Ethiopia NIDs, First Round, November 5-7, 1999

Trip Report

By:  Ellyn Ogden, MPH, 

USAID Worldwide Polio Eradication Coordinator

Purposes of Trip:
To observe the first round of NIDs, November 1999 and to suggest areas for improvement.  To continue to foster partnerships for polio and EPI.  To monitor USAID’s investment in polio eradication in Ethiopia.

Appreciation:
Please accept my sincere thanks to everyone who assisted me during this visit.  I appreciate your insights, openness and access to any aspect of the program I was interested in seeing.

Areas Visited:
Addis Ababa, November 5

Entoto

Shiro-Meda (Zone 4 Wareda 11 Keble 23)

Chesier Foundation Ethiopia Medium Clinic

Belachacho Health Station

Construction site with squatters

Zone No. 4 Health Department Cold Stores

Grab Sample-15 Women

Oromia, November 7

Chancho Health Center

Moyigajo Village

Grab Sample from Road and Small villages—20 women

North Shoa Zonal Health Station

People Contacted  

Ministry of Health

Dr. Lamisso Hayesso, Vice Minister, Ministry of Health

Dr. Kebede Taddese, Minister in Charge of Social Administrative Affairs (sub-sector in the Office of the Prime Minister)

Almaz G/ Sentac, Polio Coordinator AFP Surveillance

Abebe Moka, Team Leader Surveillance


Asnakew Ylgzaw, Ministry of Health, FHD, Expert

Tariku Berhanu, Addis Ababa City Administration Health Bureau, FHD

Medvanene Fesku

Hiwot Mengistu, FHD, Team Leader Child and Adolescent Health

Ketema Alemu, North Shoa, Health Department, FHD Coordinator

WHO Staff and Consultants

Dr. Michel Jeanclos, WR

Dr. Robert Kezaala, Polio Coordinator

Mr. Muhammed Idris, Social Mobilization Coordinator

Abonesh Hadelmaitam

UNICEF

Ibrahim Jabr, UNICEF Representative

Rodney Phillips, UNICEF Deputy Rep.

KK Wardhawon, Logistics Officer

Rotary International

Dr. Pawlos Quana’a, National Polio Plus Chairman RI

USAID

David Eckerson, Deputy Mission Director

David Losk, PHN Officer

Dr. Ayana Yeneabat, Surveillance Coordinator/Infectious Diseases Advisor

USG

Ambassador Tibor Nagy

EHNRI/Polio Laboratory

Mr. Tilohun W/Michael, Deputy Head EHNRI

Berhane Beyere, Virologist , Head, Polio Laboratory

Overview

Ethiopia has made tremendous progress in Polio Eradication.  Previous NIDs have been reported to reach more than 80% of the estimated 11 million children under 5 years of age and AFP surveillance has improved from 0.1 to 0.3 after the identification of focal points in each region, training and STOP participation.  However, poliovirus remains widespread in Ethiopia and there are many “silent areas” where information on immunization coverage and AFP surveillance has not been collected or shared.  

The challenges to interrupting virus transmission and for achieving certification-level AFP surveillance are great.  Routine immunization coverage is declining and the official administrative reports are at 50%, although the real coverage is believed to be much less.  Ethiopia’s large birth cohort, geographically remote areas, real access health services at <40% and large borders with polio endemic countries known to have wild virus make Ethiopia a country at high risk for ongoing transmission, with large numbers of susceptible children.  

Ethiopia is one of the four largest reservoirs of poliovirus in Africa—a fact that is not lost on the Government of Ethiopia [the other reservoir countries in Africa are Nigeria, Democratic Republic of Congo, and Angola].  Political commitment within the Ministry of Health and partner organizations is high. This observer was impressed by the dedication of the Ministry of Health, health workers and volunteer staff to get the job done.  The willingness of the Government to place consultants in high risk areas is commendable and the partners reaffirmed their commitment to work with the GFDRE to see that certification is achieved.   

A well functioning ICC has supported the Ministry’s polio eradication efforts.  Partners are committed to improve performance in each round of NIDs and they have agreed to support additional SNIDs in key urban and rural areas in the spring/summer 2000.  Three rounds of NIDs are planned for late 2000, which should help reduce transmission further, although additional human and financial resources will be needed.  In the absence of good surveillance data, this seems to be a reasonable plan, but the Government of Ethiopia should be encouraged to stay flexible as more NIDs or SNIDs, and increasing the level of household-to household activities, may be needed once better data becomes available through the surveillance system.  

