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SUMMARY OF TERMINAL EVALUATION

1. Outline of the Project

Country: The Islamic Republic of Pakistan Project title: The EPI/Polio Control Project

Issue/ Sector: Health-Medicine Cooperation Scheme: Technical Cooperation

Division in charge: Health Division 4, Health | Total Cost: (As of May 2011) 384 million yen

Group 2, Human Development Department

Period of 7/September /2006~ Partner Country's Implementing Organization:

Cooperation | 6/September /2011 -Federal EPI of National Institute of Health (NIH)

-Quality Control Laboratory (QCL) of NIH

-Directorate General Health Service of Government (DGHS)
of Khyber Pakhtunkhwa (KPK)

-Executive District Office-Health (EDO-H) in four districts;
Swat, Shangla, Buner and Haripur

- EPI cell-Provinces (Punjab, Balochistan, Sindh)

Period of Cooperation: 5 years

Supporting Organization:

- National Center for Global Health and Medicine: NCGM
-The Research Foundation for Microbial Diseases of Osaka
University (BIKEN)

1-1 Background of the Project

Pakistan is one of the countries with the highest child mortality rate, such as under 5 mortality rate is
101 per 1,000 live births, infant mortality rate is 80 per 1,000 live births. Immunization coverage is not
optimal with polio being 65%, measles 67% and BCG 80% and many donors such as GAVI, WHO and
UNICEF have supported Expanded Programme on Immunization (EPI) with certain amount of inputs.
Japanese Government had also provided polio vaccine through grant aid scheme since 1996. JICA also had
dispatched long-term and short-term experts, provided equipment and offered the trainings in Japan. Based
on above cooperation and the request from Pakistan government, the EPI/Polio Control Project in Pakistan
(hereinafter referred to as ‘the Project’) has been launched in September 2006 to last for five years until
September 2011, in order to increase the number of the children under the age of two who are vaccinated
in the target districts within the province of Khyber Pakhtunkhwa (KPK), namely Swat, Buner, Shangla
and Haripur. The counter- parts of the Project are Ministry of Health (Federal) and KPK Province’s health
office. Outputs of this Project are as follows, 1.”EPI services are properly provided in the target districts.”
and 2.”Parents ensure their children to be vaccinated in the target districts.” for districts of Swat, Buner,
Shangla and Haripur, 3.” Quality control capacity of QCL (Quality Control Laboratory)/NIH is enhanced.”
for Quality Control Laboratory of National Institute of Health, 4.” Federal and Provincial routine EPI
system is strengthened.” for federal and provincial EPI cells. The chief adviser and project coordinator as
long-term experts and short-term experts of vaccine logistics, QCL capacity strengthening and EPI support
have been dispatched. EPI related equipment is also provided. The Advisory Study Mission was dispatched
in October, 2008 and the Mid-term review was conducted in October, 2009. The Terminal Evaluation Team
was dispatched in April 2011, to confirm the achievement of the Project, to draw the lessons for the Project’s
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activities and related activities, and to collect essential information for the future plan of a project.

1-2 Project Overview
(1) Overall Goal

Morbidity due to EPI-targeted vaccine-preventable diseases is reduced in the target districts.

(2) Project Purpose

Children under the age of two are vaccinated in the target districts.

(3) Output

1) EPI services are properly provided in the target districts.

2) Parents ensure their children to be vaccinated in the target districts.
3) Quality control capacity of QCL/NIH is enhanced.
4) Federal and Provincial routine EPI system is strengthened.

(4) Input (at the point of Terminal Evalutaion )

Japanese side:
Long-term Experts
(Chief Advisor, EPI
Support etc.)

Short-term Experts
(Vaccine Logistics, Vaccine
Quality Control etc.)

Trainings in Japan
(Vaccine Quality Control
etc.)

Pakistan’s side:

Counterparts

4 persons Equipment Provision 46 items: Cold chain equipment
(refrigerators, freezers, temperature
monitor), QCL equipment etc.
(40,340,908Pak Rs, 40 million JPY)

9 persons Costs necessary for the  62.8 million JPY

implementation of the  (Local Consultant, Training
Project Expense)
15 persons
40 persons Local Cost (for whole 16.2 million Pak Rs
Project period) 16.2 million JPY

Others: Project Office was provided and the cost of electricity and water supply was paid by Pakistan side.

2. Evaluation Team

Members of

Dr. Mitsuo ISONO

Senior Advisor, Human Development
Department, JICA

Leader
Evaluation
Team EPI/Polio
Control

Dr. Masahiko HACHIYA

Head, Infectious Disease Control Group
Department of International Medical
Cooperation, Japan

National Center for Global Health and
Medicine

X1v




Cooperation | Mr. Tsunenori AOKI Deputy Director,
Planning Health Division 4, Health Group 2
Human Development Department, JICA

Evaluation Ms. Yuko AOKI Consultant, Overseas Department,
Analysis Kokusai Kogyo Co., Ltd.
Period of 17/April/2011- 1/May/2011 Type of Evaluation: Terminal Evaluation

Evaluation

3. Results of Evaluation

3-1 Project Performance
- Inputs and Outputs
(1) Output 1: EPI services are properly provided in the target districts.

Output 1 is being partially achieved as the indicators for Qutput 1 shown below have been achieved
in Haripur.

Indicator 1 “More than 80% of LHWSs, EPI technicians and medical doctors are trained on EPI service
provision” was achieved, as 100% of LHW (731 persons) finished the training course of LHW routine EPI
involvement, 99% of EPI technicians (55 persons) and 100% of MO (Medical Officer) in charge of health
facility (38 persons) have also completed their training courses in Haripur.

As for Indicator 2 “The number of immunizations administered by LHWs is increased.” the number of
immunization administered by LHW has been increased from 2009 in Haripur. Cases of immunization for
measles were increased from 9 to 722 in 2009 to 2010, 0 to 38 for BCG, 25 to 1698 for polio, 25 to 1698 for
pentavalent, and 23 to 2349 for tetanus toxoid.

For Indicator 3 “The number of EPI centers having functional refrigerator is increased”, 27 refrigerators
for vaccines are going to be provided to EPI centers in Haripur for storage of vaccines for LHW and EPI
technicians. The number of EPI centers having functional refrigerator will increase from 32 to 59.

As for Indicator 4 “Out Reach Plan is formulated and implemented at First-level Care Facility (FLCF)
level”, according to the situation survey of Haripur, 46% of the EPI technicians had not planned and
implemented the outreach plan before the Project. Since the Project has supported the monthly meeting of
EPI technician, Out Reach Plan is re-formulated and strengthened implementation.

It could not be judged in other three districts (Buner, Shangla and Swat) due to suspension of the Project

activities.

(2) Output 2: Parents ensure their children to be vaccinated in the target districts.

It is difficult to evaluate Qutput 2 as the Project activities have not been conducted.

Indicators for Output 2, 1.:“The number of religious and community leaders, policy makers, parents,
caretakers of children, maleks, etc. who have participated in social mobilization activities in this project is
increased.” 2: ” The percentage of parents/caretakers of children under one year who recognize that routine
immunization course protects children under one year from 8 dangerous diseases, availing the services to
complete the course in a timely.” and 3: “The percentage of parents/caretakers of children under one year
who accept that routine immunization is essential in addition to Polio drops during NIDs /SNIDs (Polio
campaign)” have not been achieved as the Project activities have not been conducted due to security reasons

KAP(Knowledge, Attitude and Practice) survey was conducted in Swat, Shangla and Buner in the first half

of the project period. Thereafter, the Project has not conducted the activities at this moment. A seminar for
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88 members including teachers, community leaders and NGO staff, was held in Haripur in July 2009. Since
then, no activity was conducted until now.
As seen above, it’s difficult to measure the achievement by the indicators as the Project Activities have

been interrupted in an early stage.

(3) Output 3: Quality control capacity of QCL/NIH is enhanced.

Output 3 is mostly achieved as Indicators shown below have been achieved.

In order to enhance quality control by QCL, the training of ‘Quality Control Testing Method’ and ‘Trend
Analysis’ by short-term experts and the training in Japan of ‘Vaccine Quality Control Technology’ were
conducted.

The indicator 1 “The number of trained QCL staff is increased.” has been achieved, as 7 QCL staff and 2
QA (Quality Assurance) staff participated in the training conducted by short-term experts and among them,
3 staff members participated in the counterpart training in Japan.

Indicator 2 “The knowledge and skill level of QCL staff is increased according to the set criteria, including
GMP.” has also been achieved. According to the Japanese expert, the capacity of trained staff in terms of
knowledge and skill has been improved through the above mentioned trainings.

Indicator 3 “Procured equipment of the QCL is properly utilized and maintained.” has been achieved, as
it was confirmed that almost of all the provided equipment are used and well maintained by the terminal

evaluation team.

(4) Output 4: Federal and Provincial routine EPI system is strengthened.

It is difficult to judge Output 4 at the time of terminal evaluation.

Indicators for Output 4 are 1:” Stock-out days of vaccines and maximum interval of vaccine receipt at
provincial and district vaccine storage is reduced.” 2:” The number of training monitoring and evaluation
is increased.” 3.:“The quality of routine EPI data is improved.” and 4:”” The number of monitoring by
provincial EPI Cell and Provincial National Program is increased.”

Since the training course was completed in February, 2011 in all districts of 4 provinces for indicator 1, and
the training of EPI data management has just been completed in March, 2011 for indicator 2, 3 and 4.

To evaluate these training courses, it is necessary to standardize the data format for EPI. However,
currently the Project activities are at the stage of integration of the monitoring/evaluation format in KPK

only and have not started in other 3 provinces.

-Project Purpose

The Project purpose was achieved in Haripur as three indicators shown below have been achieved,
but not in Swat, Shangla, and Buner for interruption of the Project Activities.

Indicator 1:” The number of immunized children with measles or pentavalent vaccine under one year-old is
increased.” has been achieved, as the number of immunized children with measles and pentavalent vaccine
under one year-old increased in the last five years in Haripur. The Project contributed to this progress
mainly by introducing LHWSs’ involvement in EPI service from 2009. The number of vaccination increasing
started earlier than the Project (from 2008) in Haripur, it can be judged that this improvement was mainly
contributed by the efforts of district government.

Indicator 2: “Reported routine EPI coverage (DPT/Pentavalent) increased” has been achieved for five
years in Haripur. The degree of increase in Haripur appears greater than those of other districts in KPK, but
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interpretation of this figure should be made very carefully as the coverage (immunized population/target
population) in Haripur showed over 100% The reason of this can be suspected that the population data for
coverage calculation may be lower than actual number as is based on the census in 1998.

Indicator 3 “Drop-out rate of Pentavalent [(Penta 1-Penta 3)/ Penta 1] is reduced” has been achieved in
Haripur as drop-out rate is tending to decrease from 2008, it dropped from 851 cases into 419 cases from
2009 to 2010.

- Prospect of Overall Goal
The achievement of the overall goal cannot be verified at the point of the Terminal Evaluation.
Indicator 1: “Polio free is maintained” was difficult to be judged. Polio cases were reported in Swat and
Shangla, but not in Haripur and Buner in the last five years. The Project’s contribution to polio control
seems to be limited, and repeated polio immunization campaigns play a major role in controlling polio.
Indicator 2: “The incidence of measles is reduced.” was also difficult to be judged. Measles incidence
was not reduced. The surveillance data shows the incidence peaked in 2007 and incidence in other years
were relatively low. Considering the epidemiology of disease, unstable values may result in reflect natural
fluctuation rather than project effect.
Indicator 3: “The incidence of NT is reduced.” was also difficult to be judged. Neonatal tetanus did not
decrease in incidence. The effect of the Project activities cannot be measured because of the short duration

of observation period, difficult clinical diagnosis, and low incidence.

3-2 Summary of Evaluation Results
(1) Relevance

The relevance of the Project is high, considering the importance of EPI/Polio control in global trend and
in Pakistan, consistency of the development plan of government of Pakistan and the assistance policy of
government of Japan. Moreover, Japan has the advantage in EPI field

Protect against infectious diseases is the priority subject in millennium development goal and Pakistan’s
strategy of poverty reduction. In a budget document of Ministry of Health, PC-1(2009-10- 2013-14), EPI-
routine activities are included. The Project also follows other health policies and strategies, National Health
Strategy, National EPI Policy and National Emergency Action Plan for Polio eradication (NEAP) 2011.
LHW is obliged to do EPI service under the current EPI policy.

There is consistency with Japanese ODA policy in priority subjects of health and population. EPI service
delivery itself is the basic health service and the Project’s plan of training for LHW and EPI technicians to
contributes to universal access of EPI service to communities.

As JICA has experiences of technical support on EPI field, by dispatching short-term experts in Pakistan
and by EPI projects in China and other countries, those experiences can be utilized in practical support for

EPI service.

(2) Effectiveness
Effectiveness of the Project is can be judged as generally high. Effectiveness of each Output for the
Project purpose “Children under the age of two are vaccinated in the target districts.” is as follows.
Regarding Output 1: “EPI services are properly provided in the target districts.”, effectiveness can be
observed in Haripur. Output 1 is contributing to the Project Purposes, through involvement of LHW and
strengthening of recording and reporting system of EPI, the Project activities turned out the significant
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increase of vaccination especially by LHWSs and coverage of immunization.

Output 2:”Parents ensure their children to be vaccinated in the target districts.”, effectiveness cannot be
observed as the Activities were not conducted.

Output 3:”Quality control capacity of QCL/NIH is enhanced.”, effectiveness can be observed indirectly. As
results of comprehensive technical training was conducted to strengthen the skills of QCL staff, provision of
equipment including instruction of its maintenance, and monitoring QCL, quality of the vaccines for EPI has
been secured.

Output 4: “Federal and Provincial routine EPI system is strengthened.”, it’s difficult to judge the
effectiveness as the activities for Output 4 have been in the middle of implementation. At this moment,
there were no effects observed by these activities. However, considering response from trainees and
relevant parties, calculating accurate number of immunization and stable supply of vaccines by EPI data
management can be expected. Thus, effectiveness can be expected if all the activities are completed at the
time of termination of the Project.

(3) Efficiency

Efficiency can be judged as middle level.

As Training courses for LHW for Output 1:“EPI services are properly provided in the target districts”
have not been implemented as planned in three target districts due to security reasons, the efficiency was
rather low. All the equipment provided towards those districts is unable to monitor its use at the time of the
Terminal Evaluation.

The Activities of Output 2:“Parents ensure their children to be vaccinated in the target districts”, such as
promoting the understanding of immunization for religious leaders, have been interrupted due to security
reasons in three target districts. And there were no such activities conducted in Haripur as it was judged low
priority by Japanese experts. The efficiency of the Output 2 should be considered as low in this regard.

Regarding Output 3:“the strengthening of QCL”, the experts and equipment were inputted as scheduled
and related activities were implemented along with the plan. As a result, indicators have been already
achieved at the time of terminal evaluation. Thus, the efficiency of the output 3 is high.

Activities for Output 4:“Federal and Provincial routine EPI system is strengthened.” target four provinces.
As Japanese experts and even project local staff are not able to access some area in those provinces due to
security reasons, counterparts need to travel to Islamabad. Activities were conducted after getting consensus
among the relevant parties and were conducted smoothly and appropriately. However, not all of planned

activities have been completed at this moment therefore it is too early to judge its efficiency.

(4) Impact

It is difficult to determine the possibility of the achievement of the Overall Goal at this moment.

In terms of positive impact, a mechanism for EPI service delivery including reporting system which was
developed in Haripur has been highly evaluated and the performance of LHW in Haripur is recognized as
a good practice by stakeholders. It is expected that the National Programme will contain these systems to
introduce them to other districts.

Judging from interview survey by the terminal evaluation team, it was found that LHW became confident
and well-motivated after the EPI services training. Thus, it is expected that their routine activities will be
well motivated and resulting in providing better health care services to communities.

No negative impact was observed.
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(5) Sustainability
It is judged that the sustainability of the Project is expected in certain level.
Political Sustainability of Project Effects: One of the Project Activities, LHW’s involvement in EPI service

provision was cited in Mid-Term Development Framework 2005-2010 and National EPI Program. The
LHW activities related EPI service delivery will be cited in a new National EPI Policy which is drafted now.
Institutional Sustainability of Project Effects: The Federal and Provincial EPI cells have already
strengthened their capacity with adequate number of staff members for EPI service delivery. It is expected
that these institutions will be able to sustain current capacity after the devolution. Through the various
training courses implemented by the Project, counterparts acquired knowledge and skill. However,
those trainings have been conducted only by the Japanese side and the Pakistan side has not been fully
involved. This is due to the lack of adequate human resources in Pakistan side, especially at provincial
levels. Considering this situation, the Project aimed to institutionalize the reporting to obtain technical
sustainability. In future, to obtain the institutional sustainability, a planning and management for proper
human resources allocation will be expected on EPI cells of the federal and provincial levels.
Technical Sustainability of Project Effects: Regarding the output 1:”EPI services are properly provided
in the target districts.” in Haripur, the routine EPI service delivery system through EPI technician and
LHW have been observed well developed. And the KPK Provincial EPI cell has acquired sustainability to
maintain this mechanism technically. For the output 3:”strengthening of QCL”, technical sustainability of
the QCL is high as through the Project, all the staff members have obtained knowledge and skill to deal with
the equipment related to QCL. Regarding the output 4 :”’strengthening of routine EPI system in Federal and
Provincial EPI cells”, to obtain the technical sustainability, the Project team will still have to be worked on
as remaining tasks.

Financial Sustainability of Project Effects: The main implementation body of EPI service provision

will be Provincial Government after the devolution (from federal to province), each Province EPI cell is
currently reviewing its PC-1 for the next fiscal year (starts from June, 2011). It is expected that proper
service provision would be made as planned though, the Federal and Provincial EPI cells still rely on donors
for operational costs. There were interruptions of trainings or delay of salary payments due to problems
regarding contracts with donors. Thus, the Federal and Provincial EPI cells will have to continue their
efforts to secure the budget.

As for QCL, the financial sustainability is high, as the budget is allocated according to the national

component of PC1.

3-3 Factors promoting better sustainability and impact
(1) Factors concerning to Planning
None could be observed.

(2) Factors concerning to the Implementation Process

The Japanese Experts have been attending those regular meetings with counterparts or other organizations
to exude their presence and to share the information about the Project, and to collect the necessary
information on EPI. Some of the meetings were essential for smooth implementation of the Project.
Especially, at the EPI review meeting in September. 2009, the chief adviser share the information on
the concept of vaccine logistics Management and EPI data management, as a result, the concept was

recognized as a practical mechanism by relevant parties. Soon after that, the component of Vaccine Logistics
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Management was included in PC-1 (Federal) at the time of its revision.

3-4 Factors inhibiting better sustainability and impact
(1) Factors concerning to Planning

The Activities of Output 2” Parents ensure their children to be vaccinated in the target districts.”, such as
for religious leaders to promote understandings of EPI towards parents in target districts have not been done.
Which was judged by the Japanese Experts as the priority of these activities was not high in the targeted
district. This might indicate that there was mismatch between the project design and actual situation in
Pakistan. Thus, those activities should have been modified through revision of PDM at the certain point of

time after the midterm review.

(2) Factors concerning to the Implementation Process

While Japanese experts have been communicating with counterparts and other related institutions by

attending those conferences above, some concerning factors can be observed as follows.

1) Non-existence of oversight on the Project: a function to oversee whole activities was not formulated by
the Project even though the counterparts are varied according to the activity of the Project.

2) Less communication among counterparts: Especially with EPI and National Program of federal and
province levels, a communication channel was not well organized.

3) Since the bombing of the madrassa in KPK in October 2006, security problems such as suicide
bombing have become widespread and serious. Also, the activities related to health and education has
been restricted due to deterioration of security conditions, and Japanese experts were not able to work
in the project sites since May 2007. Furthermore, Japanese experts could not visit even Peshawar and
started to send national staff of the Project to the project sites for implementing the project activities
and invited the counterparts to Islamabad for meetings. The Project had newly employed medical
doctors as national staff to re-start and promote the activities in three target districts. However, the
grave security condition did not allow them to do so fully. Responding the above situation, in October
2008, Advisory Study Mission was dispatched to Pakistan to review the activities and progress of the
Project. The Advisory Study Mission selected Haripur as new target area among the candidate districts.
The addition of new target district to the Project was approved in second JCC in April 2009. Since
dispatching the Advisory Study Mission, security condition has not improved and the activities in
three target districts have remained suspended. The project activities in Haripur, however, have been
implemented until now. And the training on EPI Data Management has been newly conducted targeting
KPK after the Mid-term review. Furthermore, on July and August 2010, Pakistan suffered extensive
damages from floods. And some of the Training courses of the Project had to be suspended for three
months, as there was no other choice.

3-5 Conclusion

The Project Purpose has been achieved in Haripur From the view of evaluation of five criteria, relevance
is high, effectiveness is also almost high, and efficiency is moderately high. As for impact, “Prospect for
the achievement of the Overall Goal” cannot be confirmed at the moment. Although EPI service provision
mechanism including reporting system and LHW’s performance in Haripur were not implemented in other
pilot areas including Swat because of security issues, output 1 “EPI services are properly provided in the
target districts” and output 3 “Quality control capacity of QCL/NIH is enhanced” were partially achieved
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with clear results in Haripur. As for sustainability of the Project, political aspect of sustainability is assured
though, from institutional aspect, it is needed to proper allocation, plan and management of human resources
from federal to provincial level. Technical aspect of sustainability is almost assured though, continuous
activities until the termination of the Project is required to ensure the Output 4 “Federal and Provincial
routine EPI system is strengthened”. Financial sustainability will be tough issue for Pakistan as it has
chronicle shortage of budget and depending on donors’ support for EPI operational cost, continuous efforts
to obtain the resources is needed.

There were several hindering factors such as change of target areas due to deterioration of security
condition and flood etc...during the implementation process of the Project. The Project team made efforts
to continue the activities they could do in those limited areas. At the moment, the sustainability in terms
of technical aspect is not enough, and one of the reasons behid is the length of the project was not enough.
It is necessary that Japanese experts will do their best to assure technical sustainability untill the end of
the project. However, certain results are evaluated from this project, and it is expected to wrap up the
cooporation with the enhancement of technical sustainability within the remaining 6 months. Therefore,
the suspension of the project is not necessary. Meanwhile, Japanese yen loan project “Polio Eradication
Project” has been initiated since August 15, 2011. It should be discussed the possibility of the new technical
cooporation project for the enhancement of EPI to strengthen the emerging yen loan project.

3-6 Recommendations

(1) Communication between federal and provincial level has not been enough as the Project activities have
become diverse after the mid-term review. Thus, it is recommended to enhance communication among all
stakeholders including the Federal and Provincial EPI cells, NIH and other partners to solve the problems
of comprehension of the Project activities by federal EPI cell.

1) Also, it is recommended to organize a meeting with all stakeholders to share the achievement of the
Project and develop a plan for each output on how to bring the maximum effect of the Project in the
remaining period.

2) Enhancing capacity by conducting training is the major approach of the Project implementation. It is
recommended that the Pakistan side obtain sustainability to conduct these trainings after the end of the
Project. However, as described above, as there are not enough caretakers at provincial levels in this
regard, the Project is recommended to develop training mechanisms with the documented concepts,
so that the Pakistan side can, at least, conduct those trainings by assistant of third parties. Also, it is
recommended to draw lessons learnt from evaluation of the trainings. Also, the federal and provincial
EPI are recommended to enhance intuitional capacity to conduct those trainings.

3) As for output 1 “EPI services are properly provided in the target districts.” It was recognized the
positive effect of involvement of LHW into EPI program. However, as recommended at the mid-term
review, effects of involvement of LHW have not been analyzed well. Thus, for further progress, the
Federal EPI, along with the National Program, is recommended to analyze effects of involvement of
LHW on EPI program, including effects of BCC activities by LHW and impacts, either positive or
negative, by LHW activities for immunization.

4) As for the activity for output 1 “EPI services are properly provided in the target districts.” which is
making and implementing of outreach plan by EPI technicians, EPI technicians have been able to
develop outreach plans in Haripur. But, not enough monitoring on implementation of those plans has

been done. It is recommended to develop monitoring and feedback mechanisms of implementation of
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those plans.

5) As for output 4 “Federal and Provincial routine EPI system is strengthened”, for EPI logistics and data
management, the Japanese side is recommended to continue technical assistance so that the Pakistan
side can obtain technical sustainability in these fields within the Project period.

6) At this moment, it is impossible to obtain certain numbers of indicators, especially for output 4
“Federal and Provincial routine EPI system is strengthened” of EPI data, vaccine stock and etc... Since
these indicators are very important to judge significance of the Project, the Project is required to collect
data regarding these indicators by the end of the Project period.

7) As for one of the activities for output 4 “Federal and Provincial routine EPI system is strengthened”,
the Project has finished trainings on EPI data management in only twelve districts in one province at
this moment. Since this training is very meaningful for EPI program and planned to conduct in four
provinces to bring maximum effect of the Project. Thus, the Project is recommended to conduct these
trainings in remaining provinces as much as possible.

8) For the activity 4-4 (Conduct analysis and assessment of EPI disease surveillance data at Federal and
Provincial EPI Cell) of output 4, the Project is recommended to develop the criteria for validation of

data quality to assess surveillance data.

3-7 Lessons Learned

(1) In the process of on devolution (from federal to province), more decision making authority will be
delegated to provincial level. Under such a circumstance, it is more important to share the contents of the
Project activities among federal level and other donors to ensure maximum effects and development of

Project activities.

(2) It is the same in other projects in Pakistan, the Project tended to be “rendering of service” rather than
enhancing capacity development. It is essential for capacity development that a Project has precise project

design and active approach to Pakistan side before and during Project period.

(3) Regarding the project design, it should be carefully considered that an approach “build implementing
system as a model in a target area and try to expand to country wide* is very difficult not only to
implement, but to obtain consensus from relevant parties in Pakistan.

(4) As seen in the training course of the Project, there was lack of recipient institutions and human resources
for implementation of training for capacity development. It is important to do deep discussion about it with
counter parts beforehand for better understandings about sustainability of the project and confirmation of
the recipient institution.

(5) Since the project activities tend to be “service rendering” technically and financially, it is recommended
to discus with counter parts beforehand so that counter parts have more ownership and responsibility.

(6) Since the counterparts were assigned according to each activity of the Project, there was no one to
oversee and manage those counterparts as a whole. Regarding this matter, a person who is in charge of the
entire project activities must be chosen at the beginning of the project design, or meetings such as JCC
should be set to make the counterparts well coordinated.
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(7) When having projects with the possibility of having various restrictions on project activities because
of the bad security situation, one’s safety must be the first priprity for experts. If possible, local resources

should be utilized, and a structure for the smooth implementation must be prepared.
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Minutes of Meeting

Between

The JICA Terminal Evaluation Team
And the Authorities Concerned of the Government of
The Islamic Republic of Pakistan
on the Japanese Technical Cooperation for
“EP1/Polio Control Project in Pakistan”

The JICA Terminal Evaluation Team organized by Japan International Cooperation
Agency (JICA) and headed by (hereinafter referred to as “the Team”) and headed by Dr.
Mitsuo Isono visited the Islamic Republic of Pakistan from 17 April 2011 and 29 April 2011,
for the purpose of jointly evaluating the implementation, performance and achievements of
the project for EPI/Polio Control Project in Pakistan (hereinafter referred to as “the Project”).

During the evaluation period, the Team and the authorities concerned of the Islamic
Republic of Pakistan (hereinafter referred to as “both sides”) had a series of discussions and

exchanged views on the Project.

As aresult of the discussions, both sides agreed on the issues and to recommend to their
respective governments the matters referred to in the document attached hereto.

Islamabad, 29 April, 2011

—

Dr. Mitsuo Isono

Leader
Terminal Evaluation Team
Japan International Cooperation Agency

e

Mr. Mohsin S. Haqqani
Joint Secretary (P&D)

Ministry of Health
The Islamic Republic of Pakistan

S LG,

Dr. >§ltaf Bosan
National Program Manager, EPI
Ministry of Heal
Islamic Republic

Mr. Roohullah Jan

Director, Public Health

Health Department, Khyber Pakhtunkhwa
Peshawar ‘
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Mr. Waqar Hussain Abbasi
Deputy Secretary (ADB) Japan
Economic Affairs Divigion
Islamic Republic of Pakistan

Dr. J&abazAfridi

Deputy Director EPI

Health Department, Khyber Pakhtunkhwa
Peshawar
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Abbreviation

AFP Acute Flaccid Paralysis
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1. Introduction
1-1 Background of the Project

Pakistan is one of the countries with the highest child mortality (under 5 mortality rate is 97 per 1,000 birth,
infantile mortality rate is 78 per 1,000 birth as of 2006 according to the State of World’s Children 2008 published
by UNICEF in South Asia. A notable proportion of these deaths are caused by vaccine-preventable infectious
diseases. Immunization coverage of Pakistan is not optimal with DPT3 being 83% as of 2006 according to same
source as Under-five Mortality Rate (USMR). The performance of Khyber Pakhtunkhwa, KPK (former North
West Frontier Province, NWFP) is known to be further compromised (68% as of 2003 according to Expanded
Program on Immunization & Financial Sustainability Plan 2005-13 by Ministry of Health (MOH), Pakistan, 2005)
mainly because of geographical and socio-cultural difficulties. Polio is still endemic in KPK and the number of
confirmed cases in 2006 were 16 (including Federally Administered Tribal Areas (FATA)), the highest among all
provinces in the country.

In response to above, the EPI/Polio Control Project in Pakistan (hereinafter referred to as ‘the Project’) has
been launched in September 2006 to last for five years in order to increase the number of the children under the
age of two who are vaccinated in the target districts within KPK, namely Swat, Buner and Shangla, by enhancing
EPI services mainly through training of Lady Health Workers (LHWS) on routine immunization and increasing
parents’ awareness on immunization.

1-2 Background and objectives of the Terminal Evaluation

The government of Pakistan requested to the Government of Japan, for the technical cooperation which aimed
to achieve the condition that children under the age of two are vaccinated in the target districts. Based on this
request, the Record of Discussions (R/D) was signed on August 20, 2006 by Japan International Cooperation
Agency (JICA) and the Government of Pakistan. The EPI/Polio Control Project has been implemented as a five
year-project in collaboration with the Ministry of Health (MOH), National Institute of Health (NIH) and
Directorate General Health Services (DGHS) in KPK since September 2006. The deteriorating security situation
in targeted three districts hampered appropriate project activities since May 2007. In October 2008, Advisory
Study Mission was dispatched to Pakistan to review the activities and progress of the Project. Thus, it was
recommended that the Project extends its target areas to other district, Haripur, in KPK.

Since dispatching the Advisory Study Mission, security situation has not improved and the activities in
targeted three districts have remained suspended.

On October, 2009, the Mid-Term Review Mission was dispatched to review the progress of the Project. As a
result of the review, the PDMO was revised and PDM1 was formulated.

As nearly four and a half years have passed since the Project was launched, the Terminal Evaluation Team has
been dispatched to achieve the following objectives:
(1) To review the progress of the Project and evaluate the achievement in accordance with the five evaluation
criteria (relevance, effectiveness, efficiency, impact and sustainability).
(2) To identify the promoting factors and impeding factors of achievements of the Project.
(3) To discuss the future plan for the Project together with Pakistani side based on the review and analysis of
result above.
(4) To summarize the result of the study in a Joint Review Report.
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1-3 Member of the Terminal Evaluation Team

Dr. Mitsuo ISONO Leader

Senior Advisor,
Human Development Department, JICA

Dr. Masahiko HACHIYA Infectious Disease

Head,
Infectious Disease Control Group

Control Department of International Medical Cooperation, Japan
National Center for Global Health and Medicine
. Deputy Director,
C
Mr. Tsunenori AOKI ooperation Health Division 4, Health Group2
Planning
Human Development Department, JICA
Evaluation Consultant
Ms. Yuko AOKI !
S Tako Analysis Overseas Department, Kokusai Kogyo Co. Ltd.




1-4 Outline of the Project

(1) Overall Goal
Morbidity due to EPI-targeted vaccine-preventable diseases is reduced in the target districts.

Objectively Verifiable Indicators
1  Polio free is maintained.

2  The incddence of measles is reduced.
3  The incidence of NT is reduced.

(2) Project Purpose
Children under the age of two are vaccinated in the target districts.

Objectively Verifiable Indicators

1 The number of immunized children under 2 year-old is increased.
2 Reported routine EPI coverage (DPT 3) is increased.

3 Drop-out rate of DPT is reduced [(DPT1-DPT3)/ DPT1].

(3) Output

1) EPIservices are properly provided in the target districts.

Qbjectively Verifiable Indicators

1-1 The number of Lady Health Workers (LHWs), EPI technicians and medical doctors are trained on EPI
service provision.

1-2 The number of immunizations administered by LHWs is increased.

1-3 The number of EPI centers having functional refrigerator is increased.

1-4 Out Reach Plan is formulated and implemented at FLCF level.

2) Parents ensure their children to be vaccinated in the target districts.

Objectively Verifiable Indicators

2-1 The number of religious and community leaders, policy makers, parents, caretakers of children,
maleks, etc. who have participated in social mobilization activities in this project is increased.

2-2 The percentage of parents/caretakers of children under one year who recognize that routine
immunization course protects children under one year from 8 dangerous diseases, availing the service
to complete the course in a timely.

2-3 The percentage of parents/caretaker of children under one year who accept that routine immunization
is essential in addition to Polio drops during NIDs/SNIDs.

3) Quality control capacity of QCL/NIH is enhanced.

Objectively Verifiable Indicators

3-1 The number of trained QCL staff is increased.

3-2 The knowledge and skill level of QCL staff is increased according to the set criteria, including GMP.
3-3 Procured equipment of the QCL is properly utilized and maintained.

4) Federal and Provincial routine EP1 system is strengthened.

Objectively Verifiable Indicators

4-1 Stock-out days of vaccines and maximum interval of vaccine receipt at provincial and district vaccine
storage.

4-2 The number of training monitoring and evaluation is increased.

4-3 The quality of routine EPI data is improved.

4-4 The number of monitoring by provincial EPI Cell and Provincial National Program is increased.
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1-5 Methodology of Evaluation

(1) To set up Evaluation Questions (EQ). EQ is the question which should be identified in the evaluation and

@
(C)
@)
®)

6)
@)

researched for evaluation based on the view points of Five Evaluation Criteria below. These are tentatively
selected and described in “Evaluation Grid”. At this time, the evaluation is conducted on the basis of PDM1
which is defined in M/M dated, October 9, 2009.

To describe required information and date and how to collect the information and data. These are also

selected tentatively and described in the “Evaluation Grid”.

To collect several information and data according to the Evaluation Grid. Some data which were collectable

in Japan were already filled up in the Evaluation Grid.

To compare the plan of the project and achievement of the project based on the view points of the five
Evaluation Criteria which are described in 2-2.

To consider the result of comparison according to the five Evaluation Criteria.

To conclude the result of evaluation according to the purpose of the Evaluation.

To draw the recommendations and lessons learned.

Five Evaluation Criteria

Relevance

Relevance of the Project is reviewed by examining whether the project purpose and
overall goal are consistent with the development policy of Pakistan and needs of
beneficiaries, Japan’s aid policy as well as the needs of target groups and stakeholders at
the time of the Evaluation.

Effectiveness

Effectiveness of the Project is assessed with the degree to which the project purpose has
been achieved. It is also considered how outputs have contributed towards achieving the
project purpose. In addition, influence of external factor (include Important Assumptions)
is examined.

Efficiency

Efficiency of the Project implementation is analyzed with the emphasis on the
relationship between output and input in terms of timing, quality and quantity.

Impact

Impact refers to direct, indirect positive and negative influence caused by
implementation of the Project, including the extent to which the overall goal will be
attained.

Sustainability

Sustainability refers to the extent to which the benefits generated by the Project will be
able to be sustained after the termination of the Project, and examines seeds to sustain the
benefits (e.g. organization, finance and human resources).
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2. Achievement and Implementation Process
2-1 Inputs from Japanese side
(1) Dispatch of Experts

In total, Japanese experts in 7 areas have been dispatched up to the moment. The areas of the experts are as
follows: Chief Advisor/EPI, Coordinator, Surveillance, Vaccine Logistics, Vaccine Quality Control, BCC/Social
Mobilization and EPI Support.

The detailed list of Japanese experts is shown in ANNEX IV.

(2) Dispatch of Missions
The Advisory Study Mission was dispatched in October, 2008. Also, The Mid-Term Review Mission was

dispatched to review the progress of the project in September, 2009.

(3) Provision of Equipment

The total amount of equipment provided is Pakistan Rupees 38,569,030 at the time of Terminal Evaluation.

In total 46 kinds of items were provided. These items include equipment related to project management and
training activities such as a projector and a personal computer as well as vehicles for monitoring activities. Cold
chains such as ice-lined refrigerators, freezers and thermometers were provided in target districts. However,
parts of the provided equipment have been destroyed or looted at the time of army led operation against the
militants in Swat and Buner districts.

The detail list of equipment provision is shown in ANNEX V.

(4) Allocation of Expenses on Local Activities
The expenses on local activities are shown in Table 1.

¥62,751,726

~ Source: Project data

(6) Training in Japan

A total of 15 counterparts participated in the training in Japan. The areas of the training are show in Table 2.
The trainings were mainly conducted in the Research Foundation for Microbial Diseases of Osaka University
(BIKEN), Kanonji Institute, and National Center for Global Health and Medicine.

The list of participants trained in Japan is shown in ANNEX VI

Table 2 Areas of Training and the number of counterparts

o
Vaccine Quality Control Technology 3
Seminar on Epidemiology and control measures of 5
vaccine preventable diseases -Based on GIVS -
Control Measure for Vaccine Preventable Diseases 7

2-2. Inputs from Pakistan Side

(1) Assignment of counterparts

The main counterparts are from the members in Federal EPI Cell of NIH, Quality Control Laboratory (QCL)
of NIH, DGHS of Government of KPK and Executive District Office-Health (EDO-H) in four districts in KPK,
namely Swat, Shangla, Buner and Haripur, and members in EPI Program of Punjab, Balochistan and Sindh.

The counterpart list is shown in ANNEX VIIL
N
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(2) Allocation of Expenses by Pakistan side

Allocation of Expenses by Pakistan side are shown in Table 3.

The project offices were established and maintained for the Project in NIH, Islamabad and in DGHS of

Government of KPK.

S Ca.

Table 3 Expenses by Pakistan side

(Unit: Pak Rs?)

Federal Cbmponéﬁt
supported by Government of
Pakistan

1,250,000

1,375,000

1,512,500

1,663,650

1,830,125

7,631,275

Provincial Component
su%%orted by Government of
NWFP/KPK

2,142,000

2,142,000

3,142,000

2,142,000

2,142,000

8,571,000

Total

3,392,000

3,517,000

4,654,500

3,805,650

3,972,125

16,202,275

Source: MOH

1 Pak Rs=0.983JPY at the point of April 2011 by JICA regulated rate.
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2-3 Activities and Outputs
2-3-1Progress of Activities

Regarding Buner, Swat and Shangla where all the project activities have been interrupted, the security
situation has not improved and it was difficult to implement the Activities. Thus, it was hard to evaluate the
effectiveness of those Activities due to the inability to obtain the indicators.

As for the Activities for Outputl and Output2, after the Advisory Study Mission in October, 2008 and
Situation Analysis in November, 2008, Haripur was added as a target area of the Project. It should be taken into
consideration to evaluate the Activity as the actual implementation period of Haripur was only for one and a
half year.

As for the Activities for Output3, the activities on QCL were implemented as planned from the beginning of
the Project.

