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EXPANDED PROGAM OF IMMUNIZATION -

Projétt Description:

The Expanded Program of Immunization (EPI) is a long term continuing
health activity to provide potent vaccines to individuals at risk to
prevent morbidity and mortality. EPI is not a single vertical
program but is a major initiative of the Somali Ministry of Health
to utilize all potential delivery systems to provide a major -
preventive health service to the Somali people. . '

In Somalia EPI will be provided through three major program
initiatives: MgH Services, the proposed Primavy Health Care
Project (4 regions) and by regionally based mobile teams. There:
are currently 75 MCH centers in Somalia. Located in major urban
centers, the current MCH centers serve as a potential source of
service to an aggregate population of 1,035,000, 36.4% of the -
national total. The recent agreement with UNFPA to fund 55 MCH
assistants will provide for 18 districts (Mogadishu, Korioley,

- Kurtunwaare, Balad, and Wanle-Yein) one worker for each 1500 urban

families. and one.worker for.each 1000 rural families. The proposed

" AID PHC-project will provide jimmunization as a basic comporent of :

Primary Health Caré. .In areas not serviced by the above programs,
imnunizations will be-dg]ivered by regionally based mobile teams.

EPI in Somalia was launched in February 1978 with initiation of
inmunization activities in Mogadishu. The initial attach phase
was, completed in December 1978 and maintenance vaccination was
assignad to the 10 MCH centers. In February of 1979 regional .
prograns were initiated ih 4 regions; --Middle Shabelli, Lower
Shabel1i, Togdqer, and Galbeed. . .. - Lo el oL

Team Scope of Work: DR S o L

‘As parf'of a major new AID African Health Initiative (Combating

Childhood Communicable Diseases (ccCD)) Epidemiologists and Opera-
tions Officers are being provided under a PASA with the Center for

Disease Control "to assess the current country EPI capability,

collect data on the 6 EPI diseases: review the country immunization
plan and make recommendations for modifications, identify training

. needs, and provide technical and logisticdata to AID Missions and

host country Ministries of Health for the Development of AID -project
papers using the Accelerated Impact Program (AIPg criteria and
foremat". With the concurrence of the AID Mission and the Somalia
Ministry of Health Dr. Stanley Foster and Hr. Mike Marty visited

| Somalia from July 8-July 31, 1979. EPI activities were reviewed
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at four levels Headquarters,'Mogadishu, MiddTé‘Shabe]li, and Lower :
Shabelli. Contact was also made with UNICEF and WHO to determine
current and proposed levels of assistance. , :

Background information is recorded in Dr. Foster's WHO Assignmeht
"Report of 20 April-12 May, 1978 (WHO EM/SOM/SPI/OOZ/VA). For .
clarity this report is divided into 7 sections and 2 addendums:

111 Epidemiology
IV Program Management
V Vaccines and Cold Chain
VI Mogadishu Program
VII Middle Shabelli Program
VIII Lower Shabelli Program
IX Conclusions
X Recommendations
Addendum I Mogadishu Assessment
‘Addendum IT Jowhar Assessment

111 EPIDEMIOLOGY

The goal of all EPI Programs is to reduce morbidity and mortality
through administration of potent vaccines to ‘pepulations at risk.
To identify the diseases and age groups most at risk within the
Somali population, better definition of disease epidemiology is -
‘also required to monitor effect.of the program on disease.

“Since the:Maﬁl197é répb?t;éignffit&d%ﬁpfogress ih”understéhdiﬁg o
meas1es-épjdemio1ogy*has been -achieved by the SmallpoX Eradication
Program. In a superb study Kriz followed up 42 outbreaks of

measles with 910 cases in Jamame District qf Lower Juba.

Measles Morbidity and Mortality Jamame Village Lower Jubé-
Investigation by Kriz:. : '

Age Total Cases % Distribution Cumulative Deaths, Case Fatality.
P tovw w0 oDistrib.. Sl e
1} R - R A T I - F A | 0.
(T | ) SRR g1 [y 6T e 2,7 e, 200 -
2 S b7 B ¥ T K st 384 T T © 0.6
3 144 .+15.8.- 51,8 . 2° h
4 2134 14.7 65.9.. % 2 1.5
5-9 219 24.1 90 2 0.9
10-14 49. 5.4 95.4 - 0 20,00
15+ 42 4.6 - 100 0: 0.0
Total 910 ' 9 1.0

As Jamame is a food su%p]us area, the measles associated mortality of

1% probably represents a minimum estimate of national mortality. =
Extrapolating this rate to the entire population would estimate 8000
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Measles associated dgath;jahhga]lyéfqr Somalia.

Another measure of measles impact on health is to quantify complications
by age. N R ’ Shddioled

Measles Complication Jaméme>Df§tfi§t, LoWeridhbq;f?i :]i

‘Age... . ... Cages .. . Diarhhes: .- Marasmus . Blindness -
‘."-_.‘-;:....',”,.5];,.....,.‘.-'.32:“- 63 7 -. 6 "0
ey o101, .38 - 38 0 57 0
o1 - 70 41 018
, 144 - 65 48 11
4 134 - - 56 42 . 4 "
0 5-9 219 85 39 12
10-14 .49 oo n. 22 2

S Total 6 39 e
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Morbidity and niortality-are largely limited to populations under 5.
Age of .infection varies with population density and with probability

of exposure to other population groups. 1922 measles cases investi-
gated in 1979 by Smallpox Rash Fever Surveillance were analyzed as

to age distribution. .
Age Distribution of 1922 Measles Cases detected by Smallpox Rash

Fever Surveillance: , Y :
No.
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55
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Analyzing this data by Region and population density showed an
expected inverse relationship between ‘age of infection and /. -
~ population density. . . Y

Median Age of Measles Infegtidn by?Régfdh;_”

Region - Cases’ "Médian Age of Infection‘Population density
Mogadishu 158 3 .

