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CHAPTER 1

:Introduction and Background
Adolescence – the second decade of life – is an 
age of transformation and opportunity that 
requires special attention and protection. World 
Health Organization (WHO) defines ‘Adolescents’ 
as individuals in the 10-19 years age group. India is 
host to the largest adolescent cohort in the world, 
i.e. 25.3 crores, which constitutes 21 percent of 
the total population.1 As acknowledged globally, 
immunization is one of the most beneficial and 
cost-effective disease prevention measures for 
adolescents, yet thousands of adolescents die, 
and thousands are hospitalized each year due to 
communicable diseases which could have been 
prevented by access to immunization. 

The WHO Scientific Advisory Group of Experts 
(SAGE) to the Global Programme for Vaccines 
and immunization (GPV) indicated the need to 
expand immunization activities beyond infancy, 
and include adolescents either as part of routine 
immunization services, or as part of disease 
elimination or eradication measures.2

This expansion is aimed at bolstering focus on 
the large proportion of unprotected adolescents 
by boosting their immunity status that is waning 
after completion of primary immunization, or the 
absence of “natural” immunity following exposure 
to a particular disease/agent.

1Verma, R., Khanna, P., & Chawla, S. (). Adolescent vaccines: Need special focus in India. Human vaccines & immunotherapeutics, 11(12), 2880–2882. doi:10.4161/hv.29757
2https://ncdc.gov.in/WriteReadData/linkimages/February_Final_020862513827.pdf
3Mortality from tetanus between 1990 and 2015: findings from the global burden of disease study 2015; Kyu et al. BMC Public Health (2017) 17:179
4WHO VPD monitoring system. 2019 global summary (data as on 15/07/2019)
5Clarke, K. (2017). Review of the epidemiology of diphtheria 2000-2016. Geneva: World Health Organization

1.1	 Global Context and Epidemiology

Tetanus

Globally 56,743 deaths due to tetanus were 
reported in 2015. Of these, 35% deaths (i.e. 19,937 
deaths) occurred in neonates. Of the 19,937 neonatal 
tetanus deaths, 45% occurred in South Asia, and 44% 
in Sub-Saharan Africa. The remaining 65% deaths (i.e. 
36,806 deaths) occurred in older children and adults. Of 
these 36,806 deaths, 47% occurred in South Asia, 36% 
in sub-Saharan Africa, and 12% in South-East Asia3. 

Diphtheria

The WHO Position paper on diphtheria, 2017, 
mentions that the South-East Asia Region was the 
source of 55-99% of all reported cases each year 
from 2011-2015. As per the report on Review of 
the Epidemiology of Diphtheria - 2000-2016, US- 
CDCP, 5 years average of reported diphtheria cases 
are mostly in the South East Asia Region of WHO 
and more particularly in India.

1.2	 Indian Context and Epidemiology

In India, 129 cases of neonatal tetanus and 
8788 cases of diphtheria were reported in 2018, 
whereas cases of diphtheria show a fluctuating 
trend4. Amongst the South East Asian region, 
India contributes to the maximum number of 
diphtheria cases5. 

Figure 1. Reported diphtheria cases in 5-year average - 2000-2015
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Figure 2. Trend of Tetanus and diphtheria cases in India

6WHO, VPD surveillance data 2017 & 2018, obtained from Immunization Division, MoHFW, GoI.  
7Sangal, Lucky, Sudhir Joshi, Shalini Anandan, Veeraraghavan Balaji, Jaichand Johnson, Asish Satapathy, Pradeep Haldar et al. “Resurgence of diphtheria in North Kerala, India, 2016: laboratory 
supported case-based surveillance outcomes.” Frontiers in public health 5 (2017): 218
8S. K. Ray, S. D. Gupta, and I. Saha, “A report of diphtheria surveillance from a rural medical college hospital,” Journal of the Indian Medical Association, vol. 96, no. 8, pp. 236–238, 1998. 
9WHO. Tetanus vaccine: WHO position paper. Weekly Epidemiological Record, No 20, 19 May, 2006
10WHO Tetanus vaccine: WHO position paper. Weekly Epidemiological Record,10 February 2017, vol. 92, 6 (pp. 53–76)

1.3	 Rationale for TT to Td Replacement

Despite 80% reduction in global tetanus 
mortality since 1999, the world has witnessed 
an increase in diphtheria outbreaks. In India, 
as per National Public Health Surveillance 
Project’s (NPSP) laboratory-supported vaccine-
preventable diseases surveillance data, most 
cases of diphtheria occur in the age group of 5 
years or above (77% and 69% in 2017 and 2018 
respectively)6. Approximately 2/3rd of these cases 
are unvaccinated. 

An analysis of the 2016 diphtheria outbreak 
in Kerala shows that nearly 79% of cases were 
more than 10 years of age7. Investigating analysis 
of a diphtheria outbreak in Delhi, Haryana and 
Uttar Pradesh in September 2018 (undertaken 
by Maharishi Valmiki Infectious Disease Hospital, 
Delhi) shows that 74% cases (103 out of 139 
cases) occurred in children older than five years. 

DPT vaccine was introduced in the country 
under routine immunization in 1978, resulting in 
a substantial decline in incidence in the paediatric 
populations. The effect was a shift of the infection 
to the older age groups. In 1998, around 65% of 
cases occurred above 3 years of age8. The shift in 
age paradigm justified the need for booster doses 
of diphtheria vaccination in older age groups. 
Hence, WHO recommends two doses of diphtheria 
toxoid-containing vaccination of adolescents and 
pregnant women. 

Waning of Immunity: 

Diphtheria epidemics in Eastern Europe and 
South America revealed that immunity to 

diphtheria wanes following the primary series 
of DTP infant immunization. After experiencing 
outbreaks, these regions changed to tetanus and 
diphtheria-containing (Td) vaccine for women of 
reproductive age, and Td booster doses for older 
children. This strategy, resulted in diphtheria 
very nearly disappearing in Eastern Europe and 
South America. Diphtheria immunity following 
a 3-dose primary vaccination schedule subsides 
over time. Therefore, booster doses of diphtheria 
toxoid-containing vaccines are needed to ensure 
continued protection. WHO recommends a 
schedule of 3 primary doses plus 3 booster doses 
for diphtheria vaccination. 

Global recommendations of TT replacement with Td

To control the burden of diphtheria cases/outbreaks, 
WHO has recommended that all countries needs 
to replace TT with Td for vaccination of women 
of reproductive age (including pregnant women as 
per national immunization targets), older children 
and adolescents to provide enhanced protection 
against diphtheria. The recommendation to shift 
from using TT to Td vaccine was re-stated by 
the Strategic Advisory Group of Experts (SAGE) 
on Immunization in 2002 and 2016, and was 
published and disseminated again in the WHO 
position papers on tetanus vaccine in 20069 and 
201710.

Consequent to the recommendations from 
SAGE and WHO, countries have started 
replacing TT by Td Vaccine. Available WHO and 
UNICEF joint reporting form (JRF) and UNICEF 
Supply Division data as at end of May 2018 
show that only 133 countries are fully using Td 
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»» WHO prequalified

»» VVM 30

»» Shelf life: 24-36 months

Td vaccine is safe, and is being used in 133 countries
Figure 3. Global trend of Tetanus and adult diphtheria vaccine

instead of TT vaccine and 61 countries are still 
using TT vaccine in their national immunization 
programmes (Figure 3). Ten of these are already 
planning for the replacement between 2018 and 
2019; nothing is yet planned for the remaining 
51 countries. 

Recommendation of National Technical 
Advisory Group on Immunization (NTAGI), 
to introduce Td in India

Based on the surveillance data, the Standing 
Technical Sub Committee (STSC) concluded that 
there is a shift in the burden of diphtheria cases 
to adolescents and adults, acknowledged the low 
booster dose coverage and the lack of platforms 
to provide booster doses and highlighted the 
need to strengthen these platforms. The STSC 
recommended strengthening of the diphtheria 
surveillance system and replacement of TT with Td 
vaccine. It further suggested that supplementation 
of school-age vaccination and routine coverage 
with Td would further increase coverage against 
diphtheria. In 2017, the National Technical 
Advisory Group on Immunization (NTAGI) 
endorsed and accepted the recommendation of 
the STSC for replacement of TT vaccine with Td 
vaccine in India’s immunization programme for all 
age groups, including pregnant women. 

In August 2018, as per the recommendation of 
NTAGI, Government of India decided to replace 
Tetanus Toxoid (TT) vaccine provided at 10 years 
(TT10) and 16 years (TT16) under the Universal 
Immunization Programme (UIP) schedule with 
Tetanus and adult diphtheria (Td) vaccine. 

Dose

0.5 ml Intra muscular Upper Arm

Route Site

BCG, OPV-zero dose, Hep B-birth dose

OPV-1, Pentavalent-1, Rota-1**, fIPV-1, PCV-1**

OPV-2, Pentavalent-2, Rota-2**

OPV-3, Pentavalent-3, Rota-3**, fIPV-2, PCV-2**

Measles-1/MR-1, Vit A, JE-1*, PCV-B**

DPT first booster dose, OPV-booster dose, Measles-2/
MR-2, JE-2*

DPT second booster dose

Td

Td-1 : early in pregnancy 
Td-2 : 4 weeks after Td-1
Td-B#: if pregnancy occur within 3 years of last 
pregnancy and 2 Td doses were received

Vaccination schedule after Td introductionAge

At birth

6 weeks

10 weeks

14 weeks

9 months

5-6 years  

10 & 16 
years

For pregnant 
woman

16-24 
months

About Td vaccine

Tetanus and adult diphtheria (Td) vaccine is a 
combination of tetanus and diphtheria with lower 
concentration of diphtheria antigen (Td). 

*in endemic districts only
**Being introduced/scaled up
#one dose if previously vaccinated within 3 years

Based on the NTAGI recommendation, 
the revised UIP schedule is given below:



Operational Guidelines and Strategic Plan 2019

Pg. 4

Adolescent immunization status:

India has the largest cohort of adolescents in 
the world, yielding great dividends for future 
generations. For optimal well-being of this age 
group, immunization coverage of adolescents at the 
age of 10 and 16 years with Td is crucial. Currently, 
TT10 and TT16 coverage is sub-optimal and needs 
the focused attention of programme managers.

To gain the maximum benefit of Td vaccine 
and to prevent diphtheria occurrence among 
higher age groups, it is essential to increase 
the coverage among adolescents. In order to 
increase the coverage of Td vaccine, robust and 
efficient planning, implementation, monitoring 

Aetiopathogenesis of Tetanus

Tetanus is a highly infectious, non-communicable, 
bacterial disease caused by Clostridium tetani. The 
spores of C. tetani are prevalent in the environment, 
particularly in the soil of warm and moist areas, 
and carried in the intestinal tracts and faeces of 

Clinical Features of Tetanus

Tetanus presents itself in three characteristic clinical manifestation: 

1)  Localized tetanus: 

»» This form of tetanus is uncommon
»» It is characterized by sustained contraction of the muscles 

2) Cephalic tetanus: 

»» It is a rare form of the disease associated with C. tetani 
»» It presents clinically as cranial nerve palsies
»» Cephalic tetanus can progress to generalized tetanus; in which case it has a similarly poor prognosis1.

3) Generalized tetanus: 

»» Occurs in more than 80% of the cases presenting as generalized spastic disease1

»» Characteristic features of disease onset are early spasms of the muscles of the jaw known as trismus 
or lockjaw

»» Spasm of the facial muscles produces risus sardonicus, a distinctive facial expression that resembles 
a forced grin

»» Sustained spasm of the muscles of the back leads to opisthotonos, the backward arching of the head, 
neck and spine, and to sudden generalized seizure-like spasms

»» Spasm of the glottis may cause sudden death

»» The case fatality rate of generalized tetanus varies from 10 to 70%. In the absence of optimal care, 
case fatality is almost 100%

Statistics Speak

»» In FY 2018-19, the national coverage of TT 
vaccine was at 54.9% and 48.4% for TT10 
and TT16 respectively.

»» State-wide coverage of TT at both 10 and 
16 years varies significantly. 

»» TT10 coverage ranges from 9.2% in 
Arunachal Pradesh to 92.6% in Tamil Nadu. 

»» TT16 coverage varied from 5.4% in Delhi to 
78.9% in Chhattisgarh.

Source: HMIS Report

humans and animals. The highly potent toxin 
produced by C. tetani is called Tetanospasmin. It 
blocks inhibitory neurotransmitter in the central 
nervous system, causing muscular rigidity and 
spasms. The incubation period of tetanus is 3-21 
days after infection.

