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ANNUAL PROGRESS REPORT
STRENGTHENING HEALTH DELIVERY SYSTEMS
OSJECTIVE 111 - 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
activities through December 31, 1979. The report is related to the project
work plan, showing progress made towards the achievement of program

objectives.

II.  Summary

The SHDS PASA between AID and CDC was signed in July 1978, The current
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

of SHDS. A detailed examination of progress towards achievement of the
subobjectives of the revised work plan is presented in annex (Appendix 1).
Generally progress has been satisfactory.

I11. ﬂqiq_Aqhiogcmeqp§"1”1212
Noteworthy accomplishments included the assipgnment of personnel to the
Gambia (Operations Officer and Medical Epidemiologist), Cameroon (Operations
Of ficer), and the full integration into SHDS of the Ivory Coast Operations
Officer. At year's end, only the OCCGE Mcdical Epidemiologist post remained
vacant. Pending necessary clearances, Dr. David Sokal will assume tae OCCGE

post in early 1980.

With all three operations officers in place, most efforts have been focused
on implementing immunization and surveillance activities in the demonstration
training areas of the three operational countries. Despite a late start,

the program in the Gambia 1s making remarkable vrogr' . (Appendix 2) A&B.

While EPI discase surveillance has received attention in the demonstration
training areas, other surveillance activities nave been hampered by the
delays in posting of the epidemiologists (the Gambia and OCCGE). The
analysis of national disecase surveillance systems, such as that done in
Cameroon by Dr. Heymann, continues to be a priority.

One of tte major achievements of the year was in the field ¢f training.
Major treining courses in EPI were conducted in Nigeria and Ivory Coast
with 82 participants being trained.

Dr. Heymann's achievements in training have continuecd to be cutstanding.
He serves as precepter to 5-7 medical students cach year and supports
their rescarch with microbiologic tests at the OCEAC laboratory he
established. Also, during 1979 Dr. Heymann developed a curriculum for
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the WHO Training Course in Field Epidemiology. Again, he made the laboratory
services available to the participants, each of whom conducted original

research as part of the training.

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 vaccination coverage in the demonstration training
areas. We are examining possible causes and will continue to do soO until

a solution is found.

The other major problem has been {n the area of relationships and division
of responsibility among the various partners in SHDS. Frank discussions,
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. Recommendations
A. Future Activities
The revisions made in the project work plan, and which are manifest
in the implementation plan as adopted by the PCC, represent CDC recommen-
dations for project activities. We await with interest, howeve., the results

and recommendations of the SHDS Mid-Term Evaluation.

B. Improvement
Although progress has been made in relationships and communications

among the SHDS partners, continued and enhanced efforts will be required to
address this problem adequately.
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Appendix 1

Progress Towards Achievement of Objectives

Sub-Objective 1
To Expand Immunization Activities in the Regilon.

Achievement: Overall, this activity is procceding well. The development of
delivery orograms is progressing as scheduled; reduction of morbidity and
mortality resulting from the fpmunization activities are beginning to be doc-
umented; training in the demonstration-training arcas, however, has been
limited to date. A detailed look at the activities which cumprise this

objective follows:

1.1 Develop demonstration-training vaccine delivery programs in three
countries. 1In each country the training arca 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
Three areas by April 1, 1979

Cameroon - One area by October 1, 1978
Two arcas by January 1, 1979
Three arcas by July 1, 1979

The GCambia - One area by January 1, 1980
Two arecas by April 1, 1980
Three areas by July 1, 1980

Achievement:

Ivory Coast: Tarpet date for third area (April 1, 1979)
was inadvertently omitted from plan of action. All
three cemonstration-training arcas now have functioning
vaccine delivery programs. The three arens are Abidjan,
Abengourou, and Korhogo.

Cameroon: Despite some unforesicen delayw in reaching
agreement with Minfotry of Health on the arceas to be
selected, the three areat werde operational by June 30, 1979,
In addition to Yaounde, the areas of Ereka and Bafounam/
Bamenda were chosen,

The Cambia: Current plans call for developing the Wentern
Divinion and the Korth Bank Divisfon framunization
activitien firnt, The entablished timetable appears
feanible,
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1.1.1 Achieve 70 percent of identified target populations in demonstration
areas within 18 months of initiation of full operations.

ﬁgpievemenc:

Despite being less than 18 months into full operations in most
areas, available data permit some observations.

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

predating the inception of activities under this PASA. However, 70 percent
coverage has not been attained even after 3 years of operation. As noted

in the mid-year 1979 report, In April 1979 a mceting was held in Atlanta to
discuss this problem and attempts to {dentify possible causes. Those
attending the meeting, incluaing Dr. Heymann and his two predecessors in the
CDC/OCEAC epidemiologist post, decided that surveys need to be done to
determine why mothers do not utilize the availahle immunization services.
Subsequently, arrangements were made to engage a social anthropolopist to
conduct these surveys. She has nearly completed her study, and we await

her findings with great interest.

Ivory Coast: Coverage astessments after just less than 1 year of operations
in Abidjan and Abengourou showed that the 70 percent target may be reached.

1.1.2 Document coverage through ongoing sample assessment in all arecas.

Achievement: Assessment activities are ongoing in all seven operational
arcas. Assessment of coverage in the Gambia is already documenting
moderate levels of ceverage (Appendix 3).

1.1.3 Decrcase by 50 percent morbidity and mortality due to targat
discases by 36 months after initiation of full opurations.

Achievement: Of the demonstratfon arcas, only Yaounde has been operational
36 months. A detailed analysis of morbidity and mortality due to mensles,
poliomyclitis, whooping couph and nconatal tetanus was submitted with the

pid-year report.

1.1.4 Cost Effectiveness Study
Althouph not a CDC reusponsibility, CDC has critically reviewed
proponed protocol.

1.1.5 Explore stratepden for other ntudies nuch an ausenning factors
affecting community renponne to FPL programmes, determining optimal
schemen for delivery of vaccine, comparing relative merits of use of
{ixed centrew ve. mobile teams §n varfous progpramoe settinpn, 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
of 1980. TField studies of various methods of vaccine delivery in Abidjan
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 plauning for eventual nationwide coverage
by EPI.