Lower Shabelli 221 3 .

Middle Shabelli 273 . 4 .

Bay 698 5

Galbeed 342 : 6 -

Sannag 1 R | P

Togdher - : me . .12

In Jamame median age of infection émong nomads, 7 is significantly
higher than among the settled populations. L

In a seperate study by Miner, filtér blood specimens wefe co]lected;
from three groups of children and were measured for measles HI
antibody., evidence of previous measles infection.

Age Specific Measles HI Antibody among'Urban, Rural Settled, and
Nomadic Somalis:

Urban ~ Rural Settled ~ Nomadic
Age No. =+ No ' %+ Noo - %+
1 29 1 3 - 20 1 -5 150 -0
1 25 0 0 -2l 5 « 24 14 3 21
2 19 2 11 19 11 . 58 10 1 10
3 9 4 44 2. 18 82 12 5 42
4 14 10 77 17 . " 14 82 16 9 56

This data adds support to the later measles infection among nomads.
From a program perspective, the above data has clear implications.
» . 1. Mortality is associated with a low age of infection
2. Low age of infection occurs primarily in settled
"~ populations.
3.  Maximum program inpact on measles will occur when
.vaccine is targeted to high density populations.

The biggest deficiency in EPI Epidemiology is that of Neonatal
Tetanus. Studies by Aden and Birk demonstrated very high rates

of Neonatal Tetanus, Further studies by McElroy failed to confirm
neonatal tetanus as a major cause of mortality. Systematic studies
of neonatal tetanus are a high program priority. - ‘ :
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Program Maﬁagement:

vaccines and Cold Chain:’

Effective implementation of EPI in Somalia will require direct
central supervision of all levels of activity. As vaccinations

will be carried out by at least three seperate operational programs, =

close coordination will be essential. Assignment of specific
individual coordination and supervisory responsibility will be ,
required for each of the following program areas, detailed information
will be provided in the WHO EPI training course for program managers
(Syria October 1979) and the WHO EPI Manual . :

Disease Surveillance

Cold Chain-Equipment Monotiring and Repair

Vaccine Monitoring and Suppl ¥

Training ,

Field Supervision’ : : e

Program Evaluation-Monthly Data Collection
Assessment foee

Transport - .

Health Education. ™' ' - a

A1l EPI vaccines for Somalia EPI programs are currently provided

by UNICEE. Vaccines supplied, ordered and projected are summarized
in Appendix I, . o

A. Ordering: Lo el ;;g;g o ,; e ;f',
Currenfimbnitﬁfihg'dff@épg{he déage;fihﬁeﬁtﬁ}y:'gﬁﬂ'bféjeqﬁgd_r
needs, needs’ improvement: The ‘current absence in the’country of
any in date tetanus toxoid points out -the need to -strengthen .- .
central monitoring of vaccines. Only then will it be possible to

match Supply with need and prevent the build up of excessive .
inventories. : '

B. Vaccine Clearance:

Three shipments of vaccine to Somalia have .been lost on entry, one
due to inappropriate freezing and two due to delayed notification
and clearance. Attention to rapid clearance remains a priority.

C. Centr&]‘Storage'df'Vaccine:

‘Poliomyelitis and Measles vaccines are stored in a new WHO supplied

freezer. No thermometer was present in the freezer nor was routine
monotiring carried out. The presence of pooled ice and vaccine at
the bottom of the freezer indicates at least one major meltdown.
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DPT and BCG are stored in three overloaded unmonitored refrigerators’
at EPI Headquarters and at various MCH refrigerators in Mogadishu.” -
Thermometers and monitoring were absent at all sites. WHO thermometers
(in storage) were distributed and daily monitoring of temperatures

was initiated in all central refrigeration sites.

Tetanus Toxid (outdafed) is kept in the central store cold yoom
at 25 degrees centigrade. o

Inventory of Vaccines at Headquarter July, 1979

Vaccine, Location Téﬁﬁerature Lot Expiration Date Doses
‘Measles . _ HQ freezer -ZOC' 45834 January, 1981 6400
: ~ M57B34  June, 1981 30000
Poliomyelitis HW freezer -20C S122A4 February,1980 2460
56250 - Sept 1979 6275
S132A  May 1980 50000
DPT . HQ and MCH |

Refrigerators -5 to+10 72914 Sept | 1959 39000
: 80-284 June, 1981 100000

T MOH Cold Room +25C 407-VIIA May, 1979 80000

"BCG . HQ and MCH : . ,
Refrigerators -5 to+10 80-284 June, 1981 20000

Needles and syringes . 136000

New equipment on order from WHO (cold rooms) should solve central
~and regional vaccine storage. Addition of thermometers and daily
temperature recording (posted) should improve monitoring. A monthly
jnventory system with projections of quarterly and six monthly.
usage needs to be developed.

D. Vaccine Distribution:

vaccine is currently distributed either in jced cold boxes or in the
mounted Engel refrigerators. The latter appear to cool well while
the vehicle is in operation as evidenced by the following test:

B
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‘Time  Temperature 'Sétffndl1V§hit1E'Staqu:

- 9:00AM 28C ot “travelling
1 9:30 -8 il travelling .
10:00  -16C 2 travelling
10:30 - -16C 2 . travelling
3:33PM +8C 2 standing

In view of temperature fluctuations, trénspoft to field in newly ordered
cold boxes (with adequate cold dogs) will be more reliable.