1.4	 Aetiopathogenesis of Disease

and reporting of these services are of utmost 
importance.
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Aetiopathogenesis of Diphtheria

Diphtheria is a bacterial disease caused by 
Corynebacterium diphtheria. The exotoxin 
produced by C. diphtheria inhibits protein synthesis 
in the cell leading to cell death. In addition to the 
bacterial exotoxin, cell-wall components such 
as the O- and K-antigens are essential in the 
pathogenesis of the disease. Transmission of C. 
diphtheriae occurs from person to person through 
droplets and close physical contact. Transmission 
may also occur via contagious cutaneous 

diphtheria lesions, as has been documented in 
some areas of the tropics and under conditions of 
poor hygiene. Cutaneous diphtheria is common in 
warmer climates and settings with poor hygiene 
and overcrowding. C. diphtheriae replicates on the 
surface of the mucous membrane but can also 
manifest as a cutaneous form. 

The incubation period of diphtheria is 2-5 days 
(range 1-10 days). The disease manifests a high 
case fatality (> 10%) in endemic areas. 

Clinical Features of Diphtheria

Diphtheria presents itself in the following range of clinical presentations: 

»» Transmission of nontoxigenic C. diphtheriae to susceptible individuals frequently results in transient 
asymptomatic pharyngeal carriage or mild clinical disease

»» Infection can cause respiratory or cutaneous diphtheria and in rare cases can lead to systemic 
diphtheria. Depending on the anatomical location, respiratory disease may be nasal, pharyngeal, or 
laryngeal, or any combination of these.

»» Pharyngeal diphtheria is the most common form. The onset is usually relatively slow and characterized 
by mild fever and an exudative pharyngitis that organizes into pseudo-membrane in nose, pharynx 
and tonsils.

»» Bull neck diphtheria is characterized markedly enlarged anterior cervical lymph nodes with 
considerable inflammation and oedema of surrounding tissues

»» Absorption of diphtheria toxin into the bloodstream results in toxic damage to organs such as the 
heart, kidneys and peripheral nerves
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CHAPTER 2:

Strategic Components for Effective  
Td10 and Td16 Roll-out

2.1	 Micro-planning

Micro-planning is one of the tools that health 
workers use to ensure that immunization services 
reach every community by identifying priority 
communities, addressing barriers, and developing 

Specific components of a RI micro-plan for Td immunization:

»» Enlisting of all villages/wards/tolas/HRAs

»» Enlisting of all schools (government, government-aided, private, religious, and so on) of the area
o  On line-listing of all students of class 5th and 10th of the schools

»» Headcount of all 10 and 16-years old adolescents through house-to-house survey 
o  School-going and 

o  Out-of-school adolescent

»» Medical Offices will plan for immunisation session based on updated microplan with the help of RBSK 
and schools. RBSK will provide line-listing of all names of children who are not vaccinated within 
government and government aided school with help of school authorities and school education 
department. RBSK team will create awareness among children about the need to vaccinate Td

»» Estimate and plan the vaccine and logistic requirements, including modes of vaccine delivery

»» Device school and outreach-specific communication plans focusing on adolescent populations

»» Supervision and monitoring plans

»» For Td vaccination two types of micro-plans need to be prepared: a) For School-going and b) For out-
of- school adolescents 

workplans with solutions. Micro-plans are prepared 
for a one-year period but must be reviewed every 
quarter. For optimal Td vaccination,  an appropriate 
micro-plan needs to be prepared  for in-school and 
out-of-school adolescents.

Estimation of the target population through the house-to-house survey:

House-to-house survey for estimation of the target 
population (10 and 16 years adolescents) is an 
essential component of the activity. A systematic 

approach for a house-to-house survey is illustrated 
in Figure 4. 

Identification 
of surveyor 
in the area 

(ASHA/AWW 
/ Link 

worker) 

isting of 
llages/ 

amlets/ 
wards/ 
HRAs 

Visit of 
20-30

houses per 
day by 

surveyor 

House 
marking during 

the visit 
by team 

Developing 
line listing of 
10 & 16 year 
adolescent in 
school and 

out of school 

Validation 
of head 
count 
survey 

Figure 4. Systematic approach for house to house Survey

The key components of Td vaccination, such as: Micro-planning, Cold chain-vaccine logistics management, 
AEFI, Recording-reporting, Monitoring-supervision and Communication-social mobilization are briefly 
described in this chapter.
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The definitions for a 10 and 16 years old adolescent 
are as follows:

»» 10 year adolescent: one who has completed 
10 years but not reached 11th year (Age: 10 
years upto 10 years and 364th day) on the 
date of the house-to-house survey.

»» 16 year adolescent: who has completed 16 
year but not reached 17th year (Age: 16 years 
to 16 year 364th day) on date of the house-
to-house survey.

Validation of house-to-house survey:

»» Validation should be conducted by the block/
district level officials to maintain the quality 
of the survey. The block/planning unit assigns 
one supervisor for every 1-3 sub-centers and 
urban areas. Each supervisor is responsible 
for ensuring the quality of the survey by 
guiding and monitoring the health worker 
(ASHA/AWW/Link Worker) who are involved 
in data collection.  

List of different Formats related to house-to-house 
survey of targeted beneficiaries (Adolescents 10 
and 16 years of age): (attached as Annexes) 

»» Survey Form 1 - Area demarcation for house-
to-house survey of 10 and 16 year old 
adolescents

»» Survey Form 2 - Line list of 10 and 16 year 
old adolescents 

»» Survey Form 3 - Validation of house to house 
survey of 10 and 16 year old adolescents.

»» Survey Form 4 – Due list for 10 and 16 year 
old adolescents

»» School Form 1 – Line list of schools for 
adolescent Td immunization

»» School Form 2 - Line list of class 5 and class 
10 of school adolescents

2.2	 Cold Chain and Vaccine Logistics 

The state must ensure availability of Td vaccine at 
state vaccine stores, regional vaccine stores, district 
vaccine stores, and cold chain points. Cold Chain 
Handlers should avoid stock-out by indenting the 
required vaccine from higher stores once the stock 
reaches a minimum level. The review of the stock 
position using eVIN and entering vaccine transaction 
on the eVIN application helps the states to monitor 
the Td availability and the utilization trend. The 
vaccine stock and distribution registers should be 
updated to reflect the vaccine transactions.

Vaccine estimation and procurement:

Before Td roll-out, states need to calculate and 
share the estimated requirement of Td vaccine 
and syringes to Government of India as per the 
given formula (Figure 5). Consider retaining 25% 
buffer stock before forecasting and sending the 
requirement at each level. 

Vaccine Sensitivity:

Td is freeze and heat-sensitive and thus needs 
to be transported and stored at +2 to +8 degree 
Celsius temperature, just like TT (Figure-6). 

Remember: 

»» Include adolescent age groups (both school-
going and out-of-school adolescents) of 10 
and 16 year olds as part of the head count 
survey of AWW and ASHA

»» Additional focus on coverage of adolescent 
boys may be made through this survey by 
AWW

»» Prepare a specific communication plan 
addressing in-school and out-of-school 
adolescents 

»» The micro-plan should also include the 
supervision and monitoring plan

Definition of Adolescent

Figure 5. Td estimation
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Figure 6: Vaccine sensitivity

Figure 7: Storage of Td in the ILR

vaccine vial, do not use it and record it in the 
vaccine stock and distribution register. 

»» The AD syringes (0.5 ml) available under the 
UIP will be used to administer Td vaccine.

Td Vaccine Stock Management:

»» The storage, package size, presentation, 
route of administration, wastage rate, doses 
required, transportation, heat and freeze 
sensitivity, cold chain maintenance is the 
same as TT

»» No requirement for additional cold chain 
storage capacity to accommodate Td 
vaccine; however, in case of additional 
requirement because of increase in number 
of beneficiaries, extra ILRs need to be placed 
as per requirement

»» If the remaining stock of TT vaccine still 
meets all validity requirements, it should be 
used first and then begin using the Td vaccine 

»» Td should be stored in ILR below DPT and IPV 
(Figure: 7)

»» Vaccine with the nearest expiry date will be 
used first in a system known as EEFO (early 
expiry, first-out)

»» There is no need to discard or recall stocks of 
available TT vaccine 

»» Td vaccine can be given as a subsequent dose 
following TT, and all previous TT doses will 
remain valid. There is no need to re-start the 
series.

»» Open vial policy is applicable to Td vaccine.

»» Shake test is applicable. 

»» Expiry date should always be checked 
whenever a vial is opened. If you find a frozen 

Stock and vaccine distribution register:

Stock Register:

»» Td vaccine stock to be entered in stock 
register for each transaction as being done 
for other UIP vaccines. 

»» If TT vaccine is available at store/CCP,  
transaction of the TT and Td will be entered 
in stock register separately. 
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Distribution Register:

»» The distribution details of Td for each 
transaction will be entered in distribution 
register under TT vaccine column, however, 
Td to be mentioned in heading clearly. If 
TT is also available, separate sheet may be 
used for Td and TT entries. 

Use of eVIN for Smooth TT to Td transition:

eVIN is rolled out in majority of states and used 
for comprehensive Immunization supply chain 
management. Use of eVIN will be critical for 
smooth transition of TT vaccine to Td vaccine in 
terms of following aspects: 

1)	 Forecasting and Estimation of requirement:

	 In eVIN states, vaccine requirement, 
minimum and maximum stock are already 
present. Forecasting requirement for Td 
will be same as TT. All Cold chain handlers 
have to ensure that eVIN mobile app as 
well as web module is capturing the same 
minimum and maximum stock, as well as 
the recommended quantity at the time of 
indent generation. 

2)	 Monitoring consumption of TT:

	 Td will be used only when TT is completely 
utilized and stocked out. Ensure that there 
is no variation in TT consumption and it is 
timely consumed. eVIN has to be monitored 
regularly for TT consumption.

3)	 Ensure adequate stock of Td before TT phase- 
out:

	 While TT will phase out, it will be important 

to ensure that there is adequate stock of 
Td at each level for seamless immunization 
sessions. eVIN can generate state, district 
and CCP wise reports to ensure stock 
availability, adequacy and probability of 
stock out. 

4)	 Comparison of TT and Td consumption:

	 Comparison of TT and Td consumption 
should be closely monitored through 
eVIN. This comparison will help the health 
workers and programme managers to 
ensure that the phase-in and phase-out 
process is as per the Roll-out plan. 

5)	 Temperature Monitoring: 

	 As Td is a heat and freeze sensitive vaccine, 
it is important to ensure that Td is stored 
under recommended temperature range 
of +2 to +8° Celsius. Through eVIN, 
temperature can be monitored remotely 
and instant alerts are generated when 
there is a temperature breach. As per 
the SOPs for temperature monitoring, 
immediate corrective action, by the Cold 
chain handler/technician, has to be taken 
at the time of temperature breach. 

Vaccine transport:

The Cold chain handler must avoid overstocking or 
stock out of vaccine at cold chain points. Shortage 
of stock and wastage must also not occur. 
Therefore, it is needed to have a prior estimation 
of the minimum and maximum stock of the 
vaccine (Figure 9). 

Figure 8: Tracking of TT to Td transition
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Figure 9: Vaccine Transport

2.3	 Adverse Event Following 		
	 Immunization

An Adverse Event Following Immunization (AEFI) 
is an untoward medical occurrence which follows 
immunization and which does not necessarily 
have a causal relationship with the usage of the 
vaccine. The adverse event may be any unfavorable 
or unintended sign, abnormal laboratory finding, 
symptom or disease. A reported adverse event can 
be either an actual adverse event (actually a result 
of the vaccine or the immunization process) or a 
coincidental event (which is not due to the vaccine 
or the immunization process but is temporally 
associated with immunization). Adverse events 

following immunization can also occur in clusters. 
A cluster is two or more cases of the same adverse 
event related in time, place or vaccine administration.

Td vaccines have been used for decades in many 
countries and are known to be a safe and effective. 
The widespread use of Td vaccines in many 
countries has not produced any signal of possible 
harm to pregnant women or foetus. However, the 
health system has to be prepared for managing, 
reporting, investigating adverse events and 
conducting an assessment to know the cause.

The following adverse events are known to occur 
following administration of Td vaccines:

Minor symptoms:  These reactions are generally 
mild and confined to the site of injection 
administration. Some inflammation may occur 
along with transient fever, malaise and irritability. 
Occasionally, a nodule may develop at the site of 
injection but this is rare. 

Allergic reaction/anaphylaxis: Rarely, severe 
allergic reaction such as hives, swelling of the face 
and throat, or difficulty in breathing may occur. 
Very rarely, anaphylaxis may occur following 
administration of Td vaccine. These reactions can 
be managed as per instructions mentioned  below:

»» Manage allergic reactions by referring the 
beneficiary to the nearest AEFI management 
center. 

