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Facilitator Copy  
Routine Immunization Case Study
Stop Transmission of Polio (STOP) briefing
Global Immunization Division
Centers for Disease Control and Prevention

Objectives:
After completing this case study, participants will be able to:
1. Critically assess how routine immunization services are functioning in a hypothetical health facility
2. Apply corrective measures to improve service delivery in an immunization session

Prior to starting the case study, ensure the following materials are in place:
· Participant, Facilitator copies enough for each member, pictures enough for 1 per 2 participants
· Reminder to participants to have calculators and pens
· Ensure materials for immunization session are available in room for set up during the break. Find site set up instructions at Break
· Vaccine carrier or some alternative model
· Foam for vaccine carrier (1) or none—mention the lack of it/what it means
· Ice packs in some condition—some frozen, take 1-2 out to condition for 30 minutes. 
· Vaccines—at least 1 with VVM—sample of all of them
· Syringes – 1 prefilled with water
· Immunization register or logbook, turned to page with names
· Blank and filled immunization cards
· Due list, Defaulter Tracking bag or expandable wallet  (with cards)

Note to facilitators: 
Based on the series of lectures that address the components and key activities, a fictitious situation is created below where the STOP team member accompanies a new District Medical Officer (DMO) to various facilities of his district. While visiting these facilities, the DMO assesses various components of a routine immunization service. As they walk through the facilities, they have the opportunity to observe how various components/activities are being conducted. Based on these observations, questions are posed to the group to provoke discussion among the case study participants on various issues. The goal is that through the observations made by the STOP consultant and the DMO, the case study participants will be able to review how routine services should be conducted, how to interact with the DMO, and how to correct any problems. Thus, this exercise will be conducted as if it were a supervisory visit.

The responses to each question are provided in italics. These begin with a fairly detailed explanation, followed by a bulleted summary of important points. You can check the points off as they are mentioned by the group and assure that the most important are covered.

Facilitator introduction (with settling in – 10 minutes)
Begin with an explanation of how the case study will work, with each participant reading out loud and reading a question. Answers can be attempted first by the reader or by the group. Remind participants that there are no wrong answers. 

Inform them that for the purposes of this case study, the date of the visits are for the 17 and 18 of October, 2014

Keep track of time. There are 6 sections (A-F) and 25 questions. Recommendations on how much time to spend on each section is provided.

Background to be presented by facilitators at beginning of case study
The components of the Reaching Every District (RED) strategy are:
1. Re-establishing outreach
2. Supportive Supervision
3. Links between the community and service providers
4. Monitoring for action
5. Planning and management of resources

Introduction 

On 17 October 2014, Danielle, STOP team member, arrives in District Lalaland. Dr. Jerry Garcia, the new District Medical Officer (DMO) comes to the hotel for a discussion over breakfast. 

The DMO briefs Danielle and gives a narrative on how well the district is performing. Danielle asks him: “Can you tell me if coverage and surveillance are good in the district? How trained and motivated are the staff?” The DMO gives a long answer that stresses:
1. Coverage for all vaccines is high
2. IPV was introduced in the month of May and coverage is improving
3. There is good surveillance and few VPDs reported
4. He makes supervisory visits often
5. District staff are well motivated

A. First Health Facility (30 minutes, 3 questions)
 
The DMO and Danielle travel 15 minutes to a nearby health facility where the DMO says a session is taking place. The vaccination session is being held just outside the health center. There are a large number of mothers sitting, another large number standing around a table with lots of noise. It is hard to see the nurses until the DMO and Danielle make their way through the crowd to the table. One nurse is sitting at the table with a stack of vaccination cards and the register. The other nurse is standing on the other side of the table and vaccinating a child. The nurse gives oral drops, and one shot in each thigh quickly as per guidelines, dropping the auto-disable (AD) syringes into the safety box, then turns immediately to the next child to give the same. 
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Q1. Using the technique of quiet observation, what has the team learned without asking questions? What problems could be addressed?  

· Community interest: The vaccination session seems to be well-attended, which could mean that demand is high and social mobilization is good.
· Lack of organization: one consistent complaint from parents is the amount of time vaccination takes. Also, the chaotic atmosphere may lead the nurse to hurry and make mistakes in either administering the vaccine correctly, or providing the wrong vaccines to the wrong child, both potentially leading to adverse event following immunization (AEFI). All sessions – routine or campaign – should have a clear flow of entry, triage, vaccination, other services and check out. Crowds should be minimized and controlled. Only one parent at a time should be at the table. Nurses and the parent with the child being vaccinated should always be seated. As much seating and shade as feasible should be provided to waiting mothers. Having good planning and providing appointments to mothers can reduce the number of children to be seen to a manageable number and permit better service and attention, while reducing programmatic errors. More frequent sessions may be needed to accommodate the target population. 
· Recording: it is common (and bad) practice to gather all vaccination cards in advance, complete them and the register separately from the act of vaccination. This can lead to recording errors as well as errors in the actual vaccines a child receives. The vaccination card and the register should be completed immediately after vaccinating the child.
· Flow
· Proper planning
· Proper welcome
· Complete card, register as the child is vaccinated
· Communication: When vaccinating the child, the health worker should be telling the parent
· If and when to return for the next vaccination
· Of potential side effects especially the common ones (local reactions, fever) and how to treat them. If serious, the parent should contact the healthcare worker.
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The DMO asks the nurse to step to the side for some questions. The cold box is like the image to the right.  The VVM are all in stage one or two. The ice packs are fully liquid and cool to the touch. He asks the nurse to describe the cold chain. The nurse explains that there is no refrigerator in the facility. They send the community health worker to the district health office the afternoon before the session to get the vaccine. The nurse goes on to point out that the ice packs are given by the District unfrozen and the nurse has some concerns that the vaccine is not being kept between +2o and +8º. So far, none of the vials has gone to stage 3 but they do not take unused vaccine back to the District after the session.