E. Regional Vaccine Distribution:

easles and Polio are stored in large. possible oVersidéd freezers,
DPT and BCG are stored in small MCH refrigerators. Top opening
kerosene refrigerators (on order) will significantly improve regional
storage. ,

F. Field Storage:

A1l vaccines seen in the field were stored appropriately on jce in
thermos jugs. New thermos vaccine carriers will further strengthen
this aspect of the cold chain. e T T

If equipment available and on order:

1. Freezer top opening compresser In-country On order:
19.1 cubic feet 816
2. Halk in cooler, 8 cubic meters . '3
3. Absorbtion Refrigerator Kerosene L R
210 Titer kerosene RAK 100 16
4. Cold Boxes 610x435x435 .. 50
3.  Thermos vaccine carriers . 50

Above equipment will provide adequate central storage and regional
storage in those regions with 24 hour electricity (Kismayo, Merka,
Jowhar, Mogadishu, and Hargeisa). Storage in other areas with
intermittent electricity provides problems. Top opening kerosene
refrigerators and freezers will function adequately when properly
maintained and are essential in each region when 24 hour electricity
or backup cold storage is not available. '

Optimum methods to minimiie compresser failures due to voltage ,
fluctuations need to be explored (voltage regulators). The re]ativef,5
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effectiveness of absorbtion versus compresser refrigeration re
needs for maintenance also needs exploration.

Additional manpower in cold chain supervision and maintenance. is.
haina nrovided bv UNICEF.

APPENDIX

Vaccine Provided by UNICEF to vaernméﬁt of Somalia:
Provided Projected .
DPT April 1978 3150 X 20 1980 1981
May 1978 3150 X 20 37,000 45,000

Oct 1978 3150 X 20
June 1979 5000 X 20

POLIO  Aug 1977 8400 X 20 - 37,500
Feb 1978 3150 X 20
Feb 1979 3780 X 20
April 1979 1000 X 20

June 1979 2500 X 20
Sept 1979 5000 X 20
Dec 1979 5000 X 20

MEASLES Aug 1977 5600 X 10 25,000 30,000
Oct 1978 1867 X 10 |
Feb 1979 1200 X 10
Apr 1979 2000 X 10
June 1979 3000 X 10
Sept 1979 3000 X 10
:Dec.. ~1979 - 3000 X-10

BG. . Sept; 1976 "'000 X50- 9,000 9,000

R 200X 20
Mar 1979 1000 X 50
Nune 1979 2000 X 20

TETANUS June’ 1976 10,000 X 20
. Feb . 1978 2500 X 20 o
' £ 2000 X 20 2,000 2,000

EPI was initiated in Somalia -in-Febrdary 1978. - From February to .
December 20 vaccinators moved en group through the 13 districts of
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Benadir region to provide DPT, Poliomyelitis, and Measles vaccine

to children up to the age of 5. 123,759 vaccinations were recorded,
an average of 25 vaccinations per vaccinator per day (20 :
vaccinators x 22 days per month x 11 months). No systematic formal
assessment of coverage has yet been performed in Mogadishu. It

is possible however to estimate coverage by comparing reported
vaccinations with the estimated target population. For Mogadishu
with an estimated population of 500,000, the target age group for
which complete immunization should have been achieved (9-48 months)

~ is consevatively estimated at 12% or 60,000 children. :

Estimated EPI Coverage EPI Mogadishu as estimated by Tally Data F?ﬁ?béd’78

Vaccine Target  Vaccinations = Estimated Coverages %
DPT 1 - 60000 18690 - 31,1
DPT 2 60000 15476 ~ 25.8
DPT 3 60000 14172 23.6

POLIO 1 60000 23075 38.6

POLIO 2 60000 18625 31.0

POLIO 3 60000 17078 28.5

Measles 60000 16613 27.7

hctual coverage which would include routine MCH vaccination may be
higher. 1In a recent MCH initiative each MCH nurse has enumerated
and encouraged vaccination in 200 families . Analysis of the high
risk population in one of these groups (1 and 2 year old children)
did show higher coverage: : i

Vaccine Number Immunized %Immunized

DPT 123 82 52 . 64
DPT O 15 19
POLIO T 2 3 52. 64
POLIO O 15 19
Measles 1 ' 24 - 30
Measles 0 . , 58 70

Maintenance jmmunization in Mogadishu is the responsibility of" the
MCH clinics. Full immunization would require an estimated 1600
vaccinations of each type per month. Using MCH Tally day for .
January-March 1979 it is possible to estimate the current level
of maintenance immunization.



EPI Maintenance Mogadishi through HCH Centers January-March, 1979

Vaccine JandahyeMarch'Tbtai*khbnthlyiAVerage . Expected ¢ CoVéragéﬁ-
S 3049 . . P aaRee.