The Activities for Output4 was added targeting four provinces after the Mid-term Review in October, 2009,

s i

1-1. | Conduct the Baseline B The Baseline

Survey for Buner, Swat and Shangla was conducted in

Survey, Mid-term Review, October, 2007 by local consultant under the instruction by the

and Terminal Evaluation. Project. The results of the survey were reported at Project
Implementation Committee (PIC) and submitted to MOH, DGHS of
Government of NWFP and JICA.

- After Haripur was added as a target district by the Advisory Study
Mission in October 2008, the Situation Survey was conducted
instead of the Baseline Survey for Haripur in Nov. 2008. The result of
the survey was reported to EPI cell-KPK, Federal EPI and MoH in
April, 2009.

<after mid-term evaluation>
- None as the activity was completed.

(ANNEX VIII: The Baseline Survey)
(ANNEX VIIII: The Situation Survey)

1-2. | Formulate a micro plan in - InBuner, Swat and Shangla, PIC meetings were conducted quarterly
each district, including the until April 2009 and the micro plan for Buner, Swat and Shangla
allocation of EPI personnel. including the allocation of EPI personnel had been formulated in

those meetings. Thereafter, the meetings to finalize the formulation
of micro plan have been suspended due to security reasons.

- Haripur district was invited as an observer of the last PIC on April
2009.

<after mid-term evaluation>
- As a part of On the Job Training, existing micro plans were revised
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and effective implementation of them was instructed.

< Human Resources Development >

1-3. | Conduct training needs - The KAP survey for Buner, Swat and Shangla was conducted as a
assessment as part of the part of the baseline survey, and the results of the survey were shared
Baseline Survey (1-1). in PIC.

- As for Haripur, the Baseline survey was not conducted, only the
situation survey was conducted.

<after mid-term evaluation>

- None as the activity was completed.

- The KAP survey is included in the Baseline Survey attached in

ANNEX VIII.

1-4. | Conduct training on LHW - Training on LHW involvement in EPI services for EPI technician and
involvement in EPI services LHSs “TOT for selected FLCF trainers”was conducted in Shangla
for EPI technicians, Lady Buner and Swat.

Health Supervisors (LHSs), - Participants of the training are as follows,
etc. Swat: 91 (September, 2007)
Buner: 19 (September, 2007), 14(May, 2008)
Shangla: 15 (September, 2007), 16(June, 2008)

- Utilizing the textbook and guideline developed by National EPI
Program.

- For Haripur, the same training course “TOT for selected FLCF
trainers”was conducted in May 2009. 167 participated in the
trainings.

<after mid-term evaluation>

- In Haripur, the training was conducted once in July, 2010. 20

trainees participated.

1-5. | Conduct training on EPI - Training on EPI service delivery for LHWs, “LHW Training for EPI
service delivery for LHWs. involvement” had been conducted in Swat, Shangla and Buner by

the trainers trained in activity 1-4, utilizing the textbook and
guideline developed by National EPI Program.

- Due to security reasons, the training has been suspended as follows;
-The activities in Swat had been interrupted in July 2007. Although
the training restarted for 247 LHWSs in August 2008, the training was
suspended again after one month.

-In Shangla and Buner, the training has been suspended since May
2009.

- In Haripur, the training for 300 LHW has been conducted (Batch 1).

<after mid-term evaluation>

- 289(Batch 2, Dec 2009 - Aug 2010) and 143(Batch 3, July - Jan 2011)
were conducted in Haripur.

1-6. | Conduct refresher training - “The EPI refresher training” for 155 EPI technicians was conducted
for EPI technicians. in Swat, Shangla and Buner, in February and April, 2008.

In Haripur, the training has been conducted for 55 EPI technicians in
June, 2009.

The textbook for EPI technicians which was developed by National
EPI Program has been utilized for the training.
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<after mid-term evaluation>
- None as the activity was completed.

Conduct EPI training for
medical officer

- EPI training for medical officer, “EPI Training for MO/In charge of
Health facility” was conducted in Haripur, for 38 Medical doctors in
September, 2009.

- The training has been suspended in Swat, Shangla and Buner due to
security reasons.

<after mid-term evaluation>
- None as the activity was completed.

<Assessment of Logistics Management>

1-8. | Conduct equipment needs - Needs assessment for equipment was conducted as a part of the
assessment as part of the Baseline Survey in Buner, Shangla and Swat, Situation Survey in
Baseline survey. Haripur as scheduled.

<after mid-term evaluation>
- None as the activity was completed.
1-9. | Procure and install the - Based on the needs assessment for equipment, such as ice-lined

necessary equipment (1-1)

refrigerators were provided to Swat, Shangla and Buner.
- Due to security reasons, other equipment provision has been
suspended as follows;
-The provision in Swat has been suspended since 2007.
-The provision in Shangla and Buner has been suspended since 2009.

<after mid-term evaluation>
- In Haripur, all the equipment has been procured except for the

ice-lined refrigerators which are going to be provided by June, 2011.

(ANNEX V: List of Equipment Provided)

<Access to EPI Services in Remote Ar

eas>

1-10.

Conduct needs assessment
on mobile/outreach activities
as part of the Baseline
Survey (1-1).

- Needs assessment on mobile/outreach activities was conducted as
part of the Baseline Survey (1-1). The results of survey were shared
in PIC in Swat, Buner and Shangla. Situation survey was conducted
for Haripur. The results of the survey was reported to EPI Cell-KPK,
Federal EPI and MoH

<after mid-term evaluation>
- None as the activity was completed.

<Monitoring Activities>

1-11. | Integrate monitoring and <after mid-term evaluation>
reporting mechanisms of EPT | -  In Haripur, LHW immunization report & EPI monthly report were
activities implemented by formulated in August 2010.
LHWs and EPI technicians at | -  Started using these formats since then for Monitoring.
first-level care facility - The activity has not been conducted yet due to security reasons
(FLCEF). though it was planned to be done in 2007 in Buner, Shangla and

Swat.
1-12. | Conduct training on <after mid-term evaluation>

maintenance and repair of
EPI-related equipment.

- In Haripur, the training on maintenance and repair of EPI-related
equipment was conducted in November, 2010.
- The training has not been conducted yet due to security reasons in

Buner, Shangla and Swat.
11 p\. ‘
\./

7F'e



1-13.

Formulate checklists on EPI
activities, including reported
coverage, adverse events,
vaccine wastage, and
stock-outs at provincial,
district, and facility level.

The activity 1-13 has not been conducted yet because the Japanese
Experts were unable to go to target districts for the detailed research
due to security reasons in three targeted districts.

Checklists are planned to be formulated on EPI activities, including
reported coverage, adverse events at provincial, district and FLCFs
levels.

<after mid-term evaluation>

The activity 1-13 has not been conducted in Haripur due to the
Japanese Experts’ decision The reasons are as follows,

- If security condition improved, the activity was supposed to be
conducted. The situation did not improve.

- Necessity to conduct the activity was low. (Refusal of vaccination
was found in only 1 family in a village with 25,000 populations,
according to the interview survey by the Terminal Evaluation Team.)
- Priority to conduct the activity was low with all the Project
activities considered.

Coverage, vaccine wastage, and stock-outs have been monitored at
facility level through Monthly meeting.

Ensure monitoring of EPI
activities at EPI centers.

Ul

<Community Awareness>

Monitoring of EPI activities at EPI centers has been suspended in
Swat, Shangla and Buner due to security reasons.

<after mid-term evaluation>

At Monthly meeting, evaluation of the micro plans, formulated by
EPI staff using Monthly Planner in Monthly meeting. And, EPI
coordinators at district level monitored activities by EPI technician
through evaluation of vaccination record on outreach activities.

At BHUs, District EPI coordinator, DSV, FSV monitored activity of
EPI technicians on both outreach and fixed site.

2-1.

Formulate a communication
strategy for EPI.

Communication strategy for EPI was planned in 2008; the activity
has been suspended because the Japanese Experts were unable to go
to target districts (Buner, Shangla and Swat) for the detailed research
due to security reasons. The activity was not conducted in Haripur.

<after mid-term evaluation>

The activity was not conducted.

2-2.

Develop or revise advocacy
and Behavioral Change and
Communication (BCC)
materials as necessary.

The posters for community awareness were developed.

The 20,000 posters were distributed at provincial, district, FLCFs
and health house levels in ALL targeted districts before the
mid-term review.

<after mid-term evaluation>
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- The activity 2-2 was considered but not conducted as 2-1 was not
conducted.

2-3.

Hold seminars and
workshops on child
immunization for health
workers, maleks, TBAs,
school teachers, religious
and community leaders, and

policymakers.

- A dialogue with religious leaders was carried once in March 2007.
People from Islamabad (3), Peshawar (1) and Swat (7) gathered to
discuss about the issue. In Haripur, the seminars for school teachers,
community leaders and NGOs were held twice in July 2009. Since
then, there was no activity in all targeted districts.

<after mid-term evaluation>
- The activity 2-2 is considered not conducted as 2-1 activity was not
conducted.

Promote health education on
child immunization for
parents, caretakers for
children, etc. through health
workers, LHWS, school
teachers, religious and
community leaders.

- The activity 2-5 has not been conducted yet due to security reasons,
although it was planned to be done in 2007 in Buner, Shangla and
Swat. The activity was conducted in Haripur, as health education to
LHWSs was conducted through the training for LHWSs.

<after mid-term evaluation>
- The activity 2-2 was considered but not conducted as 2-1 activity was
not conducted.

Raise awareness of pregnant
women on child
immunization during ANC
through Lady Health
Visitors (LHVs) and Women
Medical Officers.

- The activity 2-6 has not been conducted yet due to security reasons
though it was planned to be done in 2007.

<after mid-term evaluation>
- The activity 2-2 was considered but not conducted as 2-1 was not
conducted.

%

<Quality Control Laboratory Support>

and maintenance of the
equipment.

3-1. | Formulate a procurement - Procurement plan has been formulated based on the needs
plan based on the needs assessment at the beginning of the Project.
assessment.
<after mid-term evaluation>
- Plan was modified accordingly.
3-2. | Procure and install the - Based on the procurement plan (Activity 3-1), the equipment
equipment. concerning QCL such as autoclave, organic carbon analyzer and
spectrophotometer were procured and installed.
<after mid-term evaluation>
- None as the activity was completed.
(ANNEX V: List of Equipment Provided)
3-3 | Conduct training on theuse |- The training on the use and maintenance of the equipment has been

conducted through OJT during the period of the short term expert
activity.

- The assignment period of the short term expert is shown in the LIST
of Japanese Experts attached in ANNEX IV.

<after mid-term evaluation>
- None as the activity was completed.
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3-4

Conduct training on quality
control of vaccines.

The trainings on quality control of vaccines were conducted through
holding seminars as follows.

Feb. 2007:”EPI Vaccine Quality Control Testing Method”

Feb. 2008:”Trend Analysis by Control Chart”

Feb. 2009 : “Practical Method of Trend Analysis and Practical
method of Assay Validation”

<after mid-term evaluation>
February, 2010: “Pharmaceutical Quality System ICH Q10”

3-5

Monitor QCL activities.

Lt SR R

(ANNEX V: List of Equipment Provided)

- QCL activities were monitored by short-term experts, Advisory
Study Mission and QCL staff themselves. The quality control system
based on GMP was applied to QCL in NIH.

- At the time of the Mid-Term Review, it was identified that
appropriate maintenance of equipment, which was provided
through the Project, was conducted based on inventory. However, it
was not systematic.

stem is strenthe

s

<after mid-term evaluation>

Revised the existing
Standard Operation - SOP did not exist in Pakistan when the Project started. There were
Procedure (SOP) for EPI some modules made by donors though, but they were not SOP and
logistics management as were not used. The Project developed the Guidelines/
required. Recommendations on Vaccine Stock Management for EPI logistic
management instead of SOP.
- (ANNEX XL The Guideline/Recommendations on Vaccine Stock
Management
4-2. | Conduct training on EPI - The training on EPI logistics was conducted for Swat, Shangla and
logistics based on SOP at Buner in September 2008 as scheduled.
district level in 4 provinces.
<after mid-term evaluation>
- This training was also conducted for all districts in four provinces
during Feb.2010- Feb. 2011. 564 participants from 137 districts/towns
have joined 25 batches of trainings in total.
4-3. | Conduct training on routine | <after mid-term evaluation>
EPI data management and - Training on EPI data management was conducted for EPI
surveillance at district level Coordinator, DSV, NP Coordinator and Assistant District NP
in 4 provinces. coordinator in KPK. 51 participated in March, 2010.
- Training on EPI data management has not been conducted yet in
other three provinces.
- Component Surveillance was not conducted in all provinces due to
technical reasons.
4-4, | Conduct analysis and <after mid-term evaluation>

assessment of EPI disease
surveillance data at Federal
and Provincial EPI Cell.

- Analysis and assessment of EPI disease surveillance data was not
conducted

- Only brief analysis of EPI disease surveillance data was conducted
at this moment.
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2-3-2 Achievement of Outputs

(1) Output1 : Children under the age of two are vaccinated in the target districts.

Objectively verifiable indicator 1-1: More than 80% of LHWSs, EPI technicians and medical doctors are
trained on EPI service provision.”

Currently Outputl is being partially achieved as seen below.

The indicator has been achieved in Haripur. It could not be judged in other three districts due to suspension of
the Project activities.

After the mid-term review, 100%of LHW finished the training in Haripur, as 289 LHWs completed the training
course of LHW routine EPI involvement at Batch2, and 143 completed at Batch3.

The number of LHW who are trained is shown below.

Table4 Number of LHW who are trained

September 2007-April 2008
May-December 2008 247* 24 44 0
June-December 2009 0 0 0 299
October 2009-May 2010 0 0 0 289
June-January 2011 0 0 0 143
Total trainees trained by the Project 247 90 111 731
Total trainees trained by UNICEF 487 0 0 0
Total No. of LHW trained 1666
Total LHW in each district (as of
Termination of the training)

Source: The Project
*The training on LHWSs involvement on EPI services was conducted for 247 LHWs in Swat. The training had to
be suspended due to security reasons, only one month after its initiation.

99% of EPI technicians have completed the training before the mid-term review, as seen below.

Table5 Number of EPI technicians who are trained

0
April 2008 (4 days) 81 0 0 0
April 2008 (4 days) 0 36 0 0
June 2009 (3days) 0 0 0 55
Total trainees trained by the Project 81 36 33 55
Total No. of EPI technicians trained by the Project 207
Total EPI technicians in each district (as of Dec. 2008)

Source: The Project
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100% of MO/in charge of health facility have completed the training before the mid-term review as seen
below.

Table 6 Number of MO/in charge of health facility who are trained

September 2009 (1days) TOT - - - 5
September 2009 (2 days) - - - 18
September 2009 (2days) - = - 15
Total trainees trained by the Project - - - 38

Total No. of MO trained by the Project - - - 38
Total MO in each district (as of Dec. 2008) 38

Source: The Project Data

I Objectively verifiable indicatorl-2: The number of immunizations administered by LHWs is increased.

The indicator has been achieved as the number of immunization administered by LHW is increased from 2009
in Haripur. The number of immunization administrated is shown below.

Table 7 Number of immunizations administrated (Monthly Average)

easles i BEG i
Health Health Health
Fix__ | Outreach| House | TOTAL Fix |Outreach| House | TOTAL| Fix |Outreach| House | TOTAL
2009] 1726 1338 9 3072 1869 312 0 2180 6164 1827 25 8016
2010 2184 715 772 3670 1978 295 38’ 2311 6020 1425 1698 9143
. =hents 5 5 5
Health Health

Fix | Outreach| House | TOTAL Fix  |Outreachj House | TOTAL

2009] 6070 1760 25 7855 2704 1401 23 4128

2010( 5992 1416 1687 9095 2883 1129 2349 6361

Source: EPI monthly report, Haripur district

Objectively verifiable indicator1-3: The number of EPI centers having functional refrigerator is increased.

Once provision is made, the indicator will be achieved in Haripur.

Through the Project, 27 refrigerators for vaccines are going to be provided to EPI centers in Haripur for
storage of vaccines for LHW and EPI technicians. Procurement has been delayed on procedural grounds of JICA
Pakistan Office.

The number of refrigerators in EPI centers is shown below.
Table 8 Number of Refrigerator in EPI centers
Provided by the Project

No. of Refrigerators originally by district (as of time of

provision)

Source: The Project data
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Objectively verifiable indicator 1-4: Out Reach Plan is formulated and implemented at FLCF level.

The indicator has been achieved in Haripur.

According to the situation survey of Haripur, 46% of the EPI technicians had not planned and implemented
the out reach plan before the Project. Since the Project has supported the Monthly Meeting of EPI technician, Out
Reach Plan is re-formulated and strengthened implementation. Japanese Expert team utilized the Monthly
Meeting as a place for technical transfer together with the EPI staff of the district. The increase in formulation
and implementation has not been measured.

“Monthly Planner” which is composed of the list of Out Reach and Calendar was developed; the Planner was
utilized at the Meeting to make presentations of the Out Reach Plan and its progress of implementation by EPI
technician and to share the information among them. Regarding the other target districts, it’s difficult to judge
due to suspension of the Project due to security reasons.

(2) Qutput?2 : Parents ensure their children to be vaccinated in the target districts.

It is difficult to evaluate Output?2 as the Project activities have not been conducted.

Objectively Verifiable Indicator 2-1: The number of religious and community leaders, policy makers, parents
caretakers of children, maleks, etc. who have participated in social mobilization activities in this project is
increased.

Objectively Verifiable Indicator 2-2: The percentage of parents/caretakers of children under one year who
recognize that routine immunization course protects children under one year from seven dangerous diseases,
availing the service to complete the course in a timely.

Objectively Verifiable Indicator2-3: The percentage of parents/caretakers of children under one year who know
where the routine immunization is essential in addition to Polio drops during NIDs/SNIDs.

A dialogue with religious leaders in Swat and Peshawar was carried out, but its impact has not been identified.
Due to better security situation, Haripur was selected as one of the target areas of this Project from April 2009,
and a seminar for 88 members including teachers, community leaders and NGO staff was held in Haripur in
July 2009. Since then no activity was conducted until now.

As for the indicator 2-2 and 2-3, KAP survey was conducted in Swat, Shangla and Buner in the first half of the
project period. Thereafter, the Project has not conducted the activities at this moment.

(3) Output 3 : Quality control capacity of QCL/NIH is enhanced.

Output 3 is mostly achieved at the time of the Terminal Evaluation.

Objectively Verifiable Indicator 3-1” The number of trained QCL staff is increased

The indicator has been achieved.

7 QCL staff and 2 QA staff has completed the local training, and 3 took the training in Japan.
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In order to enhance quality control by QCL, the training of " Pharmaceutical Quality System ICH Q10"
composed of “Quality Control Testing Method’ and ‘“Trend Analysis’ by short-term experts and the training in
Japan of “Vaccine Quality Control Technology’ were conducted.

Senior Scientific Officers and Scientific Officers in all three department of QCL, namely virology, bacteriology
and chemistry, participated in the training conducted by the short-term experts. Technical Assistants in the
departments of bacteriology and chemistry and Senior Scientific Officer of bacteriology participated in the
training in Japan.

Obijectively Verifiable Indicator 3.2: The knowledge and skill level of QCL staff is increased according to the
set criteria, including GMP

The indicator has been achieved.

According to the evaluation by the Japanese expert, the capacity of those trained staff concerning the
knowledge and technology has been enhanced through those training courses. Also, data of routine QCL activity
showed enhancement of their capacity. ’

Objectively Verifiable Indicator 3.3 : Procured equipment of the QCL is properly utilized and maintained
The knowledge and skill level of QCL staff is increased according to the set criteria, including GMP

The indicator has mostly been achieved.

After the Mid-term review, the Project developed self-evaluation form for QCL staff. The form is utilized by
them.

Proper utilization and maintenance of procured equipment of the QCL is verified at the time of Mid-Term
Review. However, it is found that a part of Coulometric Karl Fischer Titrate needs to be replaced.

(4) Output 4 : Federal and Provincial routine EPI system is strengthened.

Objectively Verifiable Indicator 4.1 :Stock-out days of vaccines and maximum interval of vaccine receipt at
provincial and district vaccine storage is reduced

Since the training course was completed on February, 2011 in whole districts of 4 provinces, it is difficult to
judge at the time of terminal evaluation.

As for other indicators of 4.2-4.4, it is too early to judge by those indicators, because the training of EPI data
management has just been completed in March, 2011.

Currently the Project activities are in the stage of integration of the format in KPK for monitoring and
evaluation. The number of monitoring has not increased at the moment.
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2-3-3 Project Purpose and Overall Goal

Project purpose : Children under the age of two are vaccinated in the target districts.

With the results of Indicator 1, 2 and 3, it is considered that the effects of the Projects are visible in Haripur.
For other target districts, the results cannot be judged due to the suspension of the Project.
The Project purpose was achieved in Haripur, but not in Swat, Shangla, and Buner.

Objectively Verifiable Indicator 1: The number of immunized children with measles or Pentavalent vaccine
under one year-old is increased.

The number of immunized children with measles and Pentavalent vaccine under one year-old increased
during the last five years in Haripur (Table 8 and 9). The Project contributed to this progress mainly by
introducing LHWSs' involvement in EPI in 2009 (Table 6). As the results of Indicator 1 already began to increase
before the Project activities started in 2008 in Haripur, major of improvement was shown by the district
government.

Table 9: Number of Immunized children with Pentavalent

ombo:(2007:8]

g &
'NUME ] INtmb b

2006] 18608 | 62.5| 18500 | 62.1 | 16757 56.3
2007 23283 |} 726 21018 | 655 | 21295 66.4
2008] 27537 | 90.7 | 26291 | 86.6 | 25975 85.5
2009] 26454 | 852 | 25430 | 819 | 25603 82.5

2010{ 31111 |1115( 31189 |111.8| 30692 110.0
Source: Monthly Provincial EPI Report, KPK/EPI office.

Table 10: Number of Immunized children with measles

2006 12425 15094 14631 41426
2007 18703 15301 4663 31651
2008 24405 15398 12150 27661
2009 26588 15360 10487 17037
2010 27630 17044 11525 41126

Source: Monthly Provincial EPI Report, KPK/EPI office.

In addition, the number of immunization on BCG, OPV and TT which are included in routine EPI was also
increased in Haripur (Table 9).
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Table 11: Number of Immunized children with BCG & OPVIII

29778 17481
2007| 32076 22096 69 21295 66
2008| 30372 26533 87 25975 86
2009| 31037 27248 88 25603 82
2010 27899 29318 105 30692 110

Source: Monthly Provincial EPI Report, KPK/EPI office.

Table 12: Number of Immunized children with TT2 in Haripur

2006| 13939 12187 8213 40369
2007| 13648 14190 3596 32580
2008] 15795 13598 10748 27609
2009| 13382 18734 11277 18688
2010f 19526 29422 15785 48214

Source: Monthly Provincial EPI Report, KPK/EPI office.
Other target districts did not show steady increase in number of immunization mainly due to security reasons.

Objectively Verifiable Indicator 2: Reported routine EPI coverage (Pentavalent) is increased.

Reported routine EPI coverage (DPT/Pentavalent) increased during the last five years in Haripur. The degree
of increase in Haripur appears greater than that of other districts in KPK, but interpretation should be made
very carefully. Population data for coverage calculation is not reliable, because the estimation is based on the
census in 1998. Statistics Division, the Government of Pakistan plans to conduct the census in 2011.
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Figurel

Haripur than in KPK.

2010

Reported routine EPI coverage (DPT/Pentavalent) (%) in Haripur
Source: Monthly Provincial EPI Report, KPK/EPI office.
Comparison of actual number of immunization in Haripur and KPK shows that increasing trend is sharper in
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Figure2  Reported routine EPI coverage (DPT/Pentavalent) in KPK (actual number)
Source: Monthly Provincial EPI Report, KPK/EPI office.
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Figure 3: Reported routine EPI coverage (DPT/Pentavalent) in Haripur (actual number)
Source: Monthly Provincial EPI Report, KPK/EPI office.

Objectively Verifiable Indicator 3: Drop-out rate of DPT is reduced [(DPT1-DPT3)/ DPT1].

Drop-out rate of DPT/Pentavalent was reduced (Figure4).

VACCINATION COVERAGE -(Children) Drop Out (1st dose
- 3rd dose)
# Drop Out (1stdose- 3rd dose)
2000 ;7 '
1800+
1600 7
1400+
1200 7 .
1000
800 17
600+
400"
20077 .
0 g

T T o
2006 2007 2008 2009
Source: Monthly Provincial EP! Report- KPK/ EP1 Office

Figure4: Vaccination coverage-(children) Drop Out (1% dose-3" dose)
Source: Monthly Provincial EPI Report, KPK/EPI office.
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Overall goal : Morbidity due to EPI-targeted vaccine-preventable diseases is reduced in the target districts.

The achievement of the overall goal cannot be verified at the point of the Terminal Evaluation. The
surveillance of three target diseases, polio, measles and neonatal tetanus, does not show steady decrease, and
reveals different incidence patterns (Table 11, 12, and 13).

Objectively Verifiable Indicator 1: Polio free is maintained.

Poliomyelitis cases were reported in Swat and Shangla, but not in Haripur and Buner during the last five years.
The Project’s contribution to polio control seems to be limited, and repeated polio immunization campaigns play
a major role to control polio in KPK.

Table 13 Incidence of Polio at e

Swat 0 1 4 1 0
Buner 0 0 0 0 0 0
Shangla 0 0 0 1 0 0
Haripur 0 0 0 0 0 0
Total 0 1 4 12 0 0

Source: DGHS in KPK *the data for 2011 as of April

Objectively Verifiable Indicator 2: The incidence of measles is reduced.

Measles incidence was not reduced. The surveillance data shows the incidence peaked in 2007 and incidence
in other years were relatively low. Considering the epidemiology of the disease, change in indicator values may
reflect natural fluctuation rather than project effect.

Table 14 Incidence of Measles at each district

R T g

Swat 26 47 1 22 117 6
Buner 0 94 4 0 9 2
Shangla 0 9 0 0 0 0
Haripur 2 250 17 12 4
Total 28 400 22 34 127 12

Source: DGHS in KPK *The data for 2011 as of March

Objectively Verifiable Indicator 3: The incidence of Neonatal Tetanus is reduced.

Neonatal tetanus did not decrease in incidence. The effect of the Project activities cannot be easily measured
because of shorter duration of observation period, difficult clinical diagnosis, and lower incidence.
Table 15 Incidence of Neonatal Tetanus at each district

Swat 0 0 0 0 0 0
Buner 0 2 6 0 1 z)
Shangla 0 1 0 0 0 0
Haripur 0 2 2 4 0 1
Total 0 D 8 4 1 4

Source: DGHS in KPK *The data for 2009 as of March
“ ﬁ/
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2-4 Implementation Process
2-4-1 Promoting factors

The Japanese Expert Teams has been attending those regular meetings with CP or other organizations to show
their presence and to share the information about the Project and to collect the necessary information on
EPI/Polio control. Some of the meetings were essential for actual and smooth implementation of the Project.
The summary of those meetings and their roles for the Project are described below.

(1) EPI review meeting [Biannually]

Participants of the EPI review meeting comprised of Federal EPI, four provincial EPIs, GAVI, WHO-Pakistan,
UNICEF-Pakistan, USAID, Bill and Gates Foundation, World Bank, Rotary International and JICA. Most of the
discussion is about Polio Campaign though; records and issues of routine-EPI are also presented and discussed.
The team leader is attending the meeting to collect latest technical information and policies.

At the meeting on September, 2009, the Team leader presented the concept of Vaccine Logistics Management
and EPI data management and obtained consensus from relevant parties. Soon after that, the component of
Vaccine Logistics Management was included in PC1 (Federal) during its revision. The Activity has started from
December, 2009.

(2) Project Implementation Committee (PIC) [Quarterly]

This committee has been working as planning and monitoring body of the Project. Since most activities of the
EPI component of the Project have been implemented in KPK, this committee consists of members of National
Program for FP & PHC and EPI office at the KPK level. The committee meeting had been held in Peshawar
where the DGHS in KPK is premised, but thereafter due to on the security conditions, the committee meetings
have not been held.

(3) National Steering Committee [Weekly]

Members of this meeting are WHO, UNICEF, WB and bilateral agencies. The purpose of the meeting is to
monitor the progress of Polio Campaign and to share information concerned with their activities such as the
progress of other projects. The team leader is attending the committee to collect information especially about the
Polio Campaign which is essential information for the Project’s activities to avoid duplication of the activities.

(4) National Immunization Technical Advisory Group [Quarterly]

Doctors in pediatrics and professors of universities are the focal persons in the National Immunization
Technical Advisory Group. The meeting is held quarterly and the donors providing technical support with
information on new vaccine and updated knowledge and skills related to EPI services. The team leader is
attending the TAG meeting to collect latest technical information about EPL

(5) Technical Advisory Group Meeting [Biannually}
WHO plays the leading part in the Technical Advisory Group Meeting. The members of the meeting are from
bi/multi-lateral agencies and research institutes such as CDC. The meeting provides support to Federal EPI with

technical advice especially focusing on Afghanistan and Pakistan.

(6) Provincial Steering Committee [On the Polio Campaign]
WHO, UNICEF and bilateral agencies in provincial level share the information on the campaign.

(7) Provincial Sub Committee meeting on communication
- WHO, UNICEF and bilateral agencies in provincial level share the information on the progress of their

activities.
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2-4-2  Hindering factors

While attending those above meetings to promote communication with CP and other relevant parties, some
hindering factors can be observed as follows.

(1) Non-existence of oversight on the Project.
The CPs are varied according to the Activity of the Project though, a function to oversee whole activities was
not formulated by the Project.

(2) Less communication with CPs, especially with EPI and National Program of federal and province levels.
Even though JCC has been agreed upon as the highest decision making body in the Project including
reviewing of PDM1 and deciding about the oversight of the Project, no JCC was held since the Mid-term review.
JCC consists of JICA Pakistan Representative, Joint Secretary of MOH, Joint Secretary (ADB/Japan) of
Economic Affairs Division, Director General Health Services of Government. of KPK Health Directorate,
National Program Manager EPI of Federal EPI, Deputy Director EPI of Department of Health in KPK and
QCL. g

(3) Implementation process of the Project under the insecure condition and Natural disaster.

Since the bombing of the madrasa in NWFP in October 2006, security problems such as suicide bombing have
become widespread and serious. Also, the activities related to health and education has been restricted due to
deterioration of security conditions, and Japanese Experts were not able to work in the project sites since May
2007. Furthermore, Japanese Experts could not visit even Peshawar and started to send national staff of the
Project to the project sites for implementing the project activities and invited the C/P to Islamabad for meetings.
The Project had newly employed medical doctors as national staff to re-start and promote the activities in three
target districts. However, the grave security condition did not allow them to do so fully.

Responding the above situation, in October 2008, Advisory Study Mission was dispatched to Pakistan to
review the activities and progress of the Project. The Advisory Study Mission selected Haripur as new target
area among the candidate districts. The addition of new target district to the Project was approved in second
JCC in April 2009. Since dispatching the Advisory Study Mission, security condition has not improved and the
activities in three target districts have remained suspended. The project activities in Haripur, however, have
been implemented until now. And the training on EPI Data Management has been newly conducted targeting
KPK after the Mid-term review.

Furthermore, on July and August 2010, Pakistan suffered extensive damages from floods. And some of the
Training courses of the Project had to be suspended for three months, as there was no other choice.
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3. Evaluation of five criteria
3-1 Relevance

Considering the necessity of EPI activities, the consistency with the Japanese ODA strategy and the
advantage of Japanese social technical development, relevance of the Project is high.

(1) Necessity of EPI/Polio control in Pakistan

Pakistan is one of the countries with the highest child mortality. A notable proportion of these deaths are
caused by vaccine-preventable infectious diseases. Also, Pakistan is one of the four countries where Polio has not
been eradicated. The immunization coverage of routine EPI in Pakistan is not optimal. The Project, which aims
at increasing the vaccination coverage, matches the necessity of improvement of EPI/Polio control in Pakistan.

(2) Consistency of the development plan of government of Pakistan with the Project

Pakistan Government mentioned the infection control as one of the important challenges in Millennium
Development Goals and Poverty Reduction Strategy Paper in Pakistan. The MOH’s Planning Commission
Forum-1(PC1) 2009-10- 2013-14 includes the activity of routine EPI, and the Project is one of its components.
Also, the Project is following other health policies and strategies such as National Health Strategy, National EPI
Policy by MOH, and National Emergency Action Plan (NEAP) on Polio Eradication 2011. In the present EPI
policy, LHWs are obliged to be involved with the EPI service. The Project has consistency with the strategy and
policy in Pakistan and contributes to the increasing of the accessibility for people to EPI service.

(3) Consistency of the assistance policy of government of Japan with the Project

The ODA strategy of Japan focuses on human security and human development. The Project focused on EPI
as one of Basic Health Care. The designation of the Project including the human resource development involving
LHW to EPI service provision and promoting of accessibility for people to EPI service is consistent with the
Official Development Assistance strategy of Japan.

(4) Advantage of Japanese technical development

JICA has already experienced and accumulated know-how about EPI/Polio Control in the countries such as
Pakistan and China. The experiences and know-how can be applied to the Project to support EPI activities
technically.

3-2 Effectiveness

The interview survey reveals that overall satisfaction towards inputs such as human resources, trainings and
provision of the equipment is high, and so is the level of utilization. The team concluded that the effectiveness
of the Project has been observed in Haripur.

Outputl: effectiveness can be observed. Output 1 is clearly contributing to the Project Purposes. Through
involvement of LHW and strengthening of Recording and Reporting system of EPI, the Project activities turned
out the significant increase of vaccination especially by LHWs and coverage of immunization. Overall, the
outcome is highly appreciated.

Output2: effectiveness cannot be observed as the Activities were not conducted.

Output3: effectiveness can be observed. The comprehensive technical training was conducted for
strengthening the skills of QCL staff, provision of equipment including instruction of its maintenance, and
monitoring QCL. And its outcome is obvious. However, Output 3 is relatively indirect contribution to the
achievement of the Project Purposes. QCL by its function is indirect to it.

Outputd: It’s difficult to judge the effectiveness. The activities of Output4 have been in the middle of
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implementation. At this moment, there were no definite outputs by these activities, but the activities seem to be
adequate, considering response from trainees and relevant parties. Thus, effectiveness can be expected if all the
activities are completed.

As fruits of the Project, various types of materials, text books, formats etc. were produced. List of products is
shown in ANNEX XII

3-3 Efficiency

Since Japanese experts and the Project’s local staff are not able to access several areas due to security reason,
many of CPs and beneficiaries have to come to Islamabad to participate in the activities. After the mid-term
review, the activities for Output 4 have targeted all provinces in Pakistan, thus putting more financial burden on
those travel expenses due to deteriorating security condition. It is directly reflected to the increase in the Local
Cost. Even though the Project is trying to select the most efficient ways, considering these situations, the
efficiency of the Project in overall might be low.

As for Output 1 and 2, the inputs have not been utilized as planned and the activities planned have not been
implemented in three target districts due to security reason. All the input towards those districts is keeping
uncontrolled until the time of the Terminal Evaluation. The efficiency of the Project might be judged as low
though this is attributable to external conditions.

The Activities of Output2 have not been done due to priority of the activities. This might indicate that there
was mismatch between the project design and inputs and the efficiency of the Project should be considered as
low in this regard. Thus, those activities should have been modified through revision of PDM1 at the certain
point of time after the mid term review, considering priority of activities, effective allocation of financial and
human resources.

Regarding output 3, the inputs such as experts and equipment and activities planned were executed as
scheduled. As a result, the indicators have been already achieved at present. Thus, the efficiency of the output 3
ishigh.

Activities for Output 4 were conducted after getting consensus among the relevant parties and were
conducted smoothly and appropriately. However, only part of planned activities has been conducted at this
moment and it is still too early to judge its efficiency.

3-4 Impact

(1) Prospect for the achievement of the Overall Goal

As described above, the surveillance of three target diseases for the Over al Goal, polio, measles and neonatal
tetanus, does not show steady decrease, and reveals different incidence patterns. Also, the effect of the Project
activities cannot be easily measured because of shorter duration of observation period, difficult clinical
diagnosis, and lower incidence. Thus, it is difficult to determine the possibility of the achievement of the
Overall Goal at this moment.

(2) Positive and Negative Impacts of the Project
1) Positive impact
Mechanisms for EPI service delivery including reporting system which was developed in Haripur by the

Project has been highly evaluated by stakeholders. Performance of LHW in Haripur is estimated as a good and
implementable practice by the National Program and it considers replicating this reporting system to other
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districts.
Judging from interview survey by the team, it was found that LHWs became confident and well motivated

after they were trained to deliver EPI services. Thus, it is expected that their routine activities will be also
enhanced, resulting in better health care service at community levels.

2) Negative impact

As it was indicated that workload of LHW would be increased, resulting in gradual worsening in service
delivery in other fields, but at this moment no negative impact could be observed.

3-5 Sustainability
(1) Political Sustainability of Project Effects

Activities which were conducted in the Project are described in the plans for Mid-Term Development
Framework 2005-2010 and National EPI Program. Cooperation to EPI for LHW will continue in the new
National EPI Policy which is drafted now.

(2) Institutional Sustainability of Project Effects
The Federal and Provincial EPIs have already strengthened the institutions with adequate staffs for EPI service

delivery. Itis expected that these institutions can be properly sustained after the devolution.

Through the various training courses by the Project, CP acquired knowledge and technology. However, those
trainings have been conducted only by the Japanese side and the Pakistan side has not been involved. This is due to
lack of adequate human resources to be allocated, especially at provincial levels. Considering this situation, the Project
aimed to institutionalize the system such as reporting through those trainings to obtain technical sustainability as
described below.

However, for institutional sustainability, human resource development should be planned and managed by the
federal and provincial EPIs and adequate staffs should be allocated.

(2) Technical Sustainability of Project Effects
Regarding the output 1, in Haripur, the mechanism for routine EPI service through EPI technician and LHW
workers have been observed as well developed the Provincial EPI acquired sustainability to maintain this
mechanism technically. For the output 3, technical sustainability of the QCL is high as all the staffs have obtained
knowledge and skill to deal with the equipments provided and about the QCL throughout the Project.
Regarding the output 4, technical sustainability is not enough as follows;

Vaccine Logistic Management

The trainings have been completed for 137 districts/towns in 4 provinces and the maximum and minimum
vaccine stock management is being implemented in 4 provinces. However the implementation status is
incomplete and it is not institutionalized. It is required that the technical support should continue in order to
obtain the maximum and minimum stock management until it is institutionalized. Therefore it would not be
sustainable at this moment.

EPI data management
The training for KP province has been completed and the integrated reporting formats were agreed with

Provincial EPI and LHW program. The project is planning the trial utilization for these new reporting formats in
4 districts of KP province and the training to introduce the new reporting formats in other 3 provinces. The
monitoring mechanism of reporting system should be developed and be institutionalized. Once the data
management with monitoring mechanism of reporting system is institutionalized, it would be sustainable.
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Therefore it is not sustainable at this moment, and it is necessary to continue the technical support for the
sustainability.

(3) Financial Sustainability of Project Effects
Financial sustainability is the key to continue the Project Effects, as Pakistan government is already trying its
best as follows;

-Each EPI-province is currently reviewing its PC-1 for the next fiscal year of Pakistan (from June, 2011).

-The Pakistan side successfully obtained financial support from the Japanese Government to cope with
urgent vaccine procurement to avoid stock out due to the deficiency of the budget caused by the devolution
process.

However, as the Federal and Provincial EPIs still rely on donors for operational costs, there were interruptions
of trainings or delay of salary payment due to problems regarding contracts with those donors. Thus, the
Federal and Provincial EPIs need to continue their efforts for full financial sustainability.

As for QCL, the financial sustainability is high, as the budget is allocated according to the national component
of PCI.