Td vaccine should be transported in 
cold boxes with conditioned  ice-
packs along with other UIP vaccines 

Td vaccine should be transported to 
session sites along with other vaccines in
vaccine carrier with conditioned ice 
packs.
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Monitoring supply of AD syringes:

Available records must be examined for supply, 
utilization and balance of vaccines and AD syringes, 
and must be verified physically to see whether 
there is a logical association between vaccines and 
AD syringes supplied and used.

If the following scenarios are found, there is a need 
to explore and address the reasons:

»» The utilization of the vaccine and AD syringes 
show a pattern of rapid increase or decrease 
week after week;

»» If there is any mismatch between the 
reported number of doses and AD syringes 
used
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»» If anaphylaxis is suspected, immediately 
administer an age-appropriate dose of 
injection Adrenaline through intra-muscular 
route and then rush the beneficiary to the 
nearest health facility. 

»» Record such cases in the PHC AEFI register and 
report and investigate as per AEFI guidelines. 

Anxiety reaction: Reactions such as syncope, 
giddiness, fainting, vomiting, etc. may be reported 
individually or in clusters. Anxiety reactions are 
self-limiting, and usually beneficiaries recover 
without any long-term effects. These reactions 
can be prevented by: 

»» Arranging session sites in such a manner so 
as to segregate potential recipients from 
those who have received the vaccines so that 
they do not interact with each other.

»» Keeping beneficiaries under observation for 
30 minutes post vaccination for potential 
adverse events

»» Ensuring session site has a calm environment 
with good ventilation and is not crowded. 

»» Diverting attention of the recipients during 
vaccination and after vaccination. 

»» Ensuring recipients have had something to 
eat before vaccination.

Report and investigate all AEFI cases including 
anxiety reactions. Ensure availability of anaphylaxis 
kit with injection Adrenaline within expiry date at 
the session site with the vaccinator.

Management of AEFI cases demands a 
strengthened AEFI surveillance system with 
accurate and timely reporting of AEFI cases in the 
country. It is important to strengthen the existing 
AEFI surveillance system to ensure that all AEFI 
cases are reported and investigated and assessed 
to know the cause of AEFI. Key steps to ensure 
timely reporting of AEFI cases are:

1.	 All adverse events (minor, serious and severe) 
should be recorded in the PHC AEFI register. 

2.	 All serious and severe AEFIs should be 
reported and investigated as per the National 
AEFI Surveillance and Response Operational 
Guidelines-2015 (Ministry of Health and 
Family Welfare, GoI) using the Case Reporting 
Form (CRF), Preliminary Case Investigation 
Form (PCIF), and Final Case Investigation 
Form (FCIF). 

3.	 In cases of hospitalization, all hospital 
records (including case records, laboratory 
investigation reports, discharge summaries, 
etc.) should be collected and submitted with 
the PCIF and FCIF.

4.	 In cases of deaths, post-mortems should be 
encouraged and reports sent with PCIF and 
FCIF.

5.	 In case of deaths where no hospitalization 
and/or postmortem has been done, Verbal 
Autopsy Format for AEFI should be filled and 
sent with the PCIF/FCIF. 

2.4	 Recording and Reporting

Recording and reporting of accurate data is crucial 
to measure the performance of all components of 
the immunization programme. A periodic analysis 
of the correct and accurate data will help to aid 
in identifying the problems and taking corrective 
actions, thereby improving the quality and success 
of the programme. 

In India, there are many sources of data available 
at each level to aid evidence-based decision-
making. As per the guidelines, standard recording 
and reporting formats are available at each 
level of healthcare which are consolidated or 
aggregated for forwarding to the district and state 
levels. The data are usually collected through 
standard reporting formats (tally sheets, register, 
monthly progress report, etc.) and are gathered by 
supervision visits. Online web-based repositories are 
also made functional in form of health-data portals 
such Health Management Information System 
(HMIS), RCH portal/ANMOL, UDISE, etc. An effective 
HMIS not only serves to monitor the performance 
and quality of the health services but also provides a 
sound evidence to base decisions upon, by acting as a 
repository of information for key healthcare indicators. 

The introduction of the Td vaccine in the UIP 
provides an opportunity to strengthen the overall 
monitoring of the RI programme. Vital recording 
and reporting formats to capture coverage of TT10 
or Td10 and TT16 or Td16 are as follows:

1.	 Health Management Information System 
(HMIS) Portal: The Portal captures health 
facility wise data which is entered every 
month as per the pre-defined timeline. HMIS 
will be modified to record the coverage of Td 
in place of TT, till then Td doses administered 
will be recorded along with TT doses. 
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2.	 Reproductive and Child Health (RCH) 
Portal: An innovative RCH portal has been 
designed to achieve early registration and 
timely provision of services to all potential 
beneficiaries. The existing RCH portal/
ANMOL do not have the option to record the 
Td beneficiary and vaccination details, the 
same may need to be provisioned in the RCH 
portal/ ANMOL.

3.	 Unified District Information on School 
Education (UDISE) Portal: The UDISE 
system, developed by National University of 
Educational Planning and Administration and 
supported by MHRD provisions collection 
of information to organize and classify all 
school data across the country. The UDISE 
will also have data element on Td which will 
be entered at the school level.

Revision of all formats is needed before Td 
introduction

»» Mother-child protection (MCP) card 

»» Due-list

»» Tally sheets

»» Vaccine stock form, indenting forms, 
distribution registers

»» Monthly progress report at all levels

»» Maternal & Child Health (MCH)/
Immunization registers

»» Coverage monitoring charts

»» Supervisory checklists

»» Computer databases

»» Immunization coverage surveys and 
evaluation formats

»» AEFI reporting formats

»» RI micro-plan

Td doses administered will be recorded at the 
place of TT doses, till these formats are modified 
to include the Td column. 

Moreover, the existing monthly immunization 
dashboard (generated by ITSU) will also include 
detailed analysis and visualization of data 
related to Td. These dashboards are shared 
on a monthly basis with the state for further 
action. The state will also include analysis 
and visualization of data related to Td in their 
existing monthly immunization dashboard.

2.5	 Monitoring and Supervision

A robust monitoring system and continuous 
supportive supervision oversight of the 
implementation activities is crucial at all levels. 
Monitoring is the systematic and continuous 
process of examining data, procedures and 
practices. A well-designed monitoring programme 
will measure the quality of the immunization 
service at each level of the health system 
by measuring progress, identifying problems, 
developing solutions, and guiding policies and 
interventions. In addition to the monitoring, 
supportive supervision promotes quality at 
all levels of the health system through the 
development of professional competence among 
the health workforce. Supportive supervision 
promotes quality outcomes by strengthening 
communication, identifying and solving the problem, 
facilitating teamwork, and providing leadership and 
support to empower health providers to monitor and 
improve their own performance.

Monitoring and supervision are required at each 
level of the health system: health-facility level, 
district level, state level and national level. A team 
of national and state monitors will be monitoring 
and supervising all activities in the states where the 
TT is replaced with Td. These teams are responsible 
for guiding and providing supportive supervision 
on the management and operational aspects 
during the launch with immediate corrections, 
problem-solving and on-the-job training. This will 
ensure medical officers, vaccinators and other 
health-workers comply with the highest quality 
standards.

Key steps to ensure smooth roll-out of Td will look 
upon the following aspects:

»» Regular field visits by the monitors to provide 
real-time information

»» Inclusion of Td components in the existing 
supervisory checklist for immunization 
programme monitoring.

»» Regular supervisory visits by the supervisors 
to schools/health facilities to assess the 
progress of the state 

»» Formation of a special task force on Td 
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2.6	 Communication, Advocacy and 	
	 Social Mobilization 
Communication Strategy and Plan 

Protecting India’s large cohort of adolescents 
by replacement of in-school TT vaccination 
with Td and leveraging the existing RI platforms 
for out-of-school/ drop-outs requires a robust 

Key components of the communication strategy

The communication strategy for Td is built upon 
the four key strategic communication approaches 
– advocacy, social mobilization, capacity building 
and media engagement.

Advocacy 

A well-charted advocacy plan will play a key role 

Figure 11: Target Audience

Figure 10: Key components

immunization at the national, state and 
district levels for efficient coordination 
between various departments and to 
facilitate a robust review mechanism

A detailed supportive supervision plan will be 
prepared at every level. Supportive supervision 
will focus on the critical aspects of quality, 
effectiveness and safety related to programmatic 
issues. The DTFI and STFI will also focus on Td 
performance, issues and challenges of roll-out 
and possible suggestions for effective roll-out. 
Review meetings by MOs in coordination with 
RBSK and education deparment should be done 
to discuss the performance. Data analysis and 
review of performance on Td coverage will be 
done at all levels including state, district and 
block level. The existing mechanisms such as the 
task force for immunization, other interactions 
and review meetings should be used for feedback 
and information sharing for appropriate corrective 
measures and follow-up.

The supervisors at different levels will be as under:

»» State level supervisors – 1 supervisor for 
each district

»» District level (second line) supervisors – 1 
supervisor for each block

»» Independent external monitors from national, 
state, district levels – both government and 
non-government partners (externally hired 
monitors by WHO / UNICEF, NGOs, donors, 
other partners)

communication strategy and plan tailored to 
their needs. The communication operational plan 
to strengthen TT/Td10 and 16 coverage has been 
developed in light of the following objectives: 

»» Positive and factual positioning of Td 
among key stakeholders (parents/caregivers/ 
adolescents/teachers and health workers) 
and media

»» Clear and strategic communication to ensure 
Td is not viewed as a new vaccine, rather a 
replacement of TT

»» Capacitate health workers and teachers 
in inter-personal communication (IPC) for 
effective social mobilization and micro-
planning activities at the community / 
facility / school level

»» Build an enabling environment around Td 
vaccine through positive media advocacy 
and outreach 
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Key determinants for effective Td roll-out: 

Departments: Education, ICDS, WCD, NUHM, 
Tribal Welfare, Youth Affairs, RWAs

Platforms for advocacy: RKSK programme 
officers/counselors, schools, public 
representatives, government, private medical 
networks and doctors, religious leaders, Lions 
club, Rotary Club, IMA and IAP, MAS members

Social mobilization 

Social mobilization will be a key strategic approach 
to create awareness, disseminate information 
for Td vaccine, build trust and confidence of the 
caregivers and community on Td. 

A clear social mobilization plan with names of the 
key mobilizers needs to be developed using the 
communication planning matrix provided in the 
annexure. States need to ensure this plan forms 
part of the school-based micro plan.

in setting the Td agenda and influence decision-
makers and stakeholders to support policies and 
actions to facilitate uptake of Td10 and Td16 
vaccine by the community.

Prior to the development of the plan, states need 
to assess the existing resources and adapt them in 
the context of Td related messages. An indicative 
matrix for advocacy activities is outlined in the 
Annexure (Indicative Planning Matrix for Advocacy 
Activities) for use at various levels:

Stakeholder Potential Mobilizers

Adolescents  in-school
School-based platforms (parent teacher forum/ associations/ groups/ PTA/
PTM) and influencers (teachers/ supervisors)

Adolescents  out-of-school
Adolescent groups, RBSK staffs, peer educators, NGOs and CBOs working 
with children’s groups, children’s homes, hostels

Mothers of adolescents Mothers meetings, UHSND/ VHSND
Note: Engaging with community groups, women’s groups, self-help groups, youth clubs, NGOs, religious groups and community-based 

organizations (CBOs) through a range of communication activities will be essential for making the community aware about the need for Td in 

the context of improving adolescent health, and to convince and move refusal or resistant communities/ families towards behavior change.  . 

For working with the adolescents in school and out-of-school, it will be necessary to coordinate with NYK, NSS and NCC for mobilizing the 

youth groups in the educational institutions and at the community, the state and district levels. 

Capacity Building 

Periodic training programmes/orientation of 
the frontline workers, health care providers and 
other key mobilizers on Td through state, district 
and block- level trainings will enable them to 
effectively carry out communication activities 
and share essential and relevant information with 
the community. A  cascade training model may be 
adopted by states, with focus on frequently asked 
questions (FAQs) related to Td, micro-planning 
and tracking of children due for Td vaccine, through 
influencer meetings and mosque announcements.

Media engagement 

Keeping the media well-informed, engaging with 
media on a regular basis and advocating with them 
for Td vaccine is essential so as to build a conducive 
and enabling environment for acceptance of 
the vaccine. A strong media outreach using 
print, digital/online media and social media will 
facilitate in disseminating factual information on 
the vaccine and countering negative information 
and rumours.