Achievement: Cameroon proposal submitted to AID December 1977.

1.2.2 Give support to other countries of the region, as requested, on
development of country propramme for EPI for up to nine visits per year.

Achievement:  SHDS-CDC staff have carried out planning and evaluatien
visits in Congo (Heymann); Liberfa (Hull); and Sierra Leone (Hull).

1.3 Measles vaccine/jet injector parts provision (Not a CDC responsibility),

1.4 Conduct at least one indepth surveillance and managerial assessment
of each imnmunization program demonstration and training arca.

Ivory Coast - 1980 Appendix 5
The Gambia -~ 1981
Camcroon - done 1978

Sub-objective 2: Development of training capabilities. (To provide
training in the region in EPI manapement and methodology, disease
surveillance, data collection, and epicdemiology, and to strengthen
repional training capabilitices in these subjects).

2.1 Identify and train natfonal counterparts for SHDS/CDC field staff
positions.

2.1.3 Identify natforal counterparts to work with the SHDS/CHC operations
officer and PCV'n, where applicable, in the three demonstration countries,
Provide on-the-job trainfng for national counterparts who will ultimately
replace SHDS/CDC operations officers,

Achicvement:  Accompl{shed {n Cameroon and the Gambia.  Ivory Coast hau
not yet fdentificd o counterpart for the operations officer.

2.2 Continuc to develop EPl-related training activities in demonntration=
training programmes.
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Achievement: See below (2.2.1 and 2.2.2)

2.2.1 Conduct in-service training programmes for all demonstration-training
programme personnel in each of the three country programmes, covering topics
such as administracion, planning, supervision, supply, logistics, maintenance
and repair of jet injection equipment and evaluation. Materials may be taken
from the mid-level managers training course.

Achievement: Mid-level managers training course curriculum became

available near the end of 1979. ‘n-service training todate has not
been formalized. During 1980, formalized training will be included
using the curriculum.

2.2.2 Provide training programme in the Ivory Coast and Cameroon
demonstrat fon~-training programmes for EPI personnel from other countries
of the repion in methods of planning, {mplementation and evaluation of
EP) proprarmes, as well as maintenance and repair of jet injection
equipnent. Offer 2-week training programne for up to six participants
fvom other countries in each of the two proprammes. Materials may be
taken from the mid-level managers training course.

Achicvement: The first such training program will take place in The
Gambia in May 1980. Similar counrses will be given in Ivory Coast and
Cameroon later in the year.

2.3 Collaborate in improving training capability of WHO Repional Training
Centers in arcas of discase surveillance, data collection and epidemiology.

Achievement:  Prinary responsibility doen not rest with CDC., For this

Bub—ohjv(ffvv ChC has only consultative responsibility.  So far no specific
requests have been recelved.

Sub=objective 3: Development of capability to gather information (datn
necessary for health planning, including demopraphic datn). (To strengthen
regfonal and natfonal nystems of dineane nurveillance and health information
gathering necessary for cffective health planning).

3.1 Collahorate with VHO/AFRO {n strenpthening antfonal disecane surveil-
lance syntems within ta- fcumevork of the natfonal health funformation
systems.  Gather fnformatfon, make tndepth analysfn of current nat {onal
discane rurveillance pystems and collaborate on development of plan for
natfonal diteane survetllance system, on requett, for up to three countrien.
(Training of necentary pernonnel and {nntitut fon of diwcase surveillance
system will be planned for 1981).

Achievementu: Sce below (3.1.1 through 3.1.6)
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3.1.1 Assign epidemiologist to OCCGE

Achievement: Scheduled assignment, April 1980

3.1.2 Complete indepth analyses of current national surveillance systems
and submit recommendations for improvement.

Achicvement: Cameroon completed

Following scheduled:

Congo - March 1980

The Gambia - March 1980
Ivory Coast - March 1980
Cabon - August 1980

Liberia - Aupust 1980

Upper Volta - Aupust 1980
CAR - December 1980

Sicrra Leone - December 1980

Togo - De.oember 1980

3.1.3 Determine baceline levels of morbidity and mortality of neonatal
tetanus, measles, and policmvelitis in fumunfzation program demonstration
training areas. These discases have been selected both because they are
of priority fuportance and becavse feasible means exist for measaring
incidence and/or prevalence.,

Achicvements:  In Cameroon, completed for all three demonstration training
arcas. Underway in the Gambia will expect cempletion fn May 1980. Ivory
Coast activity will be carried out by Dr. Sokal and {s scheduled for
completion by September 1980,

3.1.4 Establish in {mumuntzation program demonstration and training areas
on-going systems of discase surveillance.

Camcroon - January 1980

Ivory Coant = May 1980
The Gambia - October 1980

Achfevementn:  Cameroon completed

3.1.5 Tmplement wyntemstic program activity reporting system conforming
with WO Management Information Syestems requirements.

Achievements: Will be foplemeonted first half of 1980.
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3,1.6 Assist regional/national authorities in investigating unexpected
outbreaks of mo'hidity and mortality. Such investigations may include
both diseases included in national immunization programs (e.g. measles,
poliomyelitis) and other discases of low Incidence but high mortality
(e.g. African hemorrhagic fever, yellow fever). Such investigations are
expected to involve 10 poercent of Medical Fpidemiologist's time.

Achievements: Ongoing

3.2 Plan and implement an annual epldeminlogical conference of 1 week
in Yaounde, Camcroon, for the OCFAC subregion,

Achicvernents: Conference tn be held, Instead of the Gambia in conjunction
with mid=level managers EPT training course April/May 1980.

3.3 Publish and distribute monthly discase surveillance newsletters in
1 or 2 of the subrepions.

Achicverents: Onpofng in Oceac sub-region. Will bepin early 1980 in
Anglophone sub-reglon.

Sub-objective 41 To develop a coordinated laboratory svstem to provide
necessary back=-up services to the discase surveillance and control systems.

4.1 Provide short=ternm assistance to Institute Pasteur in Abidjan to
develop their capabilities to do seroconversion titration for measles.