4, Conclusion

The Project implemented the activities based on the project design those matches to needs of situation in
Pakistan. In the midst of difficult situations, the Project made certain achievement in various areas, especially in
the outputs 1 and 3. Thus, as a conclusion, evaluation based on five criteria, the Project implementation and its
achievement can be reasonably evaluated. As a fact, uncertain security situations hampered implementation of
the Project. However, as described above, there were other factors those affected evaluation of the Project
performance and certain measures, including careful design of the activities, should have been taken for efficient
implementation of the Project. Also, at this moment, technical sustainability has not yet been acquired by the
Pakistan side, partly due to short periods of the Project activities and certain measures to enhance technical
sustainability should be implemented within the remaining period.

5. Recommendations

The team was impressed by the tremendous progress in the short period after the mid-term evaluation. This
series of progress were made possible by continuous efforts and commitment of all related staffs in extremely
difficult situations. The Team would be very grateful if recommendations described below will eventually bring
certain additional development in EPI program in Pakistan.

(1) - As indicated in the report, communication among all stakeholders has not been enough as the Project
activities have become diverse. Thus, it is recommended to enhance communication among all stakeholders
including the Federal and Provincial EP], NIH and other partners.

(2) Also, it is recommended to organize the meeting with all stakeholders to review the achievement of the
Project and develop the plan for each output on how to bring the maximum effect in the remaining period.

(3) The team recognized the positive effect of involvement of LHW into EPI program on increased number of
immunized children. However, effects of involvement of LHW have not been analyzed well. Thus, for
further progress, the Federal EP], along with the National Program, is recommended to analyze effects of

involvement of LHW on EPI program, including effects of BCC activities by LHW and impacts, either
positive or negative, by LHW activities for immunization.

28

LD



4)

®)

)

@)

®

&)

At this moment, it is impossible to obtain certain numbers of indicators, especially for output 4. Since these
indicators are very important to judge significance of the Project, the Project is required to collect data
regarding these indicators by the end of the Project period.

The Project has finished trainings on data management in only twelve districts in one province at this
moment. Since this training is vey meaningful for EPI program and planned to conduct in four provinces to
bring maximum effect of the Project. Thus, the Project is recommended to conduct these trainings in
remaining provinces as much as possible.

Also, for EPI logistics and data management, the Japanese side is recommended to continue technical
assistance so that the Pakistan side can obtain technical sustainability in these fields within the Project
period.

Enhancing capacity by conducting training is the major approach of the Project implementation. Especially
trainings on EPI logistics and data management were developed by the Project. Thus, it is recommended
that the Pakistan side obtain sustainability to conduct these trainings after the end of the Project. However,
as described above, as there are not enough caretakers at provincial levels in this regard, the Project is
recommended to develop training mechanisms with the documented concepts, so that the Pakistan side can,
at least, conduct those trainings by assistant of third parties. Also, it is recommended to draw lessons
learnt from evaluation of the trainings. Also, the federal and provincial EPI are recommended to enhance
situational capacity to conduct those trainings.

For the activity in Haripur district, EPI technicians have been able to develop out reach plans, but not enough
monitoring on implementation of those plans has been done. Thus, the Project is recommended to develop
monitoring and feed back mechanisms of implementation of those plans.

For the activity 4-4 (Conduct analysis and assessment of EPI disease surveillance data at Federal and

Provincial EPI Cell), the Project is recommended to develop the criteria for validation of data quality to assess
surveillance data.
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Date of revision :
Project Name : EPL/Polio Control Project in Pakistan

Target Area : 3 districts (Buner, Shangla, and Swat) in North West Frontier Province (NWFP)

Revised Project Design Matrix (PDM)

Target Group: Children under the age of two in the target districts

Project Period : 5 years

Narrative Summary

Objectively Verifiable Indicators

Means of Verification

Important Assumptions

Overall Goal:
Morbidity due to EPI-targeted vaccine-preventable

. Polio free is maintained.

=

National Surveillance Bulletin (National Surveillance]

Collaboration between EPI program and LHW]|

)W

e

diseases is reduced in the target districts. - The incidence of measles is reduced. 2. Cell) program is maintained in NWFP.
Report by EDO Health Offices (Annual Report of
3 The incidence of NT is reduced. 3. Same as above
Project Purpose:
Children under the age of two are vaccinated in the target| 1. The number of immunized children under 2 year-old is] 1. Report by EDO Health Offices 1. Potency of EPI vaccine is assured.
districts. increased. 2. The nutrition status of children does not worsen.
2. Reported routine EPI coverage (DPT 3) is increased. | 2. Report by EDO Health Offices 3. Polio campaigns are continued.
3. Drop-out rate of DPT is reduced [(DPT1-DPT3)/| 3. 3. Report by EDO Health Offices
DPTI1].
Outputs:
1. EPI services are properly provided in the target districts 1-1. The number of Lady Health Workers (LHWs) and EPI | 1-1. Participant list 1. Role of LHWs in EPI” of the National EPI Policy
technicians who are trained in EPI service provision is remains unchanged.
increased. 2. EPI vaccines are constantly supplied to NWFP.
1-2. The number of immunizations administered by LHWs | 1-2. EP] Permanent Register 3. The_ naturf‘ll. Fiisasters or conflicts do not affec
is increased. project activities.
j— 1-3. Stock-out of vaccines at district vaccine storages and | 1-3. Project Monitoring Report (From Activity 1-19)
FLCFs is reduced.
1-4. EPI centers timely and regularly report their 1-4. Report by EDO Health Offices
performance to the EDO (Executive District Officer)
1-5. The number of EPI centers that fulfill the standard set {1-5. The checklist
by the checklist is increased.
1-6. Micro plan is formulated and implemented aff 1-6. Micro Plans of FLCFs
FLCF level.
2. Parents ensure their children to be vaccinated in the |2-1. The number of religious and community leaders,| 2-1. Participant list
© target districts. policy makers, parents, caretakers of children,|
maleks, etc. who have participated in social
mobilization activities in this project is increased.
§ 2-2 The percentage of parents/caretakers of children {2-2. KAP survey
under one year who recognize that routine
immunization course protects children under one
year from seven dangerous diseases, availing the
services to complete the course in a timely
2-3. The percentage of parents/caretakers of children|2-3. KAP survey

®

under one year who know where and how to avail
the routine immunization services and to ask that]
new disposable syringes are used by health]

workers for immunization.
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3. EPI disease surveillance including using AFP
(Acute Flaccid Paralysis) surveillance system is

4. Quality control capacity of QCL/NIH is enhanced.

=

24,

2-5.

(v

3-

3-2.

The percentage of parents/caretakers of children |2-4.

under one year who acknowledge that minor side-
effects of routine immunization are a sign that
immunization is working and nothing to worry

The percentage of parents/caretakers of children }2-5.

under one year who accept that routine
immunization is essential in addition to Polio
drops during NIDs/SNIDs.

- The number of medical personnel trained in the {3-1.

EPI disease surveillance is increased.

Timeliness and completeness of the Weekly Zero |3-2.

Report (%)
(Timeliness: the Report is submitted by following|
Monday. Completeness: The Report is submitted|
by following Wednesday.)

. The non-polio AFP rate is maintained (1= per 3.3

100,000 population < 15 year-old).

- The number of unreported EPI diseases is reduced| 3-4.

in health facilities.

. The number of trained QCL staff is increased. 4-]
. The knowledge and skill level of QCL staff is|4-2.

increased according to the set criteria, including GMP.

. Procured equipment of the QCL is properly utilized| 4-3.
* and maintained.

KAP survey

KAP survey

Participant list

Weekly Zero Report

National surveillance Bulletin (National
Surveillance Cell)
Report by EDO Health Offices (From Activity 3-3)

. Participant list

Questionnaire survey

Questionnaire survey

Activities:

1-1. Conduct the Baseline Survey, Mid-term Review, and|
Terminal Evaluation.

1-2. Formulate a micro plan in each district, including the
allocation of EPI personnel.

<Human Resources Development >

1-3. Conduct training needs assessment as part of the
Baseline Survey (1-1).

14. Conduct training on LHW involvement in EPI services
for EPI technicians, Lady Health Supervisors (LHSs),

1-5. Conduct training on EPI service delivery for LHWSs.

1-6. Conduct refresher training for EPI technicians.

1-7. Develop a module for the training on supportive
supervisory skills.

1-8. Conduct training on supportive supervisory skills for
LHSs.

<Logistics Management>

1-9. Formulate an inventory of cold chain equipment, power
and water supply, and facilities in EPI centers (1-1).

1-10. Conduct equipment needs assessment as part of the

Baseline Survey.
1-11. Procure and install necessary equipment (1-1).

1-12. Revise the existing Standard Operation Procedure (SOP)

for EPI logistics management as required.

Inputs:

Japanese side
1. Personnel

- Long-term experts
Chief Advisor/EPI
Project Coordinator

- Short-term experts
QCL
EPI disease surveillance
As required

2. Training of project personnel in Japan and Pakistan

3. Equipment/training materials

Pakistani side

1. Personnel

Project Director
Project Manager
Counterpart personnel

2. Provision of the project office and facilities necessary
for the implementation of the project

3. Others
Administrative and operational costs
Running costs for electricity, water, etc.

. POL for activities is secured in the recurrent budget

of the NWFP Health Department.

. The workload of EPI vaccinators and LHWs, such as

NIDs and polio rounds, does not increase.
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1-13. Conduct training on EPI logistics based on SOP

1-14. Conduct training on maintenance and repair of EPI-
related equipment.

<Access to EPI Services in Remote Areas>

1-15. Conduct needs assessment on mobile/outreach activities
as part of the Baseline Survey (1-1).

<Monitoring Activities>

[-16. Conduct training on data management at district level.

[-17. Integrate monitoring and reporting mechanisms of EP1
activities implemented by LHWs and EPI technicians at

first-level care facilitv (FI.CFY
1-18. Formulate checklists on EPI activities, including reported

coverage, adverse events, vaccine wastage, and stock]

outs at pravincial district. and communitv level
1-19. Ensure monitoring of EPI activities at EPI centers.

2-1. Conduct a Knowledge, Attitudes, and Practices (KAP

2-2. Formulate a communication strategy for EP1.

2-3. Develop or revise advocacy and Behavioral Change and|
Communication (BCC) materials as necessary.

2-4. Hold seminars and workshops on child immunization for
health workers, maleks, TBAs, school teachers, religious
and community leaders, and policymakers.

2-5. Promote health education on child immunization for
parents, caretakers of children, etc. through health|
workers, LHWSs, school teachers, religious and|
community leaders.

2-6. Raise awareness of pregnant women on child]
immunization during ANC through Lady Health Visitors|
(LHVs) and Women Medical Officers.

3-1. Develop guidelines on EPI disease surveillance.

3-2. Conduct training on EPI disease surveillance.

3-3. Monitor the EPI disease surveillance by reviewing
admission records in health facilities in order to detect

inrenorted cases
4-1. Formulate a procurement plan based on the needs
assessment.

4-2. Procure and install the equipment.

4-3. Conduct training on the use and maintenance of the
equipment.

4-4, Conduct training on quality control of vaccines.

4-5. Monitor QCL activities.

Pre-conditions

*: If the areas and organizations are not specified in the Objectively Verifiable Indicators, the target values are supposed to be achieved in the target districts (Buner, Shangla, and Swat).




Version 1. Date of revision . October 9, 2009

Project Name : EPI/Polio Control Project in Pakistan

Target Area : 4 districts (Buner, Shangla, Swat and Haripur) in North West Frontier Province (NWFP)

Revised Project Design Matrix (PDM)

Target Group: Children under the age of two in the target districts

Project Period : 5 years

Narrative Summary

Objectively Verifiable Indicators

Means of Verification

Important Assumptions

Overall Goal:
Morbidity due to EPI-targeted vaccine-preventable diseases is reduced in 1. Polio free is maintained. 1. National Surveillance Bulletin (National Collaboration between EP1
the target districts, 2. The incidence of measles is reduced. Surveillance Cell) program and LHW program is
3. The incidence of NT 1s reduced. 2. Report by EDO Health Offices (Annual Report maintained in NWFP.
of Federal EPI Cell)
3. Same above
Project Purpose:
Children under the age of two are vaccinated in the target districts. 1. The number of immunized children with measles or Pentavalent vaccine under one year{ 1. Report by EDO Health Offices 1. Potency of EP vaccine is
old is increased 2. Report by EDO Health Offices 2. assured
2. Reported routine EPI coverage (Pentavalent) is increased. 3. Report by EDO Health Offices 3. The nutrition status of children
3. Drop-out rate of Pentavalent is reduced [(Penta 1-Penta 3)/ Penta 1]. does not worsen.
Polio paigns are continued.
Outputs:
I. EPI services are properly provided in the target districts. 1-1. More than 80% of LHWs, EPI technicians and medical doctors are trained on EPI service| 1-1. Participant list 1. Role of LHWs in EPI” of the
provision. National EPI Policy remains
unchanged
1-2. The number of i ization d by LHWs is 1 d 1-2. EPI Permanent Register
1-3.. The number of EPI centers having functional refrigerator is increase. 1-3. Project Monitoring Report (From Activity I- | 2 EPI vaccines are constantly
19) supplied to NWFP
14 1-4. Qut Reach Plans of FLCFs 3. The natural disasters or
Qut Reach Plan is formulated and implemented at FLCF level. conflicts do not affect project
2. Parents ensure their children to be vaccinated in the target districts. 2-1. The number of religious and community leaders, policy makers, parents, caretakers off 2-1. Participant list activities
children, maleks, etc. who have participated in social mobilization activities in thi
project is increased. T
2-2 The percentage of parents/caretakers of children under one year who ize tha 2-2 Questi ire survey
routine immunization course protects children under one year from 8 dangerous diseases)
availing the services to complete the course in a timely.
2-3 The percentage of parents/caretakers of children under one year who accept that routing 2-3 Questionnaire survey
immunization is essential in addition to Polio drops during NIDs /SNIDs.
3-1. The number of trained QCL staff is increased. 3-1. Participant list
3. Quality control capacity of QCL/NIH is enhanced. 3-2. The knowledge and skill level of QCL staff is increased according to the set criteria{ 3-2. Questionnaire survey
including GMP.
3-3. Procured equipment of the QCL is properly utilized and maintained. 3-3. Questionnaire survey
4. Federal and Provincial routine EPI system is strengthened. 4-1 Stock-out days of vaccines and maximum interval of vaccine receipt at provincial and 4-1 Project Monitoring Report (From Activity 1-
district vaccine storage is reduced. 13)
4-2 The number of training monitoring and evaluation is increased. 4-2 Training monitoring and evaluation report
4-3 The quality of routine EPI data is improved. 4-3 Routine EPI data
4-4 The number of monitoring by provincial EPI Cell and Provincial National Program is) 4-4 Provincial monitoring report

increased.

11 XANNY
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< Human Resources Development >

1-3. Conduct training needs as part of the Baseline Survey (1-1).

14. Conduct training on LHW involvement in EPI services for EPI technicians,
Lady Health Supervisors (LHSs), etc.

1-5. Conduct training on EPI service delivery for LHWs.

1-6. Conduct refresher training for EPI technicians.

1-7. Conduct EPI training for medical officers.

<Assessment of Logistics Management>

1-8. Conduct equipment needs assessment as part of the Baseline Survey.

1-9. Procure and install the necessary equipment(1-1)

<Access to EPI Services in Remote Areas>
1-10 Conduct needs on mobile/outreach activities as part of the
Baseline Survey (1-1).

<Monitoring Activities>

1-11 Integrate monitoring and reporting mechanisms of EPI activities
implemented by LHWs and EPI technicians at first-level care facility
(FLCF).

1-12 Conduct training on maintenance and repair of EPI-related equipment.

1-13 Formulate checklists on EPI activities, including reported coverage, adversel
events, vaccine wastage, and stock-outs at provincial, district and facility]
level.

1-14 Ensure monitoring of routine EPI activities at EPI centers.

<Community Awareness>

2-1 Formulate a communication strategy for EPI.

2-2 Develop or revise advocacy and Behavioral Change and Communication|
(BCC) materials as necessary.

2-3 Hold seminars and workshops on child immunization for health workers,
maleks, TBAs, school teachers, religious and community leaders, and
policymakers

2-4 Promote health education on child i ization for parents, of children,)
ete, through health workers, LHWs, school teachers, religious and community leaders.

2-5 Raise awareness of pregnant women on child immunization during ANC
through Lady Health Visitors(LHVs) and Women Medical Officers.

<Quality Control Laboratory Support>

3-1. Formulate a procurement plan based on the needs assessment.

3-2. Procure and install the equipment.

3-3. Conduct training on the use and maintenance of the equipment.

34, Conduct training on quality control of vaccines.

3-5. Monitor QCL activities.

<Federal EPI Support>

4-1 Revise the existing Standard Operation Procedure (SOP) for EPI logistics
management as required.

4-2 Conduct training on EPI logistics based on SOP at district level in 4

4-3 Conduct training on routine EPI data management and surveillance at
district level in 4 provinces.

4-4 Conduct analysis and assessment of EPI disease surveillance data at Federal
and Provincial EPI Cell.

Project Coordinator

* Short-term experts
QCL
Vaccine Logistics Management
EPI Support
EPI disease surveillance
As required

2. Training of project personnel in Japan and Pakistan

3. Equipment/training materials

Activities: Inputs:
1-1. Conduct the Baseline Survey, Mid-term Review, and Terminal Evaluation. Japanese side Pakistani side 1. POL for activities 15 secured in
1 Personnel 1. Personnel the recurrent budget of the
1-2. Formulate a micro plan in each district, including the allocation of EPI * Long-term experts Project Director NWFP Health Department.
personnel. Chief Advisor/EPI

Project Manager
Counterpart personnel

2. Provision of the project office and facilities
necessary for the implementation of the project

3. Others
Administrative and operational costs
Running costs for electricity, water, etc.

2. The workload of EPI
vaccinators and LHWs, such as
NIDs and polio rounds, does nof
increase

Pre-conditions

* [f the areas and organizations are not specified in the Objectively Verifiable Indicators, the target values are supposed to be achieved in the target districts (Buner, Shangla, Swat and Haripur).

Haripur district has been newly included as target districts since April 2009.
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3 districts (

West Frontier Province (NWEP)

Output 3. EPI disease surveillance including
using AFP (Acute Flaccid Paralysis)
surveillance system is strengthened.

)2

.
()

Modified
Output 4. Federal and Provincial routine EPI
system is strengthened.

Revision of the PDM

Modified
4 districts (Buner, Shangla, Swat and Haripur)
in North West Frontier Province (NWFP)

e

S RN AT A S e RS £ I3
Base on the recommendation of advisory study mission in

the project was not conducted as scheduled due

to the insecurity of target area. Haripur district was included as
a project site since April 2009, based on the recommendation
of advisory study mission which was dispatched in September
2008. The criteria of the selection was the low coverage of
routine EPI and the stable security situation in Haripur district.

October 2008, the project discussed and agreed with Federal
and Provincial EPI cell to support the vaccine logistics
management and data management in 4 provinces, which
strengthen the Federal and Provincial routine EPI system.

including reported coveraeg, adverse events,
vaccine wastage, and stock-outs at provicial,
district, and community level.

£ALLLY: okl Al 3 CICLEARO Gl N i i &5 x5 AE

Activities 1-7. |1-7. Develop a module for the training on Deleted The activity is included in the training of LHWs. LHS
supportive supervisory skills. participate in the LHWs training on routine EPI so that they

can‘be supervisor for LHW's immunization activity. There is

Activities 1-8. |1-8. Conduct training on supportive supervisory | Deleted no need to conduct separate training for supportive supervisory
skills for LHSs. skills and develop the module for training.

Activities 1-9. |1-9. Formulate an inventory of cold chain Deleted Basic and necessary information of the invento;yidfuéold chain
equipment, power and water supply, and equipment was collected on base line survey. There is no need
facilities in EPI centers. (1-1) to formulate the inventory of these equipment.

Activities 1-12. |1-12. Recise the exisiting Standard Operation | Deleted This activity was modified to the activity 4-1 S
Procedure (SOP) for EPI logistics management
as required.

Activities 1-13. |1-13. Conduct training on EPI logistics based | Deleted This activity was modified to the activity 4-2
on SOP. o

Activities 1-16. |1-16. Conduct training on data management at |Deleted This activity was modified to the activity 4-3
district level. S S

Activities 1-18. |1-18. Formulate checklists on EPI activities, Modified It is not feasible for the project to monitor the routine EPI

1-12. Formulate Formulate checklists on EPI
activities, including reported coveraeg, adverse
events, vaccine wastage, and stock-outs at

provicial, district, and facility level.

activities at community level. So it was changed from
community level to facility level.

I XaNNV
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Revision of the PDM

; i it A9
1-19. Ensure monitoring of EPI activities at EPI | Modified In order to express the project activity more clearly.
centers. 1-13. Ensure monitoring of routine EPI
activities at EPI centers.
Activities 2-1.  |2-1.Conduct training on data management at " |Deleted The KAP survey took one year to make a final report. It is not
district level. feasible to conduct the KAP survey once again for the
evaluation of the community awareness activity.
Activities 3-1, [3-1. Develop guidelines on EPI disease|Modified The training on EPI logistics, data management and
3-2,3-3 surveillance. 4-1. Revise the existing Standard Operation surveillance were modified to the activities for the
3-2. Conduct training on EPI disease/Procedure (SOP) for EPI logistics management |strengthening of federal and provincial EPI system: output 4.
surveillance. as required. The analysis and assessment of EPI disease surveillance data
3-3. Monitor the EPI disease surveillance by|4-2. Conduct training on EPI logistics based on |was newly added as an activity to strengthen the Federal and
reviewing admission records in health facilities| SOP at district level in 4 provinces. Provincial EPI Cell.
in order to detect unreported cases. 4-3. Conduct training on routine EPI data
management and surveillance at district level in
4 provinces.

4-4. Conduct analysis and assessment of EPI
disease surveillance data at Federal and
Provincial EPI Cell.

In order to make it more clear and specific expression as
indicator.

year-old is increased. 1. The number of immunized children with
measles or pentavalent vaccine under one
year-old is increased.

2. Reported routine EPI coverage (DPT 3)is | Modified

increased. 2. Reported routine EPI coverage EPI vaccines of Pakistan have been changed since 2009 as
(Pentavalent) is increased. follows;
~2006 ; DPT
2006~2009 ; Combo vaccine ( DPT+Hepatitis B)
2009~ ; Penta vaccine ( DPT+Hepatitis B + Hob vaccine)

Therefore, Pentavalent is suitable as the vaccine for indicator.
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. Drop-out re of DPT is reduced
DPT3)/ DPT1].

[(DPT1-

Revision of the PDM

Modified
1. Drop-out rate of Pentavalent is reduced
[(DPT1-DPT3)/ DPT1].

EPI vaccines of Pakistan have been changed since 2009 as
follows;

~2006 ; DPT
2006~2009 ; Combo vaccine ( DPT+Hepatitis B)
2009~ ; Penta vaccine ( DPT+Hepatitis B + Hib vaccine)

Therefore, Pentavalent is suitable as the vaccine for indicator.

Output 1

Al >

1-1. The number of Lady Health Workers
(LHWs) and EPI technicians who are trained in
EPI service provision.

Modified

1-1. More than 80% of Lady Health Workers
(LHWs) and EPI technicians who are trained in
EPI service provision.

In order to clarify the target of output 1 by expressing the
percentage of trained personnel by the project.

1-3. Stock-out of vaccines at district vaccine  |Deleted It was modified to the indicator 4-1.

storage is reduced.

1-4. EPI centers timely and regularly report Deleted EPI centers already report regularly to the EDO Health office.
their performance to the EDO (Executive There is no need for the project to facilitate the report of EPI
District Officer) Health Office. centers.

1-5. The number of EPI centers that fulfill the | Modified The standard set was not clear expression, therefore it was

standard set by the checklist is increased.

1-3. The number of EPI centers having
functional refrigerator is increased.

changed so that the stakeholder of the project can understand
the indicator without confusion.

1-6. Micro plan is formulated and implemented
at FLCF level.

Modified
1-5. Out Reach Plan is formulated and
implemented at FLCF level.

It was changed to be more specific. The expression of Out
Reach Plan is used for Micro Plan by FLCFs, so it was
changed to the actual expression.

Output 2

2-2. The percentage of parents/caretakers of
children under one year who recognize that
routine immunization course protects children
under one year from seven dangerous diseases,

Modified

2-2. The percentage of parents/caretakers of
children under one year who recognize that
routine immunization course protects children

availaing the service to complete the course in a [under one year from eight dangerous diseases,

timely manner.

availaing the service to complete the course in a
timely manner.

The target diseases for vaccine preventable diseases were
increased from seven to eight.
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2-3. The percentage of parants/caretakers of
children under one year who know where and
how to avail the routine immunization service
and to ask that new isposable syringes are used
by health workers for immunization.

Revision of the PDM

The KAP survey on Base line survey took one year to make a
final report. It is not feasible and not cost-effective to conduct
the KAP survey once again for the evaluation of the
community awareness activity.

2-4. The percentage of parents/caretakers of | Deleted The KAP survey on Base line survey took one year to make a |
children under one year who acknowledge that final report. It is not feasible and not cost-effective to conduct
minor side-effects of routine immunization are a the KAP survey once again for the evaluation of the
sign that immunization is working and nothing community awareness activity.
to worry about.

Qutput 3 3-1. The number of medical personnel trained in| Modified Base on the recommendation of advisory study mission in

11-6. Micro Plans of FLCFs

th EPI disease surveillance is increased.

3-2. Timeliness and completeness of the Weekly
Zero Report(%)

(Timeliness: the Report is submitted by|
following Monday. Completeness: The Report
is submitted by following Wednesday.)

3-3. The non-polio AFP rate is maintained (1=
per 100,000 population < 15 year-old).

3-4. The number of unreported EPI diseases is
reduced in health facilities.

ioditied due toimod
Modified

4-1. Stock-out days of vaccines and
maximum interval of vaccine receipt at
provincial and district vaccine

4-2. The number of training monitoring and
evaluation is increased. .

4-3. The quality of routine EPI data is
improved

4-4. The number of monitoring by provincial
EPI Cell and Provincial National Program is
increased

*1-5. Out Reach Plan of FLCFs

ifieationiofindicators i

October 2008, the project discussed and agreed with Federal
and Provincial EPI cell to support the vaccine logistics
management and data management in 4 provinces, which
strengthen the Federal and Provincial routine EPI system.
These 4 indicators are suitable for the output 4: strengthening
the Federal and Provincial EPI system. '

Plan is used for Micro Plan by
FLCFs, so it was changed to the actual expression.

2-2. KAP survey Modified It is because KAP survey is not cost-effective and affect the |
2-2. Questionnaire Survey efficacy of the Project.
2-5. KAP survey Modified It is because KAP survey is not cost-effective and affect the
efficacy of the Project.

iadded

2-5. Questionnaire Survey

w
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Revision of the PDM

-Vaccine Logistics Management
-EPI Support
-IEC

R ReSNS

The support for Vaccine Logistics Management was agreed
with Federal and Provincial EPI and the dispatch of expert was
requested.

EPI support is more suitable expression because it includes not
only EPI surveillance but also other activities for EPI.

(2l
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List of Japanese Experts

ANNEX 1V

NQ:'
i Chief Adviser Nov 1, 2006- 24.00
I International Medical Center of Japan
(IMCT)
2 Dr. Makoto Kobayashi Aug 24-29,2009 | 020
EPI support
. Mar'1 - Mar 10, 033 National Center for Global Health and
2011 ' Medicine (NCGM)
4 |Mr. Hiroyuki Noda Coordinator L AU 24.00 -
| 9, 2009
- B
5 Dr. Hitoshi Murakami Surveillance Jan 5-28,2007 | 0.80 g‘;;’c“g““a' Medical Center of Japan
e
| International Medical Center of Japan
6 ' . Jan 8-28, 2007 0.70 (IMCT)
Dr. Masahiko Hachiya EPI support
National Center for Global Health and
7 May 10-25,2010} 0.53 Medicine (NCGM)
. . . . International Development Associates,
8 |Ms. Nakae Noguchi Vaccine Logistics Sep 2-29, 2007 0.93 Ltd
i .
9 Feb 12-21,2007 | 0.33
: Feb 24-Mar 5,
10 | 2008 0.37
T Feb 9-Feb 17 The Research Foundation for Microbial
11 |Dr. Yoshikazu Tada Vaccine Quality Control 5009 ’ 0.30 |Diseases of Osaka University (BIKEN),
. Kanonji Institute
12 Feb 14-25,2010 | 0.30
Feb 21- Mar 1
’ 0.30
13 2011 ’
14 %Dr. Yuri Kodaka BBC/Social mobilization ;‘8%725-“1 20, 0.87 -
Oct 13, 2008-
i iyagi i i ’ 34.80 -
15 |Dr.Hiroto Miyagi Chief Adviser Sep, 62011
1% Sep 22-Oct 2, 037 International Medical Center of Japan
2008 21 lamMen
|——{Dr. Toru Chosa EPI support
National Center for Global Health and
17 Jan 18 - 30,2010} 043 Medicine (NCGM)
18 {Mr. Akihiro Fujiwara Coordinator zeg 02 13 1’ LR 30.40 -
| Dec 14,2009 -
1 Mar 12,2010 | 2%
20 |Mr. Takashi Yoza Vaccine Logistics Sg: 01 8-Decl3, |90 [Medical Engineering & Planning co.itd
Jan 24- Mar 17
’ .80
21 5011 2.8

o T
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List of Equipment provided

ANNEX V

1 |Diesel Generator (KDE30 STA3 25KV A) 650,000 Jan-07 O i
B R S S
: ) ) 'Destruction and {Cold Chai
2 ilce-Lined Refrigerator (MKO074) (QTY 43) 3,387,540 Feb-07 AN 'Plunder . an
Bl —;” S Destruction and i ld ch 1
3 Ice-Lined Refrigerator (MK204) (QTY 7) 506,100  Feb-07 A pnder Cold Chain
Destruction and Cold Chai
4 |Freezer (MF214) (QTY 5) 264,000  Feb-07 N = ol ~ham
. “S bili fregi Destruction and Cold Chai
5 |Sabilizer for Refregirator and freezers (4000w 381,000 Feb-07 A - 0 ain
ﬁ 16,000W) under
; . Destruction and Cold Chain
6 | Thermometer for vaccine refregirator freezer 81,900 Feb-07 A Plunder
NWFP
7 |Mitsubishi Double Cabin L200 (QTY 2) 5,000,000  Feb-07 0
Sony Multimedia projector with screen stand Destruction and NWFP
8 -
(QTY 3) 167,850 Mar-07 AN Plunder
Destruction and NWFP
9 |Laptop & Desktop computers (QTY 4) 445,400)  Mar-07 A Plunder
' Destruction and NWFP
10 {Fax machine (Canon L-220) (QTY 5) 122,500  Mar-07 A Plunder B
. INWFP
11 {Truck (Hino) 1,500,000 Dec-07 O :
A R o
12 |A.C. Unit of 2 ton 50,000 Dec-07 O Q
Py T QCL
13 |Computer (QTY 2) 137,000 Dec-07 O :
QCL
14 |UPS (QTY 2) 19,600  Dec-07 ®)
. QCL
15 |Printer 39,000 Dec-07 (@)
CL
16 iScanner 18,800  Dec-07 O | .
B __.5., N QCL
17 {UV Vis. Spectrophotometer 593,940 Jan-08 O
The Reagent of Karl Fischer is QCL
18 |Coulometric Karl Fischer Titrater 291,600 Jan-08 VAN not available in Pakistan -
o QCL
19 |Double Distillation Plant 774,180 Jan-08 O
. - QCL
20 |Autoclave with Voltage. Stabilizer (QTY 2) 2,849,040 Jan-08 (@)
. - . QCL
21 |Animal weighing balance (electrical) (QTY 2) 54,000 Jan-08 O
. QcL
22 |Electronic Balance (QTY 2) 191,040 Jan-08 O
i NWFP
2 Veh.lcle (TOYOTA HYLUX 4WD Double 1,895,000, Aug-08 o
Cabin)
. QCL
24 |Total Organic Carbon Analyzer 1,786,000 Oct-08 O
i i i CL
25 CO2. l.ncubator, Automatic Labline with Volt. 950,000 Oct-08 o Q
Stabilizer
i Lo ) QCL
26 ‘Magnetic Stirrer with hot plate 120,000 Oct-08 O
- CL
203,043 Oct-08 O Q

|
27 {Liquid nitrogen container 50lit

I

\W\/z
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List of Equipment provided ANNEX V

Reason in case af ‘bad:
28 |Vortex Mixer (QTY 2) | 186,000 Oct-08 | @] :
| ! i
29 Sterility Testing Fxltratlon' UnitWithFunnel 240,000 Oct-08 o ! Q
) }ELL})POI‘E assembly a) Mainfold } P B i
:Sterility Testing Filtration UnitWithFunnel . 'QCL
= _ir/s‘L_lppgrtﬂassembly b) Funnels (QTY 6) 7 GO Oct-08 Ov i
IQCL
31 |pH meter (QTY 3) 332,100 Oct-08 O
o QCL |
32 |Micro pipette 10-100ul (QTY 3) 38,346 Oct-08 O
. . QCL
33 [Micro pipette 100-1000ul (QTY 5) 38,346 Oct-08 O
) QcL |
34 Iblue tips autoclavable 2,347 Oct-08 O
. QCL
35 !yellow tips autoclavable 2,347 Oct-08 @]
. ) QCL
36 |Mouse Rat cages (QTY 200) 660,870 Oct-08 O
. QCL
37 |G. Pig Cages (QTY 100) 2,173,913 Oct-08 O
» Destruction and Cold Chain
38 !ILR MKO074 (QTY 20) 1,908,100| Nov-08 A Plunder
Destruction and Cold Chain
39 |Freezer MF214 (QTY 3) 207,027 Nov-08 A Plunder
guessed Destruction and Cold Chain
40 |Cold box ACB-503L (QTY 55) ],]69,575 Nov-08 i A Plund:r‘bul not confirmed due |
i to security reason i
guessed Destruction and lcold Chain
41 |Cold box E4/29M (QTY 5) 28,500, Nov-08 A Plunder but not confirmed due ‘l
to security reason I
i i KPK
4 TOYOTA Hilux 4WD with Spare parts (2 4,520,526]  May-09 o
QTY)
i in, Pi CL
43 equipment for laboratory (Tip, Pipette, 628,032 Feb-10 o Q
Culture)
. QCL
44 'Biological indicator 617,977|  Feb-10 O i
tequi ip, Pi iQcL
45 icquipment for laboratory (Tip, Pipette, 525.860|  Feb-11 o !Q
| Culture)
{ ) ' will be delivered on {Cold Chain
46 |Ice-Lined Refrigerator (MK074) (QTY 27) 4,522,500 Jun-11 A Yune 2011
Total amount 40,340,908
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List of Trainings in Japan ANNEX VI

',"NP;\;
The Research Foundation for
Vaccine Quality Control Technical Aug 20-Dec  |Microbial Diseases of Osaka
1 [Mr. N Re .
7. acem Raza Technoligy Assistant QCL {15, 2007 University(BIKEN), Kanonji || 206"
Institute
The Research Foundation for
B Mr.Muhammad Arif | Vaccine Quality Control Technical Aug 20-Dec ‘Microbial Diseases of Osaka Federal
|Alvi Technoligy Assistant QCL 15, 2007 | University(BIKEN), Kanonji edera
L ‘lnstitute f
f Seminar on Eoidemiology ' :
i . . d control measures of EDO Health Jun 11-Jul 22, |International Medical Center |
3 |Mr. Said Ali Kh andc . ’
! T SEICAL Shan vaccine preventable diseases |Shangla 2007 of Japan (IMCJ) ENWFP
| -Based on GIVS -
Seminar on Eoidemiology
4 Mr.Muhammad and control measures of Director Ligistics Jun 11-Jul 22, |International Medical Center Balochist
Hussain Baloch vaccine preventable diseases 8 2007 of Japan (IMCJ) alochistan
-Based on GIVS -
! Seminar on Epidemiology
| and control measures of . Jun 9-July 20, {International Medical Center
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1 |Dr.Rehan National Program Manager EPI |2006- Apr. 2008 Federal
—727‘_:D:I-Illssain Bux Memon National Program Manager Ap:;OOS — Oct. 2:)08 iFe—deral B
-43 i‘KDr. Altaf Bosan National_Program Manager ggz.zzoé)OsB(});iigx)t Federal N

4 |Dr.Faisal Mansoor Deputy National Manager Nov. 2008 - present Federal

5 {Mr. Qadir Bux Abbasi Director M&E 2006- present Federal

6 |Mr. Fowad Naqvi QCL in charge 2006- present QCL
I 77 ;Ir,Bashir Ahmed Vaccine Store in charge 2006- present Vaccine Store

8 |Dr. Jailil ur Rehman DG Health 2006 — May. 2007 KPK

9 |Dr.Sajid Shaheen DG Health Jun.2007 — Mar. 2009 KPK

10 [Dr. Fazal Mehumood DG Health Mar. 2009 - 2010 Nov KPK

11 |Dr.Waheed Khan DDEPI 2006- Aug. 2008 KPK

12 |Dr.Syed Mujahid Hussain DDEPI Sep 2008 - present KPK

13 {Dr. Rajwal AD Admin 2006- Mar. 2008 KPK

14 ,Dr Mustafa AD admin Apr. 2008 - present KPK

—

15 {Dr. Shams AD Logistic 2006- Dec. 2008 KPK

16 |Dr.Htikale AD Logistic Jan. 2009 —Jul. 2009 KPK

17 \Dr. Qazi Afsar AD Logistic Aug 2009 - present KPK

18 {Dr. Faridoon Khan EDO Health 2006-2008 Swat

19 {Dr. Bakht Jamal EDO Health 2008- present Swat

20 |Dr. Muhammad Naeem Khan |EPI Coordinator 2006-2008 Swat

21 |Dr.Niaz Ahmed EPI Coordinator 2008 - present Swat

22 |MR.Haroon Rasheed DSV 2006- present Swat

23 |Dr. Magsood Ahmed EDOH 2007 - present Buner
24 |Dr. Tahir EPI coordinater 2006--2007 Buner
25 |Dr.Tariqg Mehmood EPI coordinator 2007 - present Buner
26 |Mr. Javid Bacha DSV 2007 - present Buner
27 %Dr. Said Ali Khan EDOH 2007 -present Shangla
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28 |Dr. Shafi ul mulk EPI Coordinator 2007- present Shangla
ngr.Inayat ur Rehman DSV 2007 - present Shangla
"3_0' Dr Muhammad Idrees EDCH 2009- present [Harip;rﬂgwi
31 lDr Waseem A;;l EPI Corrdinator i2009- present iHaripur N
32 |Mr Liagat Ali DSV 2009- present Haripur
33 'MS. Anwar Begum QCL in charge 2010 - Present QCL
34 |Dr. Agha Isfaq Deputy National Manager 2010 - Prsent Federal
10 {Dr. Muhammad Ali Chohan DG Health 2010 Nov - present KPK
35 |Dr. Janbaz Afridi DDEPI 2010 Nov - present KPK
36 (Dr. S. M. Taimur Shah AD admin 2010 Nov - present KPK
37 |Dr. Wasif Zamir DD EPI Training 2010 Dec - present Federal
38 | Dr. Arshad Igbal Dar DHS Punjab 2009 Jan - present Panjab
39 |Dr. Muhammad Ayub Kaka Program Manager 2009 Jan - present Balochistan
_ Program Manager 2009 J anq- present

40 {Dr. Mazhar Khamisani
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ANNEX Vili

Report of Baseline Survey in the Project Target Districts

JICA EPI1/Polio Control Project

October, 2007




1. Background

JICA, Pakistan Federal Government and Government of NWFP launched the EPI/Polio Control Project in
September, 2006. This is a technical cooperation project for five years till 2011 and has three major components
which are:

* Routine EPI
= EPI-targeted disease surveillance
» Quality Control Laboratory

In Routine EPI component, the project conducts some interventions in three districts, namely Swat, Shangla and
Buner in the North-Western Frontier Province (NWFP) of Pakistan. Before these interventions start, the project
needs to collect baseline information from both the suppliers (EPI technicians and LHWs) and recipients
(mothers with children under one year old).