DPT 1 R 1016 1600 ‘63 7o
DPT 2 ‘ ., 2470 < ¢ . go3 - 1600 51
DPT 3 2310, . - 770 . S48
POLIO 1 2750 | 97 . .57
POLIO 2 C 2326 775 ' 4B
POLIO 3 2349 . . .783 - - 49
Measles 1665 555 . 3%
BCG ' 8714 . 297 L I
TET TOX 1 1893 - 631 - . -39

TET TOX 2 A . 1624 541 N 34

Although these levels are encouraging, significant improvements will
need to be implemented to Increase coverage to 1982 targeted of

80%. Three MCH centers ( Hamarweyne, E1 Gab, Hodon) were visited to
assess current immunization activities, refrigerators were func-
tioning at each center with temperatures of 0,10, and 5 degrees
centigrade. In none of the centers was a refrigerator thermometer
present nor was there any system of temperature monitoring. Refri-
gerators were overloaded with central supplies of vaccine, a practice
that needs to be discontinyed as soon as possible, Vaccine handling
and vaccination techniques were satisfactory. Centers did not appear
to be organized structurally or functionally.to handle large numbers
of patients. . The current physical structure of one entrance with -
several side'rooms'is‘cumbensomép~ Exit doors would. be very useful, -.
MCH center uss as indicated by monthly Tally and by observation is’
Tow. Staff frequently outnumbered patients. " Discussions with staff
Indicated a lack of understanding of area or population served or
target load that the center should be handling. Without this under-
standing it will be difficult to develop an outreach program to ‘
make the MCH service more accessible to the public.

- One of the explanations for-the low measies vaccine coverage is .. '
that children yith a history of measles hayeﬁbeeniéxcluded'from:--1 :
immunizatibn;f-Simultgnedusly withithq*campaign‘Mogadighﬁibqs had"--
a major epidemic of measles. - Fever rash-cases’identified as measles

in the smallpox surveillance system are as follows: - . Ve
‘Measles Cases in Mogadishu detected by Smallpox Surveillance

Month : Year

L : © 1977 1978 1979 -

January 38 135

February : 43 - 194

March : 40 36

April 33

May .12


http:measl.es
http:patien.ts
http:functionally.to

-n-

Month . . Year 5
Cl 1977 - 1978 1979

June. . - 167 :

July: . 141

August 2 I¥A

September 10 107

October 2 141

November 11 . 104

December 13 125

Although the epidemic occurred during the latter stages of the
campaign, the continuation of high number of cases during January

and February indicates that the levels of immunity were not sufficient
to stop transmission. Although no systematic study of vaccination
status of cases was carried out the general impression of investiga-
tors was that cases were occuring mostly in the unvaccinated.

The future of EPI in Mogadishu clearly rests with the ability of

the MCH to expand their coverage. The addition of the WFPA MCH
assistants should .facilitate contact. Services will however have ‘
to be made more convenient to the public to ensure filler utilization.

To document program achievement to date and to provide a baseline

for projected experimental MCH services a systematic sample survey
was carried out in Mogadishu (Addendum I). L

VII Middle Shabelli:

EPI was inaugurated in Middle Shabelli in February 1979. A team of
1 Team Leader, 1 Driver, and 8 vaccinators is vaccinating Jowhar
town and surrounding villages at 21 collecting sites. Two 3-4
person teams work each of two sites daily from 7 AM to Noon. Local
political committees and buildings (orientation centers) are used
extensively for publicity. . '/ '~ et oL

Vaccination Tally Data 'Féb%uéfy'1945u1yfi4,11979 B S
Pge .- +.DPT 1 -DPT.2" DPT 3 Polio 1 Polio 2 Polio 3 Measles -

1 ‘ 632 530 - 583 762 - 579 12 519
1-2 600 523 548 951 813 83% . 700
3-4 507 417 562 920 626 682 - . 685
Total 1739 1470 1693 2633 2016 2232 1904

Over 5 months 13687 vaccinationgfhad.béeh given-in IQOO‘peFSOh days
of work (8 vaccinators,: X 25 days per month times 5 months) or 13.7
vaccination per-vaccinatpr ﬂay.-.thkjng ptivacciggtionS“ppE'QQX'n:t
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over time, rates have fal]en as the number of susceptib]e decreased

Date o Vaccinations Vaccination per Vaccinator Day

19/2-19/3 2999 .15

20/3-20/4 3392 17

20/4-20/5 3441 . . 17 .

21/5-31/5 . - 216) vl 34 . v ol ohL e L
- 1/6-30/6. .- 111!1"?.'-- T R T
V/7- 14/7‘_-_ 773 e ) 8 , 5.-'.4._'.'; i w .,

Estimates of current vacc1nation coverage vary from 75% (team ]eader)
to 25% (Tally Data). In order to better assess current coverage a
cluster survey coverage assessment was carried out. (Addendum II).

Program Operation:

EPI has its own locked office adjacent to the Jowhar MCH center.

Measles and Polio vaccine are stored in slightly damaged freezer

(In future packing should not be removed until ‘appliance is distributed
to field.) Temperature at bottom of freezer -9 at top OC. DPT 1is
stored in poor]y closing UNICEF MCH refrigerator +4-10C. No inventory

of vaccine is maintained nor is temperature monitored.

Teams arrive at office at 7AM where supplies (new co]d boxes,
syringes, and needles, alcohol, and forms ) are collectex. Operation
at site demonstrated good technique in screening, vaccine administra-
tion, and recording. Areas for improvement discussed with team.

1. Site organization to maximize efficiency ( entrance,
walt;ng, registration, vaccination, health educat1on,
exit

.2. Stop practice of excluding children with past history
of measles (measles vaccine) and pertuss1s (DPT
vaccine)..

3. Develop and post advance tour programn rather than
current day to day planning.

4, Intensify current efforts to educate mothers on value
of vaccination, need to complete full series, on
possibility of and care for febrile reacttons. Teams
strongly recommended that they be provided ASA to
supp]y to mothers.