Q2. What improvements need to be made in the cold chain? 

The use of “Cool water packs” is a WHO/UNICEF recommendation and has been adopted by many countries to prevent freezing of vaccines while others continue to use “conditioned ice packs” that are partially frozen. Verify the policy in your country of assignment 

· Since it is close to the District vaccine store, the facility needs to get the vaccine the morning of the session especially as the temperature of the “cool water packs” is difficult to measure
· Attention to the VVM is key no matter what form of cold chain is being used as is attention to expiration dates and time since reconstitution.
· Verify that diluents are in the cold box with the vaccine to maintain vaccine potency.
· As long as the VVM remain in stage 1 or 2 and it is reasonable to assume the vaccine has not been exposed to temperatures above 20º, the multi-dose vial policy can be followed. If conditions do not allow the remaining vaccine to be returned to the cold chain, very good planning is required to assure that vaccine is available in sufficient quantity while not having too much and increasing wastage.


In wrapping up the visit, the DMO thanks the nurse and asks to sign the supervisory register. He and Danielle then leave the health facility to get a late lunch and a beer.

Question 3. What do you think the DMO should have said to the nurse? What can you as a consultant do in this situation?

Answer 3. 
Brain storm with the group about how Danielle might discuss the issues identified during the visit and the lack of feedback given to the staff with the DMO:  
· Danielle should use questions to confirm her observations of operational problems and explore how to improve performance with the DMO
· Health facility visits are not only opportunities to assess performance, but also important opportunities to correct any problems through education and supportive supervision techniques.
· The DMO should discuss any errors he found with the facility nurses, ask them about problems they are encountering, and use this opportunity to problem-solve with the staff. 
· It is better to not interrupt a vaccination session to speak with facility staff. Given that the facility was close to the District office, the DMO could make observations, then set a time to return for feedback 

In summary
· diplomacy is key
· consultant does not have all the answers
· DMO is your supervisor
· STOP role to assist
· use questions to clarify issues rather than stating an opinion
· NEVER correct the DMO or counterpart in front of staff or public



Second Health Facility (60 minutes, 8 questions)

The team arrives at another health facility after lunch. In this facility, the nurse immediately asks about the funds for the health facility. The nurse states the staff spent a whole week preparing an annual plan for the DMO and sent a detailed request for all activities for the year. The DMO says their population figures are inflated and far too many vaccines and funds were requested. 

The DMO asks how they calculate coverage. The nurse states that they keep a tally sheet for each dose of vaccine given and at the end of the month count the total. They add up the monthly totals to get the number of doses given at the end of the year. When asked to show their coverage, the nurse produces a paper with the total number of each dose of vaccine this year.
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	Indicator
	Target
	Jan
	Feb
	Mar
	Apr
	May
	June
	July
	Aug
	Sept
	Oct
	Nov
	Dec

	BCG
	1040
	16
	18
	14
	23
	15
	20
	25
	20
	
	
	
	

	Penta I
	1040
	94
	83
	73
	95
	94
	85
	72
	94
	
	
	
	

	Penta 3
	1040
	64
	66
	59
	55
	145
	55
	60
	70
	
	
	
	

	PCV3
	1040
	64
	66
	59
	55
	145
	55
	60
	70
	
	
	
	

	OPV 3
	1040
	64
	66
	59
	55
	145
	55
	60
	70
	
	
	
	

	IPV I                        694
	
	
	
	
	25
	33
	45
	50
	
	
	
	
	

	Measles
	  1040
	22
	31
	26
	63
	48
	55
	95
	56
	
	
	
	

	TT 10 yr
	  1131
	58
	96
	55
	55
	49
	25
	35
	53
	
	
	
	

	TT 16 yr
	769
	57
	44
	34
	20
	33
	10
	18
	21
	
	
	
	

	TT mother
	  1135
	29
	31
	14
	16
	15
	32
	30
	36
	
	
	
	

	Vitamin A
	  1112
	30
	40
	33
	35
	25
	33
	25
	41
	
	
	
	



Question 4:	 Study the monthly summaries of vaccinations given. 
Question 4A:	Calculate the following a) coverage for Penta 3 immunizations, b) coverage for measles immunization and c) dropout rates between Penta 1 and measles
Question 4B:	IPV will be given for 8 months this year.  How was the target population of 694 obtained?
Question 4C:	Calculate coverage for IPV

Answer 4. 
Separate the group into teams of 2.
4A) Population for the period for these Penta3 and Measles - 1040/12*8 = 694 children
Penta3 coverage= 574/694*100 = 82.7%
Measles1 coverage =396/694*100 = 57.1%
Measles1 – Penta1 dropout = (690-396)/690*100 = 43%