This report provides the results of the baseline survey conducted by The Nielsen Company Pakistan in
cooperation with Federal governments of Pakistan, government of NWFP and JICA. The baseline survey had
three different components which are:

1. EPI centers and EPI technicians
2. Lady Health Workers (LHWs)
3. KAP with mothers

This report provides the detailed findings of all three components of routine EPI.

2. Objectives

The main objectives of the overall survey are:

. To collect baseline data regarding EPI centers;

. To assess the needs of outreach/mobile activities;

. To assess the needs of EPI technicians and Lady Health Workers (LHWSs) for their routine EPI activities;

. To evaluate whether routine EPI by LHWs is acceptable to the community members, and whether workload
of routine EPI is acceptable to LHWSs in Swat; and

5. To collect Knowledge, Attitude and Practices (KAP) of mothers.

W —

3. Methodology

3.1 Target respondents and their sample size
The survey had following three components

1. Questionnaire survey of EPI centers and EPI technicians.
2. Questionnaire survey of LHWs.
3. KAP survey — 30 Cluster Sampling.

3.1.1 Questionnaire survey of EPI centers and EPI technicians

All EPI centers (111 in total) were visited. There are 150 EPI technicians in total (Table 1). Information of two
or more EPI technicians at one EPI center was compiled by EPI center, because we thought information bias
such as honest bias is not evitable. So the number of respondent EPI technicians is calculated as 111, which is
the same as the number of EPI centers.
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3.1.2 Questionnaire survey of LHWs

Among the three districts, training of LHWs of routine EPI has started only in Swat since October 2005 (Table
2). 50 among 189 LHWs who got 1¥ round training and have already started administering routine EPI, 50
among 761 LHWs who did NOT get the training in Swat, 50 among 189 LHWs in Shangla and 50 among 228
LHWs in Buner (200 in total) (Tablel, Table2). The sampling for LHWs interviews was based on random
selection from the list provided by district managers of National Program for Family Planning and Primary
Health Care in the three districts. All LHWs selected from the list were interviewed.

Table 1: Profile of the three districts

: w: gla tal~
Population 1.48 mil. 0.57 mil 0.50 mil. 2.55 mil.
EPI Centers 66 26 19 111
EPI Technician 81 35 34 150
LHWs 1258 228 189 1675

Table 2: Training of LHWs for routine EPI in Swat

Sep. 06 to Feb. 07
308 761

Period Oct. 05 to Apr. 06
No. of LHWs 189

1258

3.1.3 KAP survey — 30 Cluster Sampling
KAP Survey of mothers who have children under one year old (before birthday); 210 mothers in each

district (630 in total) were selected by 30 cluster sampling (Annex 5).
Response rate of KAP survey

The response rate for this survey was 96.6%. We made a total of 651 contacts for achieving the sample
of 629 interviews.



4. Findings

4.1 EPI Centers

4.1.1. Difficulties in routine EPI work are different among the districts.
Seven difficulties in routine EPI work are raised by EPI centers. Proportion of EPI centers raising the

difficulties is different among the three districts (Table E39).
e Hard to reach is more common in Shangla (p=0.004).

e Negative propaganda is more common in Swat and Buner (p=0.011).

e No or insufficient POL is more common in Shangla (p=0.011).

e Over workload, too busy, shortage of number EPI technicians is more common in Buner and

Shangla (p=0.006).

e Shortage of vaccine, vaccine stock-out is more common in Swat (p=0.000).
e Mobility problem is more common in Swat (p=0.012).

Table E39: Major difficulties in daily routine EPI work

E L MEjondi P Swatld L BUnGl) (Sha Lotal il
Hard to reach areas 31 (47%) | 14 (54%) R 1F(89% 62 (56%)
Negative propaganda of EPI/polio e o o
by religious leaders ; i 4/ » 5 CIONIFEEEr)
No or insufficient POL 261500 4 (15%) [BLEGS%RE 41 B37%)
Low salary 19(29%) | 9(35%) | 8(42%) | 36 (32%)
Over workload , too busy, shortage 11 (17%) B I 2 B
of number EPI technicians »° : e >
E‘}Jl:)rtage of vaccine, vaccine stock- 1 (4%) 1(5%) 26 (23%) 0.000
Mobility problem 7 M%* 1 (4%) 1 (5%) 21 (19%) 0.012
Less awareness of people on EPI (0%) (0%) (0%) (0%) -
Because EPI technicians are not
local, so they are not o o o o }
accepted/welcomed by the local (i) (0%) (0%) ()
people
N= All EPI centers 66 26 19 111 -

Multiple response question

4.1.2. Accessibility: Biggest difficulty for routine EPI work
“Hard to reach areas” is the biggest difficulty for EPI centers especially in Shangla. 47% of EPI
centers in Swat, 54% in Buner, 89% in Shangla and 56% is a major problem for routine EPI (Table

E39). 98% of the catchment population needs outreach/mobile activities in Shangla (Table E33).

Table E33: Population covered by outreach/mobile activity among total catchment population

MEan of poplilation covercd b : »
Ut reach/mobi Mavitveb nel SHangia er
Blcente .
Where LHWs are available (a) 13,234 (53%) | 6,241 (24%) | 3,619 (21%) | 10,025 (42%)
(\z')here BEBE O R E 8,072 (32%) | 18,083 (70%) | 13,400 (77%) | 11,223 (47%)
Ca+b) 21,306 (85%) | 24,324 (99%) | 17,019 (98%) | 21,248 (89%)
Total catchment population* 25,167 25,683 17,437 23,085

* We have excluded 15 EPI centers data from this table because there was no response from the EPI technicians. As per given table, the
total catchment population mean is based on 96 EPI centers. Therefore total catchment population is different from the catchment

a2

population given in table E2.
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4.1.3. Communication and social mobilization for EPI and negative propaganda of EPL/Polio

EPI technicians encourage people to bring children to EPI center mainly through mosque
announcements (50%), community leaders/religious leaders (37%) and LHWs (32%) (Table E37). On
the other hand, mothers get information of EPI through LHWSs (37%), from health facilities (21%) and
religious leaders’ speech (12%) (Table K9). So those three channels, namely mosque/religious leaders,
LHWs and health facility which may include medical officers/medical technicians of FLCF and
private clinics are important to inform mothers about EPI and to encourage them to bring their
children to EPI centers.

Table E37: Communication and encouragement to bring children to EPI fixed site sessions

ST AN S 2

Mosque announem 28 (42 )w

](éz(rlr;rrr;umcate with community leaders/religious 26 (39%) 7 27%) 8 (42%) 41 (37%)
Through LHWs 26 (39%) | 5(19%) 4 (21%) 35 (32%)
Door to door visits by EPI technicians 15 (23%) 4 (15%) 8 (42%) 27 (24%)

Through MO in the FLCF, MO
encourages/informs care-takers when they come 7 (11%) 3(12%) 5 (26%) 15 (14%)
to FLCF as patients or for other purpose

Communicate through teachers 9 (14%) 2 (8%) 1 (5%) 12 (11%)
Through LHV’s 5 (8%) 0 (0%) 1 (5%) 6 (5%)
Requesting clients of EPI to encourage/inform

the?r neighgbors/friends/relatives i 1 @2%) 2L U )
Local radio 1 (2%) 0 (0%) 0 (0%) 1 (1%)
Printed materials 0 (0%) 0 (0%) 0 (%) 0 (0%)
N=All EPI centers 66 26 19 111

Multiple response question

Table K9: Sources of information about immunization for mothers

Lady Health Workers (LHWs) 89 (42%) | 72 (34%) | 69 (33%) | 230 (37%)

From health facilities 49 (23%) | 50 (24%) | 34 (16%) | 133 (21%)
Religious leaders speeches 23 (11%) | 26 (12%) | 27 (13%) | 76 (12%)
Radio 17 (8%) | 27 (13%) | 17 (8%) 61 (10%)
TV 19 (9%) 13 (6%) 7 (3%) 39 (6%)
Vaccinators 4 (2%) 1 (0%) 27 (13%) 32 (5%)
Announcements in village 2 (1%) 5 (2%) 20 (10%) 27 (4%)
Village people 4 (2%) 11 (5%) 6 (3%) 21 (3%)
EPI team 5 (2%) 0 (0%) 5 (2%) 10 (2%)
Newspapers 3 (1%) 4 (2%) 1 (0%) 8 (1%)
Meetings organized by LHWs 0 (0%) 6 (3%) 1 (0%) 7 (1%)
Gatherings with family, relatives and neighbors 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Don’t know 0 (0%) 3 (1%) 2 (1%) 5 (1%)
Not ansared 0 (0%) 1 (0%) 4 (2%) 5 (1%)
N=All respondents 210 209 210 629

YT o
Cd rr 1

30% of EPI centers have problem of negative propaganda of EPI/Polio by religious leaders and it is
the second biggest problem for routine EPI (Table E39). This problem is more common in Swat and in
Buner than in Shangla (p=0.011) (Table E39). 51% of EPI technicians in the three districts and 62% of
those in Swat want to study skill of communication with religious people and community people in the
next refresher training (Table E40).
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Table E40: Main contents for refresher training

Communication skill with religious/community
people

Information about new vaccines which have not
been used in EPI

Social mobilization and communication to persuade

41 (62%) | 11 (42%) | 5 (26%) | 57 (51%)

23 (35%) | 10 (38%) | 6 (32%) | 39 (35%)

25 (38%) | 7Q7%) | 5(26%) | 37(33%)

people to accept EPI

pHe(z)\gllio provide health education to community 11 (17%) | 8 31%) | 6 32%) | 25 23%)
Clinical aspects of the EPI target diseases 14 (21%) | 9(35%) | 1(5%) | 24 (22%)
Record keeping 10 (15%) | 4 (15%) | 6 (32%) | 20 (18%)
Management of drop-out 12 (18%) | 5(19%) | 2 (11%) | 19 (17%)
Vaccine side effects 6 (9%) 9(35%) | 2(11%) | 17 (15%)
How to estimate the target population 12 (18%) | 2(8%) | 2(11%) | 16 (14%)

Knowledge to answer to frequently asked questions

0, 0, 0, 0,
from people 3 (5%) 5(19%) | 7(37%) | 15 (14%)

Safe injection 7 (11%) 2(8%) | 5(26%) | 14 (13%)
How to calculate the EPI coverage 8 (12%) 2(8%) | 3(16%) | 13(12%)
How to store and transport vaccines 6 (9%) 3(12%) | 2 (11%) | 11 (10%)
Organization of EPI sessions 9 (14%) 1 (4%) 0 (0%) 10 (9%)
Cold chain management/minor repair 7 (11%) 0(0%) |211%) 9 (8%)

Mutual learning from other EPI technicians 3 (5%) 0(0%) | 3(16%) 6 (5%)

Training related to EPI 1 2%) 0 (0%) 0 (0%) 1 (1%)

N=AIll EPI centers 66 26 19 111

Multiple response question

4.1.4. No or shortage of POL

Only four out of 53 EPI center having motorbikes are given POL support (Table E19) and EPI
Technicians have to pay Rs. 1,984 a month out of their pocket (Table E20). 37% (41/111) of all EPI
centers in the three districts and 58% (11/19) in Shangla and 39% (26/66) in Swat are facing ‘“No or
insufficient POL” problem and it is the third biggest problem for EPI centers (Table E39). Among 65
EPI centers which have no official motorbikes, seven have private ones. Therefore the number of EPI
centers which have motorbikes is 53(46+7) and proportion of EPI centers which raise “No or
insufficient POL” is 77% (41/53).

Table E19;: Monthly POL given by district/donors among motorbike holders

Yes POL is given 2(7%) | 2(18% 0 (0%) 4 (8%)
No POL is not given 28 (93%) | 9 (82%) | 12 (100%) | 49 (92%)
N= All those having motorbike 30 11 12 53

Table E20: Monthly average POL (Rs.) given to motorbike holders

S e Sl BUnG Sk la) BAVeragc
POL from Pocket (Rs.) 1,763 | 2,862 1,879 1,984
N= All motorbike holders who are not given POL 28 9 12 49
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4.1.5. Over workload, too busy and understaffing of EPI Technicians

Among 111 EPI centers, 87 EPI centers (79%) are managed by a single EPI technician or a dispenser
(Table E3). Although many medical technicians and LHV support EPI activity at EPI center when EPI
technician is busy or not available (Table E4, ES), 28% of EPI centers raises “over workload, too busy,
understaffing of EPI technicians” as a major problem especially in Buner (42%) and Shangla (47%)
(Table E39). Only 28% of EPI center open six days a week (Table E29). EPI centers with only one
EPI technician open 3.5 days a week and those with two or more EPI technicians open 4.3 days a
week on average (Table E29). However this is not statistically significant (p=0.275).

Table E3: Number of EPI technicians at EPI center

T
at

3 or more 1 (2%) 0 (0%) 0

2 1521%) | 4 (15%) 4 (21%) | 23 (20%)
1 48 (73%) | 22 (85%) | 14 (74%) | 84 (76%)
0 2 *(3%) 0 (%) 1 * (5%) 3 (3%)
N=AIl EPI centers 66 26 19 111

*Centers with no EPI technicians
e In both the EPI centers of Swat the dispenser manages EPI center instead of an EPI technician.

e [n Shangla the LHY manages the EPI center instead of EPI technician.

Table E4: Number of supporters of EPI at EPI centers which have only one EPI technician

“2 or more 21 (44%) 12 (55%) 8 (57%) 41 (49%)
1 23 (48%) 8 (36%) 3 (21%) 34 (40%)
0 4 (8%) 2 (9%) 3(21%) 9 (11%)
];J;Nhumber of EPI Centers with one EPI 48 2 14 84

Table E5: Total number of supporters (and their type) of EPI at all EPI centers

%Mé‘dlca Ntéc nxcléﬁé - 8 (33%)‘ ' 52(38%)
Lady Health Visitors 20 (24%) 11 (32%) 6 (30%) 37 (27%)
Dispenser 9 (11%) 4 (11%) 5 (25%) 18 (13%)
{ﬁ(_il)é)Health Supervisor 6 (7%) 0 (0%) 1 (5%) 7 (5%)
Medical Officers 3 (4%) 0 (0%) 0 (0%) 3 (2%)
Others 18* (21%) 2* (6%) 1* (5%) 21 (15%)
Total 84 34 20 138

*Others

Others include: Midwife, EPI trainee, Malaria supervisor, LHWs, DSV and Nurse.
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Table E29: Days for fixed site sessions a week

chnician nic
0 6 (7%) 1 (4%) 7 (7%)
1 13 (15%) 0 (0%) 13 (12%)
2 17 (20%) 7 (30%) 24 (22%)
3 13 (15%) 0 (0%) 13 (12%)
4 8 (10%) 6 (26%) 14 (13%)
5 7 (8%) 1 (4%) 8 (T%)
6 20 (24%) 8 (35%) 28 (26%)
Mean 3.5 4.1 3.6
N=EPI 84 23 107
centers
Data from four centers is not available therefore this data is computed out of the total base of 107 p=0.2 75
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4.1.6. Functional but old Cold Chain equipment and shortage of furniture
Situation of cold chain equipment is relatively good. 90% of EPI centers have at least one functional
refrigerator (Table E22). But among total 152 refrigerators at EPI centers, 62 refrigerators (41%) were
installed 2001 or before (Table E23). They need to be replaced by 2011 when the project is over. 60%

of EPI centers have shortage of furniture for documents and record keeping (Table E27).

Table E22: Functional refrigerators at EPI centers excluding sub stores

EPI. centers with two or more well functional 8 (13%) | 3(12%) | 5(26%) | 16 (15%)
refrigerators

EPI centers with only one well functional refrigerator | 50(79%) | 14 (54%) | 12 (63%) | 76 (70%)
EPI centers without well functional refrigerators 3 (5%) 7 (27%) 1 (5%) 11 (10%)
Don’t have refrigerators 2 (3%) 2 (8%) 1 (5%) 5 (5%)
N= EPI centers 63 26 19 108

*In Swat three of the EPI centers aiso operate as sub stores therefore these are excluded from the base here

Table E23: Year of installation of refrigerators

2002 — 2006 41 (44%) 13 (39%) 18 (69% ) 72 (47%)
1997 —2001 22 (24%) 12 (36%) 4 (15%) 38 25%)
1996 - 18 (19%) 5(15%) 1(4%) 24 (16%)
Not Answered 12 (13%) 3(9%) 3(12%) 18 (12%)
N=Number of refrigerators 93 33 26 152

Table E27: Shortage of equipment/materials

R

s I BunerR g Shanglal i Averapel

42 (64%) 12 (46%) 13 (68%) 67 (60%)
Stationery 43 (65%) 7 (27%) 12 (63%) 62 (56%)
Reporting forms of EPI 29 (44%) 5 (19%) 7 (37%) 41 (37%)
Register books of EPI 19 (29%) 1 (4%) 5 (26%) 25 (23%)
N=All EPI centers 66 29 19 111

Multiple response question
8 QM
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4.1.7 Documentation and Record Keeping; Available but not Up-dated

Inventory Sheets, Stock Register, Daily EPI Register and Permanent EPI Register are available at
more than 90% of EPI centers but not updated at most EPI centers (Table E42). About half of EPI
centers have mismatch of number of vials of vaccine except BCG between records and actual

availability (Table E45). Mismatch of BCG is observed to be less in Swat and in Shangla.
Table E42: Availability of documents and their updates

iy

Avaﬁalﬁiit} o

| ShanglaiE 0

sse:

AvallabﬂLty

Yes 62 (94%) 22 (85%) 17 (89%) 101 (91%)
No 4 (6%) 4 (15%) 2 (11%) 10 (9%)
Records Completely Entered

Yes 7 (11%) 4 (15%) 1(5%) 12 (11%)
No 55 (83%) 18 (69%) 16 (84%) 89 (80%)
Availability

Yes 62 (94%) 21 (81%) 18 (95%) 101 (91%)
No 4 (6%) 5 (19%) 1 (5%) 10 (9%)
Records Completely Entered ~*

Yes 8 (12%) 4 (15%) 1 (5%) 13 (12%)
No 54 (82%) 17 (65%) 17 (89%) 88 (79%)

Yes 63 (95%) 25 (96%) 18 (95%) 106 (95%)

No 3 (5%) 1 (4%) 1 (5%) 5 (5%)

Records Completely Entered A4

Yes 5 (8%) 4 (15%) 3 (16%) 12 (11%)
0, 0, 0,

cEal

64 (97%) 23 (88) 19 (100%) 106 (95%)
2 3%) 3 (12%) 0(0%) 5 (5%)
24 (36%) 9 (35%) 3 (16%) 36 (32%)
40 (61%) | 14(54%) | 16(84%) | 70 (63%)
Yes 43 (65%) 13 (50%) 11 (58%) 67 (60%)
No 23 (35%) 13 (50%) 8 (42%) 44 (40%)
vaila ty gcurre‘ﬁt month,
February 2007)
Yes 38 (58%) 16 (62%) 16 (84%) 70 (63%)
No 28 (42%) 10 (38%) 3 (16%) 41 (37%)
N=All EPI centers 66 26 19 111
Updates:
~ To be filled in until yesterday
AN To be filled in until last delivery
AN To be filled in until last sessions
9
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Table E45: Number of EPI centers with mismatches of number of vaccine vials between record and

actual availability

BCG 14 (21%) 13 (50%) 4 (21%) 31 (28%)
BCG diluent 22 (33%) 14 (54%) 7 (37%) 43 (39%)
OPV 40 (61%) 11 (42%) 7 (37%) 58 (52%)
Combo (DPT-Hep B) 35 (53%) 13 (50%) 8 (42%) 56 (50%)
TT 41 (62%) 15 (58%) 8 (42%) 64 (58%)
Measles 34 (52%) 13 (50%) 7 (37%) 54 (49%)
Measles diluent 35 (53%) 14 (54%) 9 (47%) 58 (52%)
N= All EPI centers 66 26 19 111

Multiple response question

4.1.8. Vaccine stock-out

This report dose not go into the detail of vaccine stock-out, but 36% of EPI centers in Swat raises
“shortage of vaccine, vaccine stock-out” as a major problem for routine EPI (Table E39).

4.2 Lady Health Workers
4.2.1. Involvement of LHWs for routine EPI

One objective of involvement of LHWs into routine EPI is to cover people living in “Hard to reach
areas”. However involvement of LHWs for routine EPI might have limited impact in the three districts
especially in Shangla.

First reason is the number of EPI centers which have LHWs is limited. 27% of EPI centers in Swat,
38% in Buner and 47% in Shangla have no LHWs in their catchment areas (Table E28).

Second reason is that the population, which is covered through outreach/mobile and has LHWs, is
limited. On average of the three districts, 21,248 people are covered by outreach/mobile activity in the
catchment area of one EPI center. Among them, 11,223 people (11,223/21,248=53%) live where
LHWs are not available, it is 79% in Shangla and 74% in Buner (Table E32).

Table E28: LHWs in the catchment area

[ Swal S DUNCE PShamplal i ot
0 18 (27%) 10 (38%) 9 (47%) 37 (33%)
1-5 6 (9%) 5 (19%) 2 (11%) 13 (12%)

6 or more 40 (61%) 11 (42%) 8 (42%) 59 (53%)
Don’t know/no response 2 (3%) 0 (0%) 0(0%) 2 (2%)
Mean 21.7 14.6 14.8 19.2
N=All EPI centers 66 26 19 111




Table E33: Population covered by outreach/mobile activity among total catchment population

ere HWS afé 'al.\/aiia e(a) , (53%)
(\Z;‘ere LHWs are not available | ¢ 195 3904y | 18,083 (70%) | 13,400 (77%) | 11,223 (47%)
Catb) 21,306 (85%) | 24,324 (99%) | 17,019 (98%) | 21,248 (89%)
Total catchment population* 25,167 25,683 17,437 23,985
* We have excluded 15 EPI centers data Jfrom this table b there is no resp from the EPI technicians. As per given table, the

total catchment population mean is based on 96 EPI centers. Therefore total catchment population is different from the catchment
population given in table E2.

4.2.2 Positive impact of routine EPI on LHWs who has already started routine EPI

As mentioned in the methodology only LHWs of “Swat trained” have already started administering
routine EPI. Questions regarding consequence of routine EPI were asked to those LHWs.There are
some positive impacts mentioned by those LHWs. Feeling better by being able to help people more
(90%), obtain more trust among people (86%), obtain more support from community (76%) and better
working relation with EPI technicians (70%) (Table L25).

Table L25: Positive impacts of involvement in routine EPI

PR iolveniéntiniroutine BPIE L i Swatilniinedin
Feeling better by being able to help people more 5 (90%)
Obtained more trust among people in catchment area 43 (86%)
Obtained more support from community 38 (76%)

Better working relation with EPI technician 35 (70%)
N=AIl LHWs 50

Multiple response question

4.2.3 Support required by LHWs

86% of them want an increase in the salary (Table L23). This might be because LHWs have not been
paid any incentive since they started routine EPI session at their health houses, although they had been
paid 100Rs. a day during six days of theoretical session and 500Rs. a month during six month of
practical session.

Table L23: Support required from province, district and partners

Salary increase 43 (86%)
Certificate after EPI training 40 (80%)
Supervision by female and not male supervisors 19 (38%)
Provision of transportation and fuel cost 13 (26%)
Change in color and/or style of the LHWSs uniform 8 (16%)
Help in convincing people to accept EPI 5 (10%)
To resolve shortage of vaccines 5 (10%)
Telephone or other means of communication 4 (8%)
More frequent EPI training 3 (6%)
Help in convincing religious leaders to accept EPI 1 (2%)
More systematic feedback after supervision 1 (2%)
More frequent supervision 0 (0%)
Exclusion of meeting with male members of the community from their routine

duties 0(0%)
N=All LHWs 50

Multiple response question



4.2.4. Refusal experienced by LHWs
Refusal is more common in Polio campaign. LHWs trained in Swat faced more refusals in OPV

campaign (26%) than in TT campaign (13%) and in routine EPI (12%) (Table L19).

Main two reasons of refusal against OPV campaign, TT campaign and routine EPI among the area of
LHWs trained in Swat are suspicion of sterility by OPV and opposition from religious leaders (Table
L18).

Table 1.18: Refusal experienced by LHWs trained in Swat (for detail see Annex: 3)
. 2 | Blivcimphens Wl cmpaign | (Rouline
Faced refusal 13 (26%) 6 (13%) 6 (12%)
Did not faced refusal 37 (74%) 42 (88%) 44 (88%)
Total 50 48* 50

*Among 50 LHWs trained in Swat, 48 LHWs have experience of TT campaign
This table is made from table L7, L11 and L16.

Table 1.19: Reasons for refusal (for detail see Annex. 3)

Religious leader are against OPV/TT/injection vac 7 (54%) 3 (50%) 4 (67%)

People think that giving vaccine is against God’s will 0 (0%) 0 (0%) 0 (0%)

Skepticism about why vaccinate before catching the disease 3 (23%) 2 (33%) 2 (33%)

tIﬁ’eople and/o'r religious leaders think that vaccines contain 9 (69%) 5 (83%) 3 (50%)
amily planning substances

People and/or religious leaders think that injection vaccines

contain prohibited substance for Muslims like pork 2 (15%) 0 (0%) 0 (0%)

components

People and/or religious leaders link injection vaccines with

foreign NGOs some of which are Christian based 2 (15%) 2 (33%) 0 (0%)

organizations

People fear vaccine side-effects 0 (0%) 0 (0%) 1 (17%)

People refuse to take babies out of their house to immunize 0 (0%) - 1 (17%)

People are afraid of pain caused by vaccine 0 (0%) 0 (0%) 1 (17%)

N=All who mentioned they faced refusals 13 6 5

This table is made from table L8, L12 and L17.

4.2.5. Concern and negative impact of routine EPI on LHWs

Table L.24: Negative impacts of routine EPI

Although EPI session at a health house is only once a month and vaccine is delivered by LHS, 90% of
LHWs who have started administer of routine EPI thought increase in workload is negative impact in
routine EPI (Table L24).

Frained:
5(90%)

Increase in workload 4
Increase in expenditure that is not properly compensated 8(16%)
Relationship with local religious leaders becomes worse because they are against EPI 5(10%)
Disrupting care-taking of own family 3(6%)
Difficult working relation with EPI technicians 2(4%)
N=AIl LHWs 50
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4.3. Mothers

4.3.1. Mothers: Limited knowledge and generally positive with EPI, but some are negative

Although mothers who have children under one year old have limited knowledge of objective of EPI,
diseases prevented by EPI, more than 90% of mothers want to give OPV and other injection vaccine to
their children (Table K10, K11, K12, K13, K18). It should be highlighted that although LHWSs trained
in Swat faced more refusal in OPV campaign than in routine EPI, proportion of mothers who want to
give their children OPV (96%) is not less than those of injection vaccine (94%) (Table K13).

Table K10: Administration route of vaccines

What is administration route of vaccine?

Injections and drops both 68 (32%) 74 (35%) 72 (34%) 214 (34%)
Only drops 38 (18%) 29 (14%) 71 (34%) 138 (22%)
Only injections 48 (23%) 40 (19%) 41 (20%) 129 (21%)
Don’t know 56 (27%) 66 (32%) 26 (12%) 148 (24%)
N=All respondents 210 209 210 629

Table K11;: Knowledge of objective of vaccination

_ Do

ou think below sentences are r
wledge ofithe obje CCin

We use vaccines for preventing diseases 127 (60%) | 131 (63%) | 114 (54%) | 372 (59%)
We use vaccines as a cure 31 (15%) 50 (24%) 79 (38%) | 160 (25%)
We use vaccines for getting energy 3 (1%) 7 (3%) 1 (0%) 11 2%)
We use vaccines for nutrition 1 (0%) 6 (3%) 1 (0%) 8 (1%)
Vaccines cause infertility 0 (0%) 0 (0%) 1 (0%) 1 (0%)
Don’t know 64 (30%) 46 (22%) 38 (18%) | 148 (24%)
N=All respondents 210 209 210 629
Table K12: Willingness towards vaccination

B

Yes 203 (97%) 203 (97%) 191 (91%) 597 (95%)
No 7(3%) 6 3%) 19 (9%) 32 (5%)
N=All Respondents 210 209 210 629

M



Table K13: Willingness for OPV and injection vaccination

Do you want to give OPV immunization to your child?
t to give injection vaccination to your child?

Do you w

203 (97%) | 208 (100%) | 198 (94%) | 609 (96%)
7 (3%) 1 (0%) 12 (6%) 20 (4%)
Yes 202 (96%) 199 (95%) 190 (90%) 591 (94%)
No 8 (4%) 10 (5%) 20 (10%) 38 (6%)
N=All Respondents 210 209 210 629
Table K18: Knowledge of diseases preventable by EPI
ing disease do you understand are preventable by EPI?
S iBunee . Shanela i E ol

91 (43%) 116 (56%) 131 (62%) 338 (54%)
Measles 101 (48%) 115 (55%) 126 (60%) 342 (54%)
Malnutrition 5 (2%) 5 (2%) 10 (5%) 20 (3%)
Pertussis 64 (30%) 61 (29%) 94 (45%) 219 (35%)
Pneumonia 0 (0%) 3 (1%) 0 (0%) 3 (0%)
Diarrhea 1 (0%) 1 (0%) 0 (0%) 2 (0%)
Diphtheria 4 (2%) 8 (4%) 5 (2%) 17 (3%)
Tetanus 35 (17%) 41 (20%) 32 (15%) 108 (17%)
Mental diseases 0 (0%) 2 (1%) 1 (0%) 3 (0%)
Hepatitis B 49 (23%) 47 (22%) 44 (21%) 140 (22%)
Hepatitis C 13 (6%) 18 (9%) 23 (11%) 54 (9%)
Malaria 1 (0%) 2 (1%) 1 (0%) 4 (1%)
Tuberculosis 4 (2%) 11 (5%) 25 (12%) 40 (6%)
Don’t know 88 (42%) 71 (34%) 66 (31%) 225 (36%)
N=All respondents 210 209 210 629

Multiple response question
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4.3.2. Concerns regarding vaccination among mothers

6% (38/629) of mothers show concerns regarding vaccination (Table K15-1). The major concerns
regarding vaccination are “my family member doesn’t want vaccine to my child (14/629=2.2%)”, “It
is available at far off place (9/629=1.4%)”, “It may cause infertility (5/629=0.8%)”, “It may cause side
effects (5/629=0.8%)” (Table K15-2).

Table K15-1: Proportion of mothers having concerns regarding vaccination

Yes, I have concerns 8 (4%) 10 (5%) 20 (10%) 38 (6%)
No, I don’t have any concern 202 (96%) | 199 (95%) | 190 (90%) | 591 (94%)
N=All respondents 210 209 210 629
Table K15-2: Concerns regarding vaccination
- Concernsreparding vaccnution 8t SWat L RUTe) Shanell @ TomL

Family members unwillingness 3(1.4%) | 4(1.9%) 73.3%) | 14 (2.2%)
Because it is available at far off places 0 (0%) 1(0.5%) 8 (3.8%) 9 (1.4%)
It may cause infertility 1 (0.5%) 0 (0%) 4(1.9%) | 5(0.8%)
It may cause side effects 1 (0.5%) 3 (1.4%) 1 (0.5%) 5 (0.8%)
Because vaccination causes pain 1 (0.5%) 1 (0.5%) 2 (1.0%) 4 (0.6%)
Religious leaders advised not to immunize | 2 (1.0%) 0 (0%) 1 (0.5%) 3 (0.5%)
Because I do not like it 0 (0%) 0 (0%) 3 (1.4%) 3 (0.5%)
Because my husband is abroad 0 (0%) 1 (0.5%) 0 (0%) 1 (0.2%)
N=All respondents 210 209 210 629

4.3.3. Most mothers accept routine EPI by LHWs

96% of mothers accept routine EPI administered by LHWs (Table K30). Main reasons are “I don’t
have to got to the health center” (91%) and “LHWs can come to vaccinate my children at my home”
(7%) (Table K31). The first reason shows that accessibility is a big barrier not only for EPI centers but
also for mothers. The second reason shows that some mothers do not know that they need to bring
their children to health houses for routine EPI.

Table K30: Acceptability of LHWs in routine EPI

If LHWs in your village/town work for routine EPI activities such as measles vaccine injection, do
you accept them?

P B Swat . @ Bune 0 Shanelill e L TOGL 0
Yes 202 (96%) 203 (97%) 197 (94%) 602 (96%)
No 8 (4%) 6 (3%) 13 (6%) 27 (4%)
N=All respondents 210 209 210 629




Table K31: Reasons for acceptability of LHWs in routine EPI

Reasons for acceptabilit
I do not have to go to the health center 190 (94%) | 163 (80%) | 196 (99%) | 549 (91%)
LHWs can come to vaccinate their children o o
T 4 (2%) 39 (19%) 0 (0%) 43 (7%)
Because | want to meet LHWs more often 0 (0%) 1 (0%) 1 (1%) 2 (0%)
Because [ want to visit LHWSs health house 0 (0%) 1 (0%) 0 (0%) 1 (0%)
LHW is not available 7 (3%) 0 (0%) 0 (0%) 7 (1%)
No need to go to hospital 1 (0%) 1 (0%) 0 (0%) 2 (0%)
N= mothers who accepts routine EPI by
LHWs 202 203 197 602

Multiple response question

5. Recommendations

5.1. Strengthening outreach/mobile activity

Involvement of LHWs for routine EPI might have limited impact in covering people living in remote

area especially in Shangla. Strengthening out-reach/mobile activity is needed to cover more people.

Four things would be recommended to strengthen outreach/mobile activity.

(1).  Government to appoint one more EPI Technician at EPI Centers where only one EPI
Technician is available and LHWs are not available in the catchment area.

(2).  Government to provide some amount of POL for motorbikes.

(3).  Procurement of motorbikes is recommended, given the condition that POL is guaranteed by the
Government.

(4).  Micro planning of outreach/mobile activity and sound-coordination of outreach session is
imperative.

5.2. Strengthening communication with community people and religious/community leaders
Communication with community people including mothers and religious/community leaders are
important. The project can support

(1). training of communication skill for EPI technicians and LHWs and

(2). social mobilization activity to involve religious/community leaders.

5.3. Different strategies according to their conditions and problems
Generally, the environment of EPI is different among Swat, Shangla and Buner. Strategy for

improving EPI coverage in these districts should vary according to their geographical conditions
and problems that affect EPI activities.

16
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Annexure 1. EPI Centers

1.1 Background Information of EPI Centers

1.1.1 Number of Health facilities

Table E1: Number of Health facilities

Basic Health Unit (BHU) 39 (59%) 15 (58%) 10 (53%) 64 (58%)
Civil Dispensary 12 (18%) 4 (15%) 6 (32%) 22 (20%)
Teshil Head Quarter (THQ) 6 (9%) 3 (12%) 2 (11%) 11 (10%)
Rural Health Center (RHC) 4 (6%) 3 (12%) 0 (0%) 7 (8%)
Civil Hospital 1 (2%) 0 (0%) 1 (5%) 2 (2%)
District Head Quarter (DHQ) 1 (2%) 1 (4%) 0 (0%) 2 (2%)
Teaching Hospital 1 (2%) 0 (0%) 0 (0%) 1 (1%)
Municipal Corporation (MC) 1 (2%) 0 (0%) 0 (0%) 1 (1%)
EPI Office 1 2%) 0 (0%) 0 (0%) 1 (1%)
N=All centers 66 (100%) 26 (100%) 19 (100%) 111 (100%)

1.1.2 Total catchment population of EPI centers

Among the three districts, Swat and Buner have approximately same catchment population to be served for the

total population and the less than one year old children.

Table E2; Total catchment population (population under one year old) of EPI centers

Mean

24,737 (830)

23,738 (854)

17,530 (585) 23,266 (790)
Minimum 2,022 (37) 99 (24) 8,934 (99) :
Maximum 71,200 (6,766) | 43,266 (1,557) | 32,520 (1,171) -

17
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1.2 Human Resource for EPI at EPI centers

1.2.1 Number of EPI technicians

Mostly the EPI centers have only one EPI technician. Only in one of the EPI centers of Swat there are

three EPI technicians.

Table E3: Number of EPI technicians at EPI center

3 or more 1 (2%) 0 (0%) 0 1 (1%)
2 15 (21%) 4 (15%) 4 (21%) 23 (20%)
1 48 (73%) 22 (85%) 14 (74%) 84 (76%)
0 2 *(3%) 0 (%) 1 *(5%) 3 (3%)
N=All EPI centers 66 26 19 111

*Centers with no EPI technicians

. In both the EPI centers of Swat, the dispenser manages EPI center instead of an EPI technician.
. In Shangla, the LHV manages the EPI center instead of EPI technician.

1.2.2 EPI Supporters

Supporters refer to those who conduct EPI activities when EPI technician is busy or not available. This
includes medical technicians, LHS, LHV, medical officer and dispenser.

Table E4: Number of supporters of EPI at EPI centers which have only one EPI technician

8 (57%)

5

41 (49%) |

2 or more 21 (44%) | 12 (55%)

1 23 (48%) | 8 (36%) | 3 (21%) | 34 (40%)
0 4 (8%) 2 (9%) 3 (21%) 9 (11%)
N=Number of EPI Centers with one EPI Tech. 48 22 14 84

Table ES: Total number of supporters (and their type) of EPI at all EPI centers

< TSR e it
Medical technicians

[ Shanghil

A

28(33%) 17 (50%) 7 (35%) 52 (38%)
Lady Health Visitors 20 (24%) 11 (32%) 6 (30%) 37 (27%)
Dispenser 9 (11%) 4 (11%) 5 (25%) 18 (13%)
Lady Health Supervisor (LHS) 6 (7%) 0 (0%) 1 (5%) 7 (5%)
Medical Officers 3 (4%) 0 (0%) 0 (0%) 3 (2%)
Others 18* (21%) 2% (6%) 1* (5%) 21 (15%)
Total 84 34 20 138
*Others

Others include: Midwife, EPI trainee, Malaria supervisor, LHWs, DSV and Nurse.

P
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1.2.3 Profile of EPI technicians

» The survey findings show that most of the EPI technicians are over 30 years old.
= Majority of the EPI technicians are males
» Around 47% EPI technicians are having an experience of EPI up to 21-30 years.

» Mostly, the EPI technicians have attended the last refresher training from the year 2000 to 2006 in
Swat but almost half of EPI technicians in Buner and Shangla have not attended any refresher

training from 2000 to 2006.

Table E6: Age of EPI technicians (numbers of EPI Technicians)

-20 years 1 (1%) 0 (0%) 0 (0%) 1 (1%)
21-30 years 9(11%) | 9 (30%) 4 (18%) 22 (16%)
Above 30 years 71 (88%) | 21 (70%) | 18 (82%) | 110 (83%)
Average age 41 39 39 40
N=EPI Technicians 81 30 22 133

Table E7: Gender of EPI technicians

SHangl

g

E W4 ! 12N Z) LOTaL
Male 72 (89%) 27 (90%) 19 (86%) 118 (89%)
Female 9 (11%) 3 (10%) 3 (14%) 15 (11%)

=EPI Technicians 81 30 22 133

Table E8: Years of experience as EPI technicians

Sofexp P Swat. | /Buner | Shafigla 1ot
Up to 10 year 10 (12%) | 9 (30%) 5(23%) | 24 (18%)
11-20 year 27(33%) | 13(43%) | 7(32%) | 47 (35%)
21-30 year 44 (54%) | 8(27%) | 10(45%) | 62 (47%)
N=EPI Technicians 81 30 22 133

Table E9: Year of last refresher training

s oAl Farbune! y i Olals
1980-1989 1 (1%) 3 (10%) 0 (0%) 4 (3%)
1990-1999 4 (5%) 11 (37%) 11 (50%) 26 (19%)
2000 -2006 76 (94%) 16 (53%) 11 (50%) 103 (78%)

=EPI Technicians 81 30 22 133
19 \\‘
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1.3 Infrastructure and Facility

1.3.1 Distance between EPI centers and EDO (H) — Kilometers and hours

The average distance from EDO (H) office is 32 Kilometers (Km.) as highlighted in the table below.
In Shangla the distance is the longest as compared to the other two districts while in Buner the centers
are near to the EDO (H) office.