Social Media

Social media platforms such as Facebook, 
Whatsapp, Youtube will play a key role in 
disseminating information on the benefits of 
Td and in countering rumours / negative stories. 
States and districts should develop a social media 
plan to showcase vaccine uptake and amplify 
its benefits. WhatsApp groups of state health 
departments, BMO’s MOIC’s and FLW’s should 
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negative news and build confidence in the 
vaccine 

To prepare for crisis, states need to prepare a 
handy information package containing Frequently 
Asked Questions, factsheet or technical brief on 
Td and on AEFI’s related to Td along with contact 
details of spokespersons that media can contact. 

Communication Planning

The communication plan templates based on the 
RI communication planning templates, should be 
considered in preparing for the roll out of the Td 
vaccine. The activities listed in the templates are 
indicative and states may choose the activities 
which are found suitable / feasible to their regional 
needs. 

Communication Monitoring

It is imperative to monitor all activities mentioned 
in the communication plan through regular 
monitoring visits by key state/ district/ block 
officials.  States may develop communication 
monitoring checklists for the monitors based on 
the following indicators:

»» Display of Td IEC materials at school, VHSND 
and health facilities. 

»» Training of health and wellness ambassadors 
on Td

»» Parents / caregivers oriented on Td through 
PTMs

»» School teachers trained on Td communication 
materials

»» Inter-departmental coordination meetings 
held with all stakeholders including RBSK 
and RKSK

»» Orientation of MAS

»» Development of social mobilization plan for 
Td 

»» AWWs and ASHAs trained in IPC skills 
(BRIDGE)

Detailed list of indicative activities for each of the 
three strategic interventions and each strategic 
area – advocacy, social mobilization, capacity-
building are outlined under the chapter on 
Operational Plan for Roll-out strategy.

be tapped to disseminate the key messages on 
Td/ positive news/stories/ factoids related to Td. 
Information on Td needs to be seeded regularly 
through innovative GIFs, infographics, updates and 
photographs from the session sites, testimonials 
from beneficiaries, local influencers, front-line 
workers and health officials.

Media outreach activities to be undertaken for Td 
are as follows:

»» Develop a comprehensive media plan 
including news media, social/digital media

»» Seed in positive stories and opinion articles 
on the importance of immunization for 
adolescents

»» Undertake regular media monitoring at 
the national, state and district level which 
includes monitoring the major print dailies, 
local news channels, websites and news app 
groups on Td

»» Track reporting of Td10 and Td16 through 
media for tonality of reporting

»» In case of negative or incorrect reporting, 
ensure that the reporter has access to correct 
information

»» Organize media reorientation/ sensitization 
workshops with key journalists in case of 
more negative news media coverage or lack 
of visibility of positive news media on Td

»» Keep the media well-informed on Td by 
giving out FAQ’s or developing a media 
info-kit to encourage evidence based and 
scientific reporting. 

Crisis Preparedness and Management:

Negative coverage in the media following an AEFI 
can be detrimental to the successful roll-out and 
coverage of Td.  

Therefore, it is imperative to

»» Keep a crisis communication plan handy 

»» In case of AEFI, deal sensitively with media 
through timely and factual information; 
ensure information is provided through 
nominated and trained spokesperson 
(district/state)

»» Use the AEFI media communication protocol 
to respond systematically 

»» Rope in influencers to help downplay 
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CHAPTER 3:

Recommended Strategies for Td10 and 
Td16 Roll-out

Presently, there are multiple programmes running 
across states in India, which capture the 
adolescent age group of 10-19 years. However, 
the mandate of these programmes is guided by 
limitations, leaving out a large proportion of this 
age group (e.g. programmes targeted exclusively 
towards adolescent girls, or school-going 
adolescents (leaving out of school adolescents), 
and the provision of counseling services for 
adolescents (omitting other preventive services) 
etc.

In the light of these gaps, other public health 
programmes which can be utilized as a platform 
to increase the coverage of TT/Td vaccination 
amongst adolescents were assessed.

»» Key platforms/schemes were explored: UIP, 
RBSK, RKSK, ICDS, School Health Programme, 
Tribal Immunization and Health campaigns

Three strategies were finalized which will facilitate 
states to strengthen TT/Td vaccination among in-
school, out-of-school and drop-out adolescents in 
India.

Figure 12: Three recommended strategies to strengthen roll of Td in India

3.1	 STRATEGY 1 
Involvement of RBSK to Improve Td10 and Td16 Coverage

Rashtriya Bal Swasthya Karyakram (RBSK) which 
envisages Health Screening and Early Intervention 
Services, comprises a systemic approach of 
early identification and link to care, support and 
treatment. This programme includes existing 
schools and aims at early identification and early 
intervention of children from birth to 18 years to 
cover the 4 ‘D’s i.e. Defects at Birth, Deficiencies, 
Diseases, Development Delays including 
Disabilities. The RBSK Block Mobile Health Team 

is assigned for each block in a district with the 
following composition: 4 members per team; 2 
doctors (AYUSH/allopath) + 1 ANM/staff nurse + 
1 pharmacist/lab technician/ophthalmic assistant. 
An ANM/Staff Nurse for the SC/HWC/PHC 
can be attached to the RBSK team to carryout 
these activities. The concerned ANM/SN should 
be suitably trained in immunization program 
including details of Td vaccine, management of 
AEFI etc.
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Programme Strengths of Strategy 1

»» Covers all government and government-aided in-school adolescents annually, through well prepared 
micro-plans

»» The provision of Sub center ANM/staff nurse with each of the RBSK team so that it is equipped to 
provide TT/Td vaccination (post training)

»» Medical officers need to ensure vaccine delivery at school session site in coordination with RBSK 
teams

»» A sound recording and reporting mechanism will facilitate in proper reporting of immunization 
among adolescent

»» The presence of a quarterly review mechanism (at state, district and block level) with representation 
of key departments (health, education and ICDS) further provides an opportunity for effective 
review of coverage and services

Programme Strengths of Strategy 2

»» Detailed line-list of adolescents available for both in and out-of-school

»» Most VHSNDs/UHSNDs and immunization sessions are conducted at AWCs, and with AWW support 
for mobilization activities 

»» Services presently offered in the targeted age group- Immunization, supplementary nutrition, health 
education to pregnant and lactating mothers and adolescent girls up to the age of 18 years

3.2	 STRATEGY 2
Strengthen VHSNDs/UHSNDs to Improve Td10 and Td16 Coverage

3.3	 STRATEGY 3
Organize Td Immunization Week(s) to Improve Td10 and Td16 Coverage

Village Health,Nutrition and Sanitation Day 
(VHSND) and Urban Health, Nutrition and 
Sanitation Day (UHSND) is fixed-day and fixed-
site activity that is to be organized every month 

at sub-center/anganwadi center or other suitable 
location. This strategy can be planned during 
school breaks, summer breaks etc. when the 
adolescents will be at home.

To reach out to the unreached adolescent 
population for Td vaccination, Td immunization 
week(s) is one of the suggested strategies. The 
focus is to conduct the activity in all schools 
(government, private and religious schools) to 
cover the large cohort of the targeted age group 
at one time. The remaining beneficiaries can be 
reached out through existing VHSNDs/UHSNDs. 
Good communication strategies should be in 
place. The learning from measles-rubella campaign 
should be used to organize the Td immunization 

week(s). Immunization weeks should be planned 
to target the maximum number of beneficiaries i.e. 
during the initial months of start of school sessions. 

The Td Immunization Week is aimed at optimizing 
adolescent Td vaccination coverage with focus 
on all schools/religious schools such as madrasa, 
missionaries and vedic schools etc. Td immunization 
week can be conducted at these places on non-
RI days of the week. Regular RI sessions will be 
conducted as planned on the RI days.

Programme Strengths of Strategy 3

»» Learning from MR campaign can be used for covering the drop outs, private and religious schools such 
as madrasa, missionaries and vedic schools..

»» Availability of IEC material and IPC interventions.
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3.4	 Pre Roll-Out Interventions 
With the roll-out of Td in the states, the following key activities should be undertaken in advance.

This requires capacity-building interventions 
at all levels (i.e.  at the national, state, district 
and block level) to make the health officials 
and health workers aware about adolescent 
immunization, covering all aspects of operational 
planning, communication/IEC/media management, 
monitoring and reporting, vaccine and logistics 
management, and AEFI. 

National Level:  SEPIO, partner agencies and other 
stakeholders have been briefed during national 
level meetings/workshops like SEPIO reviews, eVIN 
assessment report launch and UIP review meetings 
etc. A media orientation should also be organized to 
disseminate the information at the national level.

State Level: States should take adequate steps to 
create awareness about Td immunization under 
the UIP. Capacity-building interventions at the 
state level should include: 

I	 Strengthening capacities for effective 	
	 last mile roll-out

The Ministry has issued a letter to all the states 
regarding implementation of various strategies to 
strengthen adolescent Td immunization (copy of 
letter is given at page number 22). Some of the 
key points to consider regarding strategies are as 
follows: 

»» These 3 strategies are not mutually exclusive, 
i.e. the guidance is not that states have to 
choose any one of the strategies.

»» Depending on the feasibility and state’s 
prerogative, a combination of the strategies 
may be used for more effective coverage of 
the target population.

»» States may even adopt a combination of the 
all three strategies with modifications for 
ensuring maximum coverage and minimum 
number of drop-out/left-out for Td10 and 
Td16.

»» States having strong RBSK or School health 
platform can choose this strategy as the 
primary one supplemented by immunization 
week/RI sessions to cover out-of-school 
adolescents.

»» However, currently, RBSK does not cover 
private, religious schools and some special 
categories of schools; therefore, adolescents 
in these schools need to be covered by 
Immunization weeks like that of MR 
campaign, or through VHSNDs/UHSNDs. In 
regular VHSNDs and UHSNDs, covering the 
school-going adolescents will be a   challenge 
because of the fact that adolescents will be 
in school on RI days during the usual session 
time, i.e from 9 AM to 4 PM. With proper line-
listing by FLWs, out-of-school adolescents 
will be mobilized and vaccinated through 
VHSNDs/UHSNDs.

»» Organizing media briefing for creating 
awareness, so as to avoid any negative 
messaging on Td immunization. 

»» Convergence among all concerned 
departments/programmes such as WCD, 
Education, RBSK and NHM, and clearly 
defining their roles and responsibilities.

»» Orientation of health-workers and teachers 
in inter-personal communication (IPC) for 
effective social mobilization and micro-
planning activities at the community / health 
facility/school level

»» Attach SC/HWC/PHC ANM/SN to RBSK 
team.

»» Orientation of RBSK/RKSK teams, peer 
educators,  selected journalists and designated 
spokesperson from the government, NGOs 
and youth organizations with ground level 
presence on the importance Td

»» Regular updation of micro-plans, due-lists, 
reporting formats and IEC materials and 
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ensuring their availability

»» Keep a media/ social media kit, other IEC/ 
information tools ready; along with a 
dissemination plan in place

»» Build an enabling environment around Td 
vaccine through positive media advocacy 
and create pre roll-out buzz through audio 
announcements/miking from autos/vans 
and places of worship, local newspapers, 
WhatsApp groups and other social media 
channels

»» Preparedness for AEFI management and 
reporting

District Level: States should also ensure that all 
districts are well oriented on Td immunization 
under UIP. Capacity-building interventions at the 
district level will include:

»» Orientation meeting with the block MOICs, 
DEO, BSA, CDPOs, BCPM, CCHs and partners 
under chairmanship of district magistrate.

II	 Streamlining inter-departmental 		
	 coordination and strengthening review 	
	 mechanism

Leveraging potential opportunities for partnerships 
with government departments at the national and 
sub-national level will be the key to successful Td 
vaccine roll-out. These include MoHFW, MHRD, 
WCD and PRI etc. 

The intra-departmental coordination should be 
spearheaded by respective department heads 
at the state and district levels, who must take 
the lead for successful coordination and smooth 
implementation of the programme.  

The state and district task forces on immunization 
should steer the planning, coordination, 
implementation and monitoring of the 
programme. 