4B) (1040/12) x 8 = 694

 4C) Population for IPV introduced in May – 1040/12*4 = 347 children IPV coverage: 153/347 = 44%    (alternate way: Population for IPV introduced in May – (694/8) x4 = 347.  IPV coverage: 153/347 = 44%).For countries introducing a single dose of IPV, WHO recommends providing that vaccination at 14 weeks of age along with Penta3, OPV3 and PCV3. 
Other important considerations when you are looking at data on doses administered and target populations include 
· Target populations vary by age at which vaccines are given (e.g., live births, surviving infants, women of childbearing age)
· Target populations may be expressed as annual or monthly figures
· Target populations may reflect a coverage objective, in other words, surviving infants * 80% coverage for penta3=target; learn about how the country uses the term “target population”
· The standard indicator for dropout is ≤ 10%, Penta3 – Penta1 or measles – Penta1 
· Note that if many numbers are multiples of 5 (60, 55, 145), an investigation of how those numbers were generated is merited	
· Any difference in number of doses administered for vaccines given at the same schedule point (e.g. 14 weeks)  

Question 5. Why does dropout occur? 

Answer 5.There are a variety of reasons for dropout. Some common reasons why parents don’t return for needed vaccinations include (brainstorm with group, the following list is not exhaustive):
· mother thought the child was completely vaccinated
· mother not told of need for additional doses or when to return
· infant had side effects after previous visit
· vaccinator not present on vaccination day
· one or more vaccines not present
· mother too busy
· husband suspicious of multiple visits to health facility
· cost of visits
· parents had a negative experience at last visit and hesitant to return
· Family moved to different village

Question 6. What are some potential interventions to reduce dropout?

Answer 6. The particular reasons for the problems should first be identified. In some cases, surveys have already been conducted in the area or the country and can be used for reference. If this is not the case, information about why dropout is occurring can be gathered by brainstorming with personnel or by asking mothers individually or as a group during vaccination visits, curative visits, visits to the market, use of rapid convenience method, and vaccination coverage surveys. Once problems are identified, practical solutions can be envisaged.

· identify reasons for dropout
· brainstorming with personnel
· ask mothers (vaccination or curative visits exit interviews, focus groups)
· rapid convenience surveys 
· interventions match local reasons for dropout
· social mobilization
· decrease costs (opportunity or monetary)
· improve service
· outreach

· 
The DMO picks up a tally sheet from a vaccination session held in August (see this on the next page). He comments that he has some concerns about the tally sheet used for this fixed vaccination session.  

Question 7. What concerns might the DMO describe about the tally sheet completed in this example?

Answer 7:

· Vaccines that are supposed to given together (e.g. Penta1, OPV1, and PCV1) have different values
· Many more vaccinations were given than children and mothers expected
· Lot number is not filled out
· Tallying outside the relevant cells for each vaccine leads to potential for those doses not to be counted, or counted incorrectly 
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Question 8.  Discuss the different purposes of the tally sheet and the immunization register. 

Answer 8. The principal role of the tally sheet is to readily provide the information for the monthly report. Each session should be clearly identified by date, location, and if it was a fixed, outreach or mobile session.  Some countries prefer to collate the data from immunization registers, so it is important to check national guidelines to determine which source is being used for the monthly report. While immunization register are important for tracking children and their vaccination schedules, they require flipping back through many pages to get the number of doses administered, to recalculate which doses were given in the current month, and to  determine which doses were given at fixed and outreach sessions, etc. In short, a tally sheet is meant to facilitate the work of the vaccinators to collate the total number of children vaccinated and improve the quality of reported information. One tally sheet per session should be used.

Before submission of the monthly report, it is recommended to conduct a congruence check between the two data sources (tally sheets and immunization registers) for at least one vaccine (e.g. compare DPT3 from the tally sheets to DPT3 in the register).

Question 9. Measles and Yellow Fever (YF) vaccines are both given at 9 months. The number of doses given should be the same. The same is true for BCG, OPV0 and HepB as well as for IPV1 and Penta3. What are the possible reasons for different number of doses?

Answer 9. The number of measles/YF doses and the number of IPV and Penta3 doses might be different because of stock outs or other logistical challenges. In addition to these, for BCG, OPV0 and HepB, while all are recommended at birth, the ages at which they are administered can vary (BCG can be given up to children up to 1 year old, OPV0 can be given to children up to 4 weeks old, and HepB can be given within the first 24 hours of birth). A child also may not have received all vaccines recommended for administration at birth at the time of birth if they were born at home or at a health facility that did not have all of the vaccines in stock.

Question 10. What is the importance of completing the lot number column?

Answer 10.  There has been increasing emphasis placed on detecting, reporting, investigating and addressing Adverse Events Following Immunization (AEFI). As more injections are given and as parents express concerns regarding adverse effects, it is important to do everything possible to assure that vaccines are of high quality, to be able to recall any as needed by lot number and to be able to accurately identify any problem of quality. A lot number is also useful in the context of an investigation into VPD outbreak, where vaccine potency of a particular lot number may be a concern which may require those vaccinated with vaccines from this lot number be recalled. 

The DMO sits down with the health center staff. According to the monthly summary sheets, the center only has 83% vaccination coverage for DTP3, 57% for measles and IPV is trailing behind. The DMO asks how they might use additional resources to improve their coverage. The staff seem at a loss for an answer. The DMO tells them to bring out the annual plan and they review the indicators together.