Achieverentt: Plunncd, April 1980.

4.2 Provide support for African laboratory person who will run SHDS/
OCEAC laboratory.

Achievements: Onpoling. Will be completed July 1980.

4.3 Tdentify speciftc laboratory needs for surveillance support of the
Cambia EP! programme.

Achivvenents: Onpoing. Scheduled completion Aprid 1980,

4.4 ldentify and provide for needs associated with SHDS laboratory work
at Inntitute Pasteur in Abidjan, OCLAC, 0CCGE and labs to be tdentified
in the Cambia.

Achievement: Ongoing.



Appendix 2A

REPUBLIC OF THE GAMBIA
EXPANDED PROGRAM OF IMMUNIZATION

ANNUAL PROGRESS REPORT --- DECEMBER, 1979

INTRODUCTION

Objective ITT of the USAID/SHDS (Strengthening Health Delivery Systems)
{s a demonstration-training project for EPI (Expanded Program of Immunization).
SHDS is a repgional cooperative project between USAID and Boston University
encompassing twenty West and Central African countries. Objective III of
that project is being implemented through a PASA between USAIT and CDC
(Center for Discase Control). See Draft Implermentation Plan-Revised II,
November 1978, The goals of Objective IIT are to improve regional and
national disease surveillance systems, integrate these systens into the
national health planning and delivery system, plan, impleunent, monitor and
evaluate an {rmunization program {or 600,000 people, and to use the demon-
stration-training area to train nationals from other countries within the
repion, For anglophone West Africa, The Garbia was chosen as such a demon-
stration-training site. As the entire population cf The CGarbia is slightly
less than 600,000 people, the EPI project will cover the entire country.

A detailed country Draft Implementation Plan was outlined {n January,
1979 by Dr. Stanley 0. Foster, Dircctor, Research and Development Division,
Burcau of Srallpox Fradicacion, CIC and Stephen A. Fitzperald, USAID/CDC
Operations Orficer assisting the GOTG (Covernrent of The Carbia) in the con-
trol of a yellow fever epidemic. It was submitted to and accepted by the
GOTG, with minor revisifons, With the arrival of a permancnt operations officer,
the EPI Project 4n The Gambia became operational {n May 1979, VYor LPI purposes,
the country is divided into three demonstration-training areas (roughly 200,000
population in ecach group). They are: Western bivision, incluiing Banjul and
Kombo St. Mary, North Bank and Lower River Divisions, and finally, McCarthy
Island and Upper River Divisions.

EP1 18 houned at Medical and Health Headquarters, Ministry of lealth,
Labour, and Social Welfare, in the capital city of Banjul. As presently
conatituted, EPI constnts of a USAID/CDC Operations Officer, a National
Counterpart, four Health Inspectors, a Central Cold Store Manager, and a
Cold Chain Technicfar.., IPI {n The Gambia, while an independent unit, works
closely with and through the MCH Program (Maternal Child Health) to improve,
coordinate, augment and extend nlready exioting irmun{zatifon mervices, to
build, strengthen, and monitor cold chain fact{litien, to provide, advise,
train, and ansint {n vaccine storape, handling, and ad-{nintration, to order,
receive, atore, and disburse vaccine through the Central Cold Store to the
field, to perform cluater nurveys of pre and pont vaccinatfon coverage, to
orgnnize, aanint, and respond to larpe outhreaks of epidemic dinernen which
cannot be effectively handied by the local health fac{litien, and to provide
{mnunization outreach to reduce the backlop of nunceptible children in the
target ape group to the extent that maintenance of high coverage leveln can be
handled by exinting health facilities in atatic and outreach programe.
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In accordance with the implementation plan (revised 11 November 1978)
provided by the Rescarch and Development Divisfon of CDC's Bureau of Smallpox
Eradication results of the sub-objectives of SHDS ‘Objective III' applicable to
EPI-The Gambia arec as follows:

SUB-OBJECTIVE T: TO STRENGTHEN REGIONAL DISFASE SURVEILLANCE SYSTEMS

1. Provide an Epidemfologist to assist regional organizations and
merber countries to strengthen discase surveillance.

2. Complete in-depth analysis of current national surveillance

~---not applicable at this time.

3. Provide trafning courses in survefllance of vaccine preventable
diseases, and planning, frplementatfon, and evaluation of expanded
programs...

--=The natfonal counterpart EPT attended the training course for
Natfonal Manapers of Expanded Trrunircation Programs in January
1979 in lagos, Nigerfa. Since that time, however, a new
natfonal counterpart has been asigned who will require this
training.

-==The VSAID/CDC Operatione Officer attended n sirmilar course
in Darascus, Syria {n Octeter 1979 (dnvolvement in the yellow
fever carpadfpn {n January 1979 took precedence over attendance
at the January course),

4, Deterrine baneline levels of rorbidity and mortality...

-- Mot applicable at this time,

S, Estabh tsh in Tre-anfeation Progranm derenatration areas ongoing
syst.rmos of discane survedllance,..The Jacbia by October 1, 1980,

-=-Not applicable at this time.

6., Assist replonal/nnticonal authorfties in inventigating unexpected
outbreaks of rorbidity and mortalfty.

--=Pri{or to the assignrent of the regfonnl rmedical epfdemiologist,
the CDC operatfons offt{cer anniated the Minintry of Health in
fnventfgnting several reported casen of yellow fever, Serum
samples were collected and sent to CDC/Fort Celline for testing.

SUB-OBJLECIIVE T1: TRAINING

-==Not applicable at thie time,

SUB-0BJLCTIVE 111 EXPANDLD IMUUNTZATION PROGRAM DEMONGTRATION-TRAINING

AREAS

1. Develop devonetratfon-traintoyn vaccine delfvery proprame {n three
countrien,..The Garbia-January 1, (980 (one aren).

wa=A deronstration-training area wan entablinhed in Wentern Diviaion
tn late Aupuet, 1979, This wan (nterrupted tn ntd-Septecber by
a vaccine nhortage but was reaured {n sid-October,  See Attachments
1,2,3,4,5. In the tnterte perfod, the teave complet d clunster
surveyn In North Bank and Lowver Biver biviestfcens...%es Attach, 6.

e==Prior to thies tfee the VP teas wan arndipned to stay a meunlen
epldert. wtth srveral foct thrcughout The Carlifa.  In May and June,
the teas adrtntntered 9,795 ceacles vaccinations, And {n Wenstern
Divieton, vhere low DI coverage van discovered, DIT wae included
during the ca-pafpn with the result: 1,630 children vere atarted
on their DI'T achedule. fSee Attachment 7.
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---In July, the EPI team acsisted by a contingent of Cross Roads Africa
volunteers performed pre-vaccination 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 efghteen months...