At least one meeting of state task force should 
be conducted before the implementation of Td 
immunization to review the following:

Review mechanism at the State Level: The STFI 
meetings should be organized at the state level to 
issue directives for planning and implementation 
for Td immunization. These meeting will ensure:

»» Convergence among all concerned 
departments and defining roles and 
responsibilities with timelines

»» Review of preparations related to micro-
planning, vaccines and logistics, human 
resources, training, waste management, AEFI 
and IEC/BCC at all levels

»» Develop monitoring and feedback 
mechanisms for corrective actions

Review mechanism at the District Level: The 
District Task Force for Immunization (DTFI) should 
meet at least once before Td implementation to:

»» Ensure inter sectoral coordination 

»» Review the quality of micro-plans

»» Assess tracking and mobilization efforts 

»» Plan for vacant sub-centres 

»» Training status and vaccine logistics 

»» Special focus on high risk areas

III	 Bolstering AEFI surveillance 

Before the introduction of the Td vaccine, the 
existing AEFI surveillance system should be 
strengthened at the state and district levels: 

Strengthening surveillance at the state level: The 
surveillance at the state level can be strengthened 
through the following activities:

Ensure that the State AEFI Committee is in place 
and membership is updated. 

Inform them that the TT vaccine is being replaced 
with Td vaccine and the reason for this. Explain 
that there are no safety issues with this vaccine. 

Strengthening surveillance at the district level: 
The surveillance at the district level can be 
strengthened through the following activities:

»» Ensure that the District AEFI Committee is in 
place and membership is updated. 

»» Inform the members that the TT vaccine 
is being replaced with Td vaccine and the 
reason for it. 

»» Explain that there are no safety issues with 
this vaccine.
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CHAPTER 4:

Operational Plan for Roll-out of 
Strategy 1

Micro-plans should be prepared in coherence with 
RBSK team, excluding RI days, for school activity 

Figure 13: Steps for developing RI micro-plans

4.1	 Micro-planning

and is based on the number of schools, and 5th and 
10th class students of the schools in the area/block.

Key components of Td micro-plans

For initiating the micro-plans for Td Immunization, 
the following components will be considered.

»» Accurate, complete and realistic micro-plans 
will be critical for optimum coverage

»» Ideally one school to be covered in one 
day. No team should cover two schools on 
the same day although there will be some 
exceptions depending on the number of 
students in the school

»» An ANM/Staff Nurse for the SC/HWC/
PHC can be attached to the RBSK team to 
carryout these activities. The concerned 
ANM/SN should be suitably trained in 
immunization program including details of 
Td vaccine, management of AEFI etc.

»» Planning of sessions in schools should be 
done on non-RI days of the state

»» Each beneficiary will wait for at least 30 
minutes after Td vaccination. Vaccinators 
must wait for at least 1 hour at the site after 
vaccinating the last adolescent

»» Initiate greater engagement with parents 
through parent teacher association (PTA) 
meetings and dissemination of positive 
messaging on Td vaccine through mobile 
texts and WhatsApp messages and create a 
lobby of vaccine advocates among caregivers 
of school-going adolescents

The role and responsibilities of stakeholders for 
adolescent immunization using RBSK programme 
as a supportive platform are mentioned in 
Annexure 1.

Involvement of RBSK to Improve Td10 and Td16 Coverage

The following are the details of the roll-out plan for implementing Strategy 1: 
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and reporting formats. The vaccination will be 
conducted during school timings.

The team needs to segregate those who have 
received the vaccines and are under observation 
for 30 minutes post vaccination from those in line 
to receive the vaccine so that they do not interact 
with each other. To ensure this, the following 
should be done: 

»» a waiting area for beneficiaries: Nodal 
teachers should ensure to involve the 
students in some extra-curricular activities 
to reduce apprehension of vaccination in the 
designated “Waiting room”

»» a separate area to vaccinate students: 
Designated as “Immunization room”

»» area for waiting for 30 minutes after the 
vaccine is administered designated as 
“Observation room”. Encourage students to 
remain in a group, or at least in pairs, for the 
first 15 minutes after being immunized so 
students are not left alone

»» Encourage students not to skip meals on the 
day of immunization

The following process should be followed:

Class to Registration desk (location: Inside or 
outside the vaccination room)

Greet child  Before going in the vaccination 
room  Nodal teacher cross ticks the name in 
the attendance register/due-list  child goes to 
vaccination team 

Registration desk  vaccination room 

Vaccinator greets the student  Ask to sit  
Vaccinate  Fill date of vaccination in card

From Vaccination Site to observation room/ area  

From vaccination room  Join friends in 
observation room/ area  Observe for 30 minutes 
 student may resume the school activities

Revisions in micro-planning format:

»» Revision/updation in existing micro-
planning format by inserting a column for 
the beneficiaries of Td 10 & Td16. RBSK 
team will help in preparing the list of Td 
beneficiaries (class 5 and Class 10 students) 
in coordination with school teachers

»» Strengthen the existing Universal 
Immunization Programme monitoring 
formats (both concurrent and supervisory) 
with the inclusion of critical indicators on 
Td10 and Td16 for effective tracking of Td 
services in schools

Session site planning

Session site planning in government and 
government-aided schools will be done as per the 
following activities:

»» A prior list of beneficiaries at the school 
should be obtained with the help of RBSK 
teams and school staffs to plan the number 
of sessions, location of session site and the 
expected vaccine and logistics requirement.

»» Nodal teacher to be identified from every 
school and to be oriented suitably. They will 
be responsible for mobilizing the beneficiaries 
to the session site on the day of vaccination.

»» One student/monitor from each class will be 
identified to support the Nodal teacher in 
mobilizing the students and engaging them 
in activities during vaccination.

»» Inform the parents about the vaccination 
through available means of communications 
(PTM, SMS, WhatsApp, student diary 
message, school website)

»» The team will visit the schools as per the plan

»» Td vaccine distribution as per the requirement 
will be done via nearest cold chain point. 
An ANM from the nearest sub-centre will 
be deployed at the school to facilitate the 
sessions. MOs may arrange suitable provision 
for vaccine and logistics delivery to session 
site i.e. either through AVD or in coordination 
of RBSK team whichever feasible

Sub-center ANM will immunize the targeted 
adolescents based on the line-listing of 
beneficiaries during screening and will maintain 
the records of the same in standard recording 

4.2	 Cold Chain Vaccine and Logistics

To improve the Td10 and Td16 coverage, the 
existing micro plan and AVD plan need to be 
revised by incorporating the components on 
adolescent immunization. MOs need to ensure the 
updated micro plan including session site planning 
in schools and vaccine distribution. 
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The critical steps of this strategy are head count 
of 10 and 16 years old students (Class 5 and Class 
10), tagging schools to cold chain points, preparing 
vaccine distribution plan and immunization waste 
management at the schools. Sustainability and 
efficiency of above interventions will however be 
based on three key factors: 

»» Robust monitoring 

»» Strengthening review and feedback 
mechanisms 

»» Streamlining inter-departmental 
coordination (between Health, Education 
and Women and Child department)

Different components of cold chain and vaccine 
logistics management under this strategy are 
described below:

Estimation of vaccine logistics

»» Cover government and government-aided 
schools and plan school visits in the beginning 
of the school year or between September-
December to ensure maximum attendance

»» Include adolescent age group of 10 and 16 
years as part of the head count survey of 
school-going children and undertake line-
listing of all 10 and 16 years old adolescents 
in schools twice a year

»» Estimate the vaccine-logistics requirement 
considering 10% wastage

»» Add requirements of all the schools tagged 
to a cold chain point and estimate demand 
considering 25% buffer

»» Forecasting and indenting to be done 
accordingly

Vaccine Storage

»» After receiving the required amount of 
vaccine and logistics they need to be stored 
in the tagged cold chain point

»» Td vaccine is to be stored at +2 to +8 degree 
Celsius

»» Carry out ‘Shake test’ whenever in doubt 
regarding freezing status of the vial

»» As Td will be replacing TT, cold chain points 
may have adequate space; however, based on 
the increase in number of beneficiaries in the 
adolescent age group, additional requirement 
of cold chain space needs to be estimated 
and adequate ILRs must be in place

Distribution including AVDS

»» Develop vaccine distribution plans via 
nearest cold chain point using AVD 

»» Estimate vaccine and vaccine carrier 
requirements in accordance with the number 
of beneficiaries at each school

»» Prepare a route map of schools for vaccine 
delivery in consultation with RBSK team

»» Ice packs to be kept in the vaccine carrier 
must be conditioned 

»» Ensure that vaccine and other logistics reach 
the session site (school) in time

Cold Chain Management at Session Site

»» Vaccines to be kept in the vaccine carrier 
with conditioned icepack

»» Inspect vaccine vials for visible contamination  
i.e. check for any change in the appearance of 
vaccine, any floating particles or breaches of 
integrity such as cracks and leaks. If found 
DO NOT USE

»» Check VVM before use; if found in unusable 
stage, discard the vial

»» One vial at a time to be taken out of the 
carrier

»» All vaccine vials must be marked with date 
and time of opening at first use

»» Always pierce the septum with a sterile 
needle for drawing vaccine from the multi-
dose vials being used

»» Td should not be kept on the ice pack

»» Unused or partially used vials must be returned 
to the nearest cold chain point on the same 
day in accordance with open vial policy

Waste Management

»» Ensure that waste generated at the 
immunization site in the session sites are 
segregated as per BMW management norms 
and collected in the defined colour coded 
containers

»» Functional hub-cutter must be there in 
the session site and after each use, the AD 
syringe must be cut immediately.

»» Segregated waste must be returned to 
the nearest cold chain point on the day of 
immunization

»» Waste material needs to be disposed of at 
the cold chain point as per the protocol
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4.4	 Recording and Reporting

Figure 14: Schematic data flow chart for recording and reporting under adolescent immunization in government 
and government-added schools

It will be important to include recording and 
reporting of Td10 and Td16 in the existing 
recording and reporting tool. As we plan to involve 
schools in rollout, the RBSK team can support in 
providing beneficiary wise details of adolescent 
administered Td 10 and Td 16 in the schools. A 
separate MCP card has to be maintained for each 
beneficiary. The schools will also maintain the 
information of immunized adolescents in their 
school report card and in their existing MIS viz., 
Unified District Information on School Education 
(UDISE). The existing MPR form needs to have a 
section to include the collated data on Td 10 
and Td 16. The ANM would be following existing 
data flow of HMIS for the service provided 
which includes reporting the collated data form 
(Due list cum tally sheet) for the SC catchment 
area in which schools are covered to Sub centre 
MPR and then finally entering the data into the 
HMIS portal at the block level.

4.3	 Adverse Events Following 		
	 Immunization 

As children would be administered Td vaccine in 
government and government-aided schools, the 
following steps should be ensured to prevent 
and manage suspected AEFI cases. The detailed 
operational strategy will be as follows:

Prior to the start of the session

»» Ensure AEFI management centers are 
identified and included in the micro-plans 
against each session site.

»» Each AEFI management centers should have 
an AEFI treatment kit with trained MO to use 
the kit.

»» Availability of anaphylaxis kit with injection 
Adrenaline within expiry date should be 
ensured with all teams and ANM/SN have 
to be re-sensitized for administration of one 
dose of age-appropriate injection Adrenaline 
for suspected cases of anaphylaxis.

»» Beneficiaries/care-givers to be informed 
about administration of vaccine, so as to 
prevent anxiety related to vaccination. 
Immunization session should be planned in 
a designated room.  

During the vaccination session

»» Screening of adolescent has to be done to 
rule out acute illnesses.  

»» All the beneficiaries are to be monitored 
for at least 30 minutes post vaccination. 

In case of a suspected AEFI, information is 
to be shared with the MO of the nearest 
AEFI management centre/health facility. 
Ambulance/108/ private transport may 
be used to transport the child to health 
facility.

After the session	

»» Contact details of nearest AEFI management 
centre may be shared with school 
authorities. 
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4.5	 Monitoring and Supervision

As the rollout strategy envisages support of 
RBSK for Td vaccination, it will be important to 
strengthen the existing supervisory system .

»» Medical Officers to conduct joint supervisory 
visit to review school immunization, including 
officials of RBSK and RI, as per feasibility

»» Inclusion of critical indicators on Td10 
and Td16 for adolescents will be done for 
effective tracking of Td services in schools

»» Regular review of data will be done at each 
level (block, district and state)

4.6	 Communication, Advocacy and 	
	 Social Mobilization 

Schools provide a conducive environment to 
mobilize adolescents and promote behavior 
change interventions aimed at their wellbeing.  
The communication activities enlisted in the 
matrix below have been drawn to offer guidance 
to states for strengthening Td10 and Td16 services 
in schools (government and private). 