The annual microplan outlines 2 vaccination sessions per month, one fixed (Sector A) and one outreach in the village called TV. Staff have held only 75% of the planned sessions due to training, illness of the vaccinators, holidays and a stock out. Staff have not completely filled out the problem analysis and categorization chart (see image below), stating it takes too much time and is not useful. The DMO asks why coverage in the village Savanna is so low. Staff give varying answers among them – Savanna is still 10 km from the outreach session in TV, the population is not as high as the 2505 used for the denominator and that when they showed up for the vaccination session, the villagers of Savanna, who are mostly migrants from Elysium, did not come.
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Question 11. What suggestions might the DMO make to increase coverage in this health facility?

Answer 11. 
· Schedule outreach immunization sessions in Savanna; check country policy to see max distance for planning outreach but it is often any village farther than 5 km or where there is an obstacle such as river, ravine etc.
· Increase % of planned sessions held. If unable to hold sessions according to the original plan, parents need to be informed ahead of time and make up sessions should be held
· The table should be completed to allow staff to target areas with low coverage or large numbers of unvaccinated children
· The high drop out in Sector A might signal poor quality of services. Additional investigation is merited; also true for TV and Savanna
· The fact that 2505 is the population for 5/6 villages indicates that the staff divided the total by 5. They should work with the DMO and local authorities to get better estimates of the target population. They can also do rapid convenience monitoring or Lot Quality Assurance Sampling (LQAS) to check if they are missing children in the village. The objective is always to vaccinate all eligible children.
· Staff should reach out to the population of Savanna to better understand their needs, reasons for not coming and to assure that those from Elysium feel included.
Before leaving, the DMO sits with Danielle and the nurse in the office to discuss their observations, possible solutions to problems, and next steps for the health facility plan. By now it is 8 pm and the DMO drops Danielle at her hotel.

PLEASE TAKE A 10 MINUTE BREAK TO STRETCH AND RELAX

NB, as the participants take a break, ensure set-up for the THIRD Health Facility demonstration. Materials and instructions follow:
· Vaccine carrier or some alternative model
· Foam for vaccine carrier (1) or none—mention the lack of it/what it means
· Ice packs (both frozen and conditioned)—take 1-2 out to condition. 
· Vaccines, at least 1 with VVM—sample of all of them
· Syringes, 1 prefilled with water
· Immunization register or logbook, turned to page with names
· Blank and filled immunization cards
· Due list, Defaulter Tracking bag or expandable wallet  (with cards)
· Safety boxes
· Case study photographs in color

Specifically the Third Health Facility site should be set up with one open vial of each vaccine placed on an ice pack on the table. Additional closed vials are in the closed cold box under the table. AD syringes in their sealed wrappers are stacked to one side in 3 piles. There is 1 pre-drawn syringe propped on the ice pack. A safety box is on the floor behind the chair, unassembled. There is no wall monitoring chart, but there is a Due list, defaulter tracking bag on the wall or a file on the table with counterfoils (vaccination card duplicates kept at the health facility). The ice packs are conditioned.

Third Health Facility (40 minutes, 5 questions)

The DMO and Danielle arrive in a third health facility.  The DMO provides Danielle with a session supervision checklist to use for monitoring the session.  He mentions that at this site he is particularly interested in looking at the questions he circled.  They are directed to an outreach post 4 kilometers from the facility where the nurse is administering vaccine to a waiting crowd. The outreach post is set up inside a vacant classroom of the school. 

Question 12. What are your observations of the set up?
 
Answer 12.
· Do not pre-draw syringes
· They need to assemble and use the safety box
· Wall chart should be up to date.
· Note condition of ice packs--should be either conditioned or “cool water packs” (depends on country policy)
· Vaccine carrier should not be placed in the sun. 
· Open multi-dose vials should be placed in the foam when not in use to keep them cool and away from the light (especially important for light-sensitive vaccines like measles and rubella vaccines).
Take a moment to explain the foam pad and its use in some countries. Some countries use pads to keep the vaccines in use readily available yet protected from light and heat.

The DMO asks the nurse assistant how many children are expected that day. The nurse assistant replies they have just begun vaccinating and are expecting 40 children for the various vaccinations as they are near a camp of illegal refugees. 

The DMO observes the nurse giving a Penta vaccine (DTP/HepB/Hib injection). 

See picture number 1 attached.
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Question 13. What potential problems can you identify from this picture?

Answer 13. 
Penta or DTP is usually given in the outer thigh, intramuscularly. This injection is in the buttocks. This is a problem because giving an intramuscular injection in the buttocks can cause nerve damage.  The proper administration of each vaccine can be found in the vaccine section of Immunization Essentials.

Also, the nurse’s fingers seem very close to the needle. If she uses her finger to guide the needle or touches it, it can cause contamination of the needle with subsequent risk of inflammation or infection and injury to the nurse. 

Used syringes are on the floor and not stored in a safety box. In fact there is no safety box visible. Finally, the child is not positioned correctly. The body part to be vaccinated should be immobilized while receiving the injection. In the photo, if the child pushes backwards, they could hurt themselves against the syringe and needle.
· DTP (Penta) intramuscular, outer thigh
· Injecting the vaccine in the buttocks can cause nerve damage
· Finger close to needle
· Touching can contaminate with risk of AEFI (especially local reactions, swelling, abscess etc)
· Risk injury to nurse
· Used syringes on floor
· Child not positioned or controlled
The DMO observes a mother bringing in a 6 month old child for vaccination.  The child receives Pentavalent, PCV and OPV, but the vaccinator then tells the mother to bring the child back the next week for the IPV vaccination. The DMO asks why.  The nurse explains that they don’t give Penta, PCV and IPV at the same time because parents were concerned about too many injections. 