CHALLENGES:

While the steps taken by the Ministry of Health will surely improve performance, they may not be sufficient to interrupt virus transmission based on my observations.  

Weaknesses in supervision, cold chain, use/understanding of “zero-dose” children, difficulty of mobile teams to consistently get off the main road and into villages and households, lack of recognition of the extent of unregistered children or families in squatter areas, and inconsistencies in marking the fingers of children who have been immunized etc are some of the areas that could be improved.  Household-to-household immunization was attempted in a few areas.  Especially in poorer performing districts, household-to-household strategies should be considered.  If adopted, more attention needs to be paid to good planning, transportation to hard to reach communities, and the need to enter every house, perhaps with the help of community guides.  Cold chain, vaccine supply and distribution, and using VVMs as a management tool are areas that need to be closely monitored given the long timeframe for NIDs (over 2-3 weeks) and the current needs for replacement and maintenance of equipment .

Social mobilization seems to have been very effective about announcing the dates of NIDs and the need to immunize children under age 5.  Most mothers became aware of the NIDs via radio, town criers and religious leaders.  The challenge in social mobilization over the next year will be to increase the targeting of messages to address the unreached, to maintain high level support and healthworker motivation.  All partners should work to raise eradication/certification to the presidential level to help overcome the operational barriers encountered by the program.  

Most distressing was the information that the polio laboratory at Ethiopia Health and Nutrition Research Institute (EHNRI) may be asked to leave the global polio lab network because of its inability to achieve accreditation within the last 18 months in spite of significant assistance from Rotary, CDC, WHO/AFRO and USAID.  The problems of expanding space, hiring staff and providing a dedicated phone and fax line are well known in addition to passing proficiency panels.  This observer was assured by the Vice Ministry of Health and the Deputy Director of EHNRI that these problems will be resolved within the next few months, thus allowing Ethiopia to retain a national polio lab and permit consideration for other integrated disease control efforts and for monitoring AMR once these problems become better established.  

Conclusions

Efforts so far have been good and technically sound.  The MOH has adopted improvements in each round that should benefit the program, but there are enough areas of small weaknesses that, taken collectively, will undermine the successes.  The GFDRE needs to be even more aggressive to interrupt transmissions with in the next 18-24 months and accelerate surveillance to certification standards.  Accreditation of the lab is a high priority.

Detailed Findings and Recommendations:

Vaccine Supply and Logistics


+ 
knowlegable staff at cold stores

+ 
supply of OPV seemed adequate in areas where I observed, based on estimated target population

+
VVMs on OPV in Oromia were good

+
Supervisors were resupplying OPV and Vitamin A as needed

· ability to interpret VVM’s was variable.  About 50% of the vaccinators I asked did not know how to use the VVM.

· in Addis I saw no frozen ice packs frozen, only cold ones, and all of the VVMs were at stage 1.

· Given the use of very low estimated target population numbers for Addis (<5’s = 8% of total population); stockouts are to be expected if house-to-house activities are thorough.

· Supervisors planned to increase the number of days that vaccinators could take to cover a geographic area, but did not explore the vaccine/VVM status before making this decision.

· Mobile teams were discarding empty vials

Recommendations:  

1. Increase training on VVM interpretation; monitoring wastage; and return of empty vials (other training needs identified below).

2. Use more realistic estimates of the under 5 population to determine OPV needs in Addis.

Cold Chain

+  knowledgable staff at cold stores and at zonal level; temperature records were up-to-date; staff make notations of VVM stage for routine EPI, but not NIDs, before distribution


+  inventory of needs had been completed


+  supervisors could interpret VVMs

+  power supply was very good in the observed areas.  Technicians felt backup generators were not necessary.

-  significant cold chain needs, both for replacement and repair

-  supervisors were not trained in using VVMs as a tool to help stock management

-  people trained in maintenance are few

Planning and Training

+ zonal level had copies of microplans available and staff responsible for planning were dedicated and well informed.  

+  training materials were seen in all locations.  A quick check for quality showed that the Vit A capsule size matched the capsules available in country.