Expansion of EPI beyond Jowhar town will be difficult. Spec1a1
attention in planning, supervision, and assessment will be needed..
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In summary the Middie Shabelli operation has run well in Jowhar
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Initially it is proposed that teams spend five nights a week in®
the field working 4-7PM and. 6-9AM. Using smallpox maps and Tists *
of fixed search un1ts a three week. L o

Program for Search Zone 9 was deve]oped with the Team Leader ﬁ “ 

Neek Day Team ;v~n Vi]]age No Houses
1 Sat - Tue I.. - Burfule 250.

1 Wed , I - Mareery 77

] Sat-Tues I1 © BarroWayne 248

1 Wed II Gumbe 86
2  Sat-Mon 1 - Kulmis , 160 - -
2 Tues-Wed I - Sabban ~ 1000
2 Sat-Mon II Bulo Ahmed 160
2 Tues-Wed II - Lama YWaar R B

3 Sat-Sun I Baroy 100 .
3 Mon-Tues I Banaarey - 120..

3 Wed 1 Muryade 40

3 Sat-Mon 11 "~ Bulla Var 140

3 Tues IT . Mafadly 40

3 Wed II Gefey Well 45

At each site team would vaccinate main village, surrounding smaller
villages, and nomads in the area. Six monthly rounds should be used.
Maximum use of local leadership will be needed for publicity and
Tocal support.

Variables that will need checking will include coveﬁage, time
required to cover village, and size of team required. Hopefully .
it will be possible to speed up operation as teams develop effec1ency¢j

Current cold chain will maintain vaccine for 3 days in the field. .
Addition of ordered cold boxes should extend this period to 5 days.

Program monitoring in terms of Tally Data, monthly repbrts and

-vehicle mon1tor1ng are major problems. Simplified recording and

report1ng Torms are submitted in Section X of this report.

The current p1nk vaccination card is holding up poor]y A more
durable card with plastic envelope is need. 3

Expans1on to the field is the next cha]lenge

Lower‘Shabe1Ti;

Lower Shabelli with its five distriCtsignd;QOQ;OOO‘PﬁpglafithQQﬁtaihs}
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30%J8fﬂﬁhe‘§dma1i popu1affbﬁ.5 1n&terméfof’hationa1:aéﬁiéVéméhtfbf'f;
objectives, success in Lower Shabelli is required. e

As observed during July 18 and 19 the EPI program in Lower Shabelli
has major grounds for improvement. During its first four months of
oparation in Merka and Shallanbot 13,409 vaccinations were recorded
by 10 vaccinators, an average of 2 vaccinations per vaccinator per

day. : ' o .

Coverage in the high risk 1 and 2 year age group as estimated by B
Tally Data is less than 10% four clusters of 10 children each vere ..
sampled from—thevthree villages onMerkg_;gwnﬁade_nom Sh§11anbot.vf**

Shabel 14 uly, 1978

s r

vaccination Coverage in 39 sampled Children=La

- Vaccine ,;'_Q-QQ,;Q*?'gNumber:¢
CPT O - e 12
PT1 " 10
DPT 2
DPT 3
POLIO O
POLIO 1
POLIO 2
POLIO 3
Measles 0

Measles 1

Although the_number'of c]Usters,1s no£f§tétis;1ca]1y;$i§nifiéént,
low coverage 15';onfirmed. L e f1' f&>;e;*&\':~j I

Problems identified during the vis{, foerﬁiEh;bdﬁinistrativé
‘action, training, and,supervision,aregneedngare“as follows:

- Cold Chain
‘No thermometers = R
“Non monitoring of temperature e
‘High temperature DPT'storage,+.1001

- No vaccine inventory .

Office .- - o _
- No tour program N R
" No weekly or monthly vaccination tally
- No measles vaccine carried to field =
- Recording of vaccination not done = .
Poor site organization S

venicle i
~ No log book or monitoring of petrol-use.
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-,A'gé%sﬁbh?iqgafééﬁggtpfobiéh;j&hd:§d]df?qq; was:hefh?ﬁ}tﬁfqﬁé:igéai
- political:.committed. and. the vaccingtjon;tqam.to-jdentiﬁygprlegm;{A
?and_tbﬁprpyide possible;solutions... =~ .7 e e TR

Problem 1 Parents do not know value of vaccination

- Solutions' More Health Education ,
o Provide Megaphones S Ce
- Improve Person to Person Health Education at Vaccination
. Need Poster and Recognition Card Showing Sick and Well
e Lo cerido o Children - o

Problem 2 Low COQerabé;mbst'peop1e are away at farms during time =
[+ . that teamds in village. -

Solutions Schedule vaccination sessiofis for Tate afternoon 3-8PM j
" - especially Fridays when most everyone is home. S

Probleﬁl3 Feger geg&tioné to vaccination reduce attendance at'foundf
a7 2 and 3. ' - L

SO]UtiOhé"Iﬁform mothers of possibility of fever, .- IR
- - ' Provide aspirin to mothers at time of vaccination. . - .

‘Probléhf4ﬂ Mothers want treatment for sick children.

Solution  Provide drugs to team (Past experience has fbund’tﬁ;s“f'-i
totally disruptive). R

The leadership potential demonstrated in Jowhar was not readily
apparent in Merka. It is also not clear how many of the current
team will walk and spend nights in the field program. Should .
replacement be necessary priority should be given to smallpox
surveiltance agents who have proved their reliability. '

In summary the program in Lower Shabelli is operational but is
not performing at a level which will significantly impact on =~ -
morbidity and mortality. Training, supervision, and possibly
persennel replacements will be necessary.’ o .

Conclusions: . o
EPI has been launched in 5 of the 16 regions of Somalia. Effective

implementation will require major inputs in training, supervision,
and eva]pation. Optimum methodology will need to bz developed
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through planned monitored trials.