However owing to the type of area in Buner and Shangla it takes much longer (5.8 and 4.2 hours
respectively) to reach the EDO (H) office as compared to Swat district where it takes only 3.7 hours
despite an average 32 km distance.

Table E10: Distance in KM between EPI centers and EDO (H)

| Dsinceim K i SWit ] Bind | IShanglag Totall |

1-10 km 18 (27%) | 6 (23%) 3 (16%) | 27 (24%)
11-20 km 8 (12%) 9 (35%) 3(16%) | 20 (18%)
21-50 km 28 (42%) | 8 (31%) 9 (47%) | 45 (41%)
51 km or more 12 (18%) 1(4%) 4 (21%) | 17 (15%)
Don’t Know/No answer 0 (0%) 2 (8%) 0 (0%) 2 (2%)
Mean 323 24.3 40.9 32.2
N=All EPI centers 66 26 19 111

Table E11: Distance in Time between EPI centers and EDO (H)

Bl ncein timel - ¢ Ui SSwats o Bliner, | angla - | 8ot
Less than 1 hour 21 (32%) 13(50%) (16%) 37(33%)
1 or more 29(64%) 5(19%) 1(5%) 35(32%)
2 or more 11(69%) 8(31%) 6(32%) 25(22%)
3 or more 5(31%) 0(0%) 9(47%) 14(13%)
Don’t Know/No answer 0 (0%) 0 (0%) 0 (0%) 0(0%)
Mean 1.2 1.3 2.5 1.4
N=All EPI Centers 66 26 19 111

1.3.2 Electricity - Frequency and duration of breakdown
Frequency and duration of electricity breakdown

Electricity breakdown is a serious problem in these centers as almost half of the EPI centers mentioned
that they experience electricity breakdown 3 days or more in a week.

This duration of electricity failure is for half a day or less. In one fourth of all the EPI centers
electricity failure is for more than half a day.

T\ S

— 104 —

M



Table E12: Frequency and duration of electricity breakdown

S
No supply 4 (6%) 3 (12%) 6 (32%) 13 (12%)
3 days or more/week 27 (41%) 15(58%) | 12(63%) | 54 (49%)
1 to 2 days/week 11 (17%) 0 (0%) 1 (5%) 12 (11%)
Less than 1 day/week 24 (36%) 8 31%) 0 (0%) 32 (29%)
N= All centers 66 26 19 111

P st ¢ ngla ¢ ofalit
Always half day or less 50 (81%) 15 (65%) 9 (69%) 74 (76%)
Sometimes more than half day 12 (19%) 8 (35%) 4 (31%) 24 (24%)
N=Centers with electricity supply 62 23 13 98

1.3.3 Water supply

31% of EPI centers do not have water supply. Among the three districts this ratio is the highest for

Shangla.

Table E13: Water supply

“Have water supply 48 (13%) | 8 (42%) | 77 (69%)
Do not have water supply 18 (27%) 5 (19%) 11 (58%) 34 (31%)
N=AIll EPI centers 66 26 19 111

1.3.4 Phone facility

The fixed phone facility is not available at most of the EPI centers. This is compensated by other

phone facilities such as mobile phones and PCO within 5 minutes walking distance.

Table E14: Fixed phone at EPI centers

Whethicrhive fixéd phonest i iSwat Buicn Ui Shanglali @ ToGl
Yes have fixed phones 7(11%) 3 (12%) 4 (21%) 14 (13%)
No, do not have fixed phones 59 (89%) 23 (88%) 15 (79%) 97 (87%)
N=All EPI centers 66 26 19 111

Table E15: Other phone facilities* among EPI centers which have no fixed phone

: WAt B mailotalen
Yes, have other phone facilities 54 (92%) | 18(78%) | 10 (67%) | 82 (85%)
No, do not have other phone facilities 5 (8%) 5(22%) 5 (33%) 15 (15%)

=EPI centers with no fixed phones 59 23 15 97

*Other phone fucilities

Mobile phones
PCO within 5 minutes walking distance
21
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1.4 Transportation

1.4.1 Official vs. Personal vehicles

Around 41% of EPI technicians have official motorbikes. Seven (7) EPI technicians have private and

12 have official bicycles. 42 have no mobility.

Table E16: Official motorbikes at EPI centers

ifi
Official motorbikes are available 23 (35%) 11 (42%) 12 (63%) 46 (41%)
Official motorbikes are not available 43 (65%) 15 (58%) 7 (37%) 65 (59%)
N=All EPI centers 66 26 19 111

Table E17: Private motorbikes at EPI centers where official motorbikes are not available

he ate moto: Swa e 12
Private motorbikes are available 7 (16%) 0 (0%) 0 (0%) 7 (11%)
Private motorbikes are not available 36 (84%) 15 (100%) | 7(100%) | 58 (89%)
N= All respondents who didn't have
official bike 43 5 ! 65

Table E18: Private cars/official bicycles at EPI centers where official/private motorbikes are not

available
. VenRISavaibl A B S Swac i Bunee 1 Shang i B iIoRall
Both private nd official bicycle 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Only private cars 1 (3%) 3 (20%) 0 (0%) 4(7%)
Only official bicycles 10 (28%) 1 (7%) 1 (14%) 12 (21%)
Neither private cars nor official bicycles 25 (69%) 11 (73%) 6 (86%) 42 (72%)
N= All respondents who don't have
official and or private motorbike 0 = 7 >3

1.4.2 Transportation expenditure for routine work

Most EPI technicians do not receive any allowance for POL.

Table E19: Monthly POL_given by district/donors among motorbike holders

L WietHerPOLGivenT Swatiil | Binierd 7 Shangla 061
Yes POL is given 2 (7%) 2 (18%) 0 (0%) 4 (8%)
No POL is not given 28 (93%) 9 (82%) 12 (100%) | 49 (92%)
N= All those having motorbike 30 11 12 53

22
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Table E20: Monthly average POL (Rs.) given to motorbike holders

POL rom Pocket (Rs.)

1879

N= All motorbike holders who
are not given POL

12

Table E21: Transportation expenditure for routine EPI work

Motorblkz holdefs

e

st

Bas el

o Shangla (G

ST

575 2,688
Non-motorbike holders 1,036 1,232 1,560
N=All EPI centers 66 26 19

S
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1.5 Cold Chain Equipment

1.5.1 Refrigerators — working condition

Most of the EPI centers do have at least one well functional refrigerator. In district Shangla the
number of well functional refrigerators is the highest as compared to the rest of the two districts.

Table E22: Functional refrigerators at EPI centers excluding sub stores

SRS TS e
0 R

= o or more well functional 8 (13%) 3 (12%) 5 (26%) 16 (15%)
iiel;rlizz?;te;: with only one well functional S079%) | 14 (54%) 12(63%) | 76 (10%)
i?:i;:?;fgisw1thout well functional 3 (5%) 7 (27%) 1 (5%) 11 (10%)
Don’t have refrigerators 2 (3%) 2 (8%) 1 (5%) 5 (5%)
N= EPI centers 63 26 19 108

*In Swat three of the EPI centers also operate as sub stores therefore these are excluded from the base here.

*Sub stores

There are three facilities in Swat which not only function as EPI centers but also operate as sub stores,
which need more refrigerators and freezers. These three sub stores are:

= CH Matta: Total facilities covered by this sub stores are 16

» CH Khwazakheila: Total facilities covered by this sub stores are 6

= CH Kabbal: Total facilities covered by this sub stores are 9

There are no sub stores in Buner and Shangla.

1.5.2 Refrigerators — Year of installation

The data analysis shows that most of the refrigerators are installed during the period of 2002 — 2006
(72%).

Table E23: Year of installation of refrigerators

e .,R “ “»%%a m} o : ﬁ?{ | Biner || Shamgla To
2002 —2006 41 (44%) 13 (39%) 18 (69% ) 72 (47%)
1997 —2001 22 (24%) 12 36% ) 4 (15%) 38 (25%)
1996 - 18 (19%) 5(15%) 1 (4%) 24 (16%)
Not Ansared 12 (13%) 3(9%) 3(12%) 18 (12%)
N=Number of refrigerators 93 33 26 152

w0
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1.5.3 Other cold chain equipments

The requirement of vaccine carrier for fixed EPI is 2 whereas only 58% of EPI centers have 2 vaccine

carriers.

Table E24: Other cold chain equipment — Vaccine carrier

2

EPI (':enters vath two or more well functional 44 (67%) | 14 (54%) 4 (21%) 62 (56%)
vaccine carriers

EPI f;enters ywth only one well functional 22 (33%) 9 (35%) 13 (68%) | 44 (40%)
vaccine carriers

EPI ’centers without well functional vaccine 0 (0%) 0 (0%) 1 (17%) 1(1%)
carriers

Not available 0 (0%) 3 (12%) 1 (5%) 4 (4%)
N= EPI centers 66 26 19 111

Table E25: Other cold chain equipment — Thermometer

EPI centers with two or more well functional

4(9%)

2 (8%)

L Shanglas
1 (5%)

7 (6%)

Thermometers

EPI centers with only one well functional o 0
Thermometers 46 (70%) | 17 (65%) | 11(58%) | 74 (67%)
EPI centers without well functional o o 0
Thermometers 2 (3%) 1 (4%) 2 (11%) 5 (5%)
Not available 14 (21%) | 6 (23%) 5 (26%) | 25(23%)
N= EPI centers 66 26 19 111

Table E26: Other cold chain equipment — Stabilizer

B
L
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R 47 (M%) | 2076%) | 11(58%) | 78 (70%)
]Sitztl)i(lzfzr;trers without well functional 6 (9%) 1 (4%) 4 21%) 11 (10%)
Not available B(12%) | 4(5%) | 4(1%) | 16(14%)
N= EPI centers 66 26 19 111
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1.6 Shortage of Equipment/Materials

1.6.1 Shortage of Equipments/ Materials
Mostly the centers face shortage of furniture, stationery and reporting forms.

Table E27: Shortage of equipment/materials

urniture 4%) 12 (46%) 13 (68%) (60%)
Stationery 43 (65%) 7 (27%) 12 (63%) 62 (56%)
Reporting forms of EPI 29 (44%) 5 (19%) 7 (37%) 41 (37%)
Register books of EPI 19 (29%) 1 (4%) 5 (26%) 25 (23%)
N=All EPI centers 66 29 19 111

Multiple response question

1.7 Number of LHWs in the catchment area

1.7.1 LHWs in the catchment areas
One third (33%) of the EPI technicians mentioned that there are no LHWs in their catchment area.

Table E28: LHWs in the catchment area

N Swaty Bl S Buneis 1 dShanglio il Botal o f
0 18 (27%) 10 (38%) 9 (47%) 7 (33%)
1-5 6 (9%) 5 (19%) 2 (11%) 13 (12%)

6 or more 40 (61%) 11 (42%) 8 (42%) 59 (53%)

Don’t know/no response 2 (3%) 0 (0%) 0(0%) 2 (2%)

Mean 21.7 14.6 14.8 19.2
=All EPI centers 66 26 19 111
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1.8 Out-reach/Mobile activity

1.8.1 Days fixed for site sessions

At EPI centers, specific days are fixed for EPI immunization and as per most of the centers, they do the same
six days a week.

Table E29: Days for fixed site sessions

m ;
ay: b :
0 6 (7%) 1 (4%) 7 (7%)
1 13 (15%) 0 (0%) 13 (12%)
2 17 (20%) 7 (30%) 24 (22%)
3 13 (15%) 0 (0%) 13 (12%)
4 8 (10%) 6 (26%) 14 13%)
5 7 (8%) 1 (4%) 8 (T%)
6 20 (24%) 8 (35%) 28 (26%)

Mean 3.5 4.1 3.6

N=EPI centers 84 23 107

Data from four centers is not available therefore this data is computed out of the total base of 107

Table E30: Days for fixed site sessions

o)
0 1 (11%) 5 (7%) 6 (7%)
1 2 (22%) 11 (15%) 13 (15%)
2 1 (11%) 16 (21%) 17 (20%)
3 0 (0%) 13 (17%) 13 (15%)
4 2 (22%) 6 (8%) 8 (10%)
5 0 (0%) 7 (9%) 7 (8%)
6 3 (33%) 17 (23%) 20 (24%)

Mean 3.8 3.5 3.5
N=EPI centers
with one EPI 9 75 84
technician

27
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1.8.2 Days fixed for BCG and Measles

In Swat and Shangla mostly Monday is fixed for BCG and Measles vaccination while in Buner it is

Thursday.

Table E31: Days fixed for BCG and Measles

JRER

4 (15%)

Monday 53 (80%) 5 (19%) 15 (79%) 73 (66%)
Tuesday 0 (0%) 6 (23%) 5 (26%) 11 (10%)
Wednesday 12%) 5 (19%) 0 (0%) 6 (5%)
Thursday 11 (17%) 14 (54%) 0 (0%) 25 (23%)
Friday 0 (0%) 2 (8%) 0 (0%) 2 (2%)
Saturda 14 (21%) 1(5%) 19 (17%)

A% : *Bur nangi: otal
Monday 51 (77%) 8 (31%) 15 (79%) 74 (67%)
Tuesday 0 (0%) 6 (23%) 5 (26%) 11 (10%)
Wednesday 3 (5%) 4 (15%) 0 (0%) 7 (6%)
Thursday 10 (15%) 13 (50%) 0 (0%) 23 (11%)
Friday 1 (2%) 2 (8%) 0 (0%) 3 (3%)
Saturday 10 (15%) 4 (15%) 1 (5%) 15 (14%)
N= All EPI centers 66 26 19 111

Multiple response question

1.8.3 Population covered by outreach /mobile activity

85-99% of population is covered by out-reach/mobile activity. In Shangla, 77% of catchment

population of EPI center is covered by outreach/mobile activity and living in area without LHWs.

figure is 70% in Buner.

Table E32: Population covered by outreach/mobile activity

Where LHWs are
available (a)

13,234 (62%)

6,241(26%)

3,619 (21%)

10,025 (47%)

Where LHWs are not

)
available (b) 8,072 (38%)

18,083 (74%)

13,400 (79%)

11,223 (53%)

Total a + b=c: The total
population being covered
through outreach/mobile
activity

21,306

24,324

17,019

21,248

Table E33: Population covered by outreach/mobile activity among total catchment population

a

Where LHWS are available (a) | 13,234 (53%) | 6,241 (24%) | 3,619 (21%) | 10,025 (42%)
X)he’e LHWs are not available | g 079 3500y | 18,083 (70%) | 13,400 (77%) | 11,223 47%)
C 21,306 (85%) | 24,324 (99%) | 17,019 (98%) | 21,248 (89%)
Total catchment population* 25,167 25,683 17,437 23,985

* We have excluded 15 EPI centers data from this table because there is no response from the EPI technicians. As per given table,
the total catchment population mean is based on 96 EPI centers. Therefore total catchment population is different from the

catchment population given in table E2.
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1.9 Safe Injection

1.9.1 Shortage of safety boxes and AD syringes now

Majority of EPI Centers do not face shortage of safety boxes and AD Syringes.

Table E34: Shortage of safety bxes now

Shortage of safety bo;(éé now

5 (8%)

0 (0%)

| 7 (6%)

No shortage of safety boxes now

61 (92%)

26 (100%)

17 (89%)

104 (94%)

N=All EPI centers

66

26

19

111

Table E35: Shortage of AD syringes now

Shortge of AD syringes now

6 (9%)

0 (0%)

%)

No shortage of AD syringes now

60 (91%)

26 (100%)

19(100%)

105 (95%)

N=AIl EPI centers

66

26

19

111

1.9.2 Disposing used syringes out of safety box

It is observed that at 17% EPI Centers the syringes are disposed off out of safety box.

Table E36: Disposing off used syringes out of safety box
(Based on interviewers’ observation)

B0

Yes, dispose used syringes out of safety boxes 6 (9‘%) ]O 638%) 3 (16) 19 (17%)
I}:{)O);eio not dispose used syringes out of safety 60 (91%) | 16 (62%) | 16 (84%) | 92 (83%)
N=All EPI centers 66 26 19 111
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1.10 Communication/Social mobilization

1.10.1 Means of communication

Table below shows means of communication utilized by EPI Technicians to encourage and informs
community people to bring children to fixed site sessions. The major ways are mosque
announcements (50%), Communication with community leaders/religious leaders (37%), through
LHWs (32%) and door-to-door visits (24%). Almost same means of communication and
encouragement are used for out-reach sessions in the villages.

Table E37: Communication and encouragement to bring children to EPI fixed site sessions

P SEAREE g g5 28 i i ] 5 ot ot bR 8 R s
Mosque announcements 28 (42%) | 18 (69%) 9 (47%) 55 (50%)
ﬁg{rj’x‘/‘:’;figzrs"?e‘a%‘;ﬁmu“‘ty 26(39%) | 7027%) | 8(42%) | 41(37%)
Through LHWs 26 (39%) 5 (19%) 4 (21%) 35 (32%)
Door to door visits by EPI technician 15 (23%) 4 (15%) 8 (42%) 27 (24%)
Through MO in the FLCF, MO

encourages/informs care-takers when the;

come togFLCF as patients or for other ’ 7(11%) D) 0] 15 (14%)
purpose

Communicate through teachers 9 (14%) 2 (8%) 1 (5%) 12 (11%)
Through LHVs 5 (8%) 0 (0%) 1 (5%) 6 (5%)
Requesting clients of EPI to

encourage/inform their 1 (2%) 2 (8% 0 (0%) 3 (3%)
neighbors/friends/relatives

Local radio 1 (2%) 0 (0%) 0 (0%) 1 (1%)
Printed materials 0 (0%) 0 (0%) 0 (%) 0 (0%)
N=AlIl EPI centers 66 26 19 111

Multiple response question

Table E38: Communication and encouragement to bring children to out-reach sessions

Mosque announcements 35(53%) | 16 (62%) 8 (42%) 59 (53%)
E;’;‘e':‘s‘/’r“e'ﬁ;m‘;gazzﬁm"“‘w 1624%) | 727%) | 526%) | 28 (25%)
Door to door visit 10 (15%) 2 (8%) 10 (53%) | 22 (20%)
Through LHWs 20 (30%) 0 (0%) 0 (0%) 20 (18%)
Communicate through teachers 4 (6%) 2 (8%) 0 (0%) 6 (5%)
Through LHV 3 (5%) 0 (0%) 0 (0%) 3 (3%)
Through MO in the FLCF, MO

encourages/informs care-takers when the;

come togFLCF as patients or for other ! A8 Gy ) )
purpose

Requesting clients of EPI to

encourage/inform their 1 (2%) 0 (0%) (0%) 1(1%)
neighbors/friends/relatives

Local radio 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Printed materials 0 (0%) 0 (0%) 0 (0%) 0 (0%)
N=AIl EPI centers 66 26 19 111
Multiple response question
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1.10.2 Major difficulties in daily routine EPI work

Seven difficulties in routine EPI work are raised by EPI centers. Proportion of EPI centers raising the

difficulties is different among the three districts (Table E39).
e Hard to reach is more common in Shangla (p=0.004).
e Negative propaganda is more common in Swat and Buner (p=0.011).
o No or insufficient POL is more common in Shangla (p=0.011).

e Over workload, too busy, shortage of number EPI technicians is more common in Buner

and Shangla (p=0.006).

o Shortage of vaccine, vaccine stock-out is more common in Swat (p=0.000).

e Mobility problem is more common in Swat (p=0.012).

Table E39: Major difficulties in daily routine EPT work

4 jes i B SWat B BTinen iola | A Totall | p vdliie
Hard to reach areas 31 (47%) I 14 (54%) L8990 62 (56%) 0.004
s e T w IR S0 |9 | oon
No or insufficient POL 6B 4 (15%) [PUEGRY%)E 41 (37%) | 0.011
Low salary 19 (29%) | 9(35%) | 8(42%) | 36 (32%) | 0.531
Over workload , too busy, shortage of Pt Do B
number EPI techniciamsy i 11a7%) | e )jf'?‘?» o 31(28%) | 0.006
Shortage of vaccine, vaccine stock-out Y 1(4%) 1(5%) | 26 (23%) | 0.000
Mobility problem 1 (4%) 1(5%) | 21(19%) | 0.012
Less awareness of people on EPI (0%) (0%) (0%) -
Because EPI technicians are not local,
so they are not accepted/welcomed by (0%) (0%) (0%) -
the local people
N= All EPI centers 66 26 19 111 -
Multiple response questionn

31 \\\«,\
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1.10.3 Contents for next refresher training

Majority of EPI Technicians require communication skills especially in Swat.

Table E40: Main contents for refresher training

‘ommunication skill with religious/community people | 41 11 (42%) | 5 (26%) | 57 (51%)
Information about new vaccines which have not been o o o o
used in EPI 23 (35%) | 10 (38%) | 6(32%) | 39 (35%)
Social mobilization and communication to persuade o " o o
e 2538%) | 7(27%) | 5(26%) | 37(33%)
How to provide health education to community people | 11 (17%) | 8 (31%) 6 (32%) | 25(23%)

inical aspects of the EPI target diseases 0 0 0 0
Clinical f th di 14 21%) | 9 (35%) 1 (5%) 24 (22%)
Record keeping 10 (15%) | 4(15%) | 6 (32%) | 20 (18%)
Management of drop-out 12 (18%) | 5(19%) 2(11%) | 19 (17%)
Vaccine side effects 6 (9%) 9 (35%) 2(11%) | 17 (15%)
How to estimate the target population 12 (18%) 2 (8%) 2(11%) | 16 (14%)
Knowledge to answer to frequently asked questions 3 (5%) 5(19%) | 76G7%) | 15 (14%)
from people
Safe injection 7 (11%) 2 (8%) 5(26%) | 14 (13%)

ow to calculate the EPI coverage 0 () 0 o
H Iculate the EP 8 (12%) 2 (8%) 3(16%) | 13 (12%)
How to store and transport vaccines 6 (9%) 3 (12%) 2 (11%) | 11 (10%)
Organization of EPI sessions 9 (14%) 1 (4%) 0 (0%) 10 (9%)
Cold chain management/minor repair 7 (11%) 0 (0%) 2 (11%) 9 (8%)
Mutual learning from other EPI technicians 3 (5%) 0 (0%) 3 (16%) 6 (5%)
Training related to EPI 1 2%) 0 (0%) 0 (0%) 1 (1%)
N=All EPI centers 66 26 19 111

Multiple response question

1.10.4 Support required from district, province and partners

Salary/incentives (50%), POL (41%) and transportation/motorcycle/vehicle (38%) are the main
requirements and expectations of EPI technicians from district office, province and other partners of

EPL

Table E41: Support required from district, province and partners

Salary/incentives 31 (47%) 12 (46%) 12 (63%) 55 (50%)
POL 28 (42%) 8 (31%) 9 (47%) 45 (41%)
Transportation/ motorcycle/ vehicle 30 (45%) 9 (35%) 3 (16%) 42 (38%)
Refresher training 19 (29%) 10 (38%) 11 (58%) 40 (36%)
Regular supervision 7 (11%) 5 (19%) 7 (37%) 19 (17%)
Distribution of vaccine 14 (21%) 0 (0%) 1 (5%) 15 (14%)
District team convince people on EPI 2 (3%) 6 (23%) 1 (5%) 9 (8%)
N=AIl EPI centers 66 26 19 111
Multiple response question
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1.11 Documentation/Record checking

1.11.1 Availability of documents and their updates”

Inventory Sheets, Stock Register, Daily EPI Register and Permanent EPI Register are available at
more than 90% of EPI centers but not updated at most EPI centers (Table E42). About half of EPI
centers have mismatch of number of vials of vaccine except BCG between records and actual

availability (Table E45). Mismatch of BCG is observed to be less in Swat and in Shangla.

Table E42: Availability of documents and their updates

Avail

i

(]

Yes 62 (94%) 22 (85%) 17 (89%) | 101 (91%)
No 4 (6%) 4 (15%) 2 (11%) 10 (9%)
Records Completely Entered *

Yes 7(11%) 4 (15%) 1 (5%) 12 (11%)
No 55 (83%) 18 (69%) 16 (84%) 89 (80%)
Availability

Yes 62 (94%) 21 (81%) 18 (95%) | 101 (91%)
No 4 (6%) 5 (19%) 1 (5%) 10 (9%)
Records Completely Entered ~*

Yes 8 (12%) 4 (15%) 1 (5%) 13 (12%)
No 17 (65%) 88 (79%)

17 (89%)

Yes 63 (95%) | 25(96%) | 18 (95%) | 106 (95%)
No 3 (5%) 1 (4%) 1 (5%) 5 (5%)
Records Completely Entered A" *

Yes 5 (8%) 4 (15%) 3 (16%) 12 (11%)

vailability

58 (88%)

15 (79%)

4 (85%)

Yes 64 (97%) 23 (88) 19 (100%) | 106 (95%)
No 2 (3%) 3 (12%) 0(0%) 5 (5%)
Records Completely Entered "4
Yes 24 (36%) 9 (35%) 3 (16%) 36 (32%)
No 40 (61%) 14 (54%) 16 (84%) 70 (63%)
ILisCotDEfalte e | |
Availability
Yes 43 (65%) 13 (50%) 11 (58%) 67 (60%)
No 23 (35%) 13 (50%) 8 (42%) 44 (40%)
( cach 10¥ ceERL %; R = I ﬁ; - *r? L ” ?ﬁ:@
Availability (for the current month,
February 2007)
Yes 38 (58%) 16 (62%) 16 (84%) 70 (63%)
No 28 (42%) 10 (38%) 3 (16%) 41 (37%)

=All EPI centers 66 26 19 111
Updates:
~ To be filled in until yesterday
AN To be filled in until last delivery
AAA To be filled in until last sessions @4

33

— 117 —



1.11.2 Monthly progress chart
23% of EPI Centers did not display monthly progress chart of both 2006 and 2007.

Table E43: Display of monthly progress chart at EPI centers
(based on interviewers’ observation)

Both o 30 (45%) 11 (42%)

Only 2006 16 (24%) 3 (12%) 1 (5%) 20 (18%)
Only 2007 8 (12%) 2 (8%) 2 (11%) 12 (11%)
Neither 12 (18%) 10 (38%) 3 (16%) 25 (23%)
N=AIl EPI centers 66 26 19 111

1.11.3 Location of diluents and mismatch number of vaccine vials

The survey also checked for the diluents and found that at 95% EPI centers, it is placed in refrigerators.
About half of EPI Centers have mismatch number of vaccine vials between record and actual
availability except BCG and BCG Diluents.

Table E44: Storage of diluent in refrigerator

qota

Yes 64 (97%) 25 (96%) 17 (89%) 106 (95%)
No 2 (3%) 1 (4%) 2 (11%) 5 (5%)
N= All EPI centers 66 26 19 111

Table E45: Number of EPI centers with mismatches of number of vaccine vials between record and

actual availability
ESw & Buner. = S Shanglas o i Lolaleis)
BCG 14 (21%) 13 (50%) 4 (21%) 31 (28%)
BCG diluent 22 (33%) 14 (54%) 7 (37%) 43 (39%)
OPV 40 (61%) 11 (42%) 7 (37%) 58 (52%)
Combo (DPT-Hep B) 35 (53%) 13 (50%) 8 (42%) 56 (50%)
TT 41 (62%) 15 (58%) 8 (42%) 64 (58%)
Measles 34 (52%) 13 (50%) 7 (37%) 54 (49%)
Measles diluent 35 (53%) 14 (54%) 9 (47%) 58 (52%)
N= All EPI centers 66 26 19 111
Multiple resp questi
34
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1.11.4 Supervision confirmed by signature

Supervisory visit for EPI is made about two times per EPI center during last three months. The visits
are done mainly by EPI coordinators and DSVs.

Limitation: Since the number of signatures is recorded from the daily EPI register, it does not
represent the actual number of supervisory visits made by these personnel, if supervisors did not leave
signatures, the visits are not counted.

Table E46: Number of supervisory visit per EPI center during last three months for routine EPI

EDO (H) 0.3 0.0 0.0
EPI coordinator 0.6 1.9 0.3
DSV 1.0 0.3 1.4
TSV 0.1 0.1 0.1
MO in the FLCF 0.1 0.1 0.0
Total 2.1 2.4 1.8

-

— 119 —



Annexure 2.  Detail of Cold Chain Equipment at District Sub-stores

Swat

2.1 CH Matta
Type
Maker Model Vest Frost Denmark
Power Electricity
Refrigerator Capacity NA*
Freezer Capacity NA
Total Capacity NA
Year of Install. 2003
Condition Function Well
If NR**, Since When?

*NA: Not Answered
**NR: Not Repairable

Cold Box

1 1 0 0
Vaccine Carrier 6 6 0 0
Thermometer* 1 1 0 0
Stabilizer 1 1 0 0

*NOT including thermometers fixed on the door of refrigerators

36
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2.2 CH Khwazakhela

Type Upright Type Chest Type Chest Type
Vest Frost
Maker Model Spe el R | ek X | Waves WE 210
MK 144

Power Electricity Electricity Electricity
Refrigerator Capacity NA* NA NA
Freezer Capacity NA NA NA

Total Capacity 130 140 NA

Year of Install. 2001 NA 2006
Condition Function Well Function Well Function Well

If NR**, Since When?

*NA: Not Available
**NR: Not Repairable

Cold Box 0 0 0
Vaccine Carrier . 18 18 0 0
Thermometer* 2 2 0 0
Stabilizer 3 3 0 0

*NOT including thermomelers fixed on the door of refrigerators

37
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2.3 CH Kabal

Type Upright Type Chest Type Chest Type
Philips MYL Vest Frost Vest Frost

Maker Model %02 Denmark Denmark R 1348

Power Electricity Electricity Electricity

Refrigerator Capacity NA* NA NA

Freezer Capacity NA NA NA

Total Capacity NA NA NA

Year of Install. 1997 1996 1997

Condition Function Well Function Well Function Well

If NR** Since When?

*NA: Not Available
**NR: Not Repairable

e
Cold Box

Vaccine Carrier

Thermometer*

Stabilizer

*NOT including thermometers fixed on the door of refrigerators

38
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Annexure 3. Lady Health Workers (LHWs)
3.1 Lady Health Workers — Demographics

3.1.1 Age of LHWs

Most of the LHWs in the three districts are 21-30 years old. The average age of the LHWs is 24.9 to

27.0 years.
Table L1: Age of LHWs
T = - T
Ascof L HW: el e L Wngle
Ei R C FEAInCd e R UNEaIned ; g ER
Less than 21 years 1 (2%) 5 (10%) 6 (12%) 6 (12%)
21 —25 years 23 (46%) 25 (50%) 26 (53%) 22 (44%)
26 — 30 years 17 (34%) 11 (22%) 12 (24%) 20 (40%)
31 —35 years 7 (14%) 5 (10%) 4 (8%) 0 (0%)
36 years and above 2 (4%) 4 (8%) 1 2%0 2 (4%)
Mean 27.0 26.3 24.9 25.3
=All LHWs 50 50 49 50

*LHW (rained in I* batch for involvement in routine EPI

3.1.2 Education level of LHWSs

All the LHWs are educated up to grade 8 or more and the average education is 10.3 to 11.2 years.

Table L2: Education level of LHWSs

0 (0%) 0 (0%) (0%)
1-7 0 (0%) 0 (0%) 0 (0%) 0 (0%)
8 or more 50 (100%) | 50 (100%) | 49 (100%) | 50 (100%)
Mean 10.9 10.3 11.2 10.5
N=All LHWs 50 50 49 50

3.1.3 Population of catchment area

The catchment population served by a LHW is 772 to 869 and population under one year per LHW is

21 to 24. While the average number of children served by each trained LHW in Swat is 24.

Table L3: Catchment total population and population under one year per LHW

: I e
B . - =l e - Biiner
SR ek Relirained UNIEAINed: s i 5 T
Mean 869 (24) 842 (23) 833 (23) 772 (21)
Minimum 700 (12) 619 (5) 71 (6) 75 (4)
Maximum 1,157 (41) 1,050 (47) 1,274 (80) 1,064 (70)
39 \\\
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3.1.4 Number of deliveries registered in 2006

The average number of deliveries registered in 2006 by LHWs is 15 to 22.

Table L4: Number of deliveries registered by a LHW in the catchment area in 2006

Mean 21.9 20.1 14.8 16.3
Minimum 8 32 3 2
Maximum 45 44 36 37

3.1.5 Working days a week

Across all the districts most of the LHWS are working for six days or for the whole week.

Table L5: Working days

o . Shangla o

0 (0%) 0 (0%) 2 (4%) 0 (0%)

1 (2%) 0 (0%) 0 (0%) 0(0%)
Three 0 (0%) 0 (0%) 0 (0%) 1(2%)
Four 1(2%) 0 (0%) 0 (0%) 0 (0%)
Five 1(2%) 4 (8%) 4 (8%) 0 (0%)
Six 47 (94%) | 46(92%) | 43 (88%) | 49 (98%)
Mean 5.9 5.7 5.9 59
N=AIll LHWs 50 50 49 50

40
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3.2 Expanded Programme on Immunization

3.2.1 Formal tasks of EPI

The LHWs are asked for the formal tasks of EPIL.

Table L6: Formal tasks

bducating mothers on EPI

39 (78%)

48 (96%) 46 (92%) 42 (86%)
fc:s;;t%gp;eé‘zrsﬁ slips for children due for 49 (98%) 47 (94%) 35(71%) | 43 (86%)
Polio immunization campaign 47 (94%) 46 (92%) 44 (90%) | 22 (44%)
TT campaign immunization 48 (96%) b 40 (80%) 38 (78%) | 22 (44%)
Following up on defaulters of EPI 48 (96%) b 33 (66%) 31 (63%) | 33 (66%)
Assistance to EPI technicians in outreach 45 (90%) b 35 (70%) 27 (55%) | 30 (60%)
N=All LHWs 50 50 49 50

Multiple response question

3.2.2 Refusal cases of OPV campaign

It appears from the survey data that the refusal ratio in case of OPV campaign is a little over one
fourth (26%) for all trained LHWSs of Swat while it is much higher among untrained LHWs of the
same district. In Buner the refusals are much less than Swat while in Shangla the LHWs mentioned

that they face no refusals at all.

Table L7: Refusal cases of OPV campaign

: SAILeEY)
Faced refusals in OPV campaign 13 (26%) 20 (40%) 9 (18%) 0 (0%)
Did nqt faced refusals in OPV 37 (74%) 30 (60%) 40 (82%) 50 (100%)
campaign
N=All LHWs 50 50 49 50
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3.2.3 Reasons for refusal for OPV campaign

According to those who faced refusals, the major reasons are suspicion of sterility of OPV and
objection by religious leaders. The reasons mentioned by LHWs are listed in the table below.

Table 1.8: Reasons for refusals in OPV campaign

Peoplf: and/f)r rellglo.us leaders think that OPV 9 (69%) 14 (70%) | 7(78%) | 0 (0%)
contain family planning substances

Religious leaders are against polio immunization 7 (54%) 11 (55%) | 2 (22%) | 0 (0%)
People are skeptical why vaccinate even before 3 (23%) 9 (45%) 1(11%) | 0(0%)

catching disease

People/religious leaders think that OPV contain
prohibited substances for Muslims such as pork 2 (15%) 8 (40%) 1011%) | 0(0%)
components

People/religious leaders link OPV with foreign
NGOs some of which are Christian based
organization, therefore doubt their relevance

2 (15%) 4 (20%) 1(11%) | 0(0%)

People think getting vaccine is against God’s will 0 (0%) 1(5%) [ 1(d1%) | 0(0%)
People fear vaccine side-effects 0 (0%) 1 (5%) 1(11%) | 0 (0%)
People refuse to take their babies out of the house 0 (0%) 0 (0%) 0 (0%) 0 (0%)
N=All who faced refusals 13 20 9 0

Multiple response question
3.2.4 Negative Impact of OPV campaign

LHWs consider heavy workload and traveling outside their catchment areas as negative impact. The
details are shown in the table below.

Table L.9: Negative impact of OPV campaign

AL ntraint
Too much additional work 37 (714%) 32 (64%) 25 (51%) | 21 (42%)
Traveling outside the catchment areas 6 (12%) 13 (26%) 13 (27%) | 10 (20%)
Opposition from religious leaders 9 (18%) 8 (16%) 5(10%) | 8(16%)
Refu:sal for OPV also caused refusal for other 4 (8%) 4 (8%) 2 (4%) 1 2%)
vaccines
Face no negative impact 1 (2%) 1 (2%) 7 (14) 10 (20%)
N=AIll LHWs 50 50 49 50

Multiple response question
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3.2.5 TT Campaign while on duty as LHW

Most of the LHWs mentioned that TT campaign has been conducted while they were on duty as
LHWs. This number is the highest among trained LHWs of Swat and lowest for the LHWs of Shangla.

Table L10: TT Campaign while on duty

dYuets; TT campaign conducted while on 48 (96%) 34 (68%) 37 (76%) 21 (42%)
L\Iuot,yTT campaign did not conduct while on 2 (4%) 16 (32%) 12 (24%) 29 (58%)
N=All LHWs 50 50 49 50

3.2.6 Refusal faced in TT campaign

It is mostly the Swat district where the number of refusals is higher. While in other two district
negligible ratio mentioned that they faced any refusals in TT campaign. The table below presents the
details.

Table L11: Refusal faced in TT campaign

Yes, faced refusal 6 (13%) 16 (47%) 5 (14%) 1 (5%)
No, not faced refusal 42 (88%) 18 (53%) 32 (86%) 20 (95%)
N=LHWs are who

experienced TT 48 34 37 21
campaign

43 \W\ QV Qi&(
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3.2.7 Reasons for refusals in TT Campaign

Similar to the reasons for refusal mentioned for the OPV campaign, the main reasons for refusals in
the TT campaign are also religious and cultural. The table on the next page presents the details.

Table L.12: Reasons for refusals in TT campaign

People and/or.rehgloltls leader§ think that TT 5(83%) | 12(75%) | 5(100%) | 0 (0%)
vaccine contains family planning substances
Religious leaders are against TT immunization 3 (50%) 9 (56%) 0 (0%) 1 (100%)

l::g;]]ii;rgi:lézsélcal why vaccinate even before 2 (33%) 8 (50%) 0 (0%) 0 (0%)
People think getting vaccine is against God’s will 0 (0%) 2 (13%) 0 (0%) 0 (0%)
People and/or religious leaders link TT with
foreign NGOs some of which are Christian based 2 (33%) 1 (6%) 1 (20%) 0 (0%)
organization, therefore doubt their relevance
People and/or religious leaders think that TT
contain prohibited substances for Muslims suchas | 0 (0%) 2 (13%) 0 (0%) 1 (100%)
pork components

People fear vaccine side-effects 0 (0%) 0 (0%) 1 (20%) 0 (0%)
It cause pain 0 (0%) 2 (13%) 0 (0%) 0 (0%)
Elders get angry 0 (0%) 0 (0%) 1 (20%) 0 (0%)
Women are afraid of the pain caused by injection 0 (0%) 0 (0%) 0 (0%) 0 (0%)
N:All‘those who experienced refusals in TT 6 16 5 1
campaign

Multiple response question

oo -
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3.3 Involvement of Lady Health Workers for Routine EPI in Swat

Training of LHWs for routine EPI has been done only in Swat District (Table 2). As first batch 189
LHWs are trained from October 2005 to April 2006. Out of these trained LHWs 50 were selected
randomly for this survey and interviewed. These trained LHWs were asked about their views
regarding the duration of training, their actual administration of EPI and their experience with the

routine EPI.