Question 14. What are some potential problems/solutions you can think of? 

Answer 14.
· The health worker should be made aware that administering multiple injectable vaccines to a child during the same visit is safe.  Administration of two or three or more injectable vaccines during a single visit in other countries has not led to serious adverse events.  
· Parents/caregivers may have concerns about their child receiving three vaccines at one visit.  Health workers can address this by saying:
· Giving a child several vaccinations during the same visit allows your child to be immunized as soon as possible. Giving a child multiple vaccines at once allows them to be protected against multiple diseases during the most vulnerable early months of life.
·  In addition, giving multiple vaccinations at one time means fewer vaccination visits for parents and caregivers.
· There may be some local reactions such as redness or discoloration, soreness or increased discomfort. Health workers should acknowledge that children may experience slightly more pain or discomfort if more injections are given.  However, they should remind parents that having to return for additional vaccines forces the child to experience pain on two visits.
After the session, the DMO verifies his observations from the other health facilities concerning record keeping, missed opportunities and dropouts. As in the first health facility, as the nurse vaccinates, the child’s name is located in the health facility child immunization register and the vaccine administered is entered. The child register contains columns for child’s name, mother’s name and address as well as the vaccines administered.  The DMO observes the open page: [Note: dates are in day/month/year]

Question 15. Given that the date is 18 October 2014, what are your observations about the child register? What actions might the staff take currently to address any identified problem?
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Answer 15. 
FACILITATOR NOTE:   Focus only on 3 children, discuss the general highlights and invite participants to take the rest for homework and review with the facilitators guide. 

Direct the participants’ attention to specific children and ask for their observations.  Summarize any key issues based on general comments at the end. 
· #132—two missed opportunities for IPV1- First IPV could have been given when available on 3-May-2014 along with OPV2 as child was over 14 weeks of age. The second missed opportunity was at the 2nd visit on 5-Jun-2014. Worker did good job on making a note about previous vaccines. See FVC means a fully vaccinated child
· #133 – Appreciate that she provided IPV1 on time. Wrong year listed for BCG and OPV0. HepB0 was not provided. Missed opportunity for OPV2 and PCV3 (perhaps stockout?). Did not return for OPV3 and PCV3. What is plan for reminder/recall?
· #134—Child’s 1st visit to site, vaccinated elsewhere per mom but no card available.  As per schedule child was eligible but not receive measles vaccine on 29-Aug-2014 visit.   Good she gave IPV1 along with OPV1 which is as per recommendations after first contact at 14 weeks.   
· #135 –Looks like OPV1 not given on 16-Jul-2014—perhaps stock out or not able to bring OPV to session on that date?  
· #136 – Missed opportunity to provide PCV1 with Penta 1 or not recorded? Child not returned after 20-Jun-2014 and no note as to why—no note that reminder/recall done. 
· #137 – HepB0 was not provided. Provided Penta1, OPV1 and PCV1 at too young of an age. Child has not returned after 20-Jun-2014 and no note as to why—no note that child reminder/recall was done. 
· #138 – IPV and PCV2 not given during visit on 18-Sep-2014.  Different dates for OPV0 and BCG. 
· #139 – Use of the arrow is a poor recording practice. Child has not returned (dropped out) and no information or notes suggesting child reminder/recall.
· #140 – No DOB provided which makes difficult to assess record.  Different months written for Penta1 and then OPV1 and PCV1. Missed OPV3 and IPV1 opportunity on 29-Aug-2014.
· #141 – HepB0 was not provided. OPV1 was not given on 16-Jul-2014 (missed opportunity).  Looks like OPV vaccine was not available at session that day. A stock out is a possible cause. (See also 135 and 142 where no OPV given on that date). Did follow up with OPV1 on 15-Aug-2014; however, the child wasn’t vaccinated with IPV although he was eligible. Since then child lost to follow up and no note for reminder/recall.
· #142 – No OPV0 on 16-Jul-2014 (see also #135 and #141), possibly due to OPV not being available that day.  Note that if the child comes later after he is due for OPV1, no need to give OPV0 (countries usually only provide it in first 2 weeks after birth). Missed opportunity as PCV2 should have been given with Penta 2 and OPV2. Use of “ (ditto marks) is poor recording practice.
· #143 – Year not written on “13/7” doses which were likely given at hospital. Penta 1 not recorded, but OPV1, PCV1 and Penta2 recorded together. Child hasn’t returned for further vaccinations.
· #144 – Date of birth not readable. Missed opportunity BCG and OPV0, or they weren’t recorded.
· #145 – BCG, OPV0, Penta1, OPV, PCV1 not marked, but no explanation provided. IPV1 and PCV2 not provided on 18-Sep-14. No PCV2 as not available at session