---Not applicable at this time.

3. Document coverage 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 trafning in administration,
planning, supervision, supply, logistics, and evaluation for all demonstra-
tion-training arca personnel,

---Several inforrmal and two formal sessfons have been held with health
center staffs and health {nspectors. 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 scminars through
the Health Inspectorate and MCH,

---A two-week mid-level course for EPI Managers is planned foi late
April and early May, 1980 in The Ganbia where at least forty nationals
and sfx othiers from anglophone West Afrfcan countries are expected to
attend,

6. Provide traininp in methods of planning, implementation, and evaluation of
{mmunization programs to personnel from other area countries...

---Sce 5 above.

7. Conduct at least one in-depth surveillance and managerial assessment,...by
October 1, 1981.

---Yot applicable at this time.

SUB-OBJLCTIVE 1V: FOLLOWING THE EVALUATION,...

---Not applicable at this time,

SUB-OBJECTIVE V: TPKOVIDE SUFPOKRT TO EXISTING LABORATORY FACILITIES...

---lot applicable at thir time.

MISCELIANEOUS: PROCRESS, CONSTRAINTS, & SOLUTIONS

CENTRAL COLD STORE/FIELD COLD CHAIN/VACCINE SUPPLY

The Central cold atore is located at Medical and Health Heolquarters and con-
sists of one large roow. In anticipation of EPI some equipuent was ordered and this
was put fnto une during the yellow fever campaign. However, this was an unplanned
expansion of the facilfty. Tc¢ meet the needs of EPI, mcveral changes were nceded. They
included: up-prading the prenent facility, reorganizing vaccine storapge consistent
with the variour vaccine needn, and procuring a back-up power supply in case of power
fatlure (which 1n a very real threat here in The Ganbia). The phyefcal up-grading

of the Central Cold Store, that {a, inatalling air conditioning and flashing the
doors to prevent loan of cool air, were quickly accomplished through thc anssi{stance
of the Director of Medicnl Services., The problem of up-prading the cold chain ayatem
1tnedf both at the central level and 4n the fleld, however, was beyond the meana of
The Mintntry of Health., Therefore, annintance wan acught from WHO and UNICEF, The
Minintry and EP] entered into dincunanfonns with WHO and UNICEF {n June, 1979.

WHO had allocated 515,000 for EPI equipment prior to the atart of formnl
operations. Upon review, it waa deternmined that, in l1{ght of the revined local
fmplerentation plan, certain of the orfpinally ordered equipment could be aubstitu=-
ted for more critically needed {teza., Therefore, a counter-proposal was made to
and wan accepted by WO, See Attachment 8,



Operationally, EPI experienced difficulty in vaccine supply. This resulted in
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,
through the Crown Apents of the Unfted Kingdom. Tt was discovered that not only were
the vaccines very expensive, but difficult to obtain., As a resulr, UNICEYF was con-
sulted and apreed to act as sole source procurenent agent for EFPI vaccines, except
for measies vaccine which is to be supplied by USAID/SHDS. A vaccine projectior
through 1982 was formulated and presented to the URICEF Representative in December,
1979, and in the meanwhile vaccines were provided on the basis of preliminary short-
term projections worked out in June. In addition, UNICEF agreed to supply all {{eld
cold chain equipment and ancellary supplies for EPI/MCH vaccination efforts over the
same period, See Attachments 9, 10, & 11, Reedles and syringes, except for BCG, are
not covered by this estimate., Those are to be supplied by USATD/CDC/SHDS. See
Attachments 11 & 12,

SOLAR POUYEFD RFFRTGERATION UNITS
T T he Garbia has been chosen as a test site for two experimental solar

powered refriperator/freezer units developed jointly by CDC/NASA. These tests

will help deterrine the practicality of such units for enerpy-short developing
countries. Slides were talben and plat naps were drawn of the sites selected. These
were sent to (DC and NASA for analysis of suftab{lity, Since the fnftfal sites were
deemed unacceptable, now sites were selected, mapped, and photograplied by the
operations of ficer., A decisfon will soon be made as to the suftabil{ty of the new
sites.

TRANSPORT

7 " tack of reltable transport has hanpered the I'PI Project. Of the two

vehicles assipned to EPI, one has been of f-the-road 58 days and the other has been
of f 43 davs since 1 January, 1979, The greatest problem is n lack of consistent

and thorough rafntenance.  Since the assipurent of two rectantc/fitters to Medical
and Health Headquarters, nefther of the EPI vehicles has been out of service more
than one day. However, this is only an fnterim sclution. The number of vehicles
assipned to FPI {s not suflicient to handle the ranpe of requirerents gencrated by
the Project., FPeinp assesaed of this fnadequacy, UNWICEE haws aprecd to supply two non-
four-wheel drive vehicl. s, Puegeot 404 pick-ups, to EPI. They will be received at at
time when the Project vill critically need them,

Stephen A, Fitzgerald
dJperations Officer
EP1/SHDS
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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 Gambia has agreed with the Center for Disease Control
te develop a demonstration-training area for Anglophone West Africa under Objective
111 of the Strenpthening Health Delivery Systems project. Objective 111 has four
subobjectives: 1. To {mprove disease surveillance and Health/demographic data
systems; 2, To integrate these systems into national health planning and delivery;
3. To plan, fmplement, monitor, and evaluate an frmunfzation project for 600,000
people; and 4. To use the Project for demonstration and training of other Anglophone

countries.