Equ1pment in country and on order will prov1de a sat1sfactory
cold chain. to the regional level. ' This will ensure maintenance
of cold chain for at least 72 hours from each reg1onal base.

At this stage of the program priority should be p]aced on program
experimentation and quality rather than rapid expansion. Optimum
strategy for service delivery to rural areas is not readily apparent.
Schedules will require local planning to maximize accessability

(road conditions) and access (public). This will probably require
hours of work other than usual government hours,(evening .and early
morning vaccination with night halt in villages). In Somalia pro-. .-
grams may be vehicle based or walking based. Each has its advantages
and disadvantages.-

Current reliance on city based workers and program initiation in
regional capitals are developing patterns of work which will not
transfer readily to rural operation. Future programs need to limit
urban exposure to 4-6 weeks (to develop technique) and move qu1ck1y
to field operation.

Public cooperation will require continuous exposure and education. ,
As the people recognizes the protective effect of vaccination,
cooperation will improve. Every vaccination given is important in
establishing the credibility of vaccination. Resources of hea]th
education unit need to be more thoroughly utilized. S

heonata] tetanus may be the most important EPI d1sease'in Somalia. .
At present no EPI program is adm1n1ster1ng Tetanus Toxoid. In
Acddition lack of in date vaccine has stopped a]most a]] Tetanus
Toxzid adininistration through MCHs. . ‘

Recommendations:

A. Cold Chain

3, Y I
. . L) ) .

1. Keep all appliances in export packaging until delmvered to
final destinations. . :
Provide thermometer to every cold chain app11ance
Implement daily poster record of temperatures. .
Develop contingency back up plans for cold cha1n fa11ure at
each level. R
Strengthen curren UNICEF 1iaison re equ1pment maintenance and g}wn

repair.
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hDevelop spec1f1c training objectives for each month. - .- i
Ptov1de each team w1th at least two day training per months. S

-
Vaccine

Establish WHO recommended procedures (B]ue Book) for vacc1ne
inventory control, n
Implement regular monthly monitoring of vaccine use by a]] unlts ?
giving vaccines 1nc1ud1ng MCH (Appendix A). - .- sl :
Procure ASAP potent in date tetanus toxoid.. SR N o
Transfer outdated tetanus toxoid to adequate refrlgeratlon and

send for refr1geratlon , e

Training

Operations

In each region schedule 2 month rural dellvery for the two

- Months following Ramadan.

Progegd operation with training session to rev1ew obJect1ves and
methods

Systematically vary work plan to determ1ne optlmum tlme and -
duration of field operation. e
Ensure continued access to samllpo .maps and 1lsts of f1xed ‘a,);
search units (Very important). .

Evaluate coverage of rural programs, e

Defer expansion until operational method]ogles are proven.
Provide DPT and Mealse Vaccine to all ch11dren 1rregard1ess
of desease history. o

Program Monitoring | R
Develop advance month]y program for heaquarters and f1e1d

personnel,
Implement simplified form for daily recording of vacc1natlons

. Appendix A

Establish regular monthly reporting form from each unit glv1ng
vaccine MCH and Mobile Team Appendix B.

Prepare and distribute monthly report of act1v1t1es
Explore alternatives for current vaccination card. S e
Carry out field assessment of at least one regional program L
each month, .

e
g i

- Program Review

It is strongly recommended that a program review sess1on be
he]d between Somali attendees at 0ctober course and Reg1ona]
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Advisor WHO to review national EPI plan. ' This report, with possible errors
to Timited exposure, will hopefully provide a baseline for action... .

field training and supervision. . .

2. .Fi11 ASAP WHO technical officer position in Somalia to strengthen

Addendum II Jowhar Town Assessment:

Jowhar Town is composed of four villages; Khim%s; Hantiwadag. Horseed,
and 21 Oktober. Three of the districts have four district sections and
Hantiwadag has five sections. :

The survey was carried out on July 17 and 18 by a team consisting of

the Jowhar Team Leader, a team member, and Mike Marty CDC Public Health
Rdvisor. Surveys were carried out daily in two sessions 7:30 AM - 2PM -
and 4 PM to 6:30 PM each of the seventeen sections were visited and two
clusters were selected from each section. After selecting a random
starting house children 1, 2, or 3 years of age were enumerated by name.
For each child the pink vaccination card was requested. Data was
recorded on the following tabular form: o

Vaccinations Given

. No. |DPTDPT;DPT{POLIQ{POLIO POLIO | MSL BCG:-;}M
Name of Child{Age|Card|Card| 1 21311 2 3 RN R b

SN oy Jon IS (e N
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For each child name, age, and presence or absence of vaccination card were
recorded. For children with cards the vaccinations on the cards were
recorded on the tally form. Five children whose cards had been lost were
excluded from the sample. Using the nearest door method of Christenson,
houses were visited until at least 7 children were selected for each
cluster. .If the last house included more than one child in the proper -
age group a1l were included in’ the sample... """ . -: . . - BN