3.3.1 Actual Inoculation

All LHWs who received EPI training in first batch mentioned that they are now conducting actual

inoculation of routine EPI.
Table L.13: Actual Inoculation

'\Yes, conduc n‘gﬁt‘h.a'ctu\élwinoé;l.lyluatioﬁ of rSh rié“EPI —
No, not conducting the actual inoculation of routine EPI
N =All LHWs

3.3.2 Duration of training

Out of the trained LHWs of Swat, 88% reported that the six months duration of the training is
sufficient, while the rest felt that this six months period is not sufficient for trainings.

Table L.14: Duration of training

MYes, six month training enough r : i 44 (88%)
No, not enough 6 (12%)
N= All LHWs 50

3.3.3 Shortage of equipment/material /medicine

LHWs were asked if they faced any shortage of equipment/material/medicine for their activities in the
past one year. Mostly the shortage is faced in the following equipment, material and medicine, while
majority mentioned that they face no shortage. Table L15 presents the details.

Table L.15: Shortage of equipment/material/medicine

Vaccines * 6 (12%)
AD syringes 2 (4%)
Safety boxes 2 (4%)
Vaccine carrier 1 (2%)
Icepacks 1 (2%)
Stationery (Pen, papers, etc) 1 (2%)
Reporting and recording forms of EPI 1 (2%)
Weighing machine 1(2%)
No shortage is faced 40 (80%)
N=All LHWs 50

Multiple response question
*BCG, Measles vaccine 3, BCG 2, did not mention its name 1
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3.3.4 Refusals in routine EPI

It has appeared from the data that only 12% LHWs faced any refusal in routine EPI. The refusals in
routine EPI are less as compared to those of OPV (26%) (Table L7) and TT campaign (13%) (Table

L11).
Table L16: Refusal in routine EPI

Yes, faced refusal

6 (12%)

No, not faced refusal

44 (88%)

N=All LHWs

50

Table L17: Reasons for refusals in EPI

, i{ehg.i’c’)us‘l‘eadAers” are against Inje(;tlon ca‘écmkéé ] 4'V (%7%) B
People think that getting vaccine is against god’s will 0 (0%)
Skepticism about why vaccinate before catching the disease 2 (33%)
People and/or religious leaders think that injection vaccines contain family o

. 3 (50%)
planning substances
People and/or religious leaders link injection vaccines contain prohibited 0

L 0 (0%)

substances for Muslims like pork components
People and/or religious leaders link injection vaccines with foreign NGOs 0 (0%)
some of which are Christian based organizations °
People fear vaccine side-effects 1 (17%)
People refuse to take babies out of their house to immunize 1 (17%)
People are afraid of pain caused to their child 1(17%)
N=AIll who mentioned they faced refusals 6

Multiple response question

P
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3.3.5 Refusal in Polio Campaign, TT Campaign and routing EPI experienced by LHWs trained

in Swat

Table L18: Refusal in Polio Campaign, TT Campaign and routing EPI experienced by LHW:s trained in

Swat

Faced refusal 13 (26 (13%) (12%)
Did not faced refusal 37 (74%) 42 (88%) 44 (88%)
Total 50 48 50

* Two LHWs have no experience of TT campaign.

Table L.19: Reasons for refusal

a
Religious leader are against OPV/TT/injection vaccine 7 (54%) 3 (50%) 4 (67%)
People think that giving vaccine is against God’s will 0 (0%) 0 (0%) 0 (0%)
cSﬁl;?;tsi:ism about why vaccinate before catching the 3 (23%) 2 (33%) 2 (33%)
People and/or ?eligim}s leader§ think that injection 9 (69%) 5 (83%) 3 (50%)
vaccines contain family planning substances
People and/or religious leaders think that injection
vaccines contain prohibited substance for Muslims like 2 (15%) 0 (0%) 0 (0%)
pork components
People and/or religious leaders link injection vaccines
with foreign NGOs some of which are Christian based 2 (15%) 2 (33%) 0 (0%)
organizations
People fear vaccine side-effects 0 (0%) 0 (0%) 1 (17%)
People .refuse to take babies out of their house to 0 (%) ) 1 (17%)
immunize
People are afraid of pain caused by vaccine 0 (0%) 0 (0%) 1 (17%)
N=All who mentioned they faced refusals in Swat 13 6 5

3.3.6 Difficulties in routine EPI

The LHWs were asked to mention the difficulties they face during their daily activities of routine EPI
other than equipment and refusal cases. They complaint that increased workload of EPI is the major

difficulty for them. The other problems are expressed in the table below.

Table 1.20: Difficulties faced in daily routine EPI activities by LHWs of Swat

(Except equipment and refusal cases)

P Ddnhculiiey ftedintdailyirouting BRI Swalliraimed
Increased workload caused by routine EPI 43 (86%)
Because some religious leaders are against EPI, it hurts their reputation 8 (16%)
Shortage of incentive for the routine EPI activity 4 (8%)
Mothers don't bring children out of the house to get serviced due to superstition 2 (4%)
Difficult working relation with EPI technicians 2 (4%)
Have to iste a lot of vaccine doses because the target population is minimal 0 (0%)
N=AIll LHWs 50

Multiple response question

47
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3.3.7 Need for refresher training and contents

The data shows that more than half (54%) out of the total LHWSs who have received EPI training feel
that they need to undergo refresher training courses. The contents of interest are listed in table L22
given below.

Table 1.21: Need for refresher training

Yes B 27 (54%)

No 23 (46%)
N=AIll LHWs 50

Table 1.22: Contents to learn in the next refresher trainings

How to reach to un-reached (far off) population 12 (44%)
Knowledge about new vaccines 8 (30%)
Clinical aspects of the EPI target diseases 8 (30%)
How to store and transport vaccines 8 (30%)
Safe injection 8 (30%)
Vaccine side effects 6 (22%)
How to organize EPI sessions 4 (15%)
How to estimate the target population 4 (15%)
How to calculate the EPI coverage 4 (15%)
Social mobilization and communication to persuade people to accept EPI 2 (T%)
N=Those who said they need refresher training 27
Multiple response q
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3.3.8 Support from district, province and partners

The LHWSs were asked about the support they require from the district, province and partners besides
equipment. They are read out few statements and are asked to mark the top three support contents.

The top most need is salary increase, followed by certificate after EPI training. The details on the
requirements mentioned by them are listed in the table below. The support contents which they
absolutely did not consider important are more frequent supervision and exclusion of meeting with

male members of the community from their routine duties.

Table L.23; Support required from province, district and partners

Salary increase

5 Sm»? e

43 (86%)

Certificate after EPI training 40 (80%)
Supervision by female and not male supervisors 19 (38%)
Provision of transportation and fuel cost 13 (26%)
Change in color and/or style of the LHWs uniform 8 (16%)
Help in convincing people to accept EPI 5 (10%)
To resolve shortage of vaccines 5 (10%)
Telephone or other means of communication 4 (8%)
More frequent EPI training 3 (6%)
Help in convincing religious leaders to accept EPI 1 (2%)
More systematic feedback after supervision 1 (2%)
More frequent supervision 0 (0%)
Exclusion of meeting with male members of the community from their
. . 0 (0%)
routine duties
N=All LHWs 50
Multiple response question
3.3.9 Negative impacts of routine EPI
Increased workload is the top negative impacts reported by LHWs (90%)).
Table 1.24: Negative impacts of routine EPI
L 8 SvabTriined.
Increase in workload (90%)
Increase in expenditure that is not properly compensated 8(16%)
Relationship with local religious leaders becomes worse because they are 10%
against EPI clfiz)
Disrupting care-taking of own family 3(6%)
Difficult working relation with EPI technicians 2(4%)
N=All LHWs 50

Multiple response question
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3.3.10 Positive impacts of routine EPI

The top most positive impact mentioned by LHWs is the satisfaction they felt by serving more people.

Table L25: Positive impacts of involvement in routine EPI

Feeling better by being able to help people more 45 (90%)
Obtained more trust among people in catchment area 43 (86%)
Obtained more support from community 38 (76%)
Better working relation with EPI technician 35 (70%)
N=All LHWs 50

Multiple response question
3.3.11 Coordination in community out-post sessions

Majority of the LHWs (90%) coordinate in community out post sessions organized at mosques,
schools and community leaders’ houses.

Table L.26: Coordination in community out-post sessions

45 (90%)
5 (10%)
N=All LHWs 50

3.3.12 Supervision of LHWs regarding EPI in the last three months

When asked who has supervised LHWs during the last three months regarding EP], they said that they
are supervised by LHS (100%) and EPI technicians (4%).

Table L27: Supervision of LHWs regarding EPI in the last three months

Lady Health Supervisor (LHS) 50 (100%)
EPI Technicians 2 (4%)
District EPI Coordinator 0 (0%)
National Programme Coordinator 0 (0%)
Female Assistant District Coordinator for National Programme 0 (0%)
N=All LHWs 50

Mulltiple response question

. -

— 134 —



3.3.13 TT immunization with antenatal care

“When routine TT immunization is done to pregnant women, is it usually coordinated with ANC?”
100% of the LHWs provide TT to pregnant women in coordination with ANC.,

Table 1.28: TT with antenatal care

< 0%
No 0(0%)
N=All LHWs 50

Simultaneous services during outreach* EPI session
During the out reach sessions of ANC the LHWs provide various other services simultaneously which
are mentioned in the table below.

*Qutreach:
Outreach sessions include sessions organized at mosques, schools, and community leader’s house.

Table 1.29: Simultaneous services provided during outreach EPI

Folic acid tablets to postnatal mothers 50 (100%)
Advising mothers about family planning 50 (100%)
Iron supplementation to postnatal mothers 50 (100%)
Nutritional education to mothers 50 (100%)
Promotion of early breast feeding 50 (100%)
Check up of postnatal mother 50 (100%)
Antenatal care of pregnant women 50 (100%)
Examination of whole body of newborn 49 (98%)
Plotting growth monitoring sheet 45 (90%)
Baby’s weight 39 (78%)
N=All LHWs 50

Multiple response question

3.3.14 Untrained LHW for routine EPI- Concerns about involvement in routine EPI

All other LHWs sampled in this survey who are not yet trained were asked to identify what would be
of concern to them, if in the future they are involved in routine EPI, besides Polio and TT campaign.
They were read out a few statements and their concerns were noted against each. The following table
shows what statements they agreed with the most.

Table L.30: Untrained LHWSs for routine EPI - Concerns about invelvement in routine EPI

; [rained
Incentive for additional routine EPI work 44 (88%) | 29 (59%) | 37 (74%)
Increase of workload 9 (18%) 10 (20%) | 7 (14%)
Transportation 8 (16%) 9 (18%) 6 (12%)

Opposition of the local religious leaders in conducting

routine EPI 3(6%) 0 (0%) 0 (0%)

Communities refusal to accept routine EPI 1 2%) 0 (0%) 2 (4%)
Others: It will not affect us 1 (2%) 1 2%) 0 (0%) @/[/
N= All those who did not obtain EPI training 50 49 50

Multiple response question

CoN g
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3.4 Nutritional Promotion

3.4.1 Provision of nutritional services

Almost all the LHWs mentioned that they provide nutritional services in their catchment area. The
topmost responses include promotion of exclusive breast-feeding and folic acid tablets to antenatal
mothers. The following table presents the details.

Table L31: Provision of nutritional services

L itEal 5 :
Promotion of exclusive breastfeeding 50 (100%) | 50 (100%) | 45(92%) 49 (98%)
Folic acid tablets to antenatal mothers 48 (96%) 45 (90%) 45 (92%) 41 (82%)
Nutritional education to postnatal mothers 48 (96%) 45 (90%) 45 (92%) 39 (78%)
Folic acid tablets to postnatal mothers 48 (96%) 45 (90%) 41 (84%) 43 (86%)
Nutritional education to antenatal mothers 46 (92%) 46 (92%) 44 (90%) 40 (80%)
glt;}(rilrt;)]nal education to mothers of young 48 96%) | 44 (88%0 41 (84%) 40 (30%)
I;g:lrlglr?nal education to pre-conceptive 47 (94%) | 48 (96%0 36 (73%) 42 (84%)
Iron supplementation to antenatal mothers 48 (96%) 47 (94%) 39 (80%) 38 (76%)
Iron supplementation to postnatal mothers 45 (90%) 45 (90%) 38 (78%) 39 (78%)
Extra nutritious diet 44 (88%) 43 (86%) 43 (88%) 37 (74%)
Growth monitoring 47 (94%) 42 (84%) 38 (78%) 38 (76%)
Promotion of iodine fortified salt 46 (92%) 43 (86%) 40 (82%) 33 (66%)
Vitamin A supplementation to children 0 (0%) 0 (0%) 0 (0%) 0 (0%)
r\;g?hrzrsl A supplementation to post natal 0 (0%) 0 (0%) 0 (0%) 0 (0%)
N=All LHWs 50 50 49 50

Multiple response question

3.4.2 Education on nutritional services — Nature/frequency of sessions

Majority of the LHWs mentioned that they organize both types of sessions i.e. collective sessions and
individual sessions. The average frequency of such sessions is about once a month for all three

districts.
Table 1.32: Nature of sessions of nutrition education
LiNaflire/ofsessions 2 SwatiE Fained = [EISWat Untraimed | _Biiier | TEEE
Both 47 (94%) 47 (94%) 43 (88%) 49 (98%)
Individual 2 (4%) 2 (4%) 3 (6%) 1 (2%)
Collective 1 (2%) 1 (2%) 3 (6%) 0 (0%)
N=All LHWs 50 50 49 50
o
52
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Table 1LL33: Frequency of collective sessions a month

Mean . . 1.3 1.1
Minimum 1 1 1 1

Maximum 4 2 6 2
N=All LHWs 50 50 49 50

Mean

Minimum 1 1 1 1
Maximum 2 2 2 5
N=AIl LHWs 50 50 49 50

3.4.3 Main services provided simultaneously during growth monitoring

Nutritional education to mothers (95%), promotion of early breast feeding (94%) and provision of
folic acid tablets to postnatal mothers (92%) are the main services provided simultaneously during
growth monitoring.

Table L35: Simultaneous service provided during growth monitoring

, e Ne oAl L Buner) - Shingln
e s SEOWL Seasramede e UNntrain e s : i Rl
Nutritional education to 48 (96%) 50 (100%) 43 (88%) 48 (96%)
Promotion of early breast feeding 50 (100%) 45 (90%) 43 (88%) 50 (100)
Folic acid tablets to postnatal mothers 49 (98%) 44 (88%) 44 (90%) 46 (92%)
Check up of postnatal mother 50 (100%) 47 (94%) 44 (90%) 40 (80%)
Referring child immunization 48 (96%) 42 (84%) 41 (84%) 42 (84%)
Iron supplementation to postnatal mothers 49 (98%) 43 (86%) 6 (12%) 40 (80%)
N=AIll LHWs 50 50 49 50

Multiple response question

. tae
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3.5 Antenatal Care by LHWs

3.5.1 Tracking of all pregnancies in the catchment areas

All the LHWs in the survey mentioned that they are tracking all pregnancies in their respective

catchment areas.

Table 1.36: Tracking of all pregnancies

Yes 50 (100%) 50 (100%) 49 (100%) 50 (100%)
No 0 (0%) 0 (0%) 0 (0%) 0 (0%)
N=All LHWs 50 50 49 50

3.5.2 Registering of all new born children in the catchment areas

Similar to the tracking of pregnancies, all LHWs mentioned that are also registering all newly-born
children in their catchment areas.

Table 1.37: Registration of all new born children

=
Yes 50 (100%) 50 (100%) 49 (100%) 50 (100%)
No 0 (0%) 0 (0%) 0 (0%) 0 (0%)
N=All LHWs 50 50 49 50

3.5.3 Antenatal Care and place of care

The survey results show that antenatal care by LHWSs is mostly undertaken at the house of the mothers.

Table 1.38: Place of antenatal care

At the house of mother 47 (94%) 43 (86%) 47 (96%) 35 (70%)
At health house 7 (14%) 7 (14%) 8 (16%) 15 (30%)
In hospital 0 (0%) 0 (0%) 1(2%) 0 (0%)
N=AIll LHWs 50 50 49 50

Multiple response question

54
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3.5.4 Frequency of antenatal care and time taken

On an average the LHWs of the three districts are providing ANC to 6 to 10 people in a month.
LHWs of all the three districts reported that they take above 30 minutes.

Table L39: Frequency of antenatal care (number of persons in a month)

1-5 12 (24%) 9 (18%) 27 (55%) 29 (58%)
6-10 28 (56%) 23 (46%) 17 (35%) 16 (32%)
11-15 8 (16%) 12 (24%) 3 (6%) 4 (8%)
16 and above 1 (2%) 6 (12%) 2 (4%) 1 (2%)
Not ansared 1(2%) 0 (0%) 0 (0%) 0 (0%)
Average 8.3 9.8 7.0 6.0
N=All LHWs 50 50 49 50

Table L.40: Time taken to conduct antenatal care

At

seesniralea: ediiani s = S 5 S
5 (10%) (16%) 8 (16%) 10 (20%)
16-30 29 (58%) 38 (76%) 30 (61%) 26 (52%)
31 or more 16 (32%) 4 (8%) 11 (22%) 14 (28%)
Average 33.2 27.3 30.4 30.2
N=AIll LHWs 50 50 49 50

3.5.5 Mother’s card

In Shangla highest number of LHWs reported that they provide mother’s card when they go for
antenatal care. Where as this ratio is the lowest in District Buner.

Table 1.41;: Mother’s card

Yes, provided mother’s card 42 (84%) 37 (74%) 26 (53%) 47 (94%)
No, did not provide mother’s card 8 (16%) 13 (26%) 23 (47%) 3 (6%)
N=AIll LHWs 50 50 49 50

55 \N‘N
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3.5.6 Services provided during antenatal care visit

The following table presents the details about the main services and the other simultaneous services
provided during ANC visits by LHWs.

Table 1.42: Services provided during antenatal care visit

Advise mothers on dahger signs i.e. blee ing, ' o” ] . o o o
swelling, Amniotic fluid outburst, severe pain (E220) SRRl RN FE(B20)
Notify mothers their expected dates of delivery 47 (94%) | 48 (96%) | 30 (61%) | 46 (92%)
Syphilis information 45 (90%) | 43 (86%) | 35 (71%) | 43 (86%)
Malaria information 42 (84%) | 45(90%) | 33 (67%) | 36 (72%)
gec;;/\:zf yto mothers on frequency of contact before 43 (86%) | 42 (84%) | 32 (65%) | 36 (72%)
HIV information 43 (86%) | 42 (84%) | 35 (71%) | 33 (66%)
Advice in observing fetal movement 19 (38% 17 (34% 22 (45% 8 (16

g (38%) (B34%) (45%) (16)
Palpation of abdomen (babies growth, cephalic o o o o
position and presentation) o) 12(24%) | 11(22%) | 5(10%)
Measuring of fundus (growth of the baby) 8 (16%) 14 28%) | 8(16%) | 7 (14%)
N=All LHW 50 50 49 50

Multiple response question

3.5.7 Simultaneous services provided during ANC visit

During ANC visits, LHWs mainly advise on TT vaccination for pregnant women, educate for breast
feeding and folic acid tablets. The table below shows the detail of services provided simultaneously

during ANC visit.

Table L43: Simultaneous services provided during antenatal care visit

nd

fvg‘rgj; TT vaccination for pregnant | 5y 15000y | 50(100%) | 45(92%) | 49 (98%)
Education for breast feeding 50 (100%) 50 (100%) 44 (90%) 47 (94%)
Folic acid tablets 45(90%) | 45(90%) | 40 (82%) | 46 (92%)
Nutritional advise on a healthy diet 50(100%) | 44 (88%) | 42(86%) | 39 (18%)
g‘g o IR RS S0(100%) | 43(86%) | 41(84%) | 39 (78%)
Iron supplementation 50 (100%) 44 (88%) 38 (78%) 38 (76%)
Breasts examination 50 (100%) 47 (94%) 34 (69%) 37 (74%)
N=Al LHWs 50 50 49 50

Multiple response question
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3.6 Postnatal Care

3.6.1 Place of postnatal care

LHWs were asked how post natal care is provided to mothers. The results show that mostly the mother’s house
is visited for post natal care. The table below provides the district wise results

Table L.44: Place of postnatal care

Sl ‘ﬁ%ﬂﬁgﬁﬁi w l ? A al nirained e e L =
Mothers homes are visited by LHWs 45 (90%) 49 (98%) 47 (96%) 50 (100%)
Mothers are requested to visit the health 4 (8%) 4 (8%) 5 (10%) 3 (6%)
house with the baby
N e e o e | 1o | e | 1om | 3@
N=All LHWs 50 50 49 50

3.6.2 Visit and time taken to conduct postnatal care

Mostly LHWs visit mother’s house three times within 40 days after delivery.
Mothers visiting health house with the baby always visit between the first to second weeks after

delivery.

Table 1.45;: Number of visits to the mother’s house

L1l At

1 0 (0%) 0 (0%) 3 (6%) 2 (4%)
2 5 (10%) 5 (10%) 14 (29%) 4 (8%)
3 30 (60%) 28 (56%) 23 (47%) 28 (56%)
4 14 (28%) 13 (26%) 6 (12%) 10 (20%)
5 1(2%) 3 (6%) 2 (4%) 3 (6%)
6 0 (0%) 1(2%) 1 (2%) 2 (4%)
8 0 (0%) 0 (0%) 0 (0%) 1(2%)
Mean 3.2 33 2.9 34
N=All LHWs 50 50 49 50

Table 1.46: Frequency of PNC —Visit of health house by mothers

1] A1 ¢
2 (50%)

1 1 (33%) 0 (0%) 9 (100%)
2 2 (67%) 1(25%) 8 (89%) 0 (0%)
3 0 (0%) 1(25%) 1(11%) 0 (0%)
Mean 1.67 1.75 2.11 1
N=All LHWs who said that mothers 3 4 9 9
visit the health house
Base is too small for any statistical analysis
/
57 \"\o’ U
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Table I.47: Timing of PNC —Period of visit of health house

by mothers with babies

ained ntraine o
1-2 weeks 1 (2%) 4 (8%) 5 (10%) 9 (18%)
1-3 weeks 2 (4%) 0 (0%) 0 (0%) 0 (0%)
2-3 weeks 0 (0%) 0 (0%) 1 (2%) 0 (0%)
4-8 weeks 0 (0%) 0 (0%) 3 (6%) 0 (0%)
Don’t know 47 (94%) 46 (92%) 40 (81%) 41 (82%)
N=AIll LHWs who said that
mothers visit the health 50 50 49 50
house

Table 1.48: Time taken to conduct PNC

1-15 1 (2%) 4 (8%) 2 (4%) 3 (6%)
16-30 38 (76%) 36 (72%) 35 (71%) 32 (64%)
3lor more 11 (22%) 10 (20%) 12 (24%) 15 (30%)
Average 32.0 29.9 31.2 32.1
N=All LHWs 50 50 49 50

3.6.3 Services during postnatal care

Care of umbilical cord and folic acid tablets are the common services provided by LHWs to mothers
during postnatal care. Beside these services, they also offer other services as illustrated in the table

below.

Moreover, the other services provided simultaneously with postnatal care are “advice on child
immunization”, “advice on breast-feeding during the first six months” and “advice about family

planning”.

Table 1.49: Services providing during PNC

— 142 —

Care of umbilical cord 50 (100%) | 47(94%) | 46(94%) | 48 (96%)
Folic acid tablets to postnatal mothers 48 (96%) 46 (92%) 44 (90%) 46 (92%)
g‘(’)‘t‘hi‘;spl"mema“"“ L)L 48 (96%) | 49(98%) | 38(78%) | 43 (86%)
Advice on BCG birth-dosing 48 (96%) | 46 (92%) | 39 (80%) | 43 (86%)
Other EPI immunization 48 (96%) | 44 (88%) | 38(78%) | 38 (76%)
Advice on OPV birth-dosing 48(96%) | 42(34%) | 38(78%) | 39 (78%)
E:;g‘;?;“"“ RO DL 7S 48.(96%) | 45(90%) | 36(T3%) | 38 (76%)
Eye care of newborn 45 (90%) 44 (88%) 38 (78%) 38 (76%)
Promotion of early breast feeding 47 (94%) 42 (84%) 37 (76%) 38 (76%)
Examination of whole body of mother 42 (84%) 42 (84%) 39 (80%) 39 (78%)
Plotting growth monitoring sheet 46(92%) | 39 (78%) 8(16%) | 34 (68%)
Baby’s Weight 38(76%) | 41 (82%) 10 (20%) | 35 (70%)
N=All LHWs 50 50 49
Multiple response question
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Table 1.50: Simultaneous services provided during postnatal care

Advice for child immunization 49 (98%) | 49 (98%) | 47(96%) | 47 (94%)
Advising mothers on breast feeding 0 3 S 5
s e 49 (98%) 47 (94%) 43 (88%) 50 (100%)
Adv1§1ng mothers about family 47 (94%) 45 (90%) 44 (90%) 48 (96%)
planning
Child growth monitoring 48 (96%) 41 (82%) 37 (76%) 36 (72%)
Advising mothers about normal
development of child (physical, 47 (94%) 40 (80%) 35 (71%) 38 (76%)
mental and social needs)
Baby check-up 38 (76%) 35 (70%) 33 (67%) 34 (68%)
N=All LHWs 50 50 49 50
Multiple response question
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3.7 Family Planning Services

3.7.1 Households visited

The data shows that the average number of households visited by LHW is 28 to 44 a day.

Table L.51: Households visited in a day for family planning services

Less than 29 13 (26%) 15 (30%) 28 (57%) 9 (18%)
30-59 31 (62%) 26 (52%) 19 (39%) 32 (64%)
60 and more 6 (12%) 9 (18%) 1 (2%) 8 (16%)
Not ansared 0 (0%) 0 (0%) 1 (2%) 1 (2%)
Mean 39 44 28 41
N=AIll LHWs 50 50 49 50

3.7.2 Time taken for providing family planning services

A majority of LHWs takes around 16-30 minute for providing family planning services.

Table L.52: Time taken for providing family planning services

ST FREATS T R % 2 S
MBS thin 2 Unoaea 00 BIEE 0  lane el
1- 15 10 (20%) 16 (32%) 13 (27%) 12 (24%)
16 -30 35 (70%) 31 (62%) 30 (61%) 38 (76%)
31 and more 5 (10%) 3 (6%) 6 (12%) 0 (0%)
Mean 27 22 26 21
N=All
LHWs 50 50 49 50

3.7.3 Provision of family planning services

Distribution of oral contraceptive pills, prescription of condoms and family planning education are the

main family planning services that are offered by LHWs.

Table 1.53: Family planning services

£
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Eiﬁ;nbutlon of oral contraceptive 50 (100%) 50 (100%) 48 (98%) 50 (100%)
Prescription of condoms 39 (78%) 39 (78%) 46 (94%) 50 (100%)
Family planning education 41 (82%) 40 (80%) 36 (73%) 42 (84%)
Injection of contraceptive 9 (18%) 14 (28%) 3 (6%) 11 (22%)
N=AllLHWs 50 50 49 50
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3.8 Curative Services

3.8.1 Number of patients examined per month

Besides other activities of routine EPI and mother and child health, LHWs examine 42 to 55 patients

on an average per month.

Table L.54: Patients examined in a month

5 (10%)
11 (22%) 9 (18%) 19 (39%) 11 (22%)
19 (38%) 28 (56%) 24 (49%) 13 (26%)
61 or more 15 (30%) 7 (14%) 1(2%) 20 (40%)
Mean 55.0 49.1 42.0 54.7
N=All LHWSs 50 50 49 50

3.8.2 Time taken in curative services

The data shows that in Swat on average 16 to 21 minutes are taken in providing curative services.

Table L55: Time taken in curative check up

33 (66%)
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1- 15 18 (36%) 27 (55%)
16 -30 31 (62%) 28 (56%) 17 (35%) 17 (34%)
31 and
mo?: 1 (2%) 0 (0%) 5 (10%) 0 (0%)
Mean 19.4 20.3 21.3 16.0
N=All
LHWs 50 50 49 50
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3.9 Health service on the fee basis by LHWs

3.9.1 Fee for services

Basically health services provided by LHWs are free. The table shows that only 2% among the Swat
Trained LHWs have charged any fee for providing health related service.

Table 1.56: Fee charged for services or not

Wheih

Yes, charge fe 2 (4%) 0 (0%) 0 (0%) 0 (0%)
No, do not charge fee 48 (96%) 50 (100%) 49 (100%) 100%
N=All LHWs 50 50 49 50

3.9.2 Prescription of non-designated drugs

The incidence of prescription of non designated drugs is very low amongst all the three districts.

Table 1.57: Prescription of non-designated drugs

=3 (6%)

Yes 2 (4%) 7(14%) | 1(2%)
No 47 (94%) | 48(96%) | 42 (86%) | 49 (98%)
N=AIl LHWs 50 50 49 50

62 \"\,\
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3.10 Workloads

3.10.1 Top routine responsibilities taking the most of time

Considerable portion of the LHWSs time is going into administrative work such as record keeping and
health committee meetings. In addition to these responsibilities, they are also involved in Tuberculosis

control, meetings with community members and family planning services. The following table

presents the details

Table L58: Top routine responsibilities

&fﬁi’;g LR 34 (68%) 32 (64%) 33(67%) | 33 (66%)
Health committee (Schat) 30 (60%) 33 (66%) 30 (61%) | 30 (60%)
meetings

Health education 14 (28%) 12 (24%) 15 31%) 11 (22%)
Tuberculosis control 8 (16%) 11 (22%) 4 (8%) 15 (30%)
X:gg;%j ACR I 17 (34%) 8 (16%) 6 (12%) 6 (12%)
Family planning services 8 (16%) 11 (22%) 11 (22%) 6 (12%)
Postnatal care 7 (14%) 5 (10%) 16 (33%) 8 (16%)
Advising EPI 7 (14%) 9 (18%) 5 (10%) 12 (24%)
Antenatal care 6 (12%) 10 (20%) 10 (20%) 7 (14%)
Infant checkups 4 (8%) 7 (14%) 11 (22%) 4 (8%)

N=All LHWs 50 50 49 50

Multiple response question

3.10.2 Overall workload

Many trained LHWSs in Swat and LHWs in Shangla feel that they are overloaded with work. However,

in Buner it seems that mostly the LHWSs are satisfied with the workload

Table L59: Overall workload

T

Ulie

: ; . Irained Untrained: ;

Too much workload 35 (70%) 18 (36%) 8 (16%) 32 (64%)
Appropriate level of workload 13 (26%) 25 (50%) 34 (69%) 16 (32%)
I can do more 2 (4%) 7 (14%) 7 (14%) 2 (4%)
N=All LHWs 50 50 49 50

63
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Annexure 4 KAP Survey

4.1 KAP Survey- Demographics

4.1.1 Age of respondents

According to the findings, the average age of mothers interviewed is 26 years.

Table K1: Age of respondents

15-19 years 19 (9%) 14 (7%) 9 (4%) 42 (7%)
20-24 years 54 (26%) 53 (25%) 54 (26%) 161 (26%)
25-29 years 75 (36%) 73 (35%) 81 (39%) 229 (36%)
30 years or more 62 (30%) 69 (33%) 66 (31%) 197 (31%)
Maximum age 45 45 40 45
Minimum age 15 16 18 15
Mean 26.4 26.8 26.3 26.5
N=All respondents 210 209 210 629

4.1.2 Education level of respondents

The table below shows the number of passed classes by the respondents.

Table K2: Education level of respondents
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No education 169 (80%) 186 (89%) 174 (83%) 529 (84%)
Less that Grade 5 11 (5%) 9 (4%) 9 (4%) 29 (5%)

Between Grade 5 -9 14 (7%) 7 (3%) 10 (5%) 31(5%)

Matric (Grade 10) 11 (5%) 6 (3%) 8 (4%) 25 (4%)

Intermediate (Grade 12) 5 (2%) 1(-) 9 (4%) 15 2%)

Mean 10.0 6.4 8.1 8.4

N=All respondents 210 209 210 629
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4.1.3 Age of the youngest child

Age distribution of the youngest child is almost normal. The break up of the ages of the youngest
children is illustrated in the table below.

Table K3: Age of the youngest child

Ag Swa Bun hang

0 month 26 (12%) 8 (4%) 8 (4%) 42 (7%)
1 month 5 (2%) 14 (7%) 13 (6%) 32 (5%)
2 months 19 (9%) 19 (9%) 11 (5%) 49 (8%)
3 months 8 (4%) 20 (10%) 22 (10%) 50 (8%)
4 months 13 (6%) 10 (5%) 11 (5%) 34 (5%)
5 months 20 (10%) 16 (8%) 10 (5%) 46 (7%)
6 months 9 (4%) 12 (6%) 20 (10%) 41 (7%)
7 months 12 (6%) 14 (7%) 14 (7%) 40 (6%)
8 months 22 (10%) 21 (10%) 22 (10%) 65 (10%)
9 months 16 (8%) 13 (6%) 16 (8%) 45 (7%)
10 months 17 (8%) 13 (6%) 21 (10%) 51 (8%)
11 months 25 (12%) 35 (17%) 32 (15%) 92 (15%)
12 months 18 (9%) 14 (7%) 10 (5%) 42 (7%)
Mean score 6.43 6.6 6.8 6.7

N=All respondents 210 209 210 629

4.1.4 Age at the time of marriage
As per survey findings, most of the women got married between the ages of 15-19 years (62%).

Table K4: How old are you when vou got married

Age of the respondent at the time of marriage

Less then 10 years 6 (3%) 4 (2%) 0 (0%) 10 2%)
10-14 years 39 (19%) 44 (21%) 28 (13%) 111 (18%)
15-19 years 134 (64%) 128 (61%) 129 (61%) 391 (62%)
20-24 years 28 (13%) 25 (12%) 46 (22%) 99 (16%)
25-29 years 2 (1%) 7 (3%) 6 (3%) 15 (2%)
30 years or more 1 (0%) 1 (0%) 0 (0%) 2 (0%)
Not ansared 0 (0%) 0 (0%) 1 (0%) 1 (0%)
Mean score 16.4 16.5 17.3 16.8
N=All respondents 210 209 210 629

.o~ Y
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4.1.5 Number of deliveries

On an average, mothers had four (4) deliveries and maximum number of deliveries turned out to be 15.

Table K5: Total number of deliveries

15

Minimum number

1

Mean

4.0

N=All respondents

210

Max1rﬁum lznzlmber 12 B 12 . 12 12
Minimum number 1 1 1 1
Mean 3.7 3.8 3.5 3.7
N=All respondents 210 209 210 629
Table K7: Number of dead children
‘:%?in\ A i P e = i a;hia; e ;-j;
. children! e gl o
Maximum number 4 3 2 4
Minimum number 1 1 1 1
Mean 1.6 1.3 1.2 1.4
N=All respondents 210 209 210 629

4.1.6 Number of family members in the household

Findings show that in most cases, one household has around 12 family members living in it.

Table K8: Number of family members living in the household

S or Less 14 (7%) 20 (10%) 15 (7%) 49 (8%)
6-10 100 (48%) 87 (42%) 74 (35%) 261 (41%)
11-20 72 (34%) 76 (36%) 99 (47%) 247 (39%)
21 or more 24 (11%) 26 (12%) 22 (10%) 72 (11%)
Maximum number 32 36 35 36
Minimum number 3 2 3 2
Mean 12.0 12.4 12.6 12.3
N=All respondents 210 209 210 629

A Wde
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4.2 Sources of Information about immunization

4.2.1 Sources of information about immunization

LHWs play a critical role in providing information about immunization to the mothers. If we include
“vaccinators” and “EPI team”, health facility and health personnel are secondarily important.
Religious leaders’ speech and radio are also influential.

Table K9: Sources of information about immunization

Lady Health Workers (LHWSs) 80 (42%) | 72(34%) | 69(33%) | 230 (37%)

From health facilities 49 (23%) 50 (24%) 34 (16%) 133 (21%)
Religious leaders speeches 23 (11%) 26 (12%) 27 (13%) 76 (12%)
Radio 17 (8%) 27 (13%) 17 (8%) 61 (10%)
vV 19 (9%) 13 (6%) 7 (3%) 39 (6%)
Vaccinators 4 (2%) 1 (0%) 27 (13%) 32 (5%)
Announcements in village 2 (1%) 5 (2%) 20 (10%) 27 (4%)
Village people 4 (2%) 11 (5%) 6 (3%) 21 (3%)
EPI team 5 (2%) 0 (0%) 5 (2%) 10 (2%)
Newspapers 3 (1%) 4 (2%) 1 (0%) 8 (1%)
Meetings organized by LHWs 0 (0%) 6 (3%) 1 (0%) 7 (1%)
iaiglyf;g;fs with family, relatives and 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Don’t know 0 (0%) 3 (1%) 2 (1%) 5 (1%)
Not ansared 0 (0%) 1(0%) 4 (2%) 5(1%)
N=All respondents 210 209 210 629

Multiple response question

. W Mo
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4.3 Attitude and Practice towards vaccination
4.3.1 Administration route of vaccines
What is administration route of vaccine?

The survey findings show that mostly people think that vaccination is administered by injection or
drops (34%), while one fourth (24%) of the total respondents interviewed are not aware at all about
how vaccination is administered.

Table K10: Administration route of vaccines

OV 20 Swat i Buner E Shansld i ORI o

Injections and drops both 68 (32%) 74 (35%) 72 (34%) 214 (34%)

Only drops ' 38 (18%) 29 (14%) 71 (34%) 138 (22%)

Only injections 48 (23%) 40 (19%) 41 (20%) 129 (21%)

Don’t know 56 (27%) 66 (32%) 26 (12%) 148 (24%)
=All respondents 210 209 210 629

4.3.2 Knowledge of objective of vaccination
We evaluated mothers’ knowledge by asking:
Do you think below sentences are right?

A major knowledge prevalent in these three districts is that vaccination prevents various diseases,
while some also think that vaccines cure various diseases. Here again one fourth out of the total
mothers interviewed have no knowledge regarding vaccines.

Table K11: Knowledge of objective of vaccination
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‘We use vaccines 127 (60%) | 131 ( 6)
‘We use vaccines as a cure 31(15%) | 50 (24%) | 79 (38%) | 160 (25%)
‘We use vaccines for getting energy 3(1%) 7 (3%) 1 (0%) 11 (2%)
‘We use vaccines for nutrition 1 (0%) 6 (3%) 1 (0%) 8 (1%)
Vaccines cause infertility 0 (0%) 0 (0%) 1 (0%) 1 (0%)
Don’t know 64 (30%) | 46 (22%) | 38 (18%) | 148 (24%)
N=All respondents 210 209 210 629
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4.3.3 Willingness towards vaccination

Do you think vaccine is generally acceptable for your child?

The survey results have shown that almost all mothers agree to have their child vaccinated, with only a
small number saying otherwise.

Table K12: Willingness towards vaccination

Yes 203 (97%) 203 (97%) 191 (91%) 597 (95%)
No 7 (3%) 6 (3%) 19 (9%) 32 (5%)
N=All Respondents 210 209 210 629

4.3.4 Willingness for OPV and injection vaccination

Do you want to give OPV immunization to your child?
Do you want to give injection vaccination to your child?

Almost all the respondents are willing to give OPV immunization and injection vaccination to their
children. This willingness is seen equally amongst all segments of respondents. Only in District
Shangla, the ratio of unwilling respondents is slightly higher than the other two districts.