In order to implement these subobjectives, the Center for Discase Control has
elected to place one operations officer and one medfcal epidertalogist {n The Gambia,
The activities of the operations officer are reported separately,  As redieal
epidemiologist for the project, T was {nitfally recrufted July 27, 1979, May
activitfces have been puided by the frplementation plan apreed upon by The Gambian
Ministry of Health and CDC.  Accordingly, this report {s addressed {n the format of

that timetable.

1. Aupust 1, 1979: Assfpned full-tire epfdertoloptst to the Carbian Mintutry
of Health, Becauve of ATD ordentatdon, T did not Teave the U8, untdl Avpunt 13, 1979,
My arrival fn The Cordfa was further deluyvad untdl Septecster 3 due to vy activitles
i Iiberfa under the CCCD project proposced by AIDD T have toaveled out of the country
in late Septerder and early October to the FPI Panaper Course plven by WiHo {0 Darascus,
Syrfa. T then traveled to Sferra Leone to pacticdpate In the Wioewrcnnired evaluat.on
of Sterra leene's YD prepran, returning to The Garbia on Noverber 5, 19749, Accerding-
ly, ny effective posting date for activitdes In The Carbia wlould be Noverber 5,

2. Auvpust-Decerber 16790 Evealuate curvent dievase veportdng nvnters at the
dispensary, Leatth center, divictonal, and nattonal levels. Ghin activity 16 In
progrens at the precent tive,  bvaluatfon at the central level dn nearly conplete,
however, evaluatfon at “he health center/dflepennary level has been delayved due to
lack of transport. Profect Vehicles have arrived In Banjul, but Lave yet to ('ear
cuntoms .

J. Ocrtober 1979 Inftiate rontlly aurveillance newaletter, The firat
bimonthly nevenletter wf1l be published {n January, 1980, Inttfally the neveletter
will not {oclude murvedllance dota,  Thie will be added once the nev nurvetllance
systes {a operntional. Consideration vil] be givean at that tize to having the
neweletter publtehicd on a monthly bastn,

4. October, YU70-March, 1980: DPetersine baseltne levels of 1] dleeanes,
porbidity, and eortalfty, tneludtng the tdenttftcatfon of pojulatione at risr and
patternes of dinenne oovurtence,  Durveys ate cuttently tn the platitng etagee for
Eeatles, neonatal tetanues, and polio,. Peraonne! lave been tecrutted to pertorn
the fntesvteving, The data collected by the yellow fever vaccftatten cas,algn te
befng used to develop a et of all vfllages In The Cantia. She murveve ate cutlent}y
befng plantied for January threupl Aprt), 19.0,  Contact hae alec Yeen es adl!tahed
vith Dr, Davtd Mabey, whe hae conduited a sohiocl-laaed poite nutvey $6 the Fanful
area, He has tndfeated a villlnpticen o atare Lip dafe with cut (ol wrvey,

Yoo Jatuary, VMO Provide Mittetry of Mealt) wit! per rtitg everes evalun-
tion asd recoemendatione fot fegroveretnt,  When the grejctUitg ryeten evaiuallon i
ceztleted, s nev eurvetllatioe evetes wil) te deetpue! at! jteaecled fog ticntderatich.
Thie e tentattvely platied for belruary, 1980, AU that tlre, & flcl! t1te! of {le hev
systex vill be crgantized ant after meveral eonthe of cjertatton, a f8tal eveten Wi}

Ve agteed upen and be In;plerente!d thtouplout the country,

G, tuly, 19 tune, 198l ldentify and tinln Indtvtluaie at enach level tn

basic murvetllance and eptdextclogy, Y. Fap John Widlllane, a Castlan witl, a naclet'e
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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 1s 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
Rescarch 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

t1ain a medical epidemiologist and a microbiologist at the MRC and to equip a

public health iaboratory. 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 SHDS countries. In August, I traveled to Liberia for three weeks
to exanine the needs of the Liberian EPI program. This report has been previously
submitted to CDC and AID under the CCCD proposal. In October, I traveled to Sierra
Leone tou participate in the EPI evaluati-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 WHO. However, T was able to esiablish the
desire of the Sierra Lecne government t) have the surveillance system evaluated in
depth, a propusal to evaluate n »nata’. tetanus mortality was also put forward and
favorably received.

8. Ongpoing: Develop repifonal _ompetence in laboratory backup for immunization
activity cvaluation. As described above, funds have been allocated by WHO for a
public health microbieolegist and laberatory. The proposal 1s being acted on by
the Garbian government. In addition, the MRC has indicated - willingness to work
with tlie povernment to provide some public health laboratory services as needod.

They are currently actively recruiting a virologist who has indicated a willingness
to provide vaccine potency testing and serologic ser.’ces once his laboratory is
established,

9. Ongoing: Carry out applied research on methods to prevent or control
mortidity and mortclirv, Contact has been made with the Medical Research Council
recarding par-‘-{patfon in future projects. The new director, Dr. Brian Greenwood,
wi'l arrive {: April, 1680. He has a long standing interest in malaria and vaccina-
tion. He has proposed our participation in 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: Northbank Lower River
DATE: September 1979 October 1979

Percent Coverage

Vaccination Card 88 84
BCG 86 80
ppT! 68 n
DPT? 42 47
ppT3 28 27
Measles 42 41
Poliol 36 38
Polio? 9 14
Poliod 1 2
Yellow Fever 58 55
Tetanus Toxoid 41 21

Pregnant Women
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1st Injection

DTP-POLIO

accination| No. %<6
Site Given; Mos.
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Social
Centers 3,347 73.5%|
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PERCENTAGE OF FOLLOWUP VACCINATIONS FOR

DTP-POLIO

% Returning

% Returning for

% Returning

Vaccination Site for 2nd DTP-Polio 3rd DTP-Polio for Booster
Well-Baby Clinics 81% 70% 13,.5%
Mobile Teams* 44% 25% 12%
Social Centers 83% 61% 6.3%
Total 67% 52% 12%

* The percentage of children coming back for second and third

vaccinations are lower for the mobile teams since, after receiving
their first vaccination, children axe appointed to a Well-Baby Clinic

for subsequent injections,



MEASLES FIRST VACCINATION

Vaccination Site No. Given 412 mos. 424 mos.
Well=-Baby Clinic 14,741 61% 78%
Mobile Teams 16,163 20% 63.5%
Social Centers 1,840 83.5% 02%

Total 32,744 46% 72%




SECOND MEASLES VACCINATION

Note: No longér a policy in Ivory Coast

% of vaccinees

at 6, 7. & 8
Vaccination Site No. Given mos. returned

for 2nd inj.