Results: - Results are summarized in the following table. -

- 1. 2. 3 45 6 71 8 9 101 12
Section | ¥ of | Ages o [OPT{DPT{TPT [ POLTO] POLTO] POLIO| WSL {BGC
_|Child.41 2 13 iCardiCard 112131 1 2 13 |
A kamis |58 a2 feol 2 | 7ofsr g sl e {ay ) s ] sl 0
5. 8 . |24 |ools s e8| iz | ds 26| 25| 88" | 73 |56 | salo
C. Hantivadag | 70 [23)26 /21| &1 [19 | 32| 18] 8 & 43 | 20 | 30] 0
D. % 20 |33|37]30] 73 |27 | 46| 26| 11| 73 | &1 | 29 | 23] 0
E. Horseed 57 {2316 18] 50 | 7 | a0f 27| 19| 47 | 35 | 20 | 19] 2
F. % 23 |a0l28 32| 88 |12 | 70| 47| 33] 22 | 61 | 35 | 33| 4
6. 21 Oktober | 58 |21|20 17| 42 {16 |24 14| 4] 41 | 28 | 11 | 26] 0
H. % 24 |36[3al30| 72 |28 | 41| 24] 7] 21 | 48 | 19 | 5] 0
I Total _ |244 |salsa|76| 195) 49 |123| 76| 46{191 |139 | 86 |107] 2
3. % 1100 |3al3ai32| sof20 {50l 31| 19l 78 | 57 |35 | 44] 1

Eighty percént of the children enumerated had a vaccination card. Many of
the cards‘were severely mutilated, half eaten, water damaged dirty and torn.

In spite of their condition their presence represents a major achievement ~
“during the first few months of the program. 50% of the children had DPT 1,
31% DPT2, and 19% DPT3. For polio 78% had polio 1, 57% polio 2, and 35%
polio 3. The discrepancy betwzen DPT and polio (vaccine given simultaneously
in API) 1is due to the teams practice of excluding for DPT all children with
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a history of pertussis;'fThé-IOWVcoverage}fbr‘MéééjeSQaTédhféiétégf
to exclusion on the basis of history. The 1% rate for BCG as'a -
major responsibility. S T

Interpretation:

At the time that the survey was carried out in the mornings, many
children had been left with friends or relatives while parents
were away on the farms. It was not possible to include these
children in the survey. The evening survey was better in terms
of finding parents at home. The survey included all parts of the
Jowhar community but was not statistically tight as individual
district population data, for which sample selection should have
been adjusted was not available. Also the method of selecting
the first house, although random, may have been biased. In the
future the orientation center lists of households will provide a
better frame for sampling. . ' :

Histories will no Tonger be used to exclude children from immuniza-
tion. More attention will be needed in health education on the

- importance of completing immunization. A major reason for non
~completion as reported by the team was the occurrence of febrile
reactions. Although mothers were told of the possibility and the
effectiveness of aspirin, most mothers complained that they didn't
have funds or access. The Team strongly recommended that aspirin
be supplied to each child on vaccination. This is a good recom- -
mendation which should be tried on a trial basis.

The Tocal committees which have assisted in the campaign and the
vaccination team should be commended for the results obtained.
Future training, program experimentation, and assessment will be
needed to achieve 1982 80% coverage of the population.
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Adde'n‘d,um' ,1,. ' e ‘.Mo'ga‘diShu'As,Sessment

The Mogadishu E P I C]uster assessment was conducted Ju]y 22 through
July 25 by Mr Ahmed Sa]ah Suleyman, Ch1ef of 0perat1on 0ff1ce (E P I) and
. Mr. M1chae] J Marty, c D C Pub]ic Health Advisor., Surveys were carr1ed

'c

,0ut dai]y between the hours of 7 30 AM to 1 00 PM The surveyors express
the1r gratitude to the Sma]]pox Ptogram for the1r ass1stance, use of maps
and demograph1c data.- Many 1nd1v1dua]s workers from the or1entat1on and

MCH Centers were exceptlona]]y he]pfu] 1n locat1ng the c]uster sites.

Thirteen d1str1cts compr1se the Benad1r Reg1on.s The d1str1cts are paf ;
subd1v1ded into e1ghtythree wards (waaxda) Boundar1es are not we]l def1ned
and it was discovered after the assessment was underway that many of the
residents were not aware of their spec1f1c ward number. In order to |
achieve a random cluster-sample andcompile a unbiased collection of data,
the following procedure was followed. The Smallpox Program had Just fini-
shed canvassing the entire Benadir Region. They had data stating the '
number of houses, number of. families" and number of mem-bers per fami]y

in each population component. This information’ was used as a, bas1s for -
arriving -at the total popu]ation figure for Mogadishu. For example. ‘In
the Waberi District. Horseed -.1 ward there-are 225 houses with 3 2 '
families per house and 5 6 members per fam1]y Therefore the est1mated
population of this ward 1s 4, 032 us1ng the formula number of houses X f'
number of famllies X number of members per fam11y this process was carr1ed

out in all the wards

The population for each'of”the 83 wards was oumu]ated ser%aiiy; The ‘sample

e



:
1nterva1 was determ1ned by d1vmd1ng the tota1 popu1at1on bj 30 To ach1eve

the f1rst samp1e site, a 10 sh1111ng note was se1ected at random.: The

\ l

furst four ser1a1 ntmuer dfgits between zero and the.samp]e 1nterva1 become '

the flrst c1uster site., The rema1ning sample d1str;cts were seiectéh eerially
by adding the sample 1nterva1 unt11 30 s1tes were se]ected The 1nd1v1dua1 o

cluster 1ocat1ons .are. enumerated with est1mated popu]at1on and map

(attachmet).
 CLUSTER SITES .

Distrdet | if“ A Ward“""‘;f*tttf'if‘ """" Est., ‘Population -
1. WADMIR iiXaawo Taako -1 o, 518,ief'fxi
2. WADAJIR' Yascin Cartan SRR iz ossjf?

