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ANNUAL PROGRESS REPORT


STRENGTHENING HEALTH DELIVERY SYSTEMS



OBJECTIVE III - SURVEILLANCE



I. Introduction


In accordance with the Participating Agency Service Agreement (PASA



HZ/AR-0398-6-78), this 	annual progress report is submitted by CDC for



1979. The report is related to the project
activities through December 31, 
 

work plan, showing progress made towards the achievement of program



objectives.



II. Summary


The current
The "S-DS PASA between AID and CDC was signed in July 1978. 

report covers the initial 18 months of SHDS surveillance activities. 
 The 

original project work plan (November 20, 1978) has been revised based on



suggestions from field personnel and the Project Coordinating 
Committee



A detiled examination of progress towards achievement of the

of SuDS. 
 

presented in annex (Appendix 1).

subobjectives of the revised work plan is 
 

Generally progress has been satisfactory.



III. 	 Main Achievements - 1979 

Notcworthy accomplishments included the assignment ol personnel to the 

Gambia 	(Operations Officer and Medical Epidemiologist), Cameroon 
(Operations 


integration Into SHDS of the Ivory Coast Operations
Officer), 	 and the full 

At year's end, only the OCCGE Medical Epidemiologist post remained

Officer. 
 

assume tae OCCGE
Pending necessary clearances, Dr. David Sokal will
vacant. 
 
post in early 1980.



With all three operations officers in place, most efforts have been focused



implementing immunization and surveillance activities in the demonstration


on 
 
training areas of the three operational countries. Despite a late start,



the program in the Gambia is making remarkable progr' 
(Appendix 2) A&B.



While EPI 	 disease surveillance has received attention in the 
demonstration



training areas, other surveillance activities have been hampered 
by the


The


delays in posting of the epidemiologists (the Gambia and OCCGE). 
 

analysis of national disease surveillance systems, such as that done in



Cameroon by Dr. Heymann, continues to be a priority.



was in the field cf training.One of tie major achievements of the year 
 

Major tr.inng courses in EPI were conducted in Nigeria and Ivory Coast



with 82 participants being trained. 

Dr. Heymann's achievements in training have continued to be outstanding.



He serves as precepter to 5-7 medical students each year and supports



their research with microbiologic tests at the OCFAC laboratory he



Also, during 1979 Dr. Heymann developed a curriculum for
established. 
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Again, he made the laboratory


the WHO Training Course in Field Epidemiology. 
 

services available to the participants, 
each of whom conducted original



part of the training.
research as 
 

IV. Major Problems 
Besides the difficulties created by delays in 

posting of personnel already 

cited above, the other noteworthy operational 
problem has been In achieving 

the targeted 70 percent vacciriation coverage 
in the demonstration training 

We are examining possible causes and 
will continue to do so until



areas. 
 
a solution is found.



The other major problem has been in the 
area of relationships and division



in SHtI)S. Frank discussions,
the various partnersof responsibility among 
joint preparation of plans and budgets, 

and a better defined division of



responsibilities are some of the positive 
signs among the activities and



achievements during 1980.



V. Recormendat ions 
A. Future Activities manifestin the project work plan, and which are 

The revisions made 
as adopted by the PCC, represent CDC recommen­

in the implementation plan resultsWe await with interest, howeve:, the 
dations for project activities. 
 

of the SHIIS Mid-Term Evaluation.and recommendations 

B. Improvement

 and conmnunicationsmade in relationshipsAlthough progress has been 
be required to



among the SltDS partners, continued and enhanced 
efforts wA.ll 
 

address this problem adequately.
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Appendix I



Progress Towards Achievement of Objectives



Sub-Objective I



To Expand Ittmunization Activities in the Region.



this activity is proceeding well. The development of

Achlievement: Overall, 
 
delivery -)rograms is progressing as scheduled; reduction of morbidity and 

mortality resulting from the immunization activities are beginning to be doc­
areas, however, has beenin the demonstration-trainingumented; training 

A detailed look at the activities which comprise this

limited to date. 
 
objective follows:



1.1 Develop dumonstration-traintng vaccine delivery programs 
in three



countries. In each country the training area will be divided into 

three segments of 200,000 population each, or a total of 600,000 per 

country.



Ivory Coast - One area by October 1, 1978 

Two areas by December 1, 1978 

areas by April 1, 1979Three 
 

- One area by October 1, 1978Cameroon 
 
Two area'; by January 1, 1979 
Three artas by July 1, 1979 

The Gambia - One area by January 1, 1980 
Two areas by April 1, 1980 

Three areas by July 1, 1980 

Achievement:


third area (April 1, 1979)
Ivory Coast: Target date for 
 

All


was inadvertently omitted from plan of action. 
 

are. now have functioningthree LUmOnStration-training 
areas are Abidjan,vaccine delivery programs. The three 

Abengourou, and Korhogo. 

rome unforeseen delayt. in reachingCameroon: Despite 
to be1hiallth on the area-,agrutment with Mini t.try of 

June 30, 1979.were oprat ional byselected, the thrc nrea 
of L,.vki trid binouliom/

In addition to Yaounde, the arca-, 

Bametnd a w, r chof efl. 

The Gambia: Current plans call for drv-l tp1nrthe Wet tvrn 
nit ionBank Dlvi, istt iruniu tDivis ion nnd the North 

The ent ablit,hed time tble appearoactlviten i trr t. 
feasible.
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Achieve 70 percent of identified target populations in demonstration
1.1.1 
 
areas within 18 months of initiation of full operations.



Achievement:


Despite being less than 18 months into full operations in most



areas, available data permit some observations.



Cameroon: Imunization activities in Yaounde have been ongoing 
since 1975,



predating the inception of activities under this PASA. However, 70 percent



even after 3 years of operation. As noted


coverage has not been attained 

in the mid-year 1979 report, in April 1979 a meeting was held in Atlanta to 

attempts to identify possible causes. Thosediscuss this problem and 
predecessors in the

attending the meeting, incluaing Dr. lheymann and his two 

CDC/OCEAC epidemiologist post, decided that surveys need to be done to 

why mothers do not utilize the available immunization services.determine 
engage a social anthropologist to

Subsequently, arrangements were made to 

conduct these surveys. She has nearly completed her study, and we await 

her findings with great interest. 

1 year of operationsI~ory Coast: Coverage as,e!,;ment.s after ju,;t less than 
that the 70 percent target may be reached.in Abidjan and Abengourou showed 

1.1.2 Document cuverage thircugh ongoing sample assessment in all areas. 

are ongoing in all seven operationalAchievement: A!;es';ment activities 
aieas. Assesvsment of coverage In the Gambia if; already documenting 

moderate levels of coverage (Appendix 3). 

1.1.3 	 Decrea;e by 50 percent morbidity and mortality due to target 
after initiation of full opLrations.disease!; by 36 month, 

Yaounde has been operationalAchievement: Of the demonst rat ion areas, only 
36--months. A detailed analysis of morbidity and mortality due to measles, 

with thep0 oloyu.litis, whooping cough and neonatal tetanus was .suibmitted 
oid-year report. 

1.1.4 Cost Elfe tivenvess Study 
Although not a CI)C rtipons;billity, CDC has critically revited 

proposed protocol. 

other sttudive, fuch an 	 asses, ng factors1.1.5 Explore ctrat eglr. for 
af fect ing r,,muni t y rvt,p;,one to t!VI programmtti, det ermlinlni, opt imal 

bcheni for delivery of vacc ne, comparing relattive meritt. of une of 
fixed centreti vi.. mobile trem,, In variout; prograrmeisettingi,, etc. 
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Achievement: As mentioned, studies have been performed in Cameroon to



address these questions. Results will be available during the first half



Field studies of various methods of vaccine delivery in Abidjan
of 1980. 

are summarized (Appendix 4).



1.2 Collaborate with countries of the region in development of country



EPI programmes.



1.2.1 Give support to the countries having demonstration zones (Cameroon,



Ivory Coast, and the Gambia) in planning for eventual nationwide coverage 

by EPI.



Achievement: Cameroon proposal submitted to AID December 1977.