Well-Baby Clinic 1,816 23.6%

Mobile Teams 2,239 28,0%

Social Centers 112 12,.0%

Total 4,167 26.0%

Vaccination Site No; Given % at 12-23 % at 12-36
mos. mos.

Mobile Teams 2,236 39,0% 99,0%

Social Centers ' 112 8.0% 16.,0%

Total 4,167 44.0% 85%



gonclusionst
75% of all cases ~f measles in Abidjan

occur before 24 months of age. Accordingly, for our program
to be effective, clLildren ahould be vaccinatc . against measles
before 2 years of age (the earlier the better following six
months of age). The social centers have the best record for
early vaccination (83.5 % of all lst mecasles were given before
the age of 12 months). This can be explained by the larger
reservoir of young children alrecady available in the facility
due to the weighing of babies. The Well-Baby Clinics have a
fairly good record for vaccinating young children, also,
though not quite as good as for the social centers. (61% of
all lst mcasles vaccinations at the Well-Baby Clinics were
given before the age of 12 months and 78% are given before 2
years). The mobile tcams have the worst record for "prompt"
vaccination. Only 29% of the lst mcaslecs inject'ons were
given before the age of 1 year. (62% were given before 2 years).
This is expected since the mobile teams catch the children
inadvertantly, rcgardless of their age. Overall for the proqram,
only 46% of the children vaccinated received their injections
before 12 months of age. This statistic indicates that we were
not vaccinating the children at a young enough age againot measles.
(54% of children vaccinated got their injections after 1 yoar 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. (Approximately half of all vaccinkions done in the
first six months of 1979 wcre by mobile teams.)

The record for 2nd measles vaccinations must also be improved
upon. Only 50X of the 2nd measlen vaccinations given at the

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



for the mobile teams where only 39% of the 2nd mecasles vaccinations
were given to children between 12 and 23 months. Overall for the
program, only 44% of 2nd measles injections were done at the most
propitious time (12 to 23 months).

fhe age distribution for polio in Abidjan is weighted between
the agea of 6 and 18 months with the median age coming at 15 months.
Thus it behooves the program to have children vaccinated at least
twice with DTP-Polio by six months of age. (Pertussis is also a
discase that hits children at a very young age). Among the vaccinated
children in Abidjan as a whole 32% receiveltheir 2nd injections of
DTP-polio by 6 months and 619% by 12 months. While this is a fairly
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 mcasles have been the
major immunization activities. However, coverage has not

been sufficient to interrupt mecasles transmission.

In January 1978, an Expanded Program of Tmnunization (EPI)
was launched. A S5-year plan desianated three demonstration
arecas where the six EPI vaccines would be used: Korhogo,
Abengourou and Abidjan. Each arca represents a different
type of environment: Abidjan - urban metropolis; Abenqourou =
tropical rain forest; Korhoao - dry savanna. Cold chain
facilities were also upgraded with the purchase of new freczers

and the construction of a snacious cold room.

By late 1979, it was felt that the Ivory Coast EPI program
was working well and that an independent evaluation might be

he'pful in making future plans.

2. METHODOLOGY

Four types of evaluation are described in the WHO EPI

manual:

1) Disecase surveillance
2) Scroconversion following vaccination
3) Coverage evaluation

4) Management review and audit

Detailed data on components 1 and 3 arc available in the
program's semi-annual reports, This report addresses the

fourth component,
An independent team, representing WHO and USAID/CDC,

was invited to the lvory Coast to perform the program's

firsl manangement evaluation.

The evaluation began on January 21 1980 and concluded on
February 6 1980. 1Information wan obtained throuah interviewing,



reviewing documents, and observing vaccine storace practicen
and vaccination sessions. The evaluation team presented

its report for discussion before departina.

3. OBSERVATIONS

3.1. General

In Ivory Coast, the EPI program is being built on a solid
foundation of pre-existing skilled public health personnel
and excellent facilities. Because c? this it may be able to
expand from the pilot stage to a national program in a reclatively
short time. & tentative plan being prepared for the next 5
years calls for nationwide participation by 1985. However,
attention to detail is requirved to insure that the program
uses no rotten timber as it erccts a national insunivation

structure.

The observations below are divided into national, regional
and peripheral levels and are followed by a summary of

recommendations.

3.2. National Level

The Ivory Coast has a population of about 7 million and
{s divided into 20 medical sectors. Each sector has a physician,
called the Reaional Medical Officer, in charae of public health
activities including leprosy and tuberculonis control, meanles
vaccination compaiqgns, and sanftary measures (water supplies,
etc.). FEach Keatonal Medical 0fficer has a staff of about HO

persons (dependina on the nize of the nector).

The strateqy of the Ivory Coast FPI proaran {4 to yue
existing public health personnel and facilitien to admininter
the EPI wvaccines., Dr. Cofft Ymmou, Dirvector of the Institute
of Hygicne has sprcifted four elerments that the nat tonhal
program will provide for the local health nectorn: (1) redtable
vaccines, nupplisd at no conty (2) ped-o=-jyetn, and trafning
in pud-o-jet repairy  (3) tratning of pereonnel dn o vacctination

proceduven; and (47 materfals for health education,
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This strategy is supr.rted by the present Ministry of
Health (MOH) and is working well in the three arcas that the
program is presently serving, Because this strategy calls for
the integration of EPI activities with existing programs, there
is no separate budget for EPI., MOH expenditures for EPI have
come from: (1) re-allocation of resources by Regional
Medical officers, (2) increase spending by the Institute of
Hygiene, and (3) ircreased vaccine purchases by the
government's Central Pharmacy.

The status of the four elements of the Institute's
strategy is described below.