+  several steps had been taken to improve performance:  the number of teams had increased over previous rounds; vaccinators were provided with gentian violet to mark the children after receiving OPV; a column for “zero-dose” children had been added to the tally sheet; schools were targetted.

· after comparing the coverage from the last round with the estimations used to determine the target population for this round it is clear that, in Addis, the number of under 5 year olds was underestimated.  By using a figure of  8% projected from the last census to calculate the proportion of <5’s rather than a more accurate projection based on previous coverage and data from comparable cities, there will undoubtably be inflated coverage and lack of awareness about who was missed.  Most community leaders and health workers we spoke with thought that there were a lot more people moving into their catchment areas – many of whom were not always in fixed residences.

· Vaccination teams I encountered did not have copies of the microplans, site maps, training guides or other materials with them for reference.  Supervisors did not have a checklist. Mobile teams were not using gentian violet to mark children – this made it impossible to assess coverage in squatter areas.

· One mobile team said they were instructed to vaccinate only kindergarteners, not all children under 5.  While clearly an effort to catch all of the children missed the previous day at school-based sites, it was not an efficient use of time or resources.

· One mobile team did not leave the main road and had vaccinated only 29 children in 3.5 hours, although our grab sample along the same road showed a much higher need.  When queried further, the team said they had a large geographic area to cover, no transportation, and had not received instructions to approach/enter dwellings – only to go to the main entrance of the village.  Mobile teams were not set up in market areas.

· No site or team used the column for zero-dose children.  This critical concept was not clearly presented during training.

· Although the household-to-household approach was not adopted nationwide, it was used in some locales.  Despite the good intentions some of the techniques that have proven useful in other countries had not been considered and/or adopted such as:  marking the houses where children are found/not found; specific instructions to enter the homes and ask for infants; use of  “community guides” to go with vaccination teams through the village; and use of detailed maps to identify all homes/settlements/workplaces/transport hubs/markets could be found.

· At the fixed sites visited, booth flow was not very good e.g. bringing 50 or more children with parents in to a small room to vaccinate them when an open area outside was available.

· No vaccinators were observed reminding mothers about the next round of NIDs, routine immunization or AFP case reporting.  

Recommendations:  

1. More emphasis should be placed on the detailed planning needed to adopt the techniques listed above.  Particularly important are the need to map the communities, identify “community guides”, and mark the houses and fingers of children to facilitate supervision.

2. Transportation for mobile and household-to-household teams is essential if they are expected to get off the main roads and into the community.  Even more teams may be needed in order to do a thorough job.  The GFDRE  may want to explore seeking vehicles from the commercial sector; asking for a discount from the owners of the taxis/buses to provide free transport for vaccinators; increase the use of horses in rural areas; using more students/teachers/volunteers as vaccinators and mobilizers.

3. Training needs to be strengthened particularly for using the “zero-dose” column; VVMs; social mobilization; booth management.  Supervisors need special training in how to conduct a supervisory visit; how to troubleshoot problems; and how to manage the vaccine supply (calculate wastage, compare empty vials against tally sheets, monitor target populations, etc).

Social Mobilization

+  Mothers and communities were well informed about the dates of the NIDs and the need to vaccinate children under 5.  The messages about Vitamin A were less clear.

+  Radio, town criers, religious leaders were the most frequently cited sources of information.

+  Launch ceremony provided many kudos but missed the opportunity to broadcast information targetted towards the unreached.

+  Posters for AFP were well distributed .

· health workers were not well informed about “What to say/what not to say” during the NIDs.

· Supervisors were not aware about vaccinators should “Say/what not to say” during the NIDs and take corrective action.  There was little effort by supervisors that I saw to draw people into the booths or to send out mobilizers to areas not well represented at a booth. 

· Need to monitor the effectiveness of AFP posters among non-literate populations and increase messages about reporting once surveillance officers are in place and able to handle the response.

· While mothers/communities know that the NIDs were going on, they did not know when someone was coming to their village so that they could stay home.  They did not know if Vitamin A was added or not or in which round.

Recommendations:

1. Continue to use radio, town criers and religious leaders to convey messages.

2.  Refine the messages based on rapid research to understand or characterize who was “unreached” or “unconvinced” and why.