Give support to other countries of the region, as requested, on
1.2.2 
 
nine visits per year.
developmint of country progra,:-e for E1I for up to 
 

planning and evaluationAchievement: S1IIDS-CDC st-iff have carried out 
 

visits In Congo (tieyinann) ; Li ber a (Hull); and Sierra Leone (Hull).



1.3 Measles vaccine/jet Injvctor parts provision (Not a CDC' responsibility).



1.4 Conduct at lea0t one Indetth surveillance and managerial assessment



of each frimunizat ion program demonsitration and training area. 

Achievement:


Ivory Coast - 1980 Appendix 5


The Gambia - 1981


Cameroon - done 1978



Sub-objective 2: Development of training capabilities. 
 (To provide
 

training in the region In EN] management and methodology, disease


surveillance, data collection, and epidemiology, and to strengthen


regional training capabitlties; in these subjects).


2.1 Identify and train national counterparts for S1IDS/CDC field staff 
posit ions. 

2.1.3 Identify natior.al counterparts to work witth the SIl);/CDC operations 

officer and IICV'F;, where applicable, in the three demor,,t rat Jon LountrIts. 

Provide on-the-Job training for national counterpartsi who will ultimately 

replace S|1)1S/CI)C opvrat lon. officert.



Ach Iev.'ment: Accomplit hed in Cameroon and the (;timbln. Ivory Coai, lhtat 

not yet IdentifIed i counterpart for the operat ion, of f icer. 

2.2 Continue to develop LI-related training activitle in demonntration­

training progrnmmen. 

http:natior.al
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See below (2.2.1 and 2.2.2)
Achievement: 
 

Conduct in-service training programmes for all 
demonstration-trainilng


2.2.1 
 
programme personnel in each of the three country programmes, 

covering topics



such as admInistration, planning, supervision, 
supply, logistics, maintenance



and repair 	 of jet injectLion equipment and evaluation. Materials may be taken



from the mid-level ianagers training 
course.



curriculum 	 becametraining courseMid-level managers 
the end of 1979. n-service training todate has not

Achievement: 
available near 

During 1980, formalized training will 
be included



be'en formalized. 
 

using the curriculum.



the Ivory Coast and Cameroon

Provide training programe in
2.2.2 
 :Lnes 
 for EPI personnel from other countries


demonstration-training progra

 and evaluation of

of planning, implementation
of the region in methods 

and repair 	 of jet injection
as wll as 	 maiit.renanceEPI program:es, 

me for up 	 to six participants 
. Offer 2-week tr~iini g proiram, 

equipment 
of the two 	 programome's. Materials may be 

from oth'r 	 countrie's in each 
 

the rin d-level mln;L.'r" training course.

taken from 

will
 ta.t. place 	 in The 
first :uch 	 training programTlhe 	 andAchItevemint: 	 will be given In Ivory Coast 

Ga~db a in M1-tay 1980. 
 Siml!ir coursi:,;
 

later In the year.
Cameroon 

capal' lllty 	 of W11O Ro.gional Training 
2.3 Collaborate In friptovin;g tra;ninig 

tsturve.llance, data collection and epidemiology.
dl,sa.eCenters in area!; rf 

rest with CI)C. For this 
Achievement: Primtry rt,,poislbl lity doe, not 

conr;I 1 tatIye r0espon Ilbllity. So far no specific
"ub-olbjec tve CDC hal; only 
 

been received.
r-quests have 

to gather Information (data
Sub-object ive 3: D.velopment of capab ilit y 

(To strengthen 

necessary for hea It Ihplattnng, Inc Iud Iig d.mgr aph Ic dat a) . 

Ilance and 	 health information
Iyfit evm; of 	 ditvaise tsturvr'

reglonol and nit lonal 
 
gathering ntce!,t.ary for effective health planning).



diisea-e ttirveil­ireolth'ning natlonal
3.1 Colla!,oratv with V!1O/AIYR{ 0it 
 

health Informationof tihe natltonatlwithin t , 	 frjioneworklance f-yi-tr'o. national
ividt-lpth nnnly .It of currvtt 
syste-m,*. Gatther Ito rniat it , r,4 

nnd coll ubolrte on devel og,'not of plan for 
disitase trvi-ll1 ,nc,- ,yt em'. 

up to thrree countries.oh requet.t, f,,r
national dil,.eae riurveillstict ti yitvt'm, 

ano int, t ttution ol di t "athurveillance 
(Training of net't's,.iacy per.tsmel 
 

be pl innned for 1981).
system will 

See below (3.1.1 through 3.1.6)Achievements: 
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3.1.1 Assign epidemiologist to OCCGE



Achievement: Scheduled assignment, April 1980



Complete Indepth analyses of curient national surveillance systems
3.1.2 
 
and submit recotiunendatlons for improvement.



Achievement: Cameroon completed



Following scheduled:



Congo - Marnh 1980 
The Gambia - March 1980



Ivory Coast - March 1980



Gabon - August 1980 
Liberia - August 1980


Upper Volta - August 1980


CAR - Dectmber 1980


Sii rra Leone - December 1980



Togo - De. tmber 1980



3.1.3 Determine ,'elIni levels; of morbidity and mortality of neonatal 

tetanus, mea';le';, and pol hiye] it In i:o1unizat ion program demonstration 

training 	 area;. "h ,, d i .. have been ,,elected both because they are


of priority r:,prtance and brcau,,e 
 f eaJ l e anJ.n exi.,t for measuring
 

incidence and/or prevalen1ce.


AchIevernt s: In Car'eroon, coempleted for all three dt-monstration training 

arva,,. t!ndv.rway in the (a,!bia will expect c(e!m; lttIon In May 1980. Ivory 

CoaSt activity will be carrled out by Dr. Sokal and itn ticheduled for 

completion by September 1980. 

3.1.4 E,tab llh in imnnnuniat lon program demonstration and training areas 
svurve llance.of ditvaseon-going 1iyt.tem-, 

Caneroon - .amary 1980 

Ivory Coan.t - May 1q80) 
The Gtmbia - October 1980 

Achievementn: Ca-rool copletrd 

3.1.5 Ilem,.nt sst, t.::t )ro'r.ram nctivity reporting system conforning 
with WHO Hannav ":e nt l It0I .a I. .i5Syr-v-mn requirtmenta. 

1980.Achievrnmentu: Will be It llmented 	 first half of 

http:Ilem,.nt
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in investigating unexpected


3.1.6 Assist regional/national authorities 
 

outbreaks of mobidity and mortality. 
Such investigations may include



(e.g. measles,In natlonal Immunization programs
both diseases included 

and 0ther diseases of low incidence but high mortality
poliomyelitis) 

Such investigations are 
(e.g. African hemorrhagic fever, yellow fever). 

involve 10 p.-rcent of Medical Epidemiologist's time. expected to 
 

Achievements: Ongoing 

of 1 week 
Plan and fimpliemnt an annual ep idemiological conference 


3.2 	 
OCEAC subregion.
in Yaounde, Cane roon, for the 

Gambia in conjunction
to be held, ntetad of 	 the 

Ach i vt.,,nt ,,: Conference 
trainIng; ('tojr!;e April/May 1980. 

with mid-ltvel i .inai;ecrs E111 

illd df itr tIbutV 
 11nthly d!,.ea!se surveillance newsletters in 
3.3 Pub11h 

1 or 2 of the iulrtjvions.



Will early 1980 
 in 
Ach I :'t.',t'2(ritifig In OeV;1c sub-regon. 1begin 

Angl ohne ,ub- re,,ion.


svstvem to provide
4: 1o d!tvlop a coordinited laboratorySub-obiject ivt 

nece !,ary lack-up sevrvIces to the disl.;, surveillance and control systems. 

to 
4.1 	 Plovidc ,.hort-tt-ir, a-,!-f ,tiWt 
 to Inititute Pasteur ill Abidjan 

for measles.lit ir,, to do sroL(.)nvtr!, ion titration
develop tt,-ir (,a;i, 

Achiever'e nt s Pl,,nned, April 1980. 

will run S|IDS/
4.2 Provide -utpqort for African laboratory person who 

OCF.AC laboratory. 

Achli tvevrnt ,: Ong:o Ing . Wll 	 be completed July 1980. 