1) Reliable vaccines = Cold chain facilities at the
Institute of Hygiene are excellent, The Institute o Hygiene
recently completed construction of a spacious cold room, and
it also has 9 large top-opening freezers, six of them brand
new, Temperatures are recorded once daily from the cold room,
Power failure is rare in Abidjan, so contingency plans for
such an event have been given a low priority #nZ are not yet
completed.

Vaccine shipments to the Ivory Coast are exempted from
customs requirements. This makes it relatively easy to import
vaccines. EPI vaccines are generally dorsted by UNICEF or
USAID. Both organizations notify the Inscitute by telegram
before each shipment. It t.'2s an estimated five to six hours
on woekdays and perhaps up to 10 hours on weekends between
the arrival of the airplan carrying the vaccine and its
deposition 4in one of the airport's cold rooms., The airport's
cold rooms were found to be between 8° to 10°, Each vaccine
shipment 48 checked shortly after its arrival by Institute
personnel to insure proper handling and rapid delivery from
the airport cocld room to the Institute's cold room or freezers,

vaccine distribution was previously done largely by the
Central Pharmacy. A disadvantage of this was that pharmacy
personnel did not have the epidemiological expertise necessary
to prevent vaccine wastage. Orders for vaccine were often
filled regardless of the size of the vaccine order in relation
to the sector's population. The Institute of Hygiene is in




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 TInstitute of Public Health
has assisted in formal training sessions. Tt was not possible
to observe a training session, however, the observation of
former trainces during vaccination sessions showed that the

training was generally successful.

The Institute of Hvgiene 1s in the process of preparing
a vaccinator's handbook in cooperction with the International
Children's Center in Paris. This should help irnrove vaccination

teams' perforrance and facilitate the training cessions,

4) Health Fducation - Health cducation is an area which
is beginning to be explored. A puppet show has heen created
which depicts the advantage of vaccination, and dialoqgue for
the perforrance has been recorded on a casscette in French and
three African lanquaqges: Dioula, kani and Baoulé. Radio,
television and newspaper publicity has also been used to encourage

vaccination,

Othier areas of interest include disecasce survelllance and
peraonnel practices. At present tae natfonal discasce survetillance
system s sporadic, ifncomnlete and unexploited.,  The three nectors
in the EPI pilot program are improvinag the surveillance systems
in their arcas., Tt s expected that survetllance will imbrove

as EPI cexpands.,

Vaccinatfon personnel receive ganoline coupons but other

travel expenses incurred within a sector are not refnbursed,

AL the manaqgerial level, job deseriotionn exist for
(1) discase surveillance, (2) health educatinn, () record
keeping and (4) program evaluation, Job deseriptionn have
not been written for the operationn officer and hin asnintant

nor for the reqiona. program directors.
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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.
Mcasles vaccine, ped-o-jets and some cold chain equipment and
vehicles have come from external sources: SHDS/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 {rom cpc/
SHDS/USAID. Most of the vaccination coverage surveys and
discase surveillance work have been done by Peace Corps

Voluntecers.

The International Children's Center in Paris has provided

valuable technical advice and consultation on numerous occaslions.

The Pasteur Institute in Abidjan is developing the ability
to titrate measles and polio vaccines with help from CDC/SHDS.
This will be of great assistance in verifying vaccine reliability.

3.3. REGIONAL LEVEL

3.3.1. hAbidjan

sbidjan is a large metropolis of over 1,000,000 population,
and is the largest city and capital of the Ivory Coast. In
Abidjan, the EPI program is coordinated by the National EPI

personnel .,

wWhen the program began, most vaccinations were given by
mobile teams, but this changes, an more Maternal and Child
Health (MCH) clintcs and Social Centers began participating in
the vaccination program, Social Centers combine nursery
gchoolt, tewing classes, and a well-baby clinic. At the well-
baby clinfc, infants are weighed on a weekly basis up to
year of aqge and then on a Li-weekly nchedule. Very largce
purberns of women and infants attend these centert, In the
discunsion that follows, Soctal Centers, MCH centers and other
typen of clintfcn will be called “fixed” centers to distinqguish
them from the mobile vaccination teamn. Fixed centers only
gave 44% of DTP-Polio vaccinations in Abidjan in 1978, but in



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 give both

pr-~ and measles vaccines. Although most experienced Institute
of dyyiene staff can do minor ped-o-jet repairs in the field,

MCH personnel are usnally unable to do so.

Another problem is the shortage 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, adeaquate
vaccine and other supplies, 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, Pcace Corps Volunteers have
been used to great advantage. They have assisted with super-
visory visits to centers, improved the discase surveillance

system and performed several coverage surveys.

A coveraqe survey performed in North Abidjan in November
1979 showed 5B8.5% measles coverage; 71% first DPT-Polio, and
44% third DPT-Polio.

3.3.2. Korhoao Sector

Korhogo sector is in the Sahel, on the country's northern
border. It contains two large towns, Korhogo and Ferkessedouaou,
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 Korhoqgo is responsible
for vaccine procurement and storage, budqgeting for personnel,
and providing other resources such as aasolinc coupons for

the vaccination tecamsn,



The EPI program in Korhogo was lawnched in December,
1978, with four days for formal training sessions for para-
medical personnel in the area. Personnel from Abidjan and
the Internatioral Children's Center remained in the area for
several additional days until the vaccination program was

actually underway.

Tnitially, the Korhogo MCH clinic was used as the vac-
cination center in Korhogo, however this proved unsatisfactory
because of a lack of space and noor attendance. The vaccination
team was then moved to the Korhogo annex of the Institute of
Hygiene, and an educational campaign was conducted to tell
area residents of the new location of the vaccination center.
This was quite successful. One village 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

trom coming in contact with sick infants.

In November 1979, a second fixed center was established
in “erkessedouqgou, the second largest 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 being 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 cities and the trip
requires about cight hours by truck. Vaccine is packed in
styrofoam containers with cold doqs and transported directly
from the vaccine storage room of the Institute of Hygiene
to Dr., Martinet's office. 1In 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. 1In the vast year,
there was only onc 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
Ferkessedougou, have begun working on the surveillance system,
and are planning to do a coverage survey this spring. A
coverage survey done last summer showed only fair coverage:

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

Hopefully, the coming survey will show higher vaccination rates.