Table K13: Willingness for OPV and injection vaccination
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Yes 203 (97%) (1?)%;,) 198 (94%) | 609 (96%)
7 3%) TO0%) | 126%) | 20(4%)
ijection vaccl
202 (96%) | 199 (95%) | 190 (90%) | 591 (94%)
8(4%) | 10(5%) | 20(10%) | 38 (6%)
N=All Respondents 210 209 210 629
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4.3.5 Importance of immunization

How do you value the immunization using the following vaccines? Please choose one which is the
nearest to your idea for each vaccine.

The respondents were asked about the importance of immunization for each of the four diseases
(mentioned in the table provided below) and were asked to choose the statement nearest to their views.
Data analysis shows us that mothers consider immunization for all four diseases as extremely
necessary for their children. The detail of their responses can be seen as follows:

Table K14: Importance of immunization
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0 ation sy |5 Swat pShanglad il

OPV

Essential to my child 195 (93%) 168 (80%) 191 (91%) 554 (88%)
Moderately essential to my child 0 (0%) 3 (1%) 1 (0%) 4 (1%)
Not necessary for my child 1 (0%) 0 (0%) 1 (0%) 2 (0%)
Do not know/indecisive 14 (7%) 38 (18%) 17 (8%) 69 (11%)
Measles Vaccine — injection

Essential to my child 193 (92%) 167 (80%) 187 (89%) 547 (87%)
Moderately essential to my child 0 (0%) 3 (1%) 2 (1%) 5 (1%)
Not necessary for my child 2 (1%) 2 (1%) 2 (1%) 6 (1%)
Do not know/indecisive 15 (7%) 37 (18%) 19 (9%) 71 (11%)
DPT-Hepatitis B (Injection)

Essential to my child 192 (91%) 165 (79%) 186 (89%) 543 (86%)
Moderately essential to my child 0 (0%) 1 (0%) 3 (1%) 4 (1%)
Not necessary for my child 3 (1%) 4 (2%) 2 (2%) 9 (1%)
Do not know/indecisive 15 (7%) 39 (19%) 19 (9%) 73 (12%)
BCG (Injection)

Essential to my child 194 (92%) 152 (73%) 187 (89%) 533 (85%)
Moderately essential to my child 0 (0%) 3 (1%) 2 (1%) 5 (1%)
Not necessary for my child 1 (0%) 3 (1%) 2 (1%) 6 (1%)
Do not know/indecisive 15 (7%) 51 (24%) 19 (9%) 85 (14%)
N=All respondents 210 209 210 629
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4.3.6 Concerns and reasons for unwillingness towards vaccination

The major concerns about vaccinations are “family members’ un-willingness” (2.2%); it’s “available
at far off places (1.4%)” and fear of infertility (0.8%). The responses are written in the table below.

Table K15-1: Proportion of mothers having concerns regarding vaccination

e SV s Buien D Shiangla ) | T0RlL
Yes, I have concerns 8 (4%) 10 (5%) 20 (10%) 38 (6%)
No, I don’t have any concern 202 (96%) | 199 (95%) | 190 (90%) | 591 (94%)
N=All respondents 210 209 210 629

Table K15-2: Concerns regarding vaccination

Family members unwillingness 5 4 (1.9%) 14 (2.2%)
Because it is available at far off places 0 (0%) 1(0.5%) 8 (3.8%) 9 (1.4%)
It may cause infertility : 1(0.5%) 0 (0%) 4 (1.9%) 5 (0.8%)
It may cause side effects 1 (0.5%) 3 (1.4%) 1 (0.5%) 5 (0.8%)
Because vaccination causes pain 1 (0.5%) 1(0.5%) 2 (1.0%) 4 (0.6%)
Religious leaders advised not to immunize 2 (1.0%) 0 (0%) 1(0.5%) 3 (0.5%)
Because I do not like it 0 (0%) 0 (0%) 3 (1.4%) 3 (0.5%)
Because my husband is abroad 0 (0%) 1 (0.5%) 0 (0%) 1 (0.2%)
N=All respondents 210 209 210 629

4.3.7 Importance of vaccination course to prevent disease

What is important for vaccination timing to prevent diseases?

Considerable portions (79%) of the total interviewed mothers are aware that it is important to
complete the vaccination course; with 8% of the opinion that even half the course is fine. Similar trend

is amongst each of the three districts.

Table K16: Importance of vaccination course to prevent disease

IADOLtAnCe DhvaCCUIAtIoN ConT e SWa Hiang, fal
Complete the immunization course 164 (78%) | 160 (77%) | 173 (82%) | 497 (79%)
Do at least half of the immunization course 25 (12%) 12 (6%) 14 (7%) 51 (8%)
I don’t know 21 (10%) | 37(18%) | 23(11%) | 81 (13%)
N=All respondents 210 209 210 629
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4.3.8 Importance of vaccination timings to prevent disease

What is important for immunization to prevent diseases?

Mothers are then asked what is important for vaccination in order for them to prevent disease.
Majority knew that it must be administered in predefined intervals to be effective. Following are the

results:

Table K17: Importance of vaccination timings to prevent disease

s

Give vaccine in a timely manner 132 (63%) 125 (60%) 163 (78%) 420 (67%)
It should be given as soon as possible 11 (5%) 27 (13%) 12 (6%) 50 (8%)
I don’t know 67 (32%) 57 (27%) 35 (17%) 159(25%)
N=All respondents 210 209 210 629

4.4 Knowledge of EPI

4.4.1 Knowledge of disease preventable by EPI

Which of the following disease do you understand are preventable by EPI?

Respondents are asked to identify what diseases are preventable by EPI, as per their knowledge and
awareness. Polio, Measles and Pertusis are the main diseases that are mentioned. The detail of the

responses is shown in the table below.

Knowledge of Hepatitis B and Tetanus as EPI preventable diseases is also mentioned but the ratio of
knowledge is very low. A little over one third (36%) of the total respondents from the three districts
are unaware of diseases that can be prevented through immunization.

Table K18: Knowledge of diseases preventable by EPI

Polio 91 (43%) 116 (56%) 131 (62%) 338 (54%)
Measles 101 (48%) 115 (55%) 126 (60%) 342 (54%)
Malnutrition 5 (2%) 5 (2%) 10 (5%) 20 (3%)
Pertussis 64 (30%) 61 (29%) 94 (45%) 219 (35%)
Pneumonia 0 (0%) 3 (1%) 0 (0%) 3 (0%)
Diarrhea 1 (0%) 1 (0%) 0 (0%) 2 (0%)
Diphtheria 4 (2%) 8 (4%) 5 (2%) 17 (3%)
Tetanus 35 (17%) 41 (20%) 32 (15%) 108 (17%)
Mental diseases 0 (0%) 2 (1%) 1 (0%) 3 (0%)
Hepatitis B 49 (23%) 47 (22%) 44 21%) 140 (22%)
Hepatitis C 13 (6%) 18 (9%) 23 (11%) 54 (9%)
Malaria 1 (0%) 2 (1%) 1 (0%) 4 (1%)
Tuberculosis 4 (2%) 11 (5%) 25 (12%) 40 (6%)
Don’t know 88 (42%) 71 (34%) 66 (31%) 225 (36%)
N=All respondents 210 209 210 629
Multiple response question
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4.4.2 Knowledge about place where vaccines are available
Do you know where EPI vaccines are available?

Across the three districts, majority of mothers are aware of the place where vaccines are available.

Table K19: Knowledge about the place where vaccines are available

Yes 198 (94%) 191 (91%) 189 (90%) 578 (92%)
No 12 (6%) 18 (9%) 21 (10%) 51 (8%)
N=All respondents 210 209 210 629

If your answer is yes to the previous question, where do you get routine EPI?

Almost all mothers who are aware of the place where vaccines are available. In most cases, (in all
three districts) the answer is health center. Only in Buner and Shangla the respondents also mentioned
“LHWs’ health house”. Although LHWs of these two districts have not started administering routine
EPL

Table K20: Place of availability

Health Center, Government Health Facility | 194 (92%) | 178 (85%) 44 (67%) (
LHWSs’ health house 0 (0%) 2 (1%) 9 (5%) 11 (2%)
Own house 0 (0%) 4 (2%) 28 (13%) 32 (5%)
In 'Hujra' 0 (0%) 7 (3%) 3 (2%) 10 (2%)
Vaccinator 4 (2%) 1 (1%) 3 (2%) 8 (1%)
In mosque 0 (0%) 0 (0%) 3 (2%) 3 (1%)
In the village 0 (0%) 0 (0%) 4 (2%) 4 (1%)
School 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Private hospital 0 (0%) 0 (0%) 0 (0%) 0 (0%)
N=All respondents 210 209 210 629

4.4.3 Place where their child received immunization
Where has your child under 1 year of age actually received routine immunization?

Majority of the mothers mentioned that their child under one year received immunization at a health
center, government health facility. In Shangla however, “own house” and “LHWs health house” are
also mentioned as the venue for immunization.

Table K21: Place where the child under 1 year received routine immunization
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Health Center, Government Health Facility 195 (93%) | 180 (86%) | 138 (66%) | 513 (82%)
LHWs health house 0 (0%) 2 (1%) 9 (4%) 11 2%)
Own house 0 (0%)- 3 (1%) 24 (11%) 27 (4%)
In 'Hujra’ 0 (0%) 4 (2%) 3 (1%) 7 (1%)
Vaccinator 4 (2%) 1 (0%) 9 (4%) 14 (2%)
Mosque 0 (0%) 0 (0%) 3 (1%) 3 (0.5%)
In the village 0 (0%) 0 (0%) 4 (2%) 4 (1%)
We don’t get our children injected 2 (1%) 7 (3%) 2 (1%) 11 (2%)
Don’t know 9 (4%) 12 (6%) 18 (9%) 39 (6%)
N=All respondents 210 209 210 629
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4.5 Insistence on using new disposable syringes

Do you ask health workers (EPI Technicians, LHWs) use new disposable syringes for your children
to give routine immunization?

Only 41% responded positively while the remaining 45% mentioned that they never asked the
vaccinators to do this. 14% mentioned “don’t know”. The segment analysis shows that mothers in
Swat are more careful and aware of using new syringes, and this ratio is very low for mothers in
Shangla district. The table below explains the same in detail.

Table K22: Insistence on using new disposable syringes

ULTY

Yes 131 (62%) 80 (38%) 45 (21%) 256 (41%)
No 60 (29%) 87 (42%) 137 (65%) 284 (45%)
Don’t know 19 (9%) 42 (20%) 28 (13%) 89 (14%)
N=All respondents 210 209 210 629
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4.6 Side effects after immunization
4.6.1 Experience of side effects
Do your children have experiences of any side effect after immunization?

81% of the mothers said that their children experienced side effects after immunization.

Table K23: Experience of side effects

¥

Yes 166 (19%) 170 (81%) 173 (82%) 509 (81%)
No 30 (14%) 18 (9%) 11 (5%) 59 (9%)
Don’t know 14 (7%) 21 (10%) 26 (12%) 61 (10%)
N=All respondents 210 209 210 629
4.6.2 Side effects after immunization
Most common side effect after immunization is fever.
Table K24: Side effects after immunization
; lﬁ CHIEC] Dyyal : 1nel e nangia “'../“Qta;l
Fever 164 (99%) | 166 (98%) | 173 (100%) | 503 (99%)
Swelling at the place where injection
S dminis%ere d p J 3 (2%) 1 (1%) 5 (3%) 9 (2%)
Infertility 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Rash 0 (0%) 1(1%) 0 (0%) 1(0%)
Cough 3 (2%) 3 (2%) 0 (0%) 6 (1%)
Paralysis 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Headache 0 (0%) 2 (1%) 0(0%) 2 (0%)
N= Mothers who mentioned that their
children experienced side effects 15 U L )09

Multiple response question

4.6.3 Knowledge about side effects after immunization

What kind of side effects do you know after immunization?

Mothers were asked about their awareness regarding side effects after immunization. They mentioned:

Table K25: Knowledge about side effects after immunization

ity

Fever | , 27 (90%) | 16 (89%) | 2 (18%) | 45 (76 %)
Infertility 1 (3%) 0 (0%) 0 (0%) 1 (2 %)
Don’t know 2 (7%) 2(11%) | 9(82%) | 13 (22 %)
N=Mothers who mentioned that their child did not

. . 30 18 11 59
experience any side effects

Multiple response question

SN
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4.6.4 Concern about mild fever after DPT-Hep B vaccine

In order to understand whether mothers understood fever after DPT-Hepatitis B Vaccine, they were
asked the following two questions

Supposed your child is caused mild fever for a short period after the injection of DPT-Hep. B
vaccine, are you concerned that it may cause harm to your child?

Table K26: Concern about mild fever after DPT-Hep B vaccine

Yes, will be concerned 3 (1%) 29 (14%) 3 (1%) 35 (6%)
No, will not be concerned 191 (91%) 122 (58%) 168 (80%) 481 (76%)
Don't know 16 (8%) 58 (28%) 39 (19%) 113 (18%)
N=All respondents 210 209 210 629

Do you think that it is a sign that vaccine is taking effect in the body?

Table K27: Sign that mild fever after DPT-Hep B vaccine is taking an effect in the body
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Yes this is sign of vaccine taking effect 131 (62%) | 110(53%) | 92 (44%) | 333 (53%)
le\lf?égus is not a sign of vaccine taking 7 (3%) 15 (7%) 8 (4%) 30 (5%)
Don't know 72 (34%) 84 (40%) | 110(52%) | 266 (42%)
N=All respondents 210 209 210 629
.
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4.6.5 Concern about swelling and redness of 3cm radius after DPT-Hep B vaccine

Once again in order to check their understanding of reaction of the vaccine, they were first asked for
their concerns about swelling and redness and later whether they believe that this is a sign of the

vaccine taking effect in the body.

According to the respondents, swelling and redness of 3cm radius at the place of injection (left thigh)
is natural and a sign of medicines taking effect in the body.

Suppose your child caused swelling and redness with 3cm radius (showing card) at the injection site
(left thigh) after the injection of DPT-Hep. B vaccine, are you concerned that it may cause harm to
your child?

Table K28: Concern about swelling and redness with 3cm radius after DPT-Hep B vaccine

Yes, concerned 6 (3%) 19 (9%) 5 (2%) 30 (5%)
No, not concerned 186 (89%) 120 (57%) 166 (79%) 472 (75%)
Don't know 18 (9%) 70 (33%) 39 (19%) 127 (20%)
N=All respondents 210 209 210 629

Table K29: Sign that swelling and redness with 3cm radius after DPT-Hep B vaccine is taking an effect in

the body

Do you think that it is a sign that vaccine is taking effect in the body?

Yes this is sign of vaccine taking effect 124 (59%) | 108 (52%) 325 (52%)
No, this is not a sign of vaccine taking effect 10 (5%) 14 (7%) 3 (1%) 27 (4%)
Don't know 76 (36%) 87 (42%) | 114 (54%) | 277 (44%)
N=All respondents 210 209 210 629
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4.7 Acceptability of Lady Health Worker in Routine EPI

4.7.1 Acceptability of LHWs in routine EPI

If LHWs in your village/town work for routine EPI activities such as measles vaccine injection, do

you accept them?

Almost all the mothers have shown their acceptability for LHWs being assigned the duty of working

for EPI (96%).

Table K30: Acceptability of LHWs in routine EPI

4.7.2 Reasons for acceptability

If you choose to accept LHWs for routine EPI, please specify your idea?

Yes 202 (96% 203 (97%) 197 (94%) 602 (96%)
No 8 (4%) 6 (3%) 13 (6%) 27 (4%)
N=All respondents 210 209 210 629

The main reason behind this high acceptability ratio by the mothers is shown in the table below.

Table K31: Reasons for acceptability of LHW:s in routine EPI

ReaSor ceptability Swati o g e Bun Shangia
I do not have to go to the health center 190 (94%) | 163 (80%) | 196 (99%) | 549 (91%)
LHWs can come to vaccinate their children

4 (2%) 39 (19%) 0 (0%) 43 (7%)
at my home
Because I want to meet LHWs more often 0 (0%) 1 (0%) 1(1%) 2 (0%)
Because | want to visit LHWSs health house 0 (0%) 1 (0%) 0 (0%) 1 (0%)
LHW is not available 7 (3%) 0 (0%) 0 (0%) 7 (1%)
No need to go to hospital 1 (0%) 1 (0%) 0 (0%) 2 (0%)
N= Mothers showing acceptability 202 203 197 602
78
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4.7.3 Reasons for unacceptability

If you choose not to accept LHWs for routine EPI, please specify your idea?

A very negligible portion that showed unacceptability have following reasons to state:

Table K32: Reasons for unacceptability of LHWsS in routine EPI

3 (23%)

Because I don't want LHWs coming to my house 3 (38%) | 2(33%) 8 (30%)
Because I don't want to give vaccine to my child 1(13%) | 3(50%) | 3(23%) | 7 (26%)
Because my family member(s) don't like LHWs 0 (0%) 1(17%) | 4(31%) | 5(19%)
Because hospital is at a distant 1(13%) | 0(0%) | 2(15%) | 3 (11%)
Because my family member(s) don't like vaccination | 2 (25%) 0 (0%) 0 (0%) 2 (7%)
Because I don't want to visit LHWSs health house 0 (0%) 0 (0%) 1 (8%) 1 (4%)
Because our religious leaders say “no vaccines” 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Because our community leaders say “no vaccines” 0 (0%) 0 (0%) 0 (0%) 0 (0%)
LHW don't come/ visit 1 (13%) 0 (0%) 0 (0%) 1 (4%)
N=Mothers showing unacceptability 8 6 13 27

4.7.4 Preferred place of vaccination

If your child gets immunization by LHWs, where do you like to be vaccinated?

Majority of the mothers prefer that LHWSs come to their house for vaccination. This statement is seen

almost equally amongst mothers belonging to all districts.

Table K33: preferred place of vaccination by LHW

Le

X

578 (92%)

At my own house 199 (95%) | 187 (89%) | 192 (91%)

Both own house or LHWs house are OK 3 (1%) 11 (5%) 0 (0%) 14 (2%)
Hospital 2 (1%) 0 (0%) 2 (1%) 4 (1%)
At LHWs health house 0 (0%) 2 (1%) 0 (0%) 2 (0%)
Others 2 (1%) 0 (0%) 1 (0%) 4 (1%)
Don’t know 4 (2%) 9 (4%) . 15 (7%) 28 (4%)
N=All respondent: 210 209 210 629
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4.8 Antenatal Care

4.8.1 Place of receiving antenatal care

According to the survey findings, mostly the mothers receive antenatal care at their own house (50%)
or at the health house (20%).

Table K34: Place of receiving antenatal care

At own house 135 (64%) 80 (38%) 97 (46%) 312 (50%)
At the health house 28 (13%) 33 (16%) 65 (30%) 126 (20%)
At the hospital 5 (2%) 6 (3%) 1 (0%) 12 (2%)
At lady doctor’s clinic 6 (3%) 2 (1%) 0 (0%) 8 (1%)
Do not get antenatal care 9 (4%) 41 (20%) 1 (0%) 51 (8%)
Others 8 (4%) 2 (1%) 1 (0%) 11 (2%)
Don’t Know 1 19 (9%) 45 (21%) 46 (22%) 110 (17%)
N=All respondents 210 209 210 629

Multiple response question
4.8.2 Frequency of antennal care

As per the data, antenatal care is taken 4 times on average. Amongst the three districts, this is lowest in
District Shangla, which has a reported average of 2.7.

Table K35: Frequency of antenatal care received during last pregnancy

= o

HEEqUENCy e R : D) S
Zero 52 (25%) 67 (32%) 14 (7%) 133 (21%)
Once 17 (8%) 8 (4%) 19 (9%) 44 (1%)
Twice 24 (11%) 16 (8%) 42 (20%) 82 (13%)
Thrice 10 (5%) 10 (5%) 5 (2%) 25 (4%)
Four times 8 (4%) 4 (2%) 6 (3%) 18 (3%)
Don’t know 57 (27%) 83 (40%) 115 (55%) 255 (41%)
Mean 5.2 4.6 2.7 4.2
N=All respondents 210 209 210 629
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4.8.3 Duration of antenatal care

The average duration of antenatal care is 13 minutes. The following table provides the district wise

data.

Table K36: Time taken to conduct antenatal care

T 0 Svwat i Buner it JF 0 Shaneld e Totall 6
1-15 minutes 91 (43%) 88 (42%) 89 (42%) 268 (43%)
16-30 minutes 19 (9%) 4 (2%) 17 (8%) 40 (6%)

31 minutes and more 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Don't know 96 (46%) 108 (52%) 91 (43%) 295 (47%)
Mean 13.3 10.9 14.1 12.9
N=All respondents 210 209 210 629

4.8.4 Mother’s card

Did you receive mother’s card at the first visit during your last pregnancy?

Less than one fifth of the mothers in all the three districts mentioned that they have received mother’s
card at the first ANC visit of the LHW during their last pregnancy. The ratio of receiving mother’s
card is lower in Buner and Shangla as compared to Swat.

Table K37: Mother’s card

. Motherisicar : Shamng]
Yes, I did receive 43 (20%) 29 (14%) 31 (15%) 103 (16%)
No, I didn’t 108 (51%) 124 (59%) 125 (60%) 357 (57%)
Don’t know 59 (28%) 56 (27%) 54 (26%) 169 (27%)
N=All respondents 210 209 210 629
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4.8.5 Services received during antenatal care

Majority of the mothers don’t remember/know what kind of services they received. Some mother
remembered “Referral to health facility” (11%), “notification about the expected dates of delivery’
(8%) and Syphilis information (5%).

’

Table K38: Services received during antenatal care visit

Referral to health facility 30 (14%) 19 (9%) 22 (10%) | 71 (11%)
Notification to mothers of their expected 13 (6%) 4 (2%) 34 (16%) 51 (8%)
dates of delivery ) ) ) K
Syphilis information 2 (1%) 3 (1%) 24 (11%) 29 (5%)
Advise to mothers on danger signs i.e.

bleeding, swelling, Amniotic fluid 5 (2%) 0 (0%) 33 (16%) 38 (6%)
outburst, severe pain

Measuring of fundus (growth of the baby) 3 (1%) 6 (3%) 0 (0%) 9 (1%)
Palpation of abdomen (babies growth, o 3 5 5
cephalic position and presentation) G e 2 (%) oy
Advice in observing fetal movement 4 (2%) 5 (2%) 3 (1%) 12 (2%)
Malaria information 1 (0%) 1 (0%) 4 (2%) 6 (1%)
HIV information 2 (1%) 0 (0%) 4 (2%) 6 (1%)
Advise to mothers on frequency of contact o o

before delivery ) i) k) LUle)
Hospitals 3 (1%) 0 (0%) 1 (0%) 4 (1%)
Don’t know/remember 155 (74%) | 171 (82%) | 140 (67%) (;133/60 |
N=All respondents 210 209 210 629

4.9 Postnatal Care

4.9.1 Place of postnatal care

Postnatal care is mostly provided by family member at own house. The ratio of postnatal care by
LHWs is relatively higher in Shangla as compared to the other two districts.

Table K39: Place of postnatal care

.

130 (62%)

80 (38%)

84 (40%)

199 (32%)

Family member provided this care
LHW visited the house 25 (12%) 20 (10%) 49 (23%) 94 (15%)
Visited the health house with the baby 1 (0%) 2 (1%) 0 (0%) 3 (0%)
Visited the health house without the baby 0 (0%) 2 (1%) 2 (1%) 4 (1%)
Hospital 3 (1%) 1 (0%) 1 (0%) 5 (1%)
Doctor’s clinic 0 (0%) 1 (0%) 0 (0%) 1 (0%)
No post natal care is undertaken 14 (7% 27 (13%) 13 (6%) 54 (9%)
Don’t know 35 (17%) 72 (34%) 61 (29%) 168 (27%)
N=All respondents 210 209 210 629
Multiple response question
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4.9.2 Frequency and time taken of postnatal care

Mothers are visited by LHWSs for PNC two times on average and mothers visited health house for

PNC after the last pregnancy.

Table K40: Number of visits of LHWs to mothers for PNC

1 7 (28%) 4 (20%) 7 (14%) 18 (19%)
2 9 (36%) 7 (35%) 32 (65%) 48 (51%)
3 1 (4%) 2 (10%) 5 (10%) 8 (9%)
4 1 (4%) 1 (5%) 3 (6%) 5 (5%)
5 1 (4%) 0 (0%) 0 (0%) 1 (1%)
Don't know 1 (4%) 3 (15%) 2 (4%) 6 (6%)
LHW not available 5 (20%) 3 (15%) 0 (0%) 8 (9%)
Mean 2.0 2.0 2.1 2.0
N=Mothers who are visited by LHWs 25 20 49 94

Table K41: Number of visits of mothers to LHWs for PNC
0
1 19 (9%) 7 (3%) 23 (11%) 49 (8%)
2 14 (7%) 14 (7%) 10 (5%) 38 (6%)
Don't know 36 (17%) 97 (46%) 70 (33%) 203 (32%)
Not visited health house 129 (61%) 33 (16%) 93 (44%) 255 (41%)
Health house is not available 2 (1%) 14 (7%) 1 (0%) 17 (3%)
Mean score 1.8 1.9 1.4 1.7
N=AlIl respondents 210 209 210 629

83

— 167 —



Table K42: Time taken in postnatal care

1-15 10 (5%) 8 (4%) 24 (11%) 42 (7%)
16-30 4 (2%) 4 (2%) 15 (7%) 23 (4%)
More than 30 0 (0%) 2 (1%) 1 (0%) 3 (0%)
Don't know 196 (93%) 195 (93%) 170 (81%) 561 (89%)
Mean 14.6 12.9 15.4 14.8
N=All respondents 210 209 210 629

4.9.3 Services received during postnatal care

Post natal services mostly include examination of mother, care of umbilical cord and promotion of
early breast feeding. Following table presents the details.

Table K43: Services received during postnatal care

. 1V, 1 car it Y
Examination of the whole body of mother 31 (15%) 12 (6%) 33 (16%) | 76 (12%)
Care of umbilical cord 16 (8%) 7 (3%) 34 (16%) | 57 (9%)
Promotion of early breast feeding 19 (9%) 13 (6%) 24 (11%) 56 (9%)
Eye care of newborn 6 (3%) 6 (3%) 29 (14%) 41 (7%)
Advice on BCG birth-dosing 4 (2%) 3 (1%) 31 (15%) | 38 (6%)
Iron supplementation to postnatal mothers 7 (3%) 13 (6%) 9 (4%) 29 (5%)
Examination of whole body of newborn 1 (0%) 3 (1%) 29 (14%) | 33 (5%)
Folic acid supplementation to postnatal mothers | 11 (5%) 11 (5%) 12 (6%) 34 (5%)
Advice of OPV birth dosing 4 (2%) 2 (1%) 9 (4%) 15 (2%)
Other EPI immunization 1 (0%) 0 (0%) 6 (3%) 7 (1%)
Plotting growth monitoring sheet 1 (0%) 1 (0%) 6 (3%) 8 (1%)
Others 4 (2%) 6 (3%) 1 (0%) 11 (2%)
Don’t know 147 (70%) | 162 (78%) | 139 (66%) | 448 (71%)
N=All respondents 210 209 210 629

4.10 Health Service on fee basis by LHWs

When asked whether LHWSs charged any amount for providing medical services to the mothers, very
few said that they have received fee-based services from LHWs. Only in Buner, a high number of
mothers mentioned that LHWs charged fee for providing health services.

Table K44: Fee charged by LHWSs

24 (11%)

1%

27 (4%)

Yes 2 (1%)

No 177 (84%) 123 (59%) 157 (75%) 457 (73%)
LHW is not available 4 (2%) 42 (20%) 27 (13%) 73 (12%)
Don't know 27 (13%) 20 (10%) 25 (12%) 72 (11%)
N=All respondents 210 209 210 629
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Annexure 5. 30 cluster sampling

This method meets the following standards of reliability:

= The results of the survey will have a level of accuracy of (within) plus or minus 10%.
= The level of confidence is 95%.

Sample size
Within each cluster, seven mothers were selected for the interviews. 210 mothers are selected in each district

and 630 were selected in total.

Sampling methodology

w Lists of Villages as per the 1998 Census are used as the sampling frame.

* By calculating the cumulative population of villages in each district using Excel sheet, sampling interval
was identified as follows:

Population of the district
----------------------- = Sampling Interval (SI)
30

» Using EPI info, a random number was selected.
*  Villages with cumulative population equal to or beyond the random numbers are selected as Cluster 1.
= To identify Cluster 2 location, the formula below was used:
*Random number + sampling interval = Cluster 2
= To Identify Clusters 3-30, the formula below was used:
*The number, which identified the Sampling Location of the previous cluster +sampling
interval

Sampling of seven subjects in each cluster (house to house visit)

» The starting household for the survey within the village was selected randomly from the latest voters list
(2004) of the village. Voters’ lists were obtained from District Election Office.

= The next household was the nearest to the previous. Surveyors continued visiting the households until
SEVEN mothers in each cluster were complete.

» For multi-family dwellings: a house hold is defined as a group of people sharing the same kitchen.

= Spin bottle method* is adopted if the first contact could not be found.

*Spin bottle method:
The first household for interview was selected via spin bottle method; this method uses a bottle which is

spun around. The direction where it points when it stops spinning is the first selected household for the
interview.

- e
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Annexure 6. Kish Grid

Kish grid was used if we came across more than one mother with a child less than 12 months of age within the
same household. In that case, the names of all such members were listed down with respect to their ages in
descending order. Target person was selected randomly using following computer generated random chart.

CONTACT Number of Mothers with child less than 12 months
No. 1 {213 4 5161 7 8 9 10 11 12
1 1§22 2 2 16| 6 2 3 6 5 10
2 1 1 1 3 2 135 6 9 2 2 8
3 11241 3 4 1315 6 3 9 5 10
4 112 (2] 4 1 5 1 5 5 5 10
5 1 1|2 4 3 15| 6 6 2 4 6 4
6 1 {22 2 2 1411 3 9 8 10 4
7 1 ]2]3 1 141213 8 9 1 10 9
8 1 1 3 1 3 5 1 3 ) 5 7 8
9 1 1 3 2 4 | 2] 3 2 1 3 7 7
10 1 1 1 2 5 13 4 1 7 9 11

Suppose we are going to the fourth household and the number of our target respondent in that household is five.
The cell representing fourth contact number and five number of female in the above chart will show the serial
number of person to be contacted in the household which in this case will be the first person in the ordered list.

. e
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Annexure 7. Questionnaires

7.1 Questionnaire for EPI Center

Date:

1. Background information

Name of Facility:

Type of Facility: BHU/CD/RHC/THQ/CH/DHQ/ other ( )

*Basic Health Center, Civil Dispensary, Teshil Head Quarter, Civil Hosp, District Head Quarter

Total catchment population:
Catchment population <1 year old:

2. Human Resource

EPI | Medical Medical | Dispe | Other Other
Tech. | Tech. e Officer | nser () ()

No. of staff

No. of staff
who
administers EPI
when EPI tech.
is busy or not
available.

Profile of EPI technicians

EPI EPI EPI
Technicianl | Technician2 | Technician3

Age

Sex

Years of experience as EPI Technician
When is the last refresher training on routine
EPI1? year of (), I can’t remember, No
refresher training

N
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3. Facility/Infrastructure
Distance from EDO (H) Office ( ) km

By car (a)

By walk (b)

Total (a)+(b)

Minutes

Minutes

minutes

Electricity failure: Frequency;

Duration of no electricity;

) No supply

) 3 days or more/week,
) 1 to 2 days/week,

) always half day or less,
) some times more than half day

(
(
(
( )<l day/w
(
(

Water supply: Yes/No
Telephone
Fixed phone in the Your own Mobile phone of PCO within 5
FLCF mobile phone other staff in the minutes walking
same FLCF distance

Y/N Y/N Y/N Y/N

4. Transportation

No. of transportation of EP] technicians

Car Motorbike Bicycle Others ( )
Official
Private

Payment/budget a month for your routine work. (NOT including polio campaign, other events)

POL

Public transportation

From your pocket

Rs.

Rs.

From district/donors

Rs.

Rs.

88
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5. Cold chain equipment Observation

Detail of Cold chain equipment that requires power/ener

Y

Type*1

Maker
Model

Power*2

Refrigerator Capacity

liter

liter

Liter

liter

Freezer Capacity

liter

liter

Liter

liter

Total Capacity *3

liter

liter

Liter

liter

Year of installation

Condition*4

If NR, when?

*1 A: Upright type, B: Chest type,

*2 E: Electricity, G: Gas, K: Kerosene, S: Solar power, EG: E+G, EK; E+K

*3 If data of capacity of refrigerator and freezer individually, fill in only “Total Capacity”.
If the data of capacity is not available, write “NA”.

*4 F: Function well, R: Not function well but repairable, NR: Not Reparable

Not function
Equipment Available Function well well but Not Repairable
repairable
Cold Box
Vaccine Carrier
Thermometer*5
Stabilizer

*5 NOT including thermometers fixed on the door of refrigerators

5. Do you have shortage of equipment/material now? (Read one by one)

Stationary

Reporting forms of EPI
Register books of EPI

Furniture
Others (

6. Involvement of LHWs

In your area, how many LHW? (
LHWs have started to administer routine EPI after completion of 1% batch training?

If yes, how many LHWs? (

)

&9
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7. Outreach/mobile activity/ fixed cite session by EPI technician
How many days a week do your EPI center have fixed cite session? (

)

Which days of week do you provide BCG at EPI center? ( Mon, Tue, Wed, Thu, Fri, Sat )
Which days of week do you provide measles at EPI Center? ( Mon, Tue, Wed, Thu, Fri, Sat)

Population covered Pop ulatlcl;n ST Population covered
by outreach)/,mobile by outreach/mobile
outreach/mobile .. activity where LHWs
.. activity where '
activity LHWs are available are NOT available
Population
Number of Areas
Days*
* How many days do you need to cover the population?
7. Safe injection
a) Do you have shortage of safety boxes now? Y/N
b) Do you have shortage of AD syringes now? Y/N
¢) Used syringes are disposed out of safety boxes? Qbservation Y/N

8. Communication/social mobilization
8-1. How does your EPI center encourage/convince/inform community people to bring
children to fixed cite session at EPI center? (NOT ask one by one, just ask “anything

else?”)

Door to door visit Y/N
Through LHWs Y/N
Through LHV Y/N

Through MO in the FLCF, MO encourages/informs care-takers when they come to

FLCF as patients or for other purpose. Y/N
Requesting clients of EPI to encourage/inform their neighbors/friends

[relatives Y/N
Communicate with community leaders/religious leaders Y/N
Communicate with teachers Y/N
Mosque announcement Y/N
Local radio Y/N
Printed materials Y/N

Other ( )

10-2. How does your EPI center encourage/convince/inform community people to bring

children to out-reach session in the village? (NOT ask one by one, just ask “anything

else?”)

Door to door visit Y/N
Through LHWs Y/N
Through LHV

Through MO in the FLCF, MO encourages/informs care-takers when they come to
FLCF as patients or for other purpose. Y/N
Requesting clients of EPI to encourage/inform their neighbors/friends

/relatives Y/N
Communicate with community leaders/religious leaders Y/N
Communicate with teachers Y/N
Mosque announcement Y/N
Local radio Y/N

90
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9.

10.

11.

Printed materials Y /N
Other ( )

What major difficulties do you have during your daily activities of routine EPI
except equipment and refusal cases? (Write as many as possible)

(Do NOT read one by one)

(1). Low salary

(2). No or insufficient POL

(3). Hard to reach areas

(4). Shortage of vaccine, vaccine stock out

(5). Over workload, too busy, shortage of number of EPI technicians

(6). Frequent campaign (Polio campaign, TT campaign)

(7). Less awareness of people on EPI _

(8). Because EPI technicians are not local, so they are not accepted/welcomed by the local people.
(9). Negative propaganda of EPI/polio by religious leaders

(10). Others ( )

What contents do you want to learn during the next refresher training?
Please mark top three contents.(Show Card)

(1). Social mobilization and communication to persuade people to accept EPI
(2). Communication skill with religious/community people

(3). Organization of EPI sessions

(4). Record keeping

(5). Management of drop-out

(6). About new vaccines which have not been used in EPI

(7). Clinical aspects of the EPI target diseases

(8). Knowledge to answer to frequently asked questions from people

(9). How to store and transport vaccines

(10).Cold chain management/minor repair

(11).Vaccine side effects

(12).How to estimate the target population

(13).How to calculate the EPI coverage

(14).Safe injection

(15).Mutual learning from other EPI technicians

(16).How to provide health education to community people

(17).0Others (

What kind of support from district, province and partners do you need besides
equipment ? (Write as many as possible)(Do NOT read one by one)

(1). Salary, incentive

(2). POL

(3). Refresher training

(4). Regular supervision

(5). District team convinces people on EPI

(6). Others ( )

91 M d%(
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12. Documentation/record keeping Observation

Monthly Progress Chart 2006 is pasted on the wall Y/N
Monthly Progress Chart 2007 is pasted on the wall Y/N
Inventory Stock | Daily EPI LT List of R 'plan
Sheet register register EPI defaulter ST
register EPI
Avallableor | oNA | ANA | ANA | ANA | ANA ANA
Updated YEIN | YRN | YRIN | YRIN A/NA for this
*1 be filled in until yesterday
*2 to be filled in until last delivery
*3 to be filled in until last session
13. Vaccine logistics
Y /N

Diluent is kept in refrigerator?

two or more,
check.

Observation
Comparing amount of vaccine in the record and exact amount of vaccine in the cold chain
BCG OPV Combo Measles
— Diluent | Polio | DPT-Hep B LU S Diluent
Record
Exact amount
If the difference is

14. Supervision

How many times of supervision confirmed by signatures of supervisors did you received
in the last three months for routine EPI? (Count signatures on Daily EPI register)

Observation
. MO in the
EDO (H) EPI Coordinator DSV. TSV FLCF
92 \\\v\w\
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7.2 Questionnaire for LHWs

General information
1. How old are you?

_ yearsold.

2. How long have you been educated in school?
__years

3. How many years have you been working as a LHW?
__ years

4. What is the current population of your catchment area?

persons
5. What is the current population of <1 children in your catchment area?
persons
6. What is the total number of deliveries in your catchment area you are registering in 20067
persons
7. How many days do you work a week?
days
8. From what time to what time do you work except report writing a day except Friday?
From__: to_ : _
EPI
1. Do the followings belong to your formal job tasks?
Monthly Progress Chart 2006 is pasted on the wall Y/N
Polio immunization campaign Y/N
TT immunization campaign Y/N
Educating mothers on EPI Y/N
Providing referral slips for children due for routine EPI doses Y/N
Assistance to EPI technicians in outreach routine EPI sessions Y/N
Following up defaulters of routine EPI Y/N
2. Have you experienced refusal cases of Polio campaign? Y/N

(If no, skip to question 4

3. Ifyes, do the following reason(s) of refusal apply to the OPV campaign?

Religious leaders are against pollo immunization Y/N
People think getting vaccine is against God’s will Y/N
People are skeptical why vaccinate even before catching disease Y/N
People and/or religious leaders think that OPV contain family planning Substances Y/N
People and/or religious leaders think that OPV contain prohibited substances for Muslims

such as pork components Y/N
People and/or religious leaders link OPV with foreign NGOs some of which are Christian based
organization, therefore doubt their relevance Y/N
People fear vaccine side-effects Y/N
People refuse to take babies out of their house to immunize Y/N
Other reasons (specify )

4. Have you experienced any of the following negative impact of the OPV campaign? @M dﬁ\/
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Too much additional workload Y /N

You have to travel to out of your catchment area Y/N
Because some religious leaders are against OPV, it hurts your reputation Y/N
The refusal of OPV is causing refusal of other vaccines as well Y/N
Others (specify )

5. Hasany TT campaign conducted while you have been on duty as LHW? Y/N

6. Have you experienced refusal cases during last TT campaign (December 2006)?

If no, skip to question 8. Y/N

7. Ifyes, do the following reason(s) of refusal apply to the TT campaign in your catchment

area?