Ident I fy 
 I,fi c I aborat ory needs. for tiurveillance support of tile 
4.3 

Cambia EH
[piopram:me. 

: Otn.o i ng . Schedult d completion April 1980.
Aciirvttme 

with SII!; laboratory work 
4.4 Iderit if' a(1 providt" for 	 need. ni.soc lated 

OCCGL and lab|, 
 to be identifiedaivitiur Abidjan, OCLAC,at In,.t itute in 

in tile (;ambia.



Achievement : Ongoing. 
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REPUBLIC OF THE GAMBIA
 


EXPANDED PROGRAM OF IMMUNIZATION



kNNUAL PROGRESS REPORT --- DECEMBER, 1979



INTRODUCTION



Objective III of the USAID/SIIDS (Strengthening Health Delivery Systems) 
Is a demonstration-training project for EPI (Expanded Program of Immunization). 

SHDS is a regional cooperative project between USAID and Boston University 

encompassing twenty West and Central African countries. Objective III of 

that project Is being Irplez-ented through a PASA between USAIP and CDC 
(Center for Disease Control). See Draft Implementation Plan-Revised II, 

November 1978. The goals of Objective III are to improve regional and 
national disease surveillance Bystems, Integrate these systemo Into the 

national health planning and delivery system, plan, Implem:ent, monitor and 
evaluate an fi,.:nunlzatfon program Tzr 600,000 people, and to use the demon­

stratton-training area to trcin nationals from other cou,:Tfries within the 

region. For angle phone West Africa, The C(,,Ilta was cho!,en as such a demon­

strat on-training site. As the entire population cf The Cahlia Is slightly 

less than 600,000 people, the EPI project will cover the entire country. 

A detailed country Draft Imp!vr.ent,)tIon Plan was outlined In January, 

1979 by Dr. Stanley 0. Foster, Director, Pestarch and I)velopmc.nt Division, 
Bureau of Smallpox Eradication, CVC and Stephen A. Fitzgerald, USAID/CDC 

Operation- Officer a;sist ing the COWe (Covern:rnt of The Ca:,ia) in the con­

trol of a yellow fever epidemic. It was. r,ulmnItted to and accepted by the 

GOTC, with minor revisions. With the arrival of a perm:anent operations officer, 

the EPI Project In The Cambia became operational In Iay 1979. For [PI purposes, 

the country is divided Into three deon,,ttrtlor.-training areas (roughly 200,000 
population in each group). They are: Wertern Division, Includiing Banjul and 
Kombo St. Mary, North Bank and Lower River Divilions, and finally, McCarthy 
Island and Upper River Divisions. 

EPI in housed at Medical and Health Headquarters, Ministry of Health, 
Labour, and Social Welfare, in tie capital city of Banjul. As presently 
constituted, [1I consist of a USAII)/CI)C Operations Officer, a National 
Counterpart, four Health Inspectors, a Central Cold Store anager, and a 
Cold Chain Technicrlr.. 1P in The Gambia , while an independent unit, works 

0loely with and through the MCH Program (taternal Child Health) to improve, 
coordinate, augment and extend already existing inriunt-ation services, to 
build, titrengthen, and monitor cold chain facilitien, to provide, advise, 
train, hnd amsnit In vaccine storage, handling, and ad- InIntration, to order, 
receive, ntore, and dtsrburne vaccine through the Central Cold Store to the 
field, to perform cluater surveys of pro and porst vaccination coverage, to 
organize, anoint, and renpond to large outlbreatr of epidemic dinernen which 

cannot be effectively hand'ed by the lo.,il health facrilities, and to provide 
Inmuniartion outreach to reduce the ack log of iutcept l, e children in the 

target age group to the extent that maintenance of high coverage levels can be 
handled by exinting health facilitlen in static and outreach programs. 

http:I)velopmc.nt
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PROORESS REPORT



In accordance with the implementation plan (revised 11 November 1978) 

provided by the Research and Development Division of CDC's Bureau of Smallpox 

Eradication results of the sub-objectives of SUlDS 'Objective III' applicable to 

EPI-The Gambia are as follows: 

STRI 	 CTIIEN REGIONAL DISEASE SURVEILLANCE SYSTEMSSUB-OBJCTIVF T: TO 
1. 	 Provide an EpIdemlologist to assist regional organizations and 

mernber countries to strengthen disease surveillance. 

2. 	 Complete in-dpth analysis of current national surveillance 
system, 	 and subfit recorenda tions for Improvement.



---not applicable at this time.


3. 	 Provide training cour.;eo; in surveillance of vaccine preventable 

diseases, and planning, lrpleentatfon, and evaluation of expanded 

programs... 
---The national counterpart P attended the tra-ining course for 

?ational ,inpcrs of Expanded Ir:.-uniinatIon Prog'rams in January 

1979 In lagos, Niperia. Since that time, however, a new 
national counterpart has beeCn 	 jIgn,1Ia who will reqilire this 

training.


--- 'lhe UFSAII)/CI)C Op,,rat 1c,'; Offici- r at tinded a niiv lar course 

in Pa:S. sco.;, Syria in 0, t lir 19,9 (Involve,ent In the yellow 
fever ca: pal In Janua ry 1979 too;. prece-dence over attendance 

at the Iantmiry courhe). 
4. 	 Deterrin, hiellne lev%,ls of rorlldlty and mortality...



-- N'ot applicable at thif, time.



5. 	 E: ao' If;h In I '':I?;'at lon Program dIn.t rat ion areas ongoing 
sysr .ms; of dls&afLe surveillance..,The. ia. TIl, by October 1, 1980. 

--- ;got applicable at thin time. 

6. 	 AssI.,t regponal/nntional authorities In inventigating unexpected 
outbrealr. of morbidity and mortality. 

--- Prior to the anrfigrn'ent of the reglonal redical elldct-ologint, 
the ClDC operationn officer atstited the M'inistry of lhealth in 
invest, rtt ing r'everal reported caser of yellow fever. Serum 

were collected and rsent to CDC/Fort (ollinr for tenting. 

SUB-OBJI.lCf'V[o I: IRAINING 
--- Not applicnble at thlu time. 

SUB-OB.,CL1 IV) Ill : LXPAN:;}I INI'IZA l I O(NIOh-TAIPOChA IFlb,¢4.;T 'JI NC

AREAS 
1. 	 Develop d,.unc+rit n-trinnl, vcne delivery protramP, in three 

countrien...'hie., Te1 (a:1 ia-January 0 (one aren). 
--- A denantration-treining area wan etablinhed In 1.eatern livision 

In late Aki'unt 1919. Ihiln wh Interrupt ed in . ; ember by 
4 vaccine iort nr but wnm restur~ed In mld-(octorr. Sre At t1iehntn 
1,2, 3,, . In the itt-ti. pr lod, the tra, orplet d cluniter 

purveyn In North lainti andi ,.i r |r li vi n icn .. See Attach. 6.PI veT 

--- 'rior to thin t!r the 111 tra:' wat, ants Ipnr,! to atay a rrinlch 

rplde:-', '.'-th r.,'ralt c I tLIf~r.Ut The Cartla. In May and Junt'., 

the tra.-, air ti int rr-d ,79', ternrlrs v (tinatlion , And In W.entern 
Vivirlon, where low Ii'l coveape wa, tdlr.( vrrvd, 1)11 van Iticluded 
during the ca-.,nipn vii the reault: 1,006 childron worr started 
on their 1PI* ,%chriule. Sp Attachiriznt 7. 

http:tLIf~r.Ut
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---In July, the EPI team assisted by a contingent of Cross Roads Africa



volunteers performed pre-vaccinatlon cluster surveys and yellow


fever mop-up operations immunizing an additional 3,437 people. See



Attachment 7.


2. Achieve 70 percent coverage of identified target populations In demonstra­


tion areas within eighteen months...


---Not applicable at this time.



3. 	 Document Loverage through ongoing sample assessment in all areas.


---Not applicable at this time.



4. 	 Decrease by fifty percent morbidity and mortality...


---Not applicable at this time.



5. 	 Implement initial and continuing in-service training in administration,


planning, supervision, supply, logistics, and evaluation for all demonstra­


tion-training area personnel.