3. WADAJIR ;a paawud -3 f4 815%}#
4. HOODON Oktosber . - T 3,326
5. HOODON. lemed Gurey' ) 25 019f;f

6. HOODON Cacan - 3 2, o3

7. HOODON Taleex - & 2 308}[:
© 8. HAWLMADAGH Xaawo Taakolf’<j7—}}ii 7,05 °
9. HAULWADAGH vaawo Tazko - 4 8,700

10, HAWLYADAGH Sagawidin << =" 3 pa71.

RiP anwLonAGH Axmed.éﬁrey -3 12 149’f
" 12. HALWADAGH Axmed Gurey ~ = 4 12;252:'
3. WARDHIGLEY: Borvaagp - 1 s, 4053'

14, WARDHIGLEY Barwaaqo -4 e 207 v



15.
16.
17.
18.
19.
20.
21.
22.
23,
24.
25,
26.
27.
28.
29.
- 30.

WARDHIGLEYQo“ st
NARDHIGLEYJ.‘TI_ i
wARDHIGLEY7:~

YAAGSHIID |
YAAGSHIID

'BOONDHERE

Boondhere
SHIIBIS
KAARAAN

"ABDI AZIS

SHINGAANI
HAMER WEYNE

HAMER JABJAB .

WABERT .
WABERI

Thhﬁ?ﬁif?

f
"

:;Hnat1wadagh

'.Hantiwadag ‘f;fjf“li~§53;.»:‘f}v“*r,f
katoober “

Horseed

Hantiwadagh

‘Kacaan
| i ‘iifHeegan
hi’ffNas11b Buundlshffhyd;d; i
’5*3:”yusuf Kowneynfyﬁfﬂaj;}dﬁhff
A:y;{Kacaan L
i ;i"r}'-i‘j_;‘_,_;,’Wau1r

e ‘Lowya Cadde

“éf ‘MoyaaaIe.»

Kacaan

.‘ja'dHorseed

sty ff

After a c1uster site was 1dent1f1ed a random starting house was selected
"At each house a11 ch11dren 1 2 and 3 years of age were assessed for the
-'2presence or absence of vacc1nat10ns.‘ The mothers were asked to produce

'the p1nk vaccinat1on card as a record of the1r ch11dren S 1mmun1zat1ons.

lThe data was col]ected on the cards that were ava11ab1e . The Mogadxshu
;jng P I has been 1n operat1on for over a year, therefore, many of the plnk
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B 4u*'";‘~g? R
'?fiIf the cards cou1d not be produced the

,cards had been 1ost or destroye
rmothers were spec1fica11y quest1ohed as to how many times the1r ch11d

had been g1ven drops (Po110), buttock 1nJect10n (DPT), arm 1nJect10n
(meas1es) and scar for B c G It is fe]t that the hlstor1es given uere
reliab1e based on ‘the 51m11ar1ty w1th the samp1e popu]atlon that had cards.

The number of the children and data were enumerated and recorded on the

. fol]ow1ngvfornat.
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Us1ng the nearest ooor method*of ChrTstenson, houses we\P v1a1ted

,unb1\ at 1east 7 chw\dren we{a‘selected for each c]uster If the ldst

?house 1nc.uded more than ne ch11d 1n the samp.e arcup all vere 1nc1uaedi

Refults are summar1zed 1n uhe f0110u1ng table lhe cateqor1es a\e

‘doscr1bed 1nto two croups samp\es w th cards and camp]es G1v1ng a ’

(R .l
o R "o
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h1story oF ,accinat1on but vxthonu cards f-fj."

R o "fﬁfﬁf”ia“sﬂpé?37i‘8 10 A1
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Fifty eight.percent of the ch11dren enumerated had a vaccination card
Many of the cards were in very bad cond1tion Some mothers had sa1d
that they had thrown the cards away not expecting them to be of any

~ further use-. A few mothers had vaccination records scratched on the
back of syringe boxes EvidentTy the standarized cards were 1n short N

supply at the TocaT MCH Center ‘Much of the documented vacc1nation‘record

of those ch11dren with cards was wr1tten on the back This fur_“ﬁr»addresses

the need to come up with a better card that w111 be ut111zed by mothers

and the E. P. 1. Program workers

ik .f.,p.

35% of the sample gave accurate h1stor1es of vacc1nat1on These ch11dren

are incTuded 1n the totaT assessment data and appear to faTT w1th1n acceptabTe

ranges 84% of the ch11dren had DPTI 74% DPT 2 and 49% DPT 3 92% were
‘g1ven PcT1oL 83% PoT1o-2 and 54% PoTIo 3 The d1screpancy between DPT and
PoT1o vacc1nes 1s due to the pract\ce ‘of echud1ng DPT to aTT ch11dren w1th
a history of pertuss1s. “The 57% coverage for measTes aTso reTates to the
echus1on on the bas1s of h1story The 7% rate of BCG coverage 1nd1cate

_that the program has not accepted BCG as a pr1or1ty¢effort
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;Interpretation:.°:3" ’3% .3':73-5.}E:$f}f_;...:{';~TF...-iG"f'n.'.ifx'
‘The ch11dren excluded from the survey were those ch11dren Teft with fr1ends
'or reTat1ves while the mothers vere at work or at the market This absence
©of. the parent posed more of a probTem after 10 AM 1n the morn1ng It'may :

be advisabTe to conduct future assessment between 7 am-9am and 5pm-6 30pm.

o
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Thevsurvey 1ncluded cluster in all th1rteen d1str1cts 1n the Benad1r
Reg1on The method of select1on for the f1rst house, although random, B
it was not poss1b1e to select a block

1ased At this time
g exact

may have been b
bas1s because of the d1ff1cu1ty in estab11sh1n

on: a random number
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cted represent assessment datajin}the
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S who
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