Advocacy

»» Meetings with RBSK nodal officer, ICDS 
official for Td vaccine implementation

»» Meeting with NGOs / Youth organizations/ 
Youth hostels for Td vaccination

»» Meeting with Lions club, Rotary, NYK, NSS 
and NCC for supporting Td activities 

»» Monthly coordination meetings with state 
RBSK teams, district level nodal officers and 
health teams 

»» Meetings with PTM/ PTAs for creating 
awareness regarding Td vaccine

Social Mobilization

»» Organize activities for mobilization in schools 
under RBSK (e.g. painting competitions, 
games and essay competitions on Td vaccine)

»» Inform and motivate students and parents 
on Td vaccine through “Health and Wellness 
Ambassadors” (under the new School Health 
Programme guidelines)

»» Share information on Td vaccine through 
school websites, notice boards and school 
meetings

»» Meeting with parent teachers’ groups, 
teachers, supervisors’ groups for enlisting 
support on Td vaccination

»» Display IEC material (i.e. posters, standees, 
leaflets) in strategic locations-outside 
schools, school notice boards, schools’ areas. 
Disseminate key messages (FAQs, one-
pagers) on Td vaccination through schools 
and government department websites

Capacity building

»» Sensitize the RBSK / RKSK teams on 
key messages for Td vaccination to be 
disseminated during their sessions

»» Sensitize RBSK nodal officers and counsellors 
of AFHS clinics on Td vaccination

»» Orient RBSK peer educators on the 
importance of Td vaccination, its efficacy 
and use 

»» Meeting with Peer Educators in the village 
level/ ward level 

Media/Social Media

»» Share media kit with RBSK officials, ICDS 
officials, Youth department officials and 
Tribal Welfare departments

»» Share Td vaccine related FAQs and key 
messages with students and their parents  

»» Develop GIFs, Mobi-shots and, brief 
testimonial videos of vaccinated students, 
parents, nodal teachers/supervisors for 
dissemination using Facebook, WhatsApp 
and YouTube 

»» Seed messages on Td vaccination in youth-
based WhatsApp groups 

»» Seed messages on Td vaccination in school-
based children’s magazine, journals and 
newsletters
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CHAPTER 5:

Operational Plan for Roll-out for 
Strategy 2

VHSND and UHSND are fixed-day and fixed-site 
activities that are to be organized every month at 
sub-center/anganwadi center or any other suitable 
location. VHSND and UHSND (outreach) plays 
an important role in systematically delivering 
various health services to those who need them 
the most and find it difficult to access the health 

facility-based services. Services provided at 
VHSNDs/UHSNDs are related to maternal health, 
child health, family planning, health promotion 
and nutrition etc. The existing VHSND/UHSND 
platform can be used to strengthen the RI and 
improve Td10 and Td16 coverage by undertaking 
and supporting the activities mentioned below.

5.1	 Micro-planning 

RI micro-plans should be prepared/updated 
annually based on house to house survey and 

should be reviewed regularly. The steps in the 
process to update RI micro-plans for inclusion of 
Td10 and Td16 are shown in Fig 15.

Figure 15 : Steps for updating RI micro-plans for Td10 and Td16 coverage through VHSND/UHSND

Task forces for immunization at the state, district 
and block levels have been established for regular 
planning and review of the routine immunization 
programme. The state and district task forces 
on immunization should steer the planning, 
coordination, implementation and monitoring of 
the programme. Increasing the involvement and 
accountability/ownership of state and district 
health officials through state and district task 
forces for immunization is necessary for smooth 
implementation of the programme. This will 
play a pivotal role in improving and delivering 
high quality immunization coverage across all 
states.

The task forces should meet regularly and critically 
review monitoring data, micro-planning, training 
status of frontline workers, and vaccine and cold 
chain management, with a special focus on high 
priority areas. They should identify operational 
constraints and ensure corrective operational 
steps to improve routine immunization coverage. 
At least one meeting of the state task force should 
be conducted before the implementation of Td 
immunization to review the programme.

Key components of Td micro-plans

For initiating the micro-plans for Td Immunization, 
the following components will be considered.

Strengthen VHSNDs/UHSNDs to Improve Td10 and Td16 Coverage
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»» Accurate, complete and realistic micro-plans 
will be critical for optimum coverage.

»» Utilize anganwadi workers/link workers’ 
household survey data to identify in-and 
out-of-school adolescents 

»» Update due-list to include in-school, out-of- 
school adolescents

»» Special innovative measures must be 
undertaken to reach the previously 
unreached, that must be part of micro-plan.

»» This strategy can be planned during school 
breaks, summer breaks etc. when the 
adolescent will be at home

»» Organize (state/district/block level) 
sensitization workshops on Td10 and Td16 
for key influencers including teachers, 
religious and political leaders and local media

»» VHSND/UHSND micro-plan should include 
segregated information on adolescent boys 
and girls, mobilization plans, communication 
plans, vaccine contingency plans, AVD plans 
and supervisory plans

»» ANM should report the Td vaccination by 
mentioning Td10 and Td16 information 
within the existing immunization reporting 
formats and Mother Child Protection (MCP) 
cards, to streamline and strengthen record-
keeping on Td coverage.

Revisions in current RI micro-planning format:

•	 Insertion of column for Td or replacement of 
TT column in all formats.

•	 Strengthen the existing Universal 
Immunization Programme monitoring 
formats (both concurrent and supervisory) 
with the inclusion of critical indicators on 

Td10 and Td16 for adolescents.

Capacity Building of ANM/ASHA/AWW 

»» AWWs/ASHAs/ANMs need to be sensitized 
on the importance of Td10 and Td16 and 
its implementation strategies including AEFI 
management through IPC sessions during 
review meetings at state/districts/block levels. 

»» Organizing orientation of FLWs (ANM/AWW/
SN) on Td related AEFI reporting is essential to 
maintain vaccine confidence in community. 

Session site planning

Prepared due-list based on the targeted 
beneficiaries identified during the household 
surveys should be used to estimate the expected 
vaccines and logistics requirement for the session. 
ASHA/AWW should be given the responsibility for 
mobilizing the beneficiaries to the session site.

As per this strategy, the adolescents for Td10 and 
Td16 will be immunized during fixed and outreach 
sessions during immunization days. The vaccination 
site should be easily identifiable and vaccination 
should be conducted as per session timings. 
Recording and reporting to be undertaken through 
tally sheets, MCP cards, RCH register, MPR and HMIS. 
The ANM is to incorporate information pertaining 
to Td10 and Td16 within the existing immunization 
reporting formats and MCP cards, to streamline and 
strengthen record-keeping on Td coverage.

Figure 16 : Vaccination of beneficiaries at session site

5.2	 Cold Chain Vaccine and Logistics

Cold chain and vaccine logistics management in 
the Routine Immunization strategy would remain 
more or less the same as that for other vaccines 
under UIP. However, line-listing of out-of-school 
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adolescents need to be carried out meticulously 
and estimation of logistics need to be done 
accordingly. Key components of cold chain and 
vaccine logistics management are described in the 
following table: 

Estimation of Vaccine Logistics

»» ASHA and AWW should list out the 
adolescents of 10 years to 16 years age 
group during household survey. 

»» ASHA and AWW should carry-out listing 
of adolescents those are missed for Td 
vaccination at school (school drop-outs), 
as well as, non-school going (left-out/
illiterate) adolescents and update the due-
list accordingly 

»» Estimate the number of adolescents per 
session site

»» Estimate the vaccine-logistics requirement 
considering 10% wastage

»» Add requirements of all the cold chain points 
and estimate demand considering 25% 
buffer

»» Forecasting and indenting to be done 
accordingly

Storage

»» After receiving the required amount of 
vaccine and logistics they need to be stored 
in the tagged cold chain point

»» Td vaccine is to be stored at +2 to +8 degrees 
Celsius 

»» Carry out ‘Shake test’ whenever in doubt 
regarding freezing status of the vial

»» As Td will be replacing TT, cold chain points 
may have adequate space; however, based on 
the increase in number of beneficiaries in the 
adolescent age group, additional requirement 
of cold chain space needs to be estimated 
and adequate ILRs must be in place

Distribution including AVDS 

»» Develop vaccine distribution plan through 
alternate vaccine delivery (AVD) system for 
VHSNDs and RI sessions

»» Estimate vaccine and vaccine carrier 
requirement in accordance with the number 
of beneficiaries at each school

»» Prepare a route map of session sites with 
respect to their respective cold chain points 

for vaccine delivery along with vehicle 
requirement under RI.

»» Ice packs to be kept in the vaccine carrier 
must be conditioned 

»» Ensure that vaccine and other logistics reach 
at session sites in time

Cold Chain Management at session site

»» Vaccines to be kept in the vaccine carrier 
with conditioned icepack

»» Inspect vaccine vials for visible contamination, 
i.e. check for any change in the appearance of 
vaccine, any floating particles or breaches of 
integrity such as cracks and leaks. If found 
DO NOT USE.

»» Check VVM before use; if found in unusable 
stage, discard the vial.

»» One vial at a time to be taken out of the 
carrier

»» All vaccine vials must be marked with date 
and time of opening at first use.

»» Always pierce the septum with a sterile 
needle for drawing vaccine from the multi-
dose vials being used.

»» Td should not be kept on the ice pack.

»» Unused or partially used vials must be 
returned to the nearest cold chain point on the 
same day in accordance with open vial policy.

Waste Management

»» Ensure that waste generated at the 
immunization site in the session sites are 
segregated as per BMW management norms 
and collected in the defined colour-coded 
containers

»» Functional hub cutter must be there in the 
session site and after use each AD syringe 
must be cut immediately.

»» Segregated waste must be returned to 
the nearest cold chain point on the day of 
immunization

»» Waste material needs to be disposed of at 
the cold chain point as per the protocol

5.3	 Adverse Events Following 
Immunization 

The detailed operational strategy will be as follows:

Prior to the start of the session

»» Ensure AEFI management centers are 
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5.4	 Recording and Reporting

During the vaccination session

»» Screening of adolescent to be done to rule 
out acute illnesses.  

»» Information regarding serious AEFI case, if 
any, to be shared with the MO of the nearest 
AEFI management centre/health facility. 
Child to be referred to the nearest health 
facility using Ambulance/108/private vehicle 
whichever is readily available.

After the session	

»» Contact detail of nearest AEFI management 
centre/PHC should be available with health 
workers (ASHA/AWW) and may also be 
shared with the care-givers. 

All the existing recording and reporting formats will 
be revised to replace TT10 and TT16 by Td10 and 
Td16. Inclusion of Td10 and Td16 will be required in 
immunization card, due-list, tally sheets, monthly 
progress reports at all levels, coverage monitoring 
chart, session site monitoring format, house to 
house monitoring format, supervisory checklists, 
computer databases as well as AEFI reporting 
formats. till the time the new formats are put in 
place, data entry will be done under TT. 

Alternatively, existing forms will be adapted 
locally with a plan for modification in the formats, 

at the earliest possible date. For the states which 

have rolled out Td, health workers will use existing 

columns for TT10 and TT16 for entry of Td10 and 

Td16 data by hand, to the existing forms and use 

these as long as supplies last. 

The recording and reporting of Td vaccination will 

be done through existing mechanisms including 

ANM tally sheet and then collation into sub-

center MPR and entry in the HMIS portal. Td10 

and Td16 would be reported in place of TT10 and 

TT16 in existing columns of current formats.

Figure 17 : Schematic data flow chart for recording and reporting coverage in out-of-school adolescents

5.5	 Monitoring and Supervision
»» Task forces will be formed on Td immunization 

at the national, state and district level for 
efficient coordination between various 

departments so as to facilitate a robust 
review mechanism.

»» Supervisor will be identified at each level 
(national, state, district and block). 

Due list cum Tally sheet MCP Card

Sub Centre MPR

HMIS Portal (PHC/CHC)

identified and included in the micro-
plans against each session site.Each AEFI 
management center should have an AEFI 
treatment kit with trained MO to use the kit.

»» Availability of Anaphylaxis kit with injection 
Adrenaline within expiry date should be 
ensured with all teams and ANM/SN to be 
re-sensitized for administration of one dose 
of age-appropriate injection Adrenaline for 
suspected cases of anaphylaxis.

»» Beneficiaries/care-givers to be informed 
about administration of vaccine, so as to 
prevent anxiety related to vaccination. 
Immunization session to be planned in a 
designated room.  
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5.6	 Communication, Advocacy and Social Mobilization 

»» In addition to officers of the health department, 
officials from Integrated Child Development 
Services (ICDS) and Education department 
should also be involved in supervision.

»» The supervisor will visit their allotted state/ 
district/ block/ session sites/ schools during 
the roll-out phase to review the progress 
achieved in roll-out of the vaccine, assess the 
quality and completeness of coverage 

»» Information pertaining to Td10 and Td16 will 
be included within the VHSND supervisory 
checklist. 

»» Regular review of data will be done at each 

level (block, district and state) to assess the 
achievements of each VHSND area/ sub-
center, and needful feedback will be provided 
to improve the performance

»» Session site checklist will be used to monitor 
proper functioning of sessions and logistics 
(Annexure: RF1).