---	 Several Informal and two formal sessions have been held with health 

center staffs and health inspectors. In the two formal sessions the 
training was in the form of slide presentation and discussion on the 
importance, nature, and maintenance of cold chain. Both formal 

sessions, were held as part of continuing education seminars through 

the Health Iiipectorate and MC11. 
--- A two-week c-id-level course for EPI anaFers Is planned fov late 

April and early Xay, 1980 in Thie Ciabia wlere at least forty nationals 
and tix ot!wrs from anglophone West African countries fre expected to 
attend. 

6. Provide training In methods of planning, Implementation, and evaluation of 
immunizatlnn 	 programs to personnel from other area countries... 
---See 5 above. 

7. Conduct at least one in-depth surveillance and managerial assessment...by


October 	 1, 1981.


---:Not applicable at thisl time.



SUB-OB.JlcI IVE IV: FOLLOWING THE EVALUATION..


--- Not applicable at this time.



SUB-OBJECIIVE V: PROVIDIE SUIPOT TO EXISTING lABORATORY FACILITIES...


---Not applicable at this time.



CONSTMT?HI SrI.IANI:OUS: PPOGESSJ ' & SOLUTIONS 

CENTRAL COLD SAF,TSIT COLD) CHAIN/VACCINI, CUTAPLY 
The Central cold store in located t Medical and Health lieo2quarters and con­

slsts of one large room. In anticipation of E11 some equipment was ordered and this 
was put Into uric during the yellow fever campaign. However, this wan an unplanned 
expansion of the facility. Tc eet the needr of EPI, several changer. were needed. They 

Included: up-grading the present facility, reorganizing vaccine storage consistent 
with the variour, vaccine needs, and procuring a back-up power supply In cane of power 
failure (which In a very real threat here in The Gambia). The phytsical up-grading 
of the Central Cold Store, that in, Installing air conditioning and flashing the 
doors to prevent lons of cool rsir. were quickly accomplinhed through the annintance 
of the Director of Medical Services. The rroblem of up-grading the cold chain system 
Itself both at the central level and In the field, however, wnr beyond the means of 

The Ministry of Hlealth. Thierefore, naristance ws nought from 16HO and UNICEF. The 

Ministry and ['I entered Into dincusnnionn with WHO and VI CIT In June, 1979. 
W11O had allocated '15,000 for 1'1 equipment prior to the atart of formal 

operationa. Upon review, it wan determined thant, in light of the revised local 
Impler.entation plan, certain of the oripinally ordered equiptnent could be rubrtltu­
ted (or more critically needed itrt-7. Therefore, a counter-proposal wan =do to 
and waD accepted by WHO. See Attmchment 8. 
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This resulted in
Operationally, EPI experienced difficulty in vaccine supply. 

a complete review and reorganization of the vaccine ordering, monitoring, and distri­

buting system. To date, all vaccines had been ordered, except in emergency situations, 
United Kingdom. It was discovered that not only werethrough the Crown Agents of the 


the vaccines very expensive, hut difficult to obtain. As a regult, tUN ICtl was con­


sulted and agreed to act as sole source procurenent agent for EPI vaccines, except 


for eas;ies vaccine which is to be supplied by USAID/SIIDS. A vaccine projectior 


through 1382 was form:ulated and presented to the UNICEF Representative In December, 

1979, and in the meinwhile vaccines were provided on the basis of preliminary short­


term project ions worked out In June. In addition, UNIICEF agreed to supply all field



cold 
sare 

chain equipment and ancelliry supplies 

period. See Attach::.ents 9, 10, & 11. 
for EPI/CH1 vaccination efforts over 

Needyen and syringes, except for BCG, 
the 
are 

not covered by this estimate. Those are to be supplied by USAI I)/CI)C/S11DS. See 

Attachments 11 & 12. 

I (hEA
le...Clit,ia has bee-n clhonen as a test site for two experimental solar 

SOLAR PO'.! !TD PFITHG, 'ITON UNNITS 

powered r:fr ,I,.rator/freezerunits developed Jointly by CDC/,NA,A. These tests 

will 1h.1p htt,: me the practicality of such units for energy-s!,ort developing 

plat r,,ips vere drawn of thet sit,,. selected. Thesecountries. Slidts!; w,.re tal en and 
were sent to (DC ad NA .A for analysis of 1ut;0 ility. Since the Init al .iltes were 

dee:".ed ur'ce; table, n,:w sit .;wtre stl oct , npped, and phet ogrplIed by the 

operatfion'; oIffcer. A decision will soon he cale as to the !.ultall1ity of the new 

sites. 

TRANSPORT 
lack of reliable transport has ha,:pered the IP1 Project. Of the two 

vehicles a!,S Inod to Lt I, one has been off-the-rond 58 dayr, and the o tlier has been 
off 43 dia,,; FInce 1 .1anuary, 1979. 1he greatest problen I. a lncl of consistent 

and thorough r.inten;ance. Since the a;st,,:',.nt of two t,.h;ifliC/f~tterr, to ?,edical 

and Health Hi-adquarters, ne!ter of the VIA vehiclesi ha!. lben out of fertvice more 

than on,! day. iow'ever, thi ; Its-only an Interim soclution. 'Ih, numler of vel icles 

ass!i'ned to YPI insnot sufficient to handle tihe rtnge of rvey fr c:',ent . p'enerated Iy 

the Project. 11e.lng anse!.sed of thinI idequacy, 1UNICEI" bar. usgr, ,d to tsupply two non­

four-wheel drive vehIcl, s, Puegeot 404 pick-upa, to EPI. They will be received at at 

time when the Project 'lil critically need them. 

Stephen A. Fitzgerald


)perations Officer



EP I /SIDS 

http:a;st,,:',.nt
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Appendix 2B



TO: Bureau of Smallpox Eradication, CDC


FROM: Harry Hull, M.D., Banjul, The Gambia


SUBJECT: Annual Report



The Republic of The Cambia has agreed with the Center for Disease Control


to develop a demonstration-training area for Anglophone West Africa under Objective


III of the Strengthening Hlealth Delivery Systems project. Objective III has four


subobjectives: 1. To improve disease surveillance and Hiealth/demographic data


systems; 2. To Integrate these systems Into national health planning and delivery;


3. To plan, Implement, monitor, and evaluate an fr-,unizatIon project for 600,000


people; and 4. To use the Project for demonstration and training of other Anglophone


count:ies.



In order to Ir,;pl eent the.;e subobjectIves, the Center for DIN;enle Control has


elected to place one operations officer and one iredical elpld(,:fologist In The Gambia.


The activIties of the operations officer are reported se1a :at ely. As redIcal


epidemiologist for the project, I was Initially recruited July 27, 1979. MAy


activities have been guided by the fr.plerw:&ntat Ion plan agreed upon by 'Ihe Garmblan


MinIstry of hlcalth and CDC. Accordingly, tt t report IS addres1ed In the format of


that timetable.



1. Aui'ut 1, 1979: Ai'lned full-tlie ,pid,.''ologlt to the , !ri,!niuttry


of health, V4,cue (,f All) oifiwn!at Inn, I 1(ld not hive the U.S. until Atpiflt 13, 1979.



nIi 'i le CI. er
 d ! 'tI utt .:i ." 33 de t1 v , tIvi t ie
My arrivali I'II fuII t IItrIt 

I. 1.Iherli tul!rr ('('D tr-j ect t;rij>, d by A il. 1outI ha'.'e t.,' d of tietile A,. country 
In late .,,pt,.:,ter an! c.,rly October to tlv l! M :,e. (1I l'en by in '-aiiu5,Couz t-, 
Syria. I tIA,,n tra,-,vled t,, !,.rra Lvir, to p.1. ticipate Ill tlie i -.. , rd e-.,aluiat.on 
of S le 'a Iv( e 's t)II prc gr,,, retutnting 1lie (Ca:', .. erto lla n 5, 110:10. Acctrding­
ly, 1:Ny effectyv, . qg d.1tv cr .icti ,t, In Vie Ci-1.1 i0, ul I,-Nov':-.,,rl u.,Iz lvi u d 5. 

