
	 X
	X 
	 
	 
	 
	

	4
	SURVEILLANCE
	1. Sensitise clinicians.
	 5,584

 

 
	 
	 
	 
	 X
	 X
	 
	 
	 
	EPI



	
	
	2. Review, update and distribute standard case definition of Rotavirus
	
	 
	 
	 
	 X
	 
	 
	 
	 
	

	
	
	3. Strengthen routine surveillance and monitoring AEFI
	
	 
	 
	 
	 
	 X
	X 
	X 
	X 
	

	5
	MONITORING 
	1. Review, update and distribute data collection tools.
	 46,837
 
	 
	 
	 
	 X
	X 
	 
	 
	 
	EPI



	
	
	2. Conduct regular monthly monitoring and supportive supervision.
	
	 
	 
	 
	 X
	 X
	 X
	 X
	 X
	

	6.
	PROGRAMME MANAGEMENT
	2. Procurement of fuel
	3,579
	
	
	
	
	
	
	
	
	EPI

	7.
	TOTAL
	
	100.000
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