3.3.3. Abengourou Sector

Abengourou Sector is located in a rain forest on the
country's castern border, and has a total population ol about

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

The EPI program in Abengourou has provided perhaps the
best indication of the national strategy. Without unusual
assistance from the Institute of Hygiene, Abengourou has

developed an encrgetic local EPI program.

Vaccination began in 1978 in the MCH clinic in Abengourou.
In mid 1979, a mobile team was created which is now visiting
a number of villages on a monthly or bi-monthly basis. Each
journcy around the villages takes 10 days to 2 weceks 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 ncedles and
syringes rather than ped-o-jets for vaccine administration.
Each village dispensary is visited about every two weeks by

supervisory personnel.

The Abengourou EPI program is largely under the charge of
an Infirmier d'Etat (Registered Nurse) who spent once week in
Abidjan learning about EP1 procedures. Abengourou recently
hosted several public health personnel from a neighbouring

gector who were interested in learning about the EPI program.

Abcngourou is only about a 3-hour drive from Abidjan and
thus the cold chain and vaccine inventories are relatively

easy to maintain. A freeczer and refrigerator, both clectric,



are in good operating condition. 1In 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-Folio.

3.4. The Peripheral Level

Almost all vaccination sessions are conducted in a
similar manner. Mothers are first seen at a registration
desk and the infant's vaccination card or "carte sanitaire"
is checked to sce 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 mecasles. She then goes to
the vaccination 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 louger,

80 two registration desks are used.

All centers observed had adequate space, and vaccination
sessions were conducted in shaded locations with qood ventila-
tion. At some vaccination sessions aspirin was given out,
but at others it was not. There was qreat 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. VPrececeding a visit to a village,
local officials arc notified. When possible, village market
days are sclected for the vaccination team's visit. Each truck

has a loud speaker which 15 used to announce the beginning of
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the vaccination session. So far, villages have qgenerally
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 rescembles the measles box.

2. Mecasles 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. VUnsatisfactory method for keeping measles vaccine

cold during vaccination session.

5. Registration person assianina 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 nceded defrostinag, measured +9°C

in the freczer compartment.

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

B. 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 aiven.,

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

some fever following DPT vaccinations.
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4,1. SUMMARY OF RECOMMENDATIONS

4.1, General

The Ivory Coast has a strong EPI program and should
proceed with planninag for nation-wide expansion.

4,2. ﬂgtional Level

4.2.1. A national inventory of ped-o-jets should be conducted
and renewed pressure put on USAID to expedite delivery

of back ordered equipment.

4.2.2. Consideration should be given to the training of nurses
as specialists in public health and epidemioloagy.
Training ior such a specialist should cover supervising
vaccination teams, aathering surveillance data, record
keeping and directing health ecducation efforts. Such
a sprcialist should be able to direct a sector's
immunization program with minimal supervision by the

Reqional Medical Officer.

4.2.3. Surveillance of EPI discases is probably the weakest
part of the program. Priority should probably be given
to surveillance of mecasles and tetanus cases. Surveil-
lance of pertussis cases scen in clinics or hospitals,

and hospitalized polio cases would also be desirable.
4.2.4. The vaccinator's handbook should continue to be aiven
high priority.

4.2.5. Additional health education materials such as posters

and slide shows should be prepared.

4.2.6. Job descriptions should be prepared for the EP1 opera-
tions officer and hin assistant, for profcasional

personncl, and for reqional program manaqers.

4.3. Regional Level

4.3.1. Abidjan

4.3.1.1. wWhercan other soctors should be trainod to suporvise
their own vaccination teams, it will probably continuc
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to be necessary for some time, for the Institute of
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.

4.3.1.2.In some centers where the numbers of measles vaccina-
tions is small, it may be more efficient to usec ncedles
and syringes rather than ped-o-jets for measles vaccine.
Since ped-o-jets are in short supply and neced frequent
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. Korhogo

The Korhogo scctor EPI program had some difficulties
initially, but is now well on its way. Establishing a fixed
center at Ferkesscdougou is an excellent measure, and should
continue to be given high priority. Abidjan personnel should be

withdrawn as soon as possible.

4,.3.3. hbengourou

The Abenqourou program is independent and sel f-supporting.
Consideration should be given to using it as a training site
for EPI personnel. However, it should be noted that the
vaccination sessions there are run slightly differently from

those in the other two EPI areas.

4.4. vreripheral Level (Mobile tcams and fixed centers)

[T —

4.4.1. The morale of the vaccination tcams sneems aood and the
vaccination center procedures work smoothly. To correct
the minor deficiencien noted above, (3.4), two suqqgestions

are offered:

1. A reqular review (perhaps monthly or bi-weekly) of

policy and technique by the team nupervisor,

2. The introduction of a vaccinator'n handbook to

facilitate the above review., 1t nhould be noted that
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the Institute of Hygiene has already foreseen the need
for a vaccinator's handbook. The Institute, in coopera<
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.

As the EPI program achieves good coverage, the number

of vaccinations given daily may decrcase to a baseline
level proportional to the birth rate. Wwhen this begins
to occur, visits to villaces may be scheduled at longer

intervals, perhaps three to six months.



5. SUMMARY OF MAIN WHO PERFORMANCE INDICATORS FOR EPI
REVIEW FOR THE IVORY COAST PROGRAM

WHO has suggested ten items that should be given a score
from O to 10. A perfect score is 100. The items are listed

below and the rcasons 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 cvaluation is done one per year or more 10

5) Coverage 6
Only six points given because coverage in target
arcas is between 40 and 60% (for measles vaccination)

6) Surveillance Reports 6
Only six points given because surveillance is not

yet routire in the target areas.

7) Immunization reports are regularly and rapidly 10
completed
8) Vaccinec stock is between 10 and 40% of annual 10

requirements

9) Vaccine quality - all WHO approved vaccines 10
10) Cold chain 8

Only ecight points given because almost all

refrigerators were in need of defronting
TOTAL: 84
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