2. Au~gu -~,.t tr 
 17Q: hYve ua te " l tea' e I e; tI11:r.y . t' at the',P:c cuillvu

dispin , ,, .i c,.nter, Il '! na , ind nati nal level,. ' In In
iry e !,t.i. tivity 

pr:, j-, t. . at t- ., tI!-ev. Iv alut ion at tt,e r.eiraI v1,.-el 
 nearly c r
t the prevun.! It. Ite
 

howrver, eva., lon at hli hvalth centcr/dl.p,-ims.ry level hatl blee"n delayed due to


lack of trtins.prt. Project Vehitles, hav. attrived in lianjiul, Lut Lave yet to ar



Cuntoms.


3. Cctoler 1979: Initliatrcmntt.ly nuiveillance nt-wnlettrr. The firat 

bimonthly nev.,ltter will lie pul ihc4il In January, 110H(. l atnllv tlir t-'.vtter 
will riot Inclu,!,- vellanc- datt. 1i IV will Ich"addedl ( ,,i the .r,' air;ve! r!nce 
nyttc. It at . rnIdr tiIIotn will v thit t iE t V I Itipelon..Cl ir glv-i nt avI; 
newbl ,tte1 pa oiie-elna M tithly hanIn.ci l I 

ti I r tbeh, 

mort,plIity, .And r, rt llty, itwImcld1iJ 91 Idrt lf!tat iot (If ;- n n alt rltj fitfd 
liat rettrnt (of d!ir inte "O;L;Vrrh Aenir ( ttrritl lIt tl. ; ' . ttn ee. for 
mt. hl], v,irrn lItatet nt-., Ata! ;. I I ' li vr t r, rI. IC, 1 1tel k!t hr. iI 

t!lir r le'.trj. .. lit t!ntn -ollerit€, lly tht V-l ow. f¢' vcVat !.a, t r 4 A--- i |4lA 

brier u-r1l to dcvelorp a litt of all vllla - Iti iI r '!a.13 Cbr,',t'iA: Ve-- rclitly 
1,bitp planti, .lt t|tvwelu A;,I , * l'd I. (lita( t L. a l rrl: ' atl I Cio,! 

14. (ct,!er, 19'7'i-. rch, 'lli: hetermine tn.l Ir/eivc v 2 trlb 

t J anuarv I ct, V 

SIth 1r. a!AV11! i.+ ry , wvit La c :,ur ted a a bit I -t-ntc- poil n%.I v ry In I fir
un t 

*re . lie hn tiwilicatrd v l n!..a1ii 1.1 0tdata Vwtll ialt pIkIll : y. 
!. Jat,.14 ry, 1'si"'j: de .Ii.Ilaiyl'l c.f lIctn ltl v'!I. Ir;"r :. ,- e. alua­

lat;! It :.t I w''r-rc grtn IrV- Ie.! '­t fi ret ,:nrt. f I t :lIe t!:. F! Ii 

, IV tOil. A i . A%;;Ive Inl ',ctIn !ll I.- dr(e ::r:* 4 , Irt r-'t C I ,,'y.­

"tllh i ttO 1vrIN- u! f I t ty, ''. At 0I,at 1:.r, a lid! U Id! 'e, r Iat fr t iI it,© 

byhtc,!t VI i tot gnt1tella: at!,,i;ae t al r,, tt'b ('ri .;,v !it l h.o lla tt d2 . vi!n ! 

tic spI e,,! p n i ro r V 1c1:1 t *ir i,-oIt lrtut IY.1:4 h ( 

t,. July. l. I' - t lie, I'T: I,ric t I fy nl.! t .I I ,tl .a 0,at ca, Icat *cl t1 
|, Al' rveIlla.(,¢ V fltr V;lld!tollry. Xf . I p .10,, I Il!An-:t , 0 Lft.! !At, t fIs t gf 

http:centcr/dl.p,-ims.ry
http:e-.,aluiat.on
http:Initliatrcmntt.ly
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in public health and experience in demography has been designated as surveillance



officer for the epidemiology unit. He will receive on-the-job training in epidemiolo­


gy, and Is currently completing a CDC home study course in epidemiology. If appropriate,



he will be given further formal training in epidemiology. A proposal from the Medical



Research Council, Fajara, which has been funded by the World Health Organization, is



currently being considered by the highest levels of the government. It proposes to



tiain a medical epidemiologist and a microbiologist at the MRC and to equip a


public health laboratory. Our strong support has been given to the project proposal,


but it must await the final approval of the Gambian government.



7. Ongoing: Provide epidemiologic consultation on disease surveillance to



other Anglophone SIDS countries. In August, I traveled to Liberia for three weeks


to examire the needs of the Liberian EPI program. This report has been previously 
sub,:itted to CDC and AID underthe CCCD proposal. In October, I traveled to Sierra 
Leone to participate In the EPI evaluatl,,na. During that visit, I was able to 
briefly evaluate the suveillance system is it related to EPI. The report of the 
evaluation has not yet been released by kliO. However, I was able to establish the 

desire of the Sierra Leene Lovernment t. have the surveillance system evaluated in 
depth. a propLsal to evaluate n -nata'. tetanus mortality was also put forward and 
favorably received. 

8. Ongoing: Develop regional -ompetence In laboratory backup for Immunization 
activity evaluation. As described above, funds have been allocated by WHO for a 
public health microbiologist and laboratory. The proposal is being acted on by 
the CG.:whIan government. In addition, the ,',!RC has Indicated "%willingness to work 
with tl,e po\'trmtant to provide some public henth laboratory services as needAd. 
They are currently actively recruiting a virologist who has indicated a willingness 
to provide vaccine potency testing and serologic ser.lces once his laboratory is 
established. 

9. Ongoing: Carry out applied research on methods to prevent or control


morbidity and mortliev. Contact has been made with the Medical Research Council 
re ardfng pav'':i--.patlon in future projects. The new director, Dr. Brian Greenwood, 
'1l arrive f: %prfl, 1980. lie has a long. standing interest in malaria and vaccina­

tion. lie has proposed our participation i. several research projects, among which 
are a trial of mass malaria prophylaxis, interactions between malaria and vaccination, 
and a trial of killed polio virus vaccine. 



APPENDIX 3



Vaccination Coverage Republic of the Gambia
 


Assessment for Vaccination Coverage



AREA: 
 

DATE: 
 

Vaccination Card 
 

BCG 
 

DPT 1 
 

DPT 2 
 

DPT 3 
 

Measles 
 

Polio 
 

Polio2 
 

Po2lo 3 
 

Yellow Fever 
 

Tetanus Toxoid 
 
Pregnant Women



Northbank 
 

September 1979 
 

Percent Coverage



88 
 

86 
 

68 
 

42 
 

28 
 

42 
 

36 
 

9 
 

1 
 

58 
 

41 
 

Lower River



October 1979



84



80



71



47



27



41



38



14



2



55



21





APPENDIX 4



Ivory Coast EPI



Assessment of Vaccination In Abidjan



Richard Greene


Haryanne Johnson





DTP-POLIO 

Site 

lat Injection 
,ccinationNo. % <12 

Given_"M°". Mos. 

2nd Injection 
No. %<6 t<12 1%<24 

Given] Mon. 'Mo. Mos. 

3rd Injection 

6. 

Given Mop.. io. Mo.] Given 

Booster 

MO. . 
I 

Mos. 

ell-Ba
Clinic 

21,539 56.5
153956.5 

74% 17,472 37.5% 70 82 15,096 20% 161% '82 2,898 38% 68% 

MobilI 

Teams 15,4881 11% 37% 6,838 3% 27% 67.5% 3,9321 1% 23% 65% 1,835 38% 97% 

Social 

Total 

3,347 73.5% 89% 

Tt4 6 
40,37J40.5 61% 

2,773 

27,083 

68%1 

32 

91% 

61% 

97% 

80% 

2,047 

21,075 j 

33%1 89%, 

8.2%t 56 

96% 214 35% 

80%4,947 i38% ,80 

55% 



PERCENTAGE OF FOLLOWUP VACCINATIONS EDR



DTP-POLIO



% Returning % Returning for % Returning



Vaccination Site for 2nd DTP-Polio 3rd DTP-Polio for Booster



81% 70% 
 13.5%
Well-Baby Clinics 


25% 12%
Mobile Teams* 44% 


83% 61% 
 6.3%
Social Centers 


52t
Total 67. 
 