»» Available records will be examined for supply, 
utilization and balance of Td vaccines, AD 
syringes and droppers. These will be verified 
physically to see whether there is a logical 
association between vaccines, AD syringes 
and droppers supplied and used.

Acknowledging the challenges associated with 
vaccination of out-of-school adolescents; and the 
growing need to devise communication strategies 
targeting this underserved segment, the following 
interventions are suggested for the states to seek 
guidance from (for implementation of strategy) or 
undertake in order to strengthen Td10 and Td16 
services for in-and out-of-school adolescents. 

Advocacy

»» Meeting with departments of Tribal Affairs, 
Youth Affairs, ICDS and WCD to sensitize on 
the Td vaccine

»» Meeting with Youth hostels, Children’s Welfare 
Societies, JJ homes for support in Td roll-out

»» Meeting with RWAs/ Ward members in urban 
areas for support in Td roll-out

»» Meeting with partners working at the 
national level and states and IAP and IMA

»» Meeting with religious leaders/ influencers 
for support in Td roll-out 

Social Mobilization

»» Organize meetings with local NGOs, CBOs 
and youth clubs for mobilizing out-of-school 
adolescents

»» Sensitization meetings with NYK, NCC and 
NSS for mobilizing adolescents

»» Orient peer educators on the importance of 
Td, its efficacy and use 

»» Td discussions (steered peer educators) 
during adolescent health days (under RKSK)

»» Influencer meetings on Td vaccine, monthly 
meetings to discuss any refusal cases

»» Mosque/ temple/ panchayat announcements 
on the benefits of Td prior to session in the 
village/ urban areas

»» Identify community level influencers 
working with out-of-school adolescents 
and propagate messages of Td through 
discussions, talks and interviews 

»» Meeting with youth volunteers of youth clubs, 
sports clubs, cultural clubs for supporting Td 
message dissemination

»» Mother’s meetings organized with mothers 
of adolescents on Td

»» IEC display in strategic locations-outside 
youth hostels, boarding schools, day 
boarding, school notice boards, outside 
school premises. 

Capacity Building

»» Sensitize AWW/ASHA/ANM on the 
importance of Td10 and Td16 through IPC 
sessions during monthly review meetings (at 
the state/ district /block level)

»» Orient stakeholders on key messages for Td, 
to be provided to school- going and out-of-
school adolescents visiting the clinics

Media/ Social media

»» Develop GIFs, Mobi-shots and brief 
testimonial videos for dissemination using 
Facebook, WhatsApp and YouTube 

»» Seed messages of Td in youth-based 
WhatsApp groups 

»» Seed messages in school-based children’s 
magazines, journals and newsletters 
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CHAPTER 6:

Operational Plan for Roll-out for 
Strategy 3

Campaign mode is a proven strategy to mobilize 
adolescents and robustly disseminate information 
and also boost vaccine coverage. Based on 
learnings from the Measles-Rubella campaign it is 
imperative to boost advocacy efforts with schools 
(including all government, government-aided, 
private and religious schools such as madrasa, 
missionaries and vedic schools etc.) on promotion 
of Td vaccination and its benefits for adolescents. 
The campaign’s success will be guided by efficient 
mapping of schools, with focus on high risk areas/ 
populations for development of due-lists and 
micro-plans, training of teachers and supervisors, 
orientation with parents and the prevalence 
of a strong coordination mechanism (between 
education, health and ICDS departments) to 
review the campaign’s gaps and successes. 

To reach out to unreached adolescent population 
for Td vaccination, Td immunization week(s) is 
one of the suggested strategies. The focus is to 
conduct the activity in all schools (government, 

private and religious schools) to cover the large 
cohort of the targeted age group at one time. 
The remaining beneficiaries can be reached 
out through existing VHSNDs/UHSNDs. Good 
communication strategies should be in place. The 
learning from Measles-Rubella campaign should 
be used to organize the Td immunization week(s). 
Immunization weeks should be planned to target 
the maximum number of beneficiaries i.e. during 
the initial months of start of school sessions. The 
special immunization drive would be a national 
initiative to strengthen Td vaccination through 
identification of populations with poor access and 
coverage for adolescent vaccination. 

Targeted population 

•	 School going adolescents of classes 5 and 10 

•	 Out-of-school adolescents in the of 10 and 
16 years age group.

The objective of Td Immunization week(s) is to 
optimize the adolescent Td vaccination coverage 
with focus on all schools/religious schools. 

6.1	 Micro-planning

To develop micro-planning, partnerships with 
agencies with wide on-field presence may be 
done to map and strengthen micro-planning 
interventions to support Td10 and Td16 roll-out 
in schools.

Planning at the State Level: 

A STFI meeting will be organized with following 
objectives:

»» Convergence of all stakeholders and 
concerned departments. 

»» Define roles and responsibilities of all 
stakeholders/departments with timelines

»» Issue directives to departments/districts 
for planning and implementation for Td 
immunization week(s).

»» Review preparation related to micro-
planning, vaccines and logistics, human 
resource, training, waste management, AEFI 
and IEC/BCC.

»» Develop monitoring and feedback 
mechanisms for corrective actions

Planning at the District Level: 

A DTFI meeting will be organized with the 
following objectives:

»» At least one DTFI should be organized prior 
to Td immunization week 

»» Convergence of all departments for defining 
roles and responsibilities with timelines

»» Review planning and address identified gaps; 
plan corrective actions and assign blocks to 

Organize Td Immunization Week(s) to Improve Td10 and Td16 Coverage
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district officials for supervising, planning and 
implementation of activities

»» Share plan with all officials and partners

»» During the Td immunization week, daily 
evening feedback meetings should be 
organized at the district level for sharing 
feedback and corrective actions 

A District Planning Meeting should be conducted 
immediately to:

»» Sensitize all Medical Officers In-charge and 
the related health staffs

»» Share guidelines for preparing block/PHC-
wise micro-plans

»» Discuss planning and reporting formats. 

»» Review and address issues related to micro-
planning, vaccines and logistics, human 
resource, trainings, waste management, AEFI, 
IEC and inter-personal communication-
related activities. 

»» The meeting should be chaired by CMO 
and facilitated by DIO and immunization 
partners. 

»» Participants: DIO, Dy CMO, MOIC, DPM, 
Official from Education Department, partners 
and others.

Planning at the Block Level: 

Detailed micro-plans for Td immunization week 
must be prepared as per the micro-planning 
template. A Block Planning Meeting should be 
organized prior to the activity and micro-plans 
should be completed one week before the start 
of activity.  All MOs, LHV/ ANM, Education 
department, PRI and relevant stakeholders must 
be involved in the activity. Communication plan 
should be shared with officials and partners. The 
micro-plan for conducting Td Immunization week 
once a year should be developed based on learnings 
of Measles-Rubella Campaign micro-plan. 

Key micro-planning activities are as follows:

»» Enlisting of all schools in the area

»» Head count of beneficiaries 

»» Estimation of vaccine and logistics based on 
the number of beneficiaries

»» Coordination meetings with Education and PRI.

»» Evening meetings after each day activities at 
blocks and districts.

Key components of Td micro-plans

For initiating the micro-plans for Td Immunization, 
the following components will be considered.

»» Accurate, complete and realistic micro-plans 
will be critical for optimum coverage.

»» Ideally one school to be covered in one day, 
based on injection load. 

»» ANM will conduct RI session on scheduled 
days of the week as per RI micro plan.

»» Planning of sessions in schools should be 
done on non-RI days. 

»» Cover private, government and government-
aided schools and other schools

»» Plan school visits in the beginning of 
the school year or between September-
December to ensure maximum attendance.

»» Identification of one Nodal teacher in each 
school along with orientation on adolescent 
vaccination should be done.

»» Adolescents missed during school sessions 
of Td Immunization week to be tracked and 
vaccinated in the regular RI sessions.

»» Initiate greater engagement with parents 
through parent teacher association (PTA) 
meetings and dissemination of positive 
messaging on Td vaccine through mobile 
texts and WhatsApp messages and create a 
lobby of vaccine advocates among caregivers 
of school-going adolescents.

»» Organize (state/district/block level) 
sensitization workshops on Td10 and Td16 for 
key influencers including teachers, religious 
and political leaders and local media.

Session site planning

A list of adolescents should be obtained based on 
enrollment of students in class 5 and 10, prior to 
the activity to ensure the availability of vaccine 
and logistics for conducting the sessions in the 
institutions. Once the micro-planning has been 
done, the adolescent immunization for Td will be 
done in government and private schools/madarsa/
other institutes by ANMs from nearby sub-centers 
or staff nurses as per the given guidelines. Based 
on the number of beneficiaries, the vaccine and 

Vaccination targets for school team: 1 vaccinator 
can vaccinate upto 150 students in a day
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other logistics will be provided from the nearest 
cold chain point as per the calculated requirement. 
The ANM will maintain the records in standard 
recording and reporting formats. The vaccination 
will be conducted during school timings.

The team needs to segregate those who have 
received the vaccines and are under observation 
for 30 minutes post vaccination, from those in line 
to receive the vaccine so that they do not interact 
with each other. To ensure this, the following 
should be done: 

»» a waiting area for beneficiaries: nodal 
teachers should ensure to involve the 
students in some extra-curricular activities 
to reduce apprehension of vaccination in the 
designated waiting room.

»» a separate area to vaccinate students: 
designated as “Immunization room”

»» area for waiting for 30 minutes after the 

Encourage students not to skip meals on the day 
of immunization

vaccine is administered designated as 
observation room. Encourage students to 
remain in a group, or at least in pairs, for the 
first 15 minutes after being immunized so 
students are not left alone.

The following process should be followed:

Class to Registration desk (location: Inside or 
outside the vaccination room)

Greet child  Before going in the vaccination 
room   Nodal teacher cross-ticks the name 
in the attendance register/due-list child goes to 
vaccination team 

Registration desk  vaccination room 

Vaccinator greets the student  Asks to sit  
Vaccinate  Fill date of vaccination in card

From Vaccination Site to observation room/ area  

From vaccination room  Join friends in 
observation room/area  Observe for 30 min  
student may resume the school activities.

6.2	 Cold Chain Vaccine and Logistics

Immunization week is a proven strategy to 
mobilize adolescents and robustly disseminate 
information and boost vaccine coverage. The 
learning of Measles-Rubella Campaign should be 
used to organize the Td immunization week(s). 
The focus should be given to private and religious 
schools, with proper communication strategies 
in place and also on high risk areas/ populations 
for development of due-list and micro-plans. 
Mapping of all the immunization sites and route 
plans for AVDS must be prepared meticulously 
with technical support from partner agencies 
like WHO, UNICEF, UNDP and JSI along with line 
departments of government. Key points concerned 
with cold chain and vaccine logistics management 
are described in the following table:

Estimation of Vaccine Logistics 

»» Recent experience of MR campaign must be 
applied for this strategy

»» List of all types of schools along with list of 
beneficiaries to be prepared.

»» In order to cover school-going adolescents 
of 10 and 16 years, mapping of schools/

madarsas/other institutions should be done 
which will further aid in preparing due-lists 
and micro-plans. 

»» Td immunization should be conducted in all 
private, government-aided schools, religious 
schools such as madrasa, missionaries and 
vedic schools etc. during the Td immunization 
week(s) as per micro-plan. 

»» Like the MR campaign, line-list of adolescents 
(age and class wise) along with the list of 
drop-out children should be requested from 
schools through district/block education officer, 
minorities officer etc. 

»» Based on the estimated number of 
beneficiaries as per due-lists, vaccine 
requirement should be calculated Estimate 
the no. of adolescents per session site and 
cold chain point

»» Estimate the vaccine-logistics requirement 
considering 10% wastage

»» Add requirements of all the cold chain points 
and estimate demand considering 25% 
buffer

»» Forecasting and indenting to be done 
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accordingly

Storage

»» After receiving the required amount of vaccine 
and logistics information the vaccines need to 
be stored in the tagged cold chain point

»» Td vaccine is to be stored at +2 to +8 degrees 
Celsius 

»» Carry out ‘Shake test’ whenever in doubt 
regarding freezing status of the vial

»» As Td will be replacing TT, cold chain points 
may have adequate space; however, based on 
the increase in number of beneficiaries in the 
adolescent age group, additional requirement 
of cold chain space needs to be estimated 
and adequate ILRs must be in place

Distribution including AVDS

»» Develop vaccine distribution plan through 
alternate vaccine delivery (AVD) system 
for institute-wise session sites during 
Immunization week

»» Estimate vaccine and vaccine carrier 
requirements in accordance with the number 
of beneficiaries at each session site

»» Prepare a route map of session sites 
according to their respective cold chain 
points for vaccine delivery along with vehicle 
requirement

»» Ice packs to be kept in the vaccine carrier 
must be conditioned 

»» Ensure that vaccine and other logistics reach 
at session sites in time

Cold Chain Management at Session Site

»» Vaccines to be kept in the vaccine carrier 

with conditioned icepack

»» Inspect vaccine vials for visible contamination, 
i.e. check for any change in the appearance of 
the vaccine, any floating particles or breaches 
of integrity, such as cracks and leaks. If found 
DO NOT USE.