General discussion to be highlighted   
· Before drawing any conclusions, talk with health worker and use as a training opportunity.  Provide both positive and corrective feedback. Check on national level policies before providing feedback to the health worker.  
· Ensure reminder/recall or defaulter tracking activities are a priority! 
· IPV was introduced in many countries in 2015 and will be introduced in more in 2016 and 2017.  The WHO recommendation is that the minimum age for IPV is 14 weeks. All children should receive one dose of the IPV at the first immunization contact at or after 14 weeks of age. For children starting the Penta and OPV schedule ≥14 weeks of age, IPV1 dose should be administered at that first visit.
· Children not born in the hospital will often get BCG at the first EPI visit.  
· .  HepB 0 dose is given usually within 24 hours of birth. It is often given only at hospital.
· OPV appears to have not been available at the 16-Jul-2014 visit.  This could be due to poor session management or a larger stock out.  This is a reason to ensure that OPV, PCV, and Penta are not all recorded together in 1 column. Need to ensure follow-up of any children who were missed. 
· No children above 1 are included for boosters though the program has a recommendation to provide DPT and OPV boosters for children >1 year of age
Question 16.  Since the child register lists should include all children in the area and the vaccinations they have had, how can the child register be used to reduce left out and dropout children and ensure that kids return for needed vaccines? What kind of reminders could be used?

Answer 16. 
· Using the child register, health workers will know when a child should return for their next vaccination. If the facility does not have a tickler chart system, the register is used to prepare the due list. Community members can use the due list to remind parents of upcoming vaccinations or to find parents who did not bring their child on time to remind them for the next session.
· It doesn’t really help with left out as these children are not in the register. Consider other approaches. For example, do a high percentage of women come to antenatal care? ANC registers can be used to identify expected births and follow them up
· Working with community health volunteers to report new births to the HF, which could then be included in the register.
  
Potential reminders include: 
· Writing appointments on the child’s card if there is space
· Giving return dates on a piece of paper
· Working with community health workers or others to remind mothers in the area when their child should return
· Using the child register to identify a defaulter child and then initiate community defaulter tracing or recall system.
· Phone call or text message 

If dropout remains high, i.e., >10%, then other interventions are warranted. Examples include due lists or tickler systems discussed in the lectures.
· Child Register is key to an active reminder and recall system or defaulter tracing.  


Fourth health center (35 minutes, 5 questions) 

In the afternoon, the DMO and Danielle meet a nurse who is very busy with curative consultations. The nurse tells the DMO the facility is better supplied than the facility in the border town in Country Nextdoor. Many Nextdoorians come for vaccinations and, due to civil strife, many camps of Nextdoorians have appeared in this facility’s area.

The nurse produces a map of the facility’s catchment area with Penta 3 coverage by neighborhood.  (Facilitator should review map content with participants)

N
























The nurse states that their coverage is 103% for Penta3 and they keep running out of vaccines despite having done an excellent annual plan. 

Question 17. Immigrants, ethnic minorities and the rural poor are often the groups at greatest risk of under-vaccination. How can a health facility identify high risk groups?

Answer 17. The maximum amount of information should be sought about these groups from key informants, focus groups, mothers at curative visits / hospitals to identify the best approach. Members of the identified groups are often the best indicated for informing and mobilizing the groups. Health staff will make extra efforts to adjust hours and places for offering immunization services (e.g., evening hours for children of working mothers, outreach, community based workers) and conduct special outreach and social promotion activities.

· Go into the community to assess situation using 
· key informant, religious and traditional leaders
· focus groups
· Surveillance – who has continued to get VPD?
· Identify best approach to reach population, ideally involving the community

The DMO looks at the annual plans for the past 5 years and notes that the target population has increased by 3.5% per year (the national figure for annual population growth). He asks the nurse how the population of Nextdoorians is taken into account in the plan. The nurse says they are not. The population figure is given from higher level authorities, and the facility’s plans based on that. 

Question 18. What problems and potential solution does this present? 

Answer 18. Refugees, the internally displaced and nomads are often considered “somebody else’s problem” even when they have remained in the same area for extended periods and are not receiving support from NGOs. 
	Problems: 
· coming from areas of conflict, they are more likely to be unvaccinated
· may have left with few personal possessions and have no jobs/land in new area
· Often the source of new outbreaks of polio, VDPV, measles and other VPD
· Since not included in health centers and district plans, the amount of vaccine programmed may be less than needed
· Those who do get vaccinated inflate the numerator while the denominator remains the same, potentially masking low coverage even among traditional residents of the area
	Solutions:
· With District and higher authorities, adjust vaccines requirement. 
· If the population remains for an extended period, denominators should be adjusted
· With newly arrived populations, assess the vaccination status of young children. With permission of higher authorities, catch up activities for vaccination can be planned, including catch-up activities for 12 – 59 month olds

Time is getting short, but the concern of inflated numerators masking low coverage remains, so the DMO and Danielle decide to conduct a rapid assessment and visit households in 2 areas with a structured questionnaire. 

Question 19. How do you decide what households to include in your rapid assessment?

Answer 19. It should be remembered this technique is not a real survey, but rather a rapid way of identifying problems or confirming suppositions. The population assessed should be that which is thought to be at high risk of low vaccination coverage. For example, they might be far from the health facility, ethnic minorities, geographically hard to reach, or any other reasons. All efforts should be made to identify and survey those populations while remembering this is a convenience assessment which does not represent the entire catchment area.