* The percentage of children coming back for second and third



vaccinations are lower for the mobile teams since, after receiving



their first vaccination, children are appointed to a Well-Baby Clinic



for subsequent injections.





MEASLES FIRST VACCINATION



424 mos.
Vaccination Site No. Given 4 12 mos. 


Well-Baby Clinic 14,741 61% 78%



Mobile Teams 16,163 29% 63.5%



92%
Social Centers 1,840 83.5% 
 

Total 32,744 46% 72%





-----------------------------------------------------------------

SECOND MEASLES VACCINATION



Note: No longer a 
policy in Ivory Coast



Vaccination Site 
 

Well-Baby Clinic 
 

Mobile Teams 
 

Social Centers 
 

Total 
 

No. Given 
 

1,816 
 

2,239 
 

112 
 

4,167 
 

% of vaccinees


at 6, 7: & 8


mos. returned


for 2nd inj.



23.6%



28.0%



12.0%



26.0%



Vaccination Site 
 

Well-Baby Clinic 
 

Mobile Teams 
 

Social Centers 
 

Total 
 

No; Given 
 

1,816 
 

2,236 
 

112 
 

4,167 
 

% at 12-23 
 
mos, 
 

52.0% 
 

39.0% 
 

8.0% 
 

44.0% 
 

% at 12-36


mos,



72.0%



99.0%



16.0%



85%





Conclusionr 

75% of all cases #-f measles in Abidjan 

occur before 24 months of age. Accordingly,for our program



to be effectivej clildren should be vaccinatL, against measles



before 2 years of age (the earlier the better following six



The social centers have Lhe best record for
months of age). 


early vaccination (83.5 % of all lt measles were given before 

the age of 12 months). This can be explained by the larger 

reservoir of young children already available in the facility


due to the weighing of babies. The Well-Baby Clinics have a


fairly good record for vaccinating young children, also,



good as for the social centers. (61% of
though not quite as 
 

all 1st measles vaccinations at the Well-Baby Clinics were



are given before 2
given before the age of 12 months and 78-


The mobile teams have the worst record for "prompt"
years). 
 

Only 29% of the 1st measles injectlons were
vaccination. 
 

(63% were given before 2 years).
given before the age of 1 year. 
 

This is expected since the mobile teams catch the children



Overall for the proqram,
inadvertantly, regardless of their age. 
 

only 46% of the children vaccinated received their injections



This statistic indicates that we were
before 12 months of age. 
 

not vaccinating the children at a young enough age against measles.



(54% of children vaccinated got their injections after I year of



age). In the future, priority should be given to shifting more of



the burden of vaccination from the mobile teams on to the fixed



centers. (Approximtely half of all vaccir-Aions done in the



by mobile teams.)
first six months of 1979 were 


The record for 2nd measles vaccinations must also be improved



upon. Only 50% of the 2nd measles vaccinations given at the



Well-Baby Clinics in 1979 were among children 12 to 23 montho of





2nd measles vaccinations 
for the mobile teams where only 39% of the 

were given to children between 12 and 23 months. 
 
Overall for the


program, only 44% of 2nd measles injections 
were done at the most



(12 to 23 months).
propitious time 
 

The age distribution for polio in Abidjan is 
weighted between



the ages of 6 and 18 months with the median age 
coming at 15 months.



Thus it behooves the program to have children vaccinated 
at least



(Pertussis is also a

twice with DTP-Polio by six months of age. 
 

Among the vaccinated


disease that hits children at a very young age). 

whole 32%" receive)their 2nd injections of 
children in Abidjan as a 

by 12 months. While this is a fairly
DTP-polio by 6 months and 61% 
 

good record it can be improved upon by the prompt 
vaccination of



children at 3 months and the faithful rendering of 
rendez-vous slips.
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1. INTRODUCTION



In past years, the Ivory Coast has conducted vaccination 

campaigns against smallpox, yellow fever, tuberculosis and 

measles. More recently, routine vaccinations of newborns 

with BCG and mass campaigns against measles have been the 

major immunization activities. However, coverage has not 

been sufficient to interrupt measles transmission.



In January 1978, an Expanded Program of Tnununization (EPI)



was launched. A 5-year plan desionated three demonstration 

areas where the six EPI vaccines would be used: Korhogo, 

Abenqourou and Abidjan. Each area represents a different



type of environment: Abidjan - urban metropolis; Abenqourou ­

tropical rain forest; Korhonio - dry svanna. Cold chain 

of new freezersfacilities were also up)raded with the purchase 

and the construction o' a sT),c(ious cold room. 

By late 1979), it was felt that the Ivory Coast EPI rroqram 

was working well and that an independent evaluation might be



he'pful in makinq future plans.



2. METHODOLOGY



Four types of evaluation are described in the WHO EPI



manual:



1) Disease surveillance



2) Seroconversion following vaccination



3) Coverage evaluation



4) Manaqement review and audit



Detailed data on components 1 and 3 are available in the 

program's scml-arinucal rvoortn. This report addresses the 

fourth component. 

An Idiependent tea m, representinq WHO and USAID/CDC, 

war invited to the Ivory Coast to perform the proqram'n 

first mana ent evaluatlon. 

The evaluation began on January 21 1980 and concluded on 

February 6 1980. Information wan obtained throunh interviowilnq, 



reviewing documents, and observinq vaccine storane pract irce



The evaluation team presented
and vaccination sessions. 
 

its report for discussion before departing.



3. OBSERVATIONS



3.1. General



In Ivory Coast, the EPI proqram is being built on a solid



public health personnelfoundation of pre-existinq skilled 

toand excellent racilities. Because cF this it may be able 

pilot staqe to a national proqram in a relativelyexpand from the 

for the next 5short time. ?. tentative pl an beina,prepared 

years calls for nationwide part i,'ipatinn by 1985. 1Iowuever, 

t) in.;ure thait the prouiramattention to detail i; roquired 

i::,'un ",it ionuses no rotten timer a!; it ercts a nit inn, l 

structure. 

into nat iona|, req ionalThe ob .;ervations below are divide.d 
 

by a sunjary of
and peripheral levels and ire followed 

recommendations. 

3.2. National Level



The Ivory Coast has a population of about 7 million and



is divided into 20 medical sectors. Each sector has a physician,



health
called the Reni onal Me.dical Officer, in charle of public 

activiiles includinq leprosy and tuherculo.ii coolit rol , rmeai,-en 

vaccination cOMiraliqns, and s!tnitary nea o,.Urt'!; (W er ; I , 

etc.). Fach 14crlonal !'ed cal off leer h ia St f of M ,out ti0 

persons (dependin on the ,ire of the sector). 

The f;tratvqy of the I vory Coant. bPI rorira? i I,to %I'l 

Oxintinq public health 1rtonnel. and fanr lit ie.. to, adi nint ei 

the EP vaccfne. . Dr. Co!fi Lnrnu, Director (if Ite Int'.IitUte 

of Ityq iene ha,; +pecified four l,-1ilit!. that th. ;1t i onalhe 

protlram will providte for the lr'al h,.ilt -i.,ct Y,.:: (1) ,,'1.t tib 

() InAd-o- ti niqvaccines, sup;li d nt no cont : vt s, ni ttr 

In pe d-o- jet repnir; (3) tra In cjq of ;,,'rsonne1t in vn,cin-t toil 

ealth educati.onprocoduron and (4) m.-Ittinl for 

http:educati.on
http:tuherculo.ii
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the process of assuming the responsibility for vaccine



distribution.



2) Ped-o-jets - There is a shortage of ped-o-jets



and spare parts. They have been on order from USAID for over



a year, with no deliveries.



3) Training - The National Institute of Public Health 

has assisted in formal training sessions. It was not possible 

to observe a training session, however, the observation of 

former trainees during vaccination se.;ssions showed that the 

training was Jenerally successful. 

The Int itute o'r 11vqiene is in the procen!, of preparinq 

a vaccinator's ,handbook in coper,.f ion with the International 

Children's Ce-nt er in Paris. This; s ould help ir, )rove a,,,iccination 

teams' perfuuince and fa,,' Iit ate the traininq (e-;sionF. 