»» Check VVM before use; if found in unusable 
stage, discard the vial.

»» One vial at a time to be taken out of the carrier

»» All vaccine vials must be marked with date 
and time of opening at first use.

»» Always pierce the septum with a sterile 
needle for drawing vaccine from the multi-
dose vials being used.

»» Td should not be kept on the ice pack

»» Unused or partially used vials must be 
returned to the nearest cold chain point on 
the same day in accordance with open vial 
policy

Waste Management

»» Ensure that waste generated at the 
immunization site in the session sites are 
segregated as per BMW management norms 
and collected in the defined colour-coded 
containers

»» Functional hub-cutter must be there in the 
session site and after use each AD syringe 
must be cut immediately.

»» Segregated waste must be returned to 
the nearest cold chain point on the day of 
immunization

»» Waste material needs to be disposed of at 
the cold chain point as per the protocol

6.3	 Adverse Events Following Immunization 
The detailed operational strategy will be as follows:

Prior to the start of the session

»» Ensure AEFI management centers are 
identified and included in the micro-plans 
against each session site

»» Each AEFI management center should have 
an AEFI treatment kit with trained MO to use 
the kit

»» 	 Availability of anaphylaxis kit with injection 
Adrenaline within expiry date should be 
ensured with all teams and ANMs/SNs to be 
re-sensitized for administration of one dose 

of age appropriate injection Adrenaline for 
suspected cases of anaphylaxis

»» Beneficiaries/care-givers to be informed 
about administration of vaccine, so as to 
prevent anxiety related to vaccination. 
Immunization session to be planned in a 
designated room.     

During the Vaccination Session

»» Screening of adolescents to be done to rule 
out acute illnesses 

»» Availability of Anaphylaxis kit with injection 
Adrenaline within expiry date should be 
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6.4	 Recording and Reporting

6.5	 Monitoring and Supervision

ensured with all teams and ANMs/SNs to be 

re-sensitized for administration of one dose 

of age-appropriate injection Adrenaline for 

suspected cases of anaphylaxis

»» All the beneficiaries are to be monitored 

for at least 30 minutes post vaccination. 

In case of a suspected AEFI, information is 

to be shared with the MO of the nearest 
AEFI management centre/health facility. 
Ambulance/108/ private transport may be 
used to transport the child to the health facility.

After the session	

»» Contact detail of nearest AEFI management 
center may be shared with school authorities

All the recording and reporting formats for special 
immunization week will include Td10 and Td16 
data. The ANM tally sheet will be used to record 
beneficiary wise details in each immunization 
week, which will be collated to the sub-centre 
MPR and will be entered in the HMIS portal in the 
PHC/ CHC at the block level. A day-wise target 

achievement report will also be shared. Daily 
reporting to supervisor will be done separately.

The ANM should be responsible for compilation of 
block/district and state level reports so that reviews 
are conducted daily at all levels during immunization 
week.

Figure 18 : Schematic data flow chart for recording and reporting coverage in Td Immunization Week

»» Task forces will be formed on Td immunization 
at the national, state and district levels 
for efficient coordination between various 
departments and to facilitate a robust review 
mechanism 

»» A supervisor will be identified at each level 
(national, state, district and block) 

»» In addition to officers of the health 
department, officials from ICDS and 
Education department should also be 
involved in supervision

»» The supervisor will visit their allotted state/ 

Due list cum Tally sheet MCP Card

Sub Centre MPR

HMIS Portal (PHC/CHC)

Supervisory Report

district/ block/ session sites/ schools during 
the roll-out phase to review the progress 
achieved in roll-out of the vaccine, and assess 
the quality and completeness of coverage 

»» The supportive supervision mechanism will 
be strengthened with the inclusion of Td10 
and Td16 indicators in GoI’s monitoring 
checklists

»» Regular review of data will be done at each 
level (block, district and state) to assess the 
achievements of the immunization week, 
and needful feedback will be provided to 
improve the performance
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balance of Td vaccines. AD syringes and droppers 
will be verified physically to see whether there 
is a logical association between vaccines, AD 
syringes and droppers supplied and used.

6.6	 Communication, Advocacy and Social Mobilization 

Targeted and intensified drives are widely 
acknowledged to trigger demand generation and 
bolster service provision within the health landscape. 
The interventions drawn in the matrix below outline 
key communication activities for the states to seek 
guidance from (for implementation of strategy) or 
undertake in order to strengthen Td10 and Td16 
services utilizing immunization drives.

Advocacy

»» Meeting with private school board members, 
and faith-based, government school 
management officials

»» Meeting with parent-teachers’ groups, 
teachers, supervisors’ groups for enlisting 
support on Td 

»» Meeting with local level community-based 
influencers to inform and ensure support for Td

»» Meeting with religious leaders to enlist 
support for Td

»» Invite local influencers and religious leaders for 
inauguration of school immunization sessions

»» Meeting with youth hostels, day-boarding 
and hostel authorities 

»» Plan mothers’ meetings (during VHSND) 
dedicated to encourage discussions on Td 

»» Disseminate key messages on Td to MAS 
during MAS meetings and UHSNDs

Social Mobilization

»» Discussion on Td with mothers/ caregivers 
during VHSND/ UHSND

»» Orientation of MAS in urban areas on Td 

»» Meeting on Td with residential schools/ 
youth hostels

»» Coordination and orientation meetings/ 
sensitization meeting with NGOs and CBOs 
working with children (street children, 
orphanages, blind schools)

»» Make announcements on benefits of Td 
during school prayers and routine meetings 

»» Inform the community prior to the Td 
Immunization week about the session 
timings through audio announcements/ 
miking from auto vans and places of worship

»» Organise meetings with local youth clubs, 
women’s societies, Nehru Yuva Kendra, NCC 
and NSS for mobilizing children and care-givers 

»» Td IEC display in strategic locations-inside 
schools, notice boards and outside school 
premises

»» Td IEC display during the VHSNDs, in common 
areas, grocery shops, premises of the PRI, 
MCD, RWA offices, within school premises and 
outside school premises, youth clubs

»» Identify community level and school 
level influencers (class monitors/ sports 
champions / cultural icons) and propagate 
messages of Td through discussions, talks 
and interviews

Capacity Building

»» Orientation of senior management in schools 
(Board members, Principals, Head-masters) 
and supervisors, nodal Teachers of faith-based, 
private and government-aided schools

»» Make presentations on Td, its significance 
and risks of not immunizing, for parents and 
teachers

Media/Social Media

»» Share Td GIFs, information on schedule and 
FAQs with parents and teachers WhatsApp 
groups 

»» Develop short videos in the local language 
utilizing influencers (e.g. sport persons, 
young local musicians and celebrities) on Td 
and disseminate through Youtube, Facebook 
and Whatspp 

»» Display FAQs and one pager on Td in school 
notice board

»» Publish articles on Td in school journals, 
magazines and monthly updates

»» Session site checklists will be used to monitor 
proper functioning of sessions and logistics 
(Annexure: RF1).

»» Available records will be examined for 
information regarding supply, utilization and 
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Tetanus and adult diphtheria (Td)  
Frequently Asked Question (FAQs)

What is Td vaccine?

Tetanus and adult diphtheria (Td) vaccine is a combination of tetanus and diphtheria with lower concentration of 
diphtheria antigen (d) as recommended for older children and adults.

ANS.

Is Td a new vaccine? 

Td is not a new vaccine. 133 countries are using Td vaccine in the national immunization schedule. ANS.

What is the sensitivity, storage procedure & handling process, wastage rate for Td vaccine? 

»» Td is a freeze sensitive vaccine. No reconstitution required for Td vaccine. 

»» Td vaccine to be stored between +2 to +8 degree Celsius in ILR. 

»» Shake test is applicable to Td vaccine, to check freezing of Td vaccine. If you find any frozen vial of Td vaccine in 
ILR do not use the vial. 

»» The wastage rate for Td vaccine is 10 %.

ANS.

What is the need for the replacement of TT with Td vaccine in the Universal Immunization Program?

As per the lab supported vaccine preventable diseases surveillance data in India, majority of the cases of Diphtheria 
are occurring in age group 5 years and above (77% and 69% respectively in 2017 and 2018) mostly in unvaccinated 
(~ 2/3rd). In 2016 diphtheria outbreak in Kerala, nearly 79% cases occurred in >10 years age group. Since 1999, 
there have been more than 80% reduction in tetanus mortality, however diphtheria outbreaks are increasing which 
reflect gaps in diphtheria protection.

It is now well established that immunity to diphtheria subsides following the primary series of DTP infant 
immunization and that booster doses of diphtheria toxoid containing vaccines are needed for continued protection

ANS.

Why Td vaccine needed for pregnant women when already TT vaccine is administered?

The use of Td rather TT is recommended during pregnancy to protect against maternal and neonatal tetanus & 
diphtheria during prenatal care. Vaccination during pregnancy also serves to boost immunity and increase the 
duration of protection in those pregnant women who had not received the full set of recommended booster 
doses. Td also boost decreasing diphtheria immunity in addition to assuring tetanus protection, and help to curtail 
diphtheria outbreaks.

ANS.

What is the presentations of Td vaccine?

The table below illustrates the details of Td vaccine that will be used under Universal Immunization Program (UIP):-ANS.
 Vaccine Td 

Presentation 10 dose Vial 

Shelf Life 24-36 Months 

Is open vial policy applicable to Td vaccine?

Open vial policy is applicable to Td vaccine.ANS.
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Will there be an additional cold chain storage capacity requirement?

There will not be any requirement for additional cold chain space to accommodate Td vaccine as same vial sizes (10 
dose vials) are used to replace existing TT vaccine.

ANS.

Will the replacement of TT with Td vaccine impact the immunization schedule? 

The existing UIP schedule for TT will be followed for Td as well.ANS.

What should be done with the remaining balance of TT vaccine in the country? 

If remaining stock of TT vaccine still meets all validity requirements, it should to be used first and then begin using 
Td vaccine. There is no need to discard or recall stocks of available TT vaccine

ANS.

Where to report Td vaccine in MCP cards, HMIS & MCTS tool, Tally Sheets and Due lists?

Revision of all recording and reporting formats (MCP card, due list, tally sheets, RCH registers, micro-plans, AEFI 
formats etc.) replacing TT with Td is to be done. 

If the same has been revised to include Td doses, it should be recorded at appropriate columns (at 10 years & 16 
years for children and Td-1, Td-2 and Td-B for pregnant women). If not done: Td doses should be recorded at the 
place of TT doses.

ANS.

The replacement of TT with Td vaccine may need a clear communication strategy and training of ANMs. How can this be 
handled?

The replacement of TT with Td vaccine does not require a wide scale communication strategy as its usage and 
schedule is same as that of TT. The replacement will simply be an exchange of one vaccine product for another in the 
programme, with no change in targets population or schedule. Therefore, a simple orientation of medical officers, 
programme managers and ANMs will be sufficient.

ANS.

Is it safe to use Td vaccine during pregnancy? 

Both tetanus and diphtheria toxoid containing vaccines are safe for use in pregnancy. These vaccines have been used 
for decades and there is no evidence of adverse outcomes or risk to the fetus from the vaccination during pregnancy. 
However, local reactions at the site of injection may occur.

ANS.

Do Td vaccine require different measures for AEFI surveillance than already existing?

There is always need for good AEFI monitoring for all vaccines. AEFI surveillance to be done for all vaccines under 
UIP. This implies for Td vaccine as well.

ANS.

If a woman or adolescent has received TT vaccine in the past, can Td be used for the next dose(s)? What will be the validity 
of previous TT doses? Should I repeat previous doses?

Yes, Td vaccine can be given as a subsequent dose following TT, and all previous TT doses will remain valid. There is 
no need to re-start the series.

ANS.

What is the dose, route & site of administration for Td vaccine?

ANS. Dose 0.5 ml

Route Intramuscular

Site of Administration Upper Arm
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What are the recommended strategies to improve Td immunization?

Does state need to adopt all three strategies?

ANS.

ANS.

This document has suggested three strategies as given below:

No. State can adopt any one and/or more than one strategies as per the state’s need and resource availability.
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