Religious leaders are against TT immunization Y/N
People think getting vaccine is against God’s will Y/N
People are skeptical why vaccinate even before catching disease Y/N
People and/or religious leaders think that TT contain family planning
Substances Y/N
People and/or religious leaders think that TT contain prohibited substances
for Muslims such as pork components Y/N
People and/or religious leaders link TT with foreign NGOs some of which
are Christian based organization, therefore doubt their relevance Y/N
People fear vaccine side-effects Y/N
Women are afraid of the pain caused by injection Y/N
Other reasons (specify )

8. Have you been trained for routine EPI vaccinations? Y/N

If “No’, please skip to No. 25.
9. Ifyes, are you now conducting the actual inoculation of routine EPI? Y/N

If “No’, please skip to No. 25.
If the LHW is currently conducting the actual inoculation of routine EPI vaccines, continue
to the next questions. If not, skip to question No. 25.

10. Is the six months training enough to conduct routine EPI1? Y/N

11. Have you experienced any shortage of below equipment/materials/medicine for your
activities in past one year?

Vaccine(s) Y/N
Specify which vaccine(s) if yes
Vaccine carriers Y/N
Icepacks Y/N
Stationary (e.g. pens and papers) Y/N
AD syringes Y/N
Safety boxes Y/N
Reporting and recording forms for EPI - Y/N
Others (specify )
12. Have you experienced any refusal of routine EPI? If no, skip to question 14. Y/N
13. Do the following reason(s) of refusal apply to your catchment area?
Religious leaders are against injection vaccines for children Y/N
People think getting vaccine is against God’s will Y/N

i \w O\
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People are skeptical why vaccinate even before catching disease Y/N
People and/or religious leaders think that some injection vaccines for children

contain family planning substances Y/N
People and/or religious leaders think that injection vaccines for children contain
prohibited substances for Muslims such as pork components Y/N
People and/or religious leaders link vaccines with foreign NGOs some of which

are Christian based organization, therefore doubt their relevance Y/N
People fear vaccine side-effects Y/N
People are afraid of pain caused to their child Y/N
People refuse to take babies out of their house to immunize Y/N
Other reasons (specify )

14. What difficulties do you have during your daily activities of routine EPI except
equipment and  refusal cases? (Write as many as possible)

Increased workload caused by routine EPI Y/N
Shortage of remuneration of the routine EPI activity Y/N
Mothers don’t bring children out of house to get service due to superstition Y/N
Because some religious leaders are against EPI, it hurts your reputation Y/N
Difficult working relation with EPI technician Y/N
Have to iste a lot of vaccine doses because the target population is minimal Y/N
Others (specify )

15. Do you need refresher training on EPI? Y/N

16. Which are the contents do you want to learn most in the next refresher training?
Please mark the_top three contents you want to learn.

1) Social mobilization and communication to persuade people to accept EPI
2) About new vaccines

3) Clinical aspects of the EPI target diseases

4) Organization of EPI sessions

5) Knowledge to answer to frequently asked questions from people
6) How to store and transport vaccines

7) How to reach to un-reached population

8) Vaccine side effects

9) How to estimate the target population

10) How to calculate the EPI coverage

11) Safe injection

12) Others (specify. )
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17. What kind of support from district, province and partners do you need besides equipment?

Please mark the top three support contents you need the most.

More frequent supervision

More systematic feedback after supervision
Supervision by FEMALE supervisors, not male
More frequent EPI training

Certificate after EPI training

To resolve shortage of vaccine(s)

Help convincing people to accept EPI

Help convincing religious leaders to accept EPI
Provision of transportation mean and fuel cost
Telephone or other means of communication
Exclusion of meeting with male members of the community from their routine
duties

Change colour and/or shape of the LHWSs uniform
Salary increase

Others (specify : )

18. What kind of negative impacts have you received by your administrating routine

20.

21.

22.

23.

EPI (note: not polio or TT campaigns but only routine EPI)?

Increase of workload

Disrupting your care-taking of your family

Increase of expenditure that are not properly compensated

Relation with local religious leaders becomes worse because they are against
EPI

Difficult working relation with EPI technician

Others (specify )

. What kind of positive impacts have you received in your involvement of routine EPI?
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Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N

Y/N
Y/N
Y/N

Y/N
Y /N
Y/N

Y/N
Y/N

Obtained more trust among people in catchment area Y/N
Obtained more support from community Y/N
You feel better by being able to help people more Y/N
Better working relation with EPI technician Y/N
Others (specify )
In routine EP], aside from the health house sessions, do you coordinate in community
out-post sessions such as those organized at mosques, schools, community leaders’
houses, etc.? Y /N
How many days do you organize for routine EPI?
Health house sessions: __days/month
House-to-house routine EPI sessions: ___days/month
Who have supervised you during the last 3 months regarding EPI?
EPI technician Y/N
District EPI Coordinator Y/N
National Programme Coordinator Y/N
Female Assistant District Coordinator for National Programme Y/N
LHS Y/N
When routine TT immunization is done to pregnant women, is it usually
coordinated with antenatal care? Y/N
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24. During outreach EPI sessions (both in health house and outreach sessions) you participate,
do you provide the following services simultaneously?

Nutritional education to mothers Y/N
Advising mothers about family planning Y/N
Antenatal care of pregnant women Y/N
Check up of postnatal mother Y/N
Iron supplementation to postnatal mothers Y/N
Folic acid tablets to postnatal mothers Y/N
Examination of whole body of newborn Y/N
Weighing of babies Y/N
Plotting growth monitoring sheet Y/N
Promotion of early breast feeding Y/N
Others (specify )

Please skip to “Nutritional Promotion” section.

Questions for LHWs not involved in routine EPI

25. Suppose you will be involved in the routine EPI aside from polio and TT campaigns
in the future. Are the following things concern you in that case?

Increase of workload Y/N
Community people’s refusal of the routine EPI Y/N
Opposition of the local religious leaders in conducting routine EPI Y/N
Remuneration for the additional routine EPI work Y/N
Transportation Y/N
Others (specify )

Nutritional Promotion
1. Are you providing the following nutritional services in your catchment area?

Nutritional education to pre-conceptive women Y/N
Nutritional education to antenatal mothers Y /N
Nutritional education to postnatal mothers Y/N
Nutritional education to mothers of young children Y/N
Growth monitoring Y/N
Promotion of exclusive breastfeeding Y/N
Supplementary feeding Y/N
Vitamin A supplementation to children Y/N
Vitamin A supplementation to postnatal mothers Y/N
Iron supplementation to antenatal mothers Y/N
Folic acid tablets to antenatal mothers Y/N
Iron supplementation to postnatal mothers Y/N
Folic acid tablets to postnatal mothers Y/N
Promotion of iodine fortified salt Y/N
Others (specify )

2. For nutritional education, do you organize collective educational sessions or do you
rather provide education on individual basis?
1) Collective session
2) Individual session
3) Both
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3. In either way, how many times a month do you conduct the session?
times/month

Collective session
Individual session

4. During growth monitoring, is any of the following services simultaneously provided?

Nutritional education to mothers Y/N
Check up of postnatal mother Y/N
Iron supplementation to postnatal mothers Y/N
Folic acid tablets to postnatal mothers Y/N
Referring child immunization Y/N
Promotion of early breast feeding Y/N
Others (specify )

Antenatal Care

1. Are you tracking all pregnancies in your catchment area? Y/N

2. Are you registering all newborns born in your catchment area? Y /N

3. Where do you provide antenatal care?
1) At health house
2) At the house of mothers
3) Others (specify )

4, How often do you provide antenatal care per month? persons
5. How long (how many minutes) does it take to conduct an antenatal care for each mother?
minutes.

6. Do mothers receive mothers’ card during the first visit? Y/N

7. What kind of service did you give during ANC visits:

Notify mothers their expected dates of delivery Y/N
Measuring of fundus (growth of the baby) Y/N
Palpation of abdomen (babies growth, cephalic position and presentation) Y/N
Adpvice in observing foetal movement Y/N
Malaria information Y/N
HIV information Y/N
Syphilis information Y/N
Advise to mothers on frequency of contact before delivery Y/N
Advice to mothers on danger signs i.e. bleeding, swelling, amniotic fluid outburst,
severe pain Y/N
Others (Specify )
8. During antenatal care, is any of the following service simultaneously provided?

Advice TT vaccination for pregnant women Y/N
Inject TT vaccination for pregnant women Y/N
Education for breast feeding Y/N
Breasts examination Y/N
Nutritional advise on healthy diet Y/N
Iron supplementation Y/N
Folic acid tablets Y/N
Others (Specify )
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Postnatal care
1. After delivery, how is the postnatal follow up conducted? Please select as many as

that apply:
1) Mothers’ homes are visited by LHW Y/N
2) Mothers are instructed to visit health house with baby Y/N
3) Mothers are instructed to visit health house without baby Y/N
4) Others (Specify ) )

2. During 40 days after the delivery, how many times do you visit?
times.

3. If mothers and babies are expected to visit health house, which period do they usually
visit and how many times?
From weeks to weeks from delivery, times.

4. How long (how many minutes) does it take to conduct a postnatal care for each mother?
minutes.

5. What kind of services do you give during postnatal care:

Examination of whole body of mother Y/N
Iron supplementation to postnatal mothers Y/N
Folic acid tablets to postnatal mothers Y/N
Adyvice of BCG birth-dosing Y/N
Advice of OPV birth-dosing Y/N
Other EPI immunization Y/N
Care of umbilical cord Y/N
Eye care of newborn Y/N
Examination of whole body of newborn Y/N
Plotting growth monitoring sheet Y/N
Promotion of early breast feeding Y/N
Others (Specify )
6. During the postnatal care, do you provide the following services simultaneously?

Advice child immunization Y/N
Advising mothers breast feeding during the first 6 months Y/N
Advising mothers about normal development of child Y/N
(i.e. physical, mental and social needs)

Advising mothers about family planning Y/N
Child growth monitoring Y/N
Baby check-up Y/N

Family planning

1. On average how many households do you visit for either family planning education or
contraceptive distribution in a month?
households
2.0n average how long (how many minutes) does it take to complete a visit for family
planning to a  household?

____minutes
3. Do you provide the following family planning services by yourself?
Distribution of oral contraceptive pills Y/N
Prescription of condom Y/N
Injection of contraceptive Y/N d&f
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Family planning education

Curative services

Y/N

1. On average, how many patients of diseases (not including pregnancy and postnatal) do you

examine/treat a month?
_ cases
2. On average how long (how many minutes) does it take to complete a consultation?
minutes
Fees
1. Are you getting fee-for-services?

2. Aside from the designated essential drugs, are you prescribing other drugs?
Workloads

1. Please tick the top three ROUTINE works (not including temporary ones like polio

campaign) that are taking the most of your time and efforts among the following tasks.

1) Health education

2) Meetings with community members
3) Health committee (Sehat) meetings
4) Record keeping and report writing
5) Growth monitoring

6) Infant checkups

7) Antenatal care

8) Postnatal care

9) Family planning services

10) Curative services

11) Advising EPI

12) Administering EPI

12) Tuberculosis control

13) Malaria control

14) Others (specify

Y/N

Y/N

NN SN SN N N TN SN SN AN AN AN AN AN N
N e N N N N N N N N N N N N N

2. How do you assess your current overall workload (regardless of their current involvement in the

routine EPI)?
1) Too much workload
2) Appropriate level of workload
3) I can do more
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7.3 Questionnaire of KAP Survey for Mothers of Children under One Year

Date / /2007
(day) (month)

Venue
Village:
Union Council:
Thesil:
District:

Nearest Health Center: which is located: __ minutes from your house by foot
Surveyors’ name

Introduction

Asalam-o-Alaikum, I am .....c..eeueee from ACNielsen, a market research company, which takes people's opinions
on many different subjects so that manufacturers/service providers can offer customers what they really need.
Today we will be asking you a few questions about EPI, mother and child health from you.

Could you spare a few minutes of your time to answer some questions for us?

S-1 Have you participated in any of the similar survey during the last six months/

Yes Continue with interview
No Terminate the interview

S-2 (Show card) Do you or any member of your household work in any of the following

Marketing research/ company Terminate interview
advertising agency Terminate interview
Media/TV/Newspaper/Magazine Terminate interview
None of the above Continue with interview
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S-3 Who is the chief wage earner of the household? By chief wage earner I mean the person who bears the most

expenses of the household?

e Name of the chief wage earner.
e Relationship of the respondent with the chief wage earner

S-4 What is the name of the employer/organization, designation and nature of work, of the chief wage earner of
your household?

Interviewer: Extract all the details from the respondent and write them in his/her own words.

e Name of the organization:
e Designation (Job title)/grade:
e . Nature of work:

rlnterviewer: With the help of the code list, circle the correct response from the 15 codes below

Unskilled worker [1]

Petty trader [2]

Skilled worker [3]

Non-executive staff [4]

Supervisor [5]

Small shopkeeper/Businessman [6]

Lower/middle officer/Executive [7]

Professionals (self employed or in service} 8]

Medium Businessman [9]

Senior Executive [10]

Large Businessman/Factory Owner [11]

Retired [12] goto (S-5a)
Student [13]  goto (S-5b)
Housewife [14] goto (S-5b)
Unemployed [15] goto(S-5b)

S-5a What is the occupation of the chief wage earner of your house before his/her retirement?

|Tnterviewer: Write the detailed response in the space under S-4, circle the relevant code and then move to S-6 J

S-5b How does he cover household expenses? Does he get income from house/building rent, interest on the
money in bank, or agricultural/cultivated land?

e Rent/interest Go to S-5¢
e Land Go to S-5d

S-5¢ Who is the chief wage earner of your household who left land or money in the bank for the rest of the
household? What is his/her occupation/designation etc.

Interviewer: Note the detailed response in the space under S-4, circle the relevant code then go to S-6. In this
ask the educational qualification of the person who left behind property or money in the bank for the rest of the
household

S-5d You said that household expenses are covered by income coming from agricultural land. Can you tell how E

much cultivable land the chief wage earner possesses?
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e Lessthen 12 Yz acre........... [11 (In this case the occupation of finance head should be considered
“unskilled worker” )

e Between 121/2 to 49 acre... [2] (In this case the occupation of finance head should be  considered
“skilled worker”)

e S50 acreor more ............... [3] In this case the occupation of finance head should be considered
“middle officer”

S-6 What is the educational qualification of the chief wage earner of your household?

Illiterate.....o.vvverennininennenn [01]
Less than primary................ [02]
School 5-9....vieiiiiiiiniins [03]
Matric.....coovvvriieiiniininnen, [04]
Intermediate..................... [05]
Graduate..........cocoevvnenennnen [06]
Post Graduate................... [07]

Interviewer: With the help of responses from S-4 and S-6, circle the relevant section in S-7 grid and also circle
the code given below.

S-7
: fdication oL Chi
Oce £ N1E] : - o o : . ) .
e : Bl | s,‘-lﬁsm ’,a = .‘
Unskilled Worker E2 E2 E1l El D D C
Petty Trader E2 E2 El El D (& C
Skilled Worker E2 E2 El D D C ©
Non-Executive Staff E2 E2 D D D (& (&
Supervisor D D € © B B B
$mall/Shopkeeper/Bus D D c c B B A2
inessman
Lower/M iddle Officer/ D D C c B B A2
Executive
Professionals (Self
Employed or in Al Al A2 A2 A2 B A2
Service
Medium Businessman B A2 A2 A2 A2 Al Al
Senior
Executive/Officer . a2 G G G G -
Large Businessman/ A2 A2 A2 Al Al Al Al
Factory Owner

S-8 Note the class SEC of the respondent

Al...[1] D......[5]
A2...[2] El.....[6]
B......[3] E2....[7]
C.....[4]
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R-1 Can you please tell me who is the head of your household? By household head I mean, the person who
usually makes the important decisions for your household? By important decisions I mean decisions related to

marriage, capital expenditure (buying of a house/car/tractor/livestock, major home renovations, etc),

expenditure on children’s education etc.

Self

Other (please mention)

[

]

R-2 Record education of the HEAD OF THE HOUSEHOLD

Illiterate

Up to primary

School 6 — 9 years

Matric

Intermediate

Post Graduate

Qonjun|awlol—

R-3 What is the roof of most of the rooms in the house made of?
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(Pukki)

Concrete Slab (RCC) ..oeovvvvviiiiniiiins e €]
Iron girder, wooden beams/bricks, stones .... (2)
Made of Iron Sheets ..............coooeiiient 3)
Made of Mud & Stone ..........ccovviiinnnnnn. G)
Prefabricated Slab .........cccocoeiiiiii o0l (5)

Made of Girder, TR & bricks .............. (6)

R-4 What are most of the walls in the house made of?

(Pukki)
Brick / Plastered .......c.oovvveveiveninnnns )
Made of Wood, Mud & Stone ............ )
Made of Iron or other metal Sheets ...... (3)
Made of Concrete ......ooovvvvveeennnnnneen )

— 189 —

(Kuchhi)

Made of Mud .........ooovvvviiviiiinnn, @)
Made of Wood & Mud ..................... ®)
Made of Wood & Bamboo ......... e (9)
Made of Grass, Leaves & Straws .... ... (10)
(Kuchhi)
Made of Mud ....c.ovvvnviciiiiiiin %)
Made of Wood ..ovvveivviiiiiiiiiiieeieen, 6)
Made of Grass, Leaves Grass Fences ....... )



Note for the recruiter: Check from R-3-and R-4 and in case of Pukki “roofs of rooms” and
“walls” ask next questions otherwise go to R-7

R-5 Please tell if there is a separate kitchen in your house i.e. separate room which is only used for
cooking

purposes?
YeS it )
NO o 2)
R-6 Is there a Latrine in your house?
D T, )
NO e 2)

R-7 (Note for the surveyer: Please note the type of house in the grid below, from answers in R3, R4,R5
and R6)

Semi Pukka 2 Roof & Walls, any one concrete

Roof & Walls, both concrete but either
Kitchen or Toilet missing.
Roof & Walls, both concrete and both
Kitchen & Toilet present.

Pukka Lower 3

Pukka Upper 4

Note for the recruiter: With the help of R-2 and R-7 write the SEC of the respondent in the Grid provided
below

Head of Household Education Type of House
Semi Pukka Pukka
LR Pukka Lower Upper
Illiterate E D D C
Less than Primary E D © ©
School 6 — 9 years D © C B
Matric D C B B
Intermediate C C B A
Graduate C C A A
Post Graduate B B A A

R-8 please, note the SEC from above grid.

A...[1] D...[4]
B...[2] E...[5]
C...[3]

106 \MN\
TIN

N
hh
=

— 190 —



[Mother’s informatior]

Q1. How old are you? __ __ years old

Q2. How old is your youngest child? __ years __ __ months old
Surveyors should exclude mothers of children 12 months or more at this point.

Q3. How old were you when you get married? __ __ years old
Q4. How many deliveries do you have in total? __ __ children
Their current condition?
Alive __ children, Died __ children

Q5. How many family members currently living with?
(in this question, ‘family’ indicates people who share kitchen with you)

Q6. How long have you educated in school? __ __ years

Q7. How do you get information regarding immunization?
1.TV

2. Radio

3. Newspaper

4. Religious leader’s speech

5. LHWs

6. Meeting organized by LHW

7. Gathering with family, relative, and neighbour

8. Others please indicate ( )

Questions for KAP

Q1. What is administration route of vaccine? Choose only one from below.
1. It is only administered by injection.

2. It is only administered by drop.

3. It is administered by injection or drop.

4. 1 don’t know.

Q2. Do you think below sentences are right?

1. We use vaccine for nutrition.

2. We use vaccine for cure.

3. We use vaccine for preventing diseases.

4. We use vaccine for getting energy.

5. Vaccine causes infertility.

6. If you have any idea not mentioned above, please indicate ( )
Q3. Do you think vaccine is generally acceptable for your child?

Q4. Do you want to give OPV immunization to your child?

QS. Do you want to give injection vaccination to your child?

Q6. Do you have any concern that ...... ?

107

— 191 —

Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N

Y/N
Y/N
Y/N
Y/N
Y/N

Y/N
Y/N

Y/N
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1. Vaccine may cause side effects

2. Vaccine may cause infertility

3. My family member doesn’t want vaccine to my child
4. Religious leader advises not immunized

5. Because vaccination causes pain

6. Others: Please indicate ( )

Q7. What is important for vaccination timing to prevent diseases?

1. Do at least half of the immunization course.
2. Complete the immunization course.
3. I don’t know.

Q8. What is important for immunization to prevent diseases?
1. Give all of them as soon as possible including measles.

2. Give vaccine in a timely manner.

3. Idon’t know.

Q9. Which of the following diseases do you understand are preventable by EPI?
Polio

Measles

Malnutrition

Pertussis

Pneumonia

Diarrhea

Diphtheria

Tetanus

. Mental diseases

10. Hepatitis B

11. Hepatitis C

12. Malaria

13. Tuberculosis

14, Rabies

15. AIDS

16. Others (Please specify) ( )
17. I don’t know

VP NA AW~

Q10. Do you know where EPI vaccines are available?

108

7%

— 192 —

Y/N
Y/N
Y/N
Y/N
Y/N

Y/N
Y/N

Y/N
Y/N

Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N

Y/N



Q11. If your answer is ‘Yes’, for Q10,
Where can you get routine EPI immunization?

1. Health Center, Government Health Facility Y/N
2. LHWs health house Y/N
3. School Y/N
4. Your house Y/N
5. Private Hospital (=Clinic) Y/N
6. Others: please indicate

Q12. Where has your child under 1 year of age actually received routine immunization?

1. Health Center, Government Health Facility Y/N
2. LHWs health house Y/N
3. School Y/N
4. Your house Y/N
5. Private Hospital (=Clinic) Y/N
6. Others: Please indicate

Q13. Do you ask to use health workers (EPI technicians, LHWs) use new disposable

syringes for your children to give routine immunization? Y /N
Q14. Do your children have experiences of any side effect after immunization? Y/N
Q15. If you answer ‘yes’ to Q14, circle what you observe.

1. Fever

2. Swelling of injection site

3. Infertility

4. Rash

5. Cough

6. Paralysis

7. Headache

8. Others: please indicate

Q16. What kind of side effect do you know after immunization?

1. Fever ’ Y/N
2. Swelling of injection site Y/N
3. Infertility Y/N
4. Rash Y/N
5. Cough Y/N
6. Paralysis Y/N
7. Headache Y/N

8. Others : Please indicate

[Suppose your child caused mild fever for a short period after the injection of DPT-HepB vaccine/

Q17. D Are you concerned that it may cause harm to your child? Y/N

Q18. Do you think that it is a sign that vaccine is taking effect in the body? Y/N
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Suppose your child caused swelling and redness with 3cm radius (showing card) at the injection site (leff
thigh) after the injection of DPT-HepB vaccine)

Q19. D Are you concerned that it may cause harm to your child? Y/N
Q20. Do you think that it is a sign that vaccine is taking effect in the body? Y/N
Q21. How do you value the immunization using the following vaccines? Please

choose one which is the nearest to your idea for each vaccine.

OoPV

1. Essential to my child

2. Moderately essential to my child

3. Not necessary for my child

4. Should stop using this vaccine to anyone
5. Do not know/ un-decisive.

Measles vaccine (injection)

1. Essential to my child

2. Moderately essential to my child

3. Not necessary for my child

4. Should stop using this vaccine to anyone
5. Do not know/ un-decisive.

DPT-Hep B (injection)

1. Essential to my child

2. Moderately essential to my child

3. Not necessary for my child

4. Should stop using this vaccine to anyone
5. Do not know/ un-decisive.

BCG (injection)

1. Essential to my child

2. Moderately essential to my child

3. Not necessary for my child

4. Should stop using this vaccine to anyone
5. Do not know/ un-decisive.

Q22. If LHWs in your village/town work for routine EPI activities such as measles vaccine injection, do
you accept them?
1. Yes

2. No
3. I don’t know.
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Q23. If you choose ‘Yes’ for Q22, please specify your idea. (choose as many as possible)
1. Because [ don’t have to go Health Center.

2. Because I want to meet LHWSs more often

3. Because LHWSs can come to my house

4. Because I want to visit LHWs’ health house

5. Others Please indicate

Q24. If you choose ‘No’ for Q19, please specify your idea. (choose as many as possible)
. Because I don’t want LHWs come to my house

. Because I don’t want to visit LHWs health house

. Because I don’t want to give vaccine to my child

. Because my family member(s) don’t like LHWSs

. Because my family member(s) don’t like vaccination

. Because our religious leader says ‘no vaccine’

. Because our community leader says ‘no vaccine’

. Others: Please indicate

O WA WN~—

Q25. If your child gets immunization by LHWs, where do you like to be vaccinated?
1. At my house

2. At LHWs health house

3. Both of them are OK

4. Others: Please indicate

26. Where did you receive antenatal care?
1) At health house

2) At your house

3) Others (specify )

27. How many times did you receive antenatal care while the last pregnancy for your youngest child?
times

28. How long (how many minutes) did it take to receive an antenatal care for each time?
minutes.

29. Did you receive mothers’ card at the first visit during your last pregnancy? Y/N

30. What kind of service did you receive during ANC visits during the last pregnancy?

Refer to health facility : Y/N
Notify mothers their expected dates of delivery , Y/N
Measuring of fundus (growth of the baby) Y/N
Palpation of abdomen (babies growth, cephalic position and presentation) Y/N
Advice in observing fetal movement Y/N
Malaria information Y/N
HIV information Y/N
Syphilis information Y/N
Advise to mothers on frequency of contact before delivery Y/N
Advise to mothers on danger signs i.e. bleeding, swelling, Amniotic fluid outburst,

severe pain Y/N
Others (Specify )

31. After delivery, how did you receive postnatal follow up after the delivery of your youngest
child? Please select as many as that apply:

1) LHW visited your house Y/N
2) You visited health house with your baby Y/N
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3) You visited health house without baby Y/N
4) Others (Specify )

32. During 40 days after the last delivery, how many times did LHW visit your house?
times.

33. When and how many times did you visit health house for PNC after the last pregnancy?
From weeks to weeks from delivery, times.

34. How long (how many minutes) did it take to receive a postnatal care for each time? ___minutes.

35. What kind of services did you receive during postnatal care:

Examination of whole body of mother Y/N
Iron supplementation to postnatal mothers Y/N
Folic acid supplementation to postnatal mothers Y/N
Advice of BCG birth-dosing Y/N
Advice of OPV birth-dosing Y/N
Other EPI immunization Y/N
Care of umbilical cord Y/N
Eye care of newborn Y/N
Examination of whole body of newborn Y/N
Plotting growth monitoring sheet Y/N
Promotion of early breast feeding Y/N
Others (Specify )

36. Have you received any health service on the fee-for-services basis from LHW? Y/N

112
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1.1 Background Information of EPI Centers

1.1.1 Number of Health facilities

Table E1: Number of Health facilities

0 [
O L

Basic Health Unit (BHU)
Civil Dispensary (CD)
Tehsil Head Quarter (THQ)

Rural Health Center (RHC)

Civil Hospital (CH)

District Head Quarter (DHQ)
Community Health Center (CHC)

Sub Health Center (SHC)

Private EPI Center

Women and Children Hospital (WCH)
N=All centers

= PN DN = | = | | N = ON

wn
*

The total number of Health Facilities in Haripur is 51 but CD Neela Bhoto was not visited during the survey
therefore the data of only 50 EPI Centers has been included in this report. ’

1.1.2 Total catchment population of EPI centers

Table E2: Total catchment population (population under one year old) of EPI centers

Mean - ' 15,782 (558)*

Minimum 1,924 (68)
Maximum 30,409 (1,074)

*catchment population of only 46 EPI Center available
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1.2 Human Resource for EPI at EPI centers

1.2.1 Number of EPI technicians

Most of the EPI centers have only one EPI technician, But 3 EPI centers ( BHU Hattar, BHU
Gadwalian and MCH Talokar) are without any EPI Technician. 6 EPI Centers (BHU Ghumanwan,
CHC Halli, CD Hamlet, BHU Kaotri, CD Teer and BHU Nallah) are covered by EPI Technicians
posted at other EPI Center as additional responsibility due to shortage of EPI Technician in District

Haripur.

Table E3: Number of EPI technicians at EPI center

A T

L

3 or more 0 (0%)
2 0 (0%)
1 41 (82%)
0 9 (18%)
N=All EPI centers 50%
*Centers with no EPI technicians
U In EPI Centers where there is no EPI technician, Medical Technician and or LHV takes care of vaccination services.

. In Haripur, 6 EPI technicians cover more than one EPI center, which they visit one day in a week.

1.2.2 EPI Supporters

Supporters refer to those who conduct EPI activities when EPI technician is busy or not available. This
includes medical technicians, Malaria supervisor, Midwife, EPI Trainee LHV, medical officer and

dispenser.

Table E4: Number of supporters of EPI at EPI centers which have only one EPI technician

Jarip

s

2 or more 24 (51%)
1 13 (28%)
0 10 21%)
N=Number of EPI Centers with one EPI Tech. 47

Table E5: Total number of supporters (and their type) of EPI at all EPI centers

e BRLSIDROHGS 0

Medical technicians 37 (47%)
Lady Health Visitors 29 (37%)
Dispenser 5 (6%)
Lady Health Supervisor (LHS) - 0 (0%)
Medical Officers 1 (1%)
Others* 7 (0%)
Total 79

*Others
Others include: Midwife, EPI trainee and Malaria supervisor.

o
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1.2.3 Profile of EPI technicians

» The survey findings show that most of the EPI technicians are over 30 years old.

» Majority of the EPI technicians are males.

» Around 51% EPI technicians are having an experience of EPI up to 21-30 years.

= Most of the EPI technicians (54%) have not attended any refresher training and only 36 % of EPI
Technicians have attended some kind of refresher training from the year 1980 to 2008.

Table E6: Age of EPI technicians (numbers of EPI Technicians)

-20 years 0 (0%)
21-30 years 6 (15%)
Above 30 years 35 (85%)
Average age 38
N=EPI Technicians 41

Table E7: Gender of EPI technicians

i w A
Male 36 (88%)
Female 5 (12%)
N=EPI Technicians 41

Table E8: Years of experience as EPI technicians

12 (29%)

Up to 10 year

11-20 year 8 (20%)

21-30 year 21 (51%)

N=EPI Technicians 41

Table E9: Year of last refresher training

1980-1989 1 (2%)
1990-1999 1 (2%)
2000 —2008 13 (32%)
No Training 22 (54%)
Do Not Remember 4 (10%)
N=EPI Technicians 41

Q. a
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1.3 Infrastructure and Facility

1.3.1 Distance between EPI centers and EDO (H) — Kilometers and hours

The average distance from EDO (H) office is 37 Kilometers (Km.) as highlighted in the table below.

Table E10: Distance in KM between EPI centers and EDO (H)

9 (18%) |

1-10 km

11-20 km 15 31%)
21-50 km 11 (22%)
51 km or more 14 (29%)
Don’t Know/No answer 0 (0%)
Mean 37
N=All EPI centers 49%*

*One EPI Center located within the premises of EDO (H) Office

Table E11: Distance in Time between EPI centers and EDO (H)

19 (39%)

Less than | hour

1 or more 12 (24%)
2 or more 13 (27%)
3 or more 5 (10%)
Don’t Know/No answer 0 (0%)
Mean 1.6
N=All EPI Centers 49*

*One EPI Center located within the premises of EDO (H) Office
1.3.2 Electricity - Frequency and duration of breakdown

Frequency and duration of electricity breakdown

In district Haripur 11 (22%) EPI Centers have no electricity supply. In 39 (78%) EPI Centers there is always a

daily breakdown of electricity.

Table E12: Frequency and duration of electricity breakdown

No éupbly 11 22%)

Electricity breakdown 39 (78%)

N= All centers 50

Always half day or less 36 (92%)

Sometimes more than half day 3 (8%)
39

=Centers with electricity supply
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1.3.3 Water supply

Only 12% of EPI centers do not have water supply.

Table E13: Water supply

38 (76%)
12 (24%)
50

Have water supply
Do not have water supply
N=AII EPI centers

1.3.4 Phone facility

Only 14% of the EPI Centers have fixed telephone whereas 86% EPI centers don’t have fixed
telephone.

Table E14: Fixed phone at EPI centers

Yes have ﬁxedphones 7( 14%) .
No, do not have fixed phones 43 (86%)
N=All EPI centers 50

Table E15: Other phone facilities* among EPI centers which have no fixed phone

Ve otheriphong faciibies c ;

Yes, have other phonéwfééiiitieé ) 42 (98%)
No, do not have other phone facilities 1 (2%)
N=EPI centers with no fixed phones 43

*Other phone facilities
Mobile phones
PCO within 5 minutes walking distance

DTN - \ 7% M
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1.4 Transportation

1.4.1 Official vs. Personal vehicles

Around 24(48%) of EPI centers have official motorbikes. Only one 1(4%) EPI Technician has private
motorbike. While 25 EPI centers have no mobility.

Table E16: Official motorbikes at EPI centers

Ofﬁéiai motorbikes afé «avalla e 24 (48%) :
Official motorbikes are not available 26 (52%)
N=All EPI centers 50

Table E17: Private motorbikes at EPI centers where official motorbikes are not available

1 (4%)
25 (96%)
26

Private motorbikes are available
Private motorbikes are not available
N= All respondents who didn't have official bike

Table E18: Private cars/official bicycles at EPI centers where official/private motorbikes are not

available
RS L < : Y € ;.;.i;.;, L e 2 o
Both private cars and official bicycle 0 (0%)
Only private cars.. 0 (0%)
Only official bicycles 0(0%)
N= All respondents who don't have official and or private motorbike 25

1.4.2 Transportation expenditure for routine work

Most EPI technicians do not receive any allowance for POL, Whereas a very minimal amount of POL
is provided to only 40% of the motorbike holder which is a very meager amount.

Table E19: Monthly POL given by district/donors among motorbike holders

Yes PO
No POL is not given

N= All those having motorbike
*Only 30-45 Rs. Per month are given

15 (60%)
25

I
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Table E20: Monthly average POL (Rs.) given to/paid by motorbike holders

POL from district/donors
POL from Pocket (Rs.) 1840
N= All motorbike holders 15

Table E21: Transportation expenditure for routine EPI work

ot

Motorbike holders T1856*
Non-motorbike holders 1743%*
N=AlII EPI technicians 41

*there are only 25 motorbike holders
**there are 16 non-motorbike holders who are spending on transportation from own pocket

1.5 Cold Chain Equipment

1.5.1 Refrigerators — working condition

Most of the EPI centers have at least one functional refrigerator. But 36% (18) EPI Centers are without
refrigerators or having non-functional refrigerators.

Table E22: Functional refrigerators at EPI centers

EPI centers with two or more functional refrigerators 1 (2%)
EPI centers with only one functional refrigerator 31 (62%)
EPI centers with non-functional refrigerators 5 (10%)
Don’t have refrigerators 13 (26%)
N= EPI centers 50

1.5.2 Refrigerators — Year of installation

Table E23: Year of installation of refrigerators

2002 — 2007 7 (18%)
1997 - 2001 0 (0%)
1996 - 0 (0%)
Unknown 31 (82%)
N=Number of refrigerators 38

Ao
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1.5.3 Other cold chain equipments

The requirement of vaccine carrier for fixed EPI center is two whereas only 30% of EPI centers have 2
vaccine carriers.

Table E24: Other cold chain equipment — Vaccine carrier

EPI centers with two or more functional vaccine carriers 15 (30%)
EPI centers with only one functional vaccine carriers 31 (62%)
Not available 4 (8%)
N= EPI centers 50

Table E25: Other cold chain equipment — Thermometer

EPI centers with two or more functional Thermometers 0 (0%)
EPI centers with only one functional Thermometers 19 (38%)
Not available 1 31 (62%)
N= EPI centers ) 50
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Table E26: Other cold chain equipment — Stabilizer

EPI centers with two or more functional stabilizer 1 (2%)
EPI centers with only one functional stabilizer 25 (30%)
Not available 24 (48%)
N= EPI centers 50

1.6 Shortage of Equipment/Materials

1.6.1 Shortage of Equipments/ Materials
Mostly the centers face shortage of furniture, stationery and reporting forms.

Table E27: Shortage of equipment/materials

Furniture ‘ 26 (52%)

Stationery 33 (66%)
Reporting forms of EPI 39 (78%)
Register books of EPI 40 (80%)
N=All EPI centers 50

Multiple response question

1.7 Number of LHWs in the catchment area

1.7.1 LHWs in the catchment areas
Around (30%) of the EPI centers have no LHWs in their catchment area.

Table E28: LHWs in the catchment area

B

e NumberotEHWS &

0 15 (30%)
1-5 0 (0%)
6 or more 35 (70%)
Don’t know/no response 0 (0%)
Mean 19.3
N=All EPI centers 50
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1.8 Fixed Site/Out-reach/Mobile activity by EPI Technicians

1.8.1 Days fixed for fixed site session (BCG and Measles).
Most of the EPI Centers (84%) have one day fixed for BCG and Measles.

Table E29: Days for fixed site sessions

2 (4%)

0
1 42 (84%)
2 4 (8%)
3 0 (0%)
4

5

6

0(0%)
2 (4%)
0 (0%)
Mean 1.2
N=EPI centers 50

Table E30: Days for fixed site sessions

0 1 (10%) 0 (0%) 1(2%)
1 8 (80%) 32 (86%) 40 (85%)
2 0 (0%) 4(11%) 4 (9%)
3 0 (0%) 0 (0%) 0 (0%)
4 0 (0%) 0 (0%) 0 (0%)
5 1 (10%) 1 (3%) 2 (4%)
6 0 (0%) 0(0%) 0 (0%)
Mean 1.3 1.2 1.2
N=EPI centers
with one EPI 10 37 47
technician

o W @&(
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1.8.2 Days fixed for BCG and Measles
In Haripur mostly Thursday (35%) is fixed for BCG and Measles vaccination.

Table E31: Days fixed for BCG and Measles

Monday 4 (8%)
Tuesday 5 (10%)
Wednesday 5 (10%)
Thursday 35 (70%)
Friday 1 (2%)
Saturday _ 8 (10%)
Days fi measl e

Monday 4 (8%)
Tuesday 5 (10%)
Wednesday 5 (10%)
Thursday 35 (70%)
Friday 1 (2%)
Saturday 8 (16%)
N= All EPI centers 50

Multiple response question

1.9 Safe Injection

1.9.1 Shortage of safety boxes and AD syringes now

Majority of EPI Centers do not face shortage of safety boxes and AD Syringes.

Table E32: Shortage of safety bxes now

Shortage of safety boxes now 7 (14%)
No shortage of safety boxes now 43 (86%)
N=All EPI centers 50

Table E33: Shortage of AD syringes now

12 (24%)

Shortage of AD syringes now
No shortage of AD syringes now 38 (76%)
N=All EPI centers 50

oy
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1.9.2 Disposing used syringes out of safety box

It is observed that at 60% EPI Centers the syringes are disposed off out of safety box.

Table E34: Disposing off used syringes out of safety box

(Based on interviewers’ observation)

Yes, dispose used syringes out of safety boxes 30 (60%)
No, do not dispose used syringes out of safety boxes 20 (40%)
N=AIll EPI centers 50

: o
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1.10 Communication/Social mobilization

1.10.1 Means of communication

Table below shows means of communication utilized by EPI Technicians to encourage and informs
community people to bring children to fixed site sessions. The major ways are Through LHWs (89%),
Communication with community leaders/religious leaders (49%) and Mosque Announcement (47%).

Table E35: Communication and encouragement to bring children to