4) Health Vdicuat ion - lIotith (ducation is an areca which 

is beginning to be explored. A puI)pet show his be(.n created 

which depict!; the advsnttqe of v.sr'clnation, ,nl dialoq(ue for 

the perforri.nrce ha!; been re-corded on a ca!; s(.tt( in t'rench and 

three African 1anqua ,go : [ ioul a , Aun1 and Biaoul6. ,id lo, 

television and n(,w.;,),a),,r publicity has also betoi use,d to encourage 

vaccination.



Ot ihr area; of int(rest Include disea.s( urveillaa rce and 

pers;onne p, act ice ;. At vresent. toe nat iona] di, ;., t.Il s rv,,ill ancL 

system is !p.onradic, inccmt)lete and unexTlheit d. The thr4, e.(.ctor; 

in the EPI pilot proflarrl ate irt)ro n.,1nn the s;urveillance" ';y:tems 

in their area!;. It ins expected thtit nurveill,ance will i rirove 

as EPI expands. 

Vaccinat ion pern(a nel rec veye. cnf)lint' (r,)V)n but (t Lzr 

travel e-xpe(ns;es; incurred within a nector are. not re'lr.bur.td. 

At the m.-iaIerial level, job d!..crnt Ins. extst or 

(1) disease ,urvel lance, (2) h-alth ,.du(,at irn, (1) r,'cord 

keeping and (4) proqra evalIuat. ion. ,lobh h crtl t i,,nt, hve, 

not been written for the operntions officer and his nassitant 

nor for the reliona. program directorti.



http:re'lr.bur.td
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International Assistance



Most of the EPI 
 resources such as vehicles, personnel and
 

ped-o-jets, have been supplied by the Ivory Coast Government.



some cold chain equipment and
Measles vaccine, ped-o-jets and 
 

vehicles have come from external sources: SHIDS/USAID and UNICEF.



As of 1980 "heat stable" measles vaccine will be supplied. 

Other important aid has been in the form of personnel.



The EPI operations officer, Mr. Harry Godfrey, is from CDC/



SliDS/USAID. Most of the vaccination coverage surveys and



disease surveillance work have been done by Peace Corps



Volunteers.



The Jnternational Children's Center in Paris has provided 

valuable te(-hnical aidvice and consultation on numerous occasions. 

The Ps;teur Ins;titute in Abidjan is developing the ability 

eolio vaccines with help from CDC/SIIDS.to titrAte rre.;les and 
 

This will be of great assistance in verifying vaccine reliability.



3.3. 1}'(, IOnAI, LEVEL 

3.3.1i. ,hidian 

tdbidjan is a large metropolis of over 1,000,000 population,



the largest city and capital of the Ivory Coast. In
and is 


Abidjan, the EPI program is coordinated by the National EPI



personnel. 

When th. program began, most vaccinations were given by 

but this changes, a; more Maternal and Childmobile tir,;, 

Health (MC|I) clinici; and Social Centers began participating in 

nurserythe vaccinntion pro(iretm. Social Centers combine 


School i, ;twini(J classesn, and a wel]-baiby clinic. At the well­


baby clinic, Inf n ,ot.nre we.l qhed on a weekly basin up to 1 

year of ag," and ths-,n on a ki-w.ekly tichedule. Very large 

numib-r n of w! i.n and rifants at teni(I these cvntern. In the 

Socia1 C,.ntvr;, MCII centers and otherdirscunnion that follows, 

be enled "fixed" centers to distinguishtyp,.s of clinicti will 

ther from the mobile vacc inat.on trams. Fixed centers only 

gnve 44t of DTp-|'ollo vaccinations in Abidjan in 1978, but in 
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1979 this increased to 68.5%.



While this is highly desirable, it has led to a -shortage



of ped-o-jets. It is not unusual for a fixed center to have



only one functioning ped-o-jet, which is used to qive both



DP" and measles vaccines. Although most experienced Institute



of i3yqiene staff can do minor ped-o-jet repairs in the field,



MCH personnel are usually unable to do so.



Another problem is the shortaqe of supervisory personnel.



All of the fixed centers should be visited on a reqular basis



to insure that 1) they have functioning ped-o-jets, adequate



vaccine and other suoplJes, and 2) they are vaccinating with



the proper technique and maintaining the cold chain.



Many experienced vaccinators work for the Institute of



Hygiene. Most of the personnel have from 10 to 20 years or



more experience working in vaccination programs. This



constitutes a manpower pool which could be drawn on to develop



supervisory personnel.



Because of the shortage of qualified supervisory and



mid-level management personnel, Peace Corps Volunteers have



been used to great advantage. They have assisted with super­


visory visits to centers, improved the disease surveillance



system and performed several coveraqe surveys.



A coveraqe survey performed in North Abidjan in November



1979 showed 58.5% measles coverage; 71% first DPT-Polio, and



44% third DPT-Polio.



3.3.2. Korhooo Sector



Korhoqo sector is in the Sahel, on the country's northern



border. It contains two large towns, Korhogo and Ferkessedouou,



with populations of about 100,000 and 20,000 respectively.



The total population of the sector is about 366,000.
 


The Regional Medical Officer in Korhogo is responsible



for vaccine procurement and storaqe, budqeting for personnel,



and provldlng other resources such as ansoline coupons for



the vaccination teams.
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The EPI program in Korhogo was lai'nched in December,



1978, with four days for formal traininq sessions for para­


medical personnel in the area. Personnel from Abidjan and



area for
the International Children's Center remained in the 
 

several additional days until the vaccination program was



actually underway.



Initially, the Korhogo MCH clinic was used as the vac­


cination center in Korhoqo, however this proved unsatisfactory



because of a lack of space and poor attendance. The vaccination



team was then moved to the Korhogo annex of the Institute of



Hygiene, and an educational campaiqn was conducted to tell



area residents of the new location of the vaccination center.



This was quite successful. One villaqe even rented a truck



in order to bring all their children to be vaccinated. An



advantage of the new location is that it keeps well infants



from coming in contact with sick infants.



In November 1979, a second fixed center was established



in 'erkessedouqou, the second larqest town in the sector,



with the help of an EPI supervisor from Abidjan and a Peace



Corps Volunteer. The team is short of personnel, but additional



team members are beinq hired. As soon as that is done, the



EPI supervisor will return to Abidjan.



The cold chain from Abidjan to Korhogo sector is excellent.



There is a paved road between the two citieF and the trip



requires about eight hours by truck. Vaccine is packed in



styrofoam containers with cold doqs and trans;ported directly



from the vaccine storage room of the Institute of Hygiene



to Dr. Martinet's office. In his office, he has a new top­


opening freezer of more than adequate capacity, and an older



front-opening refrigerator, both electric. Both are in good 

operating condition. 

Inventory control has been excellent. In the past year, 

there was only one instance of inventory depletion: BCG vaccine



was unavailable for two days.
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Two Peace Corps Volunteers, one in Korhogo and one in



the surveillance system,
Ferkessedougou, have begun working on 
 

and are planning to do a coverage survey this spring. A



summer showed only fair coverage:
coverage survey done last 
 

42% first measles, 56% first DPT-Polio and 17% third DPT-Polio.



Hopefully, the coming survey will show higher vaccination rates.



3.3.3. Abenqourou Sector



Abengourou Sector is located in a rain forest on the



country's eastern border, and has a total population ol about



177,000, of whom 35,000 live in the city of Abengourou.



The EPI program in Ahengourou has provided perhaps the 

best indication of the national strategy. 
 Without unusual
 

assistance from the Institute of Hygiene, Abengourou has


developed an energetic local EPI program.


in the MCH clinic in Abengourou.
Vaccination began in 1978 
 

In mid 1979, a mobile team was created which is now visiting



a number of villages on a monthly or bi-monthly basis. Each



journey aiound the villages takes 10 days to 2 weeks during



which time the mobile team sleeps in the villages. A schedule



of the planned visits is sent to all officials and village



chiefs well in advance.



In late 1979, five village dispensaries began keeping



their own vaccines and holding their own vaccination sessions



on a weekly basis. The village dispensaries use needles and



syringes rather than ped-o-jets for vaccine administration.



Each village dispensary is visited about every two weeks by



supervisory personnel.