3. Messages should coincide with the service delivery plan (when can a community expect a team?  Will all immunizations be provided by mobile teams?)

4. Increase messages on AFP over the next year.

5. Increase the messages in the launch speeches and convey the sense of urgency

6. See attached suggestions

Supervision

+  Supervisors were very aware of their role in resupplying OPV and Vitamin A.  They knew where to go for supplies and they all could interpret a VVM.  They were also aware that they needed to solve problems when they arose although responses were very vague when probed on specific scenarios.

· It was unclear to me if supervisors really understood what the overall object of the NIDs are (to immunize every eligible child) and the types of things they can do to improve performance.  It also wasn’t clear how much control the supervisors had to make decisions e.g. revise number of vaccination teams to increase coverage in less time in areas with poor cold chain; hire transportation for vaccination teams; increase the use of volunteers and provide rapid training; monitor social mobilization especially on need to return for subsequent round and per routine EPI

-   Supervisors were not conducting grab samples or getting off the main roads to determine the effectiveness of mobile and household-to-household teams.

Recommendations:

1. Conduct a rapid assessment of the lessons learned in supervision – what is working, what isn’t working, what barriers and constraints need to be addressed in order to improve supervision and monitoring.

2. Consider special training for supervisors to improve their skills and effectiveness (see attached suggestions)

Interagency coordination


+ The national level ICC has very good representation from partner organizations.  

+  Partners stated that the national ICC dealt with operational and technical issues in addition to finances.

· While the GFDRE has been leading the ICC, the newly vacant EPI manager position is especially worrisome.  Loss of continuity and expertise at this important time can only hamper the program.  

· The GFDRE has been reluctant to allow long-term consultants participate in the program, although resources are available via WHO/AFRO.

Recommendations:

1.  The ICC should follow-up on urgent areas eg. Laboratory accreditation, staffing, raising commitment to the presidential level, identifying resources to meet shortfalls (cold chain, transport for vaccinators), and “staying the course” through certification.

Surveillance

+  Staff at the MOH are well informed and have a good plan for expanding surveillance.  Zonal focal points have been identified and a training plan has been developed and initiated.

+  Training to date has been at the health center level and is reported to have gone well, although I did not interview anyone who had participated.  The STOP team was seen as very important and their involvement was key to the improvements in reporting so far.

+  Supplies of specimen containers, reverse cold chain supplies etc are reported to be available at the zonal level, although I did not observe any.

+  Communication with the laboratory is good and information is readily shared.

· When I queried health workers and mothers about cultural practices regarding paralysis, I was told that most children would not be brought to a health facility for treatment.  They believed that either the health system could do nothing and/or that it was traditional to seek help from “healers” or to do nothing.  These cultural beliefs coupled with less than 40% of the population having real access to health facilities, makes reliance on facility-based AFP surveillance unrealistic.

· Although focal points have been identified at the zonal level, this will probably be insufficient to capture those cases reported through facilities.  I informed the surveillance staff that in the best functioning programs there was one surveillance officer for every 2-5 districts depending on the population density and geography.  Reporting sites and training will quickly need to be established at health stations, pediatric and outpatient clinics etc below the health center level.

· While sensitization training of clinicians has taken place in several zones, there are no plans to re-train or to assess the quality of training.  I shared information from other countries about the level of intense, regular follow-up (for up to a year after the initial training) for clinicians to make a total shift to AFP reporting from the tradition “suspected polio” reporting.

· Transportation, communications, phones/fax/email is a serious problem for surveillance officers.

-
There are many large, densely populated areas with no AFP reporting so far.  Many of these areas are along the borders of polio-endemic countries (Sudan, Somalia, Djibouti)  Government services in these areas is very weak.  NGOs have more of a presence but have not yet been systematically engaged either in surveillance.

Recommendations:

1. Continue to send STOP teams.

2. Consider increasing the number of trained surveillance focal points so there is 1 per every 2-5 districts.  These focal points should rapidly increase the number of reporting sites and be prepared to work closely with clinicians to establish good AFP reporting.

3. Rapidly assess the NGO interest and capacity in the “silent areas” and work with USAID and other partners to expand their participation as warranted.