· Provides valuable but not representative information
· Not a real survey, rather a quick assessment
· Convenience sample
· Selection of area depends on local context and how information will be used
· Households with children
· Markets if children present
· Does not matter
· Interpretation of results
· Houses close to health facilities may be better served; must extrapolate for households that are farther
· Not an actual coverage figure

The DMO goes north and knocks on doors until he has talked to mothers of 20 households with children <1 year of age. Danielle and one of the nurse’s assistants do the same in an area south of the facility. They complete the form the national level just sent. 


Date : -------/---------/---------- Name of monitor : -----------------------------------------------------------Children 4-11 months old

               	    			Rapid Convenience Monitoring, Routine EPI
Region : --------------------------------------------------------------------   	
District : ……………………………. Health Center : -----------------------------        Area/Village : ------------------------------------------
In the same area, visit 10 households.     Begin a new form when you change areas.     1 = yes  0 = no
	Household number
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Comment 

	A
	How did you select the area ? High coverage (H), Disadvantaged population (D), Far from health center (F), Other (O)
	
	

	B
	Does the person interviewed know the names of the vaccines ? 
	
	
	
	
	
	
	
	
	
	
	

	
	Mark spontaneous only 
	
	
	
	
	
	
	
	
	
	
	

	
	· BCG
	
	
	
	
	
	
	
	
	
	
	

	
	· Penta or DTP_HepB_Hib
	
	
	
	
	
	
	
	
	
	
	

	
	· OPV
	
	
	
	
	
	
	
	
	
	
	

	
	· PCV
	
	
	
	
	
	
	
	
	
	
	

	
	IPV
	
	
	
	
	
	
	
	
	
	
	

	
	· Measles
	
	
	
	
	
	
	
	
	
	
	

	C
	#of  children 0-11m in the household including visitors and newborns 
	
	
	
	
	
	
	
	
	
	
	

	The next questions are about the oldest child 0 – 11 m LIVING in the house 
	
	
	
	
	
	
	
	
	
	
	

	D
	What is the age of the child in months ?
	
	
	
	
	
	
	
	
	
	
	

	E
	Does the person interviewed think that the child is up to date ? 
	
	
	
	
	
	
	
	
	
	
	

	F
	Vaccination (Copy date if the child has a vaccination card, Check √ if verbal history) 
	BCG 
	
	
	
	
	
	
	
	
	
	
	

	
	
	OPV0
	
	
	
	
	
	
	
	
	
	
	

	
	
	OPV 1
	
	
	
	
	
	
	
	
	
	
	

	
	
	Penta 1
	
	
	
	
	
	
	
	
	
	
	

	
	
	PCV-1 
	
	
	
	
	
	
	
	
	
	
	

	
	
	OPV 2
	
	
	
	
	
	
	
	
	
	
	

	
	
	Penta 2
	
	
	
	
	
	
	
	
	
	
	

	
	
	PCV13 2
	
	
	
	
	
	
	
	
	
	
	

	
	
	OPV 3
	
	
	
	
	
	
	
	
	
	
	

	
	
	Penta 3 
	
	
	
	
	
	
	
	
	
	
	

	
	
	PCV13-3
	
	
	
	
	
	
	
	
	
	
	

	
	
	IPV1
	
	
	
	
	
	
	
	
	
	
	

	
	
	Measles
	
	
	
	
	
	
	
	
	
	
	

	G
	If the child is not up to date, what reasons does the parent give? 
	1 – Lack of time
	 
	
	
	
	 
	 
	 
	 
	 
	 
	 

	
	
	3 – Refusal
	 
	
	
	
	 
	 
	 
	 
	 
	 
	 

	
	
	5 – Vaccine absent
	 
	
	
	
	 
	 
	 
	 
	 
	 
	 

	
	
	6 – Fever after previous vaccine 
	 
	
	
	
	 
	 
	 
	 
	 
	 
	 

	
	
	7 - Other (specify)
	 
	
	
	
	 
	 
	 
	 
	 
	 
	 

	H
	For those who refuse vaccination, what are their reasons?
	1 – Religious beliefs
	 
	
	
	
	 
	 
	 
	 
	 
	 
	 

	
	
	2 – Child sick
	 
	
	
	
	 
	 
	 
	 
	 
	 
	 

	
	
	4 – Vaccines are dangerous
	 
	
	
	
	 
	 
	 
	 
	 
	 
	 

	
	
	6 - Other (specify)
	 
	
	
	
	 
	 
	 
	 
	 
	 
	 

	
	In relation to the pregnancy of this child

	I
	Did the mother receive TT vaccination? Mark dates if there is card, Check √ if verbal
	TT
	
	
	
	
	
	
	
	
	
	
	

	
	
	TT
	
	
	
	
	
	
	
	
	
	
	

	J
	For previous pregnancies ? 
	How many total doses of TT?
	
	
	
	
	
	
	
	
	
	
	

	K
	In the opinion ofe interviewer, was this birth protected?
	1=yes, 2=no
	
	
	
	
	
	
	
	
	
	
	

	L
	Is this area poorly vaccinated (see below)?
	 
 
	 

	M
	Is area poorly vaccinated for pregnant women (≥3 births unprotected)?
	