"he charge of
The Abengourou EPI program is largely under 
 

an Infirmier d'Jtat (Registered Nurse) who spent one week in 

Abidjan learning about EPI procedures. Abengourou recently



hosted several public health personnel from a neighbouring 

sector who were Interested in learning about the EI] proqram. 

Abengourou Is only about a 3-hour drive from Abidjan and 

thun the cold chain and vaccine inventories are relatively 

easy to maintain. A freezer and refrigerator, both electric, 
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are in good operating condition. In the event of power



failure, the Regional Medical Officer has arranged to use



hospital refrigeration facilities which are powered by a



back-up generator.



A coverage survey in the city of Abengourou in 1979



showed 56% of infants had been vaccinated for measles; 75%



first DPT-Polio, and 61% third DPT-Polio.



3.4. The Peripheral Level



Almost all vaccination sessions are conducted in a


similar manner. Mothers are first seen at a reqistration



desk and the infant's vaccination card or "carte sanitaire"


is checked to see what vaccinations are indicated. Mothers


in the Ivory Coast have accepted vaccination cards very well



and usually bring them to the clinic when they come. If the


mother does not have a card, one is made out for her. The



mother is then given color-coded chits for the vaccines:


black for DTP-Polio; red or brown for measles. She then goes to


thevaccination desk, presents the chit(s), and the vaccination



is done.



In contrast to other centers, the Abengourou team keeps



a notebook and records each person's name and checks off the



vaccine(s) he or she receives. This takes a little loliqer,


so two registration desks are used.



All centers observed had adequate space, and vaccination



sessions were conducted Jn shaded locations with good ventila­


tion. At some vaccination sessions aspirin was given out,


but at others it was not. There was great variability in the



amount of health education performed during the vaccination



sessions.



In all three sectors, mobile teams are used to visit 
areas without a fixed center. Preceedinq a visit to a village, 
local officials are notified. When possible, villaqe market 
days are selected for the vaccination team's visit. Each truck 

has a loud speaker which is used to announce the beginning of 
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the vaccination session. So far, villages have generally



been visited once every one to two months depending on their



size.



Cold chain equipment at fixed centers is generally



satisfactory and in good working order. The mobile teams



use trucks with battery powered refrigerators which can keep



vaccine cold for several days. All of the 20 health sectors



have several of these trucks.



Mobile team personnel are capable of doing their own



ped-o-jet repairs, however they do not always have a supply



of spare parts.



A number of minor problems were occasionally noted at



the peripheral level:



1. DPT in freezer; this may have happened because the



DPT box resembles the measles box.



2. Measles vaccine in the refrigerator when a freezer



was available.



3. Vaccinator gave oral polio after DPT. Infants



usually accept it better before an injection than after.



4. Unsatisfactory method for keeping measles vaccine



cold during vaccination session.



5. Registration person assianinn 6 month old infants



to receive measles vaccine when the program policy had



recently been changed to 9 months.



6. None of the refrigerators or freezers at the peripheral



level had a thermometer, and most were in need of defrosting.



One small refriqerator, which needed defrosting, measured +90 C



in the freezer compartment.



7. Ped-o-jets were not routinely flushed with iodine solution.



8. At one session, where only one ped-o-jet was being used



for two vaccines, it was fired only once instead of twice to



clear out sterile water before injections were given.



9. At some sessions, mothers were not warned to expect



some fever following DPTI vaccinations.
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SUMMARY OF RECOMMENDATIONS
4.1. 
 

4.1. General



The Ivory Coast has a strong EPI program 
and should



proceed with planninq for nation-wide expansion.



4.2. National Level



4.2.1. A national inventory of ped-o-jets 
should be conducted



on USAID to expedite delivery
and renewed pressure put 
 

of back ordered equipment.



4.2.2. Consideration should be given 
to the training of nurses



as 	specialists in public health and epidemiology.



specialist should cover supervising
Training or such a 

athering surveillance data, record vaccination teams, 
 
Such



keeping and directing health education efforts. 

a specialist should 	be able to direct a sector's



immunization proqram with minimal supervision 
by the



Regional 	 Medical Officer.



diseases is probably the 	 weakest

4.2.3. Surveillance 	of EPI 
 

part of the program. Priority should probably be given



Surveil­

to surveillance of measles and tetanus cases. 
 

lance of pertussis cases seen in clinics 
or hospitals,



and hospitalized polio cases would also be 
desirable.



4.2.4. The vaccinator's handbook should 
continue to be given



high priority.



such as posterseducation materials4.2.5. Additional health 	 

should be prepared.
and slide shows 

for the EPI opera­should be prenared4.2.6. 	 Job de;criptions 
 
his assistant, for professional
tions officer and 

manaqers.personnel, and for regional program 

4.3. Rgonal Level 

4.3.1. Ab~dia



4.3.1.1. 	 Wherean other soctors should be trained 
to suporviso



their own vaccination toamn, it will probably continue





for the Institute of
to be necessary for some time, 
 

Hyqiene to supervise vaccination practices in Abidjan.



More skilled supervisory personnel should be trained 

or recruited. These personnel could also provide a 

pool of candidates for manaqerials positions. 

some centers where the numbers of measles vaccina­
4.3.1.2.In 
 

tions is small, it may be more efficient to use needles



and syrinqes rather than ped-o-jets for measles vaccine.



in short supply and need frequent
Since pe(-o-jets are 
 

maintenance, this could improve the vaccine delivery



system by permitting some ped-o-jets to be held in



reserve. This recommendation is already being adopted.



4.3.2. Forhoqo



The Forhoqo sector EPI program had some difficulties



is now well on its way. Establishing a fixed
initially, but 
 

center at Ferkesnedouqou is an excellent measure, and should



continue to be qiven hiqh priority. Abidjan personnel should be



as nossible.
withdrawn as soon 
 

4. 3. 3. Abenqourou 

The Abenqourou program is independent and self-supporting. 

it as a training siteConsideration should be given to using 

for EPI personnel. However, it should be noted that the 

slightly differently fromvaccination sessionn there are run 
 

those in the other two EPI areas. 

4.4. Peripheral Level (Mobile teams and fixed centers) 

4.4.1. 	 The morale of the vaccination teams seems rood and the 

vaccination center procedure; work smoothly. To correct 

the minor deficlenclen noted above, (3.4), two suqqestions 

are offered:



1. A reqular review (p.rhaps rtv(nthIy or bi-weekly) of 

policy and techniqcjue |IP the team ,nIu wrVior. 

2. 	 The" Introduct ion of a vacclnator 't handbook to 

facilitate the above review. It rsnould be noted that 

http:4.3.1.2.In
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the Institute of Hygiene has already foreseen the need



The Institute, in coopera­
for a vaccinator's handbook. 
 

tion with the International Children's Center in Paris



is in the process of preparing such a handbook. It is



expected to be published this Spring.



4.4.2. As the EPI program achieves good coverage, the number



of vaccinations given daily may decrease to a baseline



When this begins
level proportional to the birth rate. 
 

to occur, visits to villayes may be scheduled at longer



intervals, perhaps three to six months.
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5. 	 SUMMARY OF MAIN WHO PERFORMANCE INDICATORS FOR EPI



REVIEW FOR TH IVORY COAST PROGRAM



WHO has suggested ten items that should be given a score



from 0 to 10. A perfect score is 100. The items are listed



below and the reasons given for low scores.



1) 	 EPI plan exists 	 10



2) 	 Program manager is full time 	 10



3) 	 Job descriptions 	 4



Only four points given because detailed job



descriptions are not written for top managerial



positions.



4) 	 Coverage evaluation is done one per year or more 10



5) 	 Coverage 6



Only six points given because coverage in target



areas is between 40 and 60% (for measles vaccination)



6) 	 Surveillance Reports 6



Only six points given because surveillance is not



yet routine in the target areas.



7) 	 Immunization reports are regularly and rapidly 10



completed



8) 	 Vaccine stock is between 10 and 40% of annual 10 

requirementn 

9) 	 Vaccine quality - all WHO approved vaccines 
 

10) 	 Cold chain



Only eight points given because almost all



refrigerators were in need of defronting


TOTAL: 84



10 
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