4. Provide all surveillance focal points with access to needed transport, phone/fax/email/telex.

5. Consider asking Rotarian doctors to visit clinicians to help sensitize them in AFP reporting and to participate in NIDs.

6.  Continue to foster good communication between the EPI, Surveillance and Laboratory.

Vitamin A and other antigens


+  there were sufficient quantities of Vitamin A in the areas where I observed.  


+  only trained health workers were allowed to distribute Vitamin A and measles

· I did not observe Vitamin A supplementation

· it wasn’t clear which rounds would include Vitamin A and measles, making it difficult to use it as a social mobilization tool

· I did not see an AD syringes nor were there detailed plans for disposal available.

· The plans to supervise, monitor and evaluate the impact of adding these additional elements to the polio NIDs was not clearly stated nor were there plans to monitor the health impact of these addition.

Recommendations:

1.  Strongly encourage the same level of monitoring and evaluation of Vitamin A supplementation and measles as there is for polio to determine both the costs and effectiveness of adding them.  The GFDRE should be able to report on coverage during NIDs and for, for Vitamin A, the second dose.

2.  The GFDRE should monitor and report the epidemiologic impact of both the Vitamin A and measles activities to demonstrate the effectiveness of the activity.

Inaccessible areas and cross border

+  There is a recognition that more needs to be done to address the cross border issues

+  The GFDRE is willing to coordinate with WHO/AFRO and WHO/EMRO to improve planning and coordination on the borders.  They are open to developing  innovative ways to accelerate activities on the borders and in inaccessible areas.

· The national budget does include substantial resources to fully address the constraints for reaching remote areas or for maintaining cross border activities I in the long term.

Recommendation:

1. WHO and UNICEF in Ethiopia, AFRO/ESARO, EMRO (others?) continue to conduct cross border meetings to develop plans for accelerating activities in these areas.

2. WHO/AFRO should critically review the budget to determine the resource requirements for mobilizing/accelerating activities in the inaccessible areas and the cross border needs.

WHO/AFRO/HQ


+There is very active engagement and commitment from all WHO offices.

+  There is an expressed need for more rapid release of funds from WHO/AFRO to the country offices.

+  WHO/AFRO and WHO/Ethiopia should work more closely with the GFDRE, with the support of other partners, to recruite and post more long-term (11 month) advisors, either African or Expatriate, to assist with the program.  

Links with Routine EPI

+  The ICC is very committed to improving routine EPI and to integrated disease surveillance.

+  There is an expressed need for the GFDRE to develop a detailed budget and to fill existing staff vacancies in order to make significant progress.

+  The ICC would like to explore support from GAVI 

-  Social mobilization for routine EPI has been poor.  Strategies to raise resources for on-going radio messages were discussed including:  commercial sponsors.

· Management skills and access issues are challenges to effective EPI at the sub-national level.

· Cold Chain issues remain a large problem .

Laboratory

+  The deficiencies for achieving accreditation are well known:  increasing space, hiring more staff, passing proficiency panels, installing phone/fax/email connections

+  Meetings I had with the Acting Director of the EHNRI and with the Chairman of the Board for the Institute assured me that they were aware of the gravity of the situation and they both pledged to resolve the issues quickly.  

+  The ICC called on the key stakeholders in the lab to quickly resolve the problems and to maintain the “National Pride” of having a national polio lab in the global network.  

Policy and Advocacy

+  In general Ethiopia has responded well to the World Health Assembly resolution to eradicate polio by 2000 in ways that build stronger EPI and disease control programs.  

+  With limited numbers of staff, the GFDRE has provided services to more children under polio eradication than any other public health initiative.

· In spite of these achievements more needs to be done including:

-
increasing Presidential involvement

-
expanding the participation of the private sector and  traditional healers

-
establishing a smaller group of people meet weekly to resolve operational problems at the highest levels as has been established in India and other countries

-
increase involvement of zonal and local government officials

Reaching the unreached

More needs to be done, including:

-  Use “zero dose” children as a key indicator

-  ID and characterize who and where these zero-dose children are (unregistered children, infants, cross border migrants, geographically remote areas, religious or ethnic minorities)

-  use more realistic target population numbers, especially in Addis. 

-  enter household and mark them

-  mark the fingers of children

 -  use community guides

-  use maps

-  increase use of horses or other transport/more teams.
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