	



*Protected birth: child born to a mother who received at least 2 doses of TT with the most recent within 12 months of the birth or a woman who has received 5 doses of TT/DTP in her lifetime per the norms

Follow-up action to take with the health center:
1. If 0 – 1 child/10 households is not up to date, give them appointments at the health center and remember to congratulate the health center staff 
2. If in 10 households, 2 children are not up to date, visit an additional 5 households. If in the 15 households, 3 or more children are not up to date 
a. And the area is far from the facility, program additional vaccination sessions to catch the area up and consider adding an outreach site. 
b. And the area is nearby, organize a catch-up immunization session with the community. 
3. If it is found that many parents do not know the vaccinations (question B) , plan educational sessions in the area	
           	


NB: The primary purpose of this monitoring is to assure that all children are vaccinated. Once the monitoring is completed in the household, take the opportunity to verify that all other children are vaccinated and take appropriate action for any unvaccinated child. 

In total they interviewed 43 mothers (some houses had more than one eligible mother) who have 48 children <1 year of age. They calculated the number of kids vaccinated: 

	
	
	Number vaccinated for:
	

	Age in months
	Number children <1 year of age  surveyed 
	Penta1
	Penta3
	OPV3
	IPV1
	Measles

	0 – 3.4 months
	3
	3
	1
	1
	0
	NA

	3.5 m – 11m
	45
	36
	24
	27
	11
	10

	Total
	48
	39
	25
	28
	11
	10



Of the 43 women, 
· 15 knew the traditional vaccines, including 5 who specifically mentioned they had heard about a new polio vaccine.  
· 20 mothers stated their child was not vaccinated the last time they went to the facility;
· 5 because of no vaccine available,
· 10 because the worker said the child was too sick to vaccinate, and 
· 5 because the facility was closed although it was a morning during a regular weekday. 
· 20 mothers stated their children had been vaccinated but they had to wait 1-2 hours
· Almost all were angry with the treatment by the health worker
· 10 were told when to return for the next vaccination
· 15 were concerned about the safety and pain of their child when receiving multiple injections during a single visit 
· 11 did not understand why they were receiving two types of polio vaccine
· 8 had been told their child could not receive IPV because the vaccinator did not have any 

Question 20. Does the number of unvaccinated for Penta 3 for children 3.5 months of age meet the definition for action? Should Penta3 – Penta1 dropout for these children be a concern?

Answer 20. Divide the group into pairs and assign one calculation to each pair:
· Penta3 (DTP3) coverage – 24/45*100 = 53% of 3.5 – 11 month olds (0 – 3.4 month olds are not old enough to receive Penta3)
· Penta1 (DTP1) – Penta3 (DTP3) Dropout = (36 – 24) / 36 * 100 = 33% 
Question 21. Per the instructions on the form, what actions should be taken?

Answer 21. If the area is far from the facility, program additional vaccination sessions to catch the area up and consider adding an outreach site.  If the area is nearby the facility, organize a catch-up immunization session with the community.  Plan educational sessions in the area.	

· 



E. Final Discussion and Activity (20 minutes, 3 questions)

Question 22. What 5 things has Danielle found during her supervision that should be included in her final report? 

Answer 22. Brainstorm answers and solutions with the group.  During the discussion highlight how feedback should be provided (manageable numbers of recommendations, being diplomatic, etc.).  Remind participants to also point out positive findings (e.g., mapping, conducting outreach sessions).     

From 4 health facilities:
· Importance of supervision and on-the-job training
· Introduction of new vaccines—IPV
· Vaccine management, especially possible vaccine stock outs
· Denominators
· Monitoring coverage
· Planning for high risk populations
· Cold chain
· Injection safety

Question 23. None of the health facilities Danielle visited had any tOPV. What should she and the DMO have done if they had found tOPV and bOPV?

Answer 23. All of the tOPV should be removed from the cold chain and placed in a container or bag clearly marked “Do not use. tOPV for destruction.” The health facility staff should be asked if they have administered any tOPV since April 2016 as well as why tOPV had not been previously removed. The DMO should report the finding to the EPI program and should verify that all other facilities in his district have withdrawn all tOPV from the cold chain. The tOPV should be inactivated by autoclaving, boiling, chemical inactivated (bleach), encapsulation, or high temperature incineration and then disposed of through transportation to a waste facility or burial. Now that the world has switched from tOPV to bOPV, use of tOPV after the switch could cause new cVDPV2 outbreaks, so any tOPV found should be destroyed. Any bOPV can be left as is and should be used in future immunization sessions. 

· tOPV removed from the cold chain 
· tOPV placed in container or bag clearly marked “Do not use. tOPV for destruction”
· Health facility staff asked about administration of tOPV since April 2016
· DMO reports tOPV to the EPI program
· DMO verifies that all other facilities in the district have withdrawn tOPV from cold chain
· tOPV inactivated and disposed of
· bOPV can be used in future immunization sessions


Question 24. How should Danielle verbally debrief findings from the STOP assignment with DMO?

Answer 24. Form smaller groups of 3-4 people and role play debriefing with the DMO.  Select one group to perform in front of full group and discuss the methods used to debrief the DMO.  If time allows, you can conduct two role playing scenarios then.  Suggested scenarios that can be performed:

Scenario 1: Danielle will be very critical and the DMO will be diplomatic 
Scenario 2: Danielle will be polite and diplomatic and the DMO will be aggressive and hostile.

As mentioned above:
· Diplomacy is key
· Consultant does not have all the answers
· DMO is your supervisor
· STOP role to assist
· Use questions to clarify issues rather than stating an opinion
· NEVER correct the DMO or counterpart in front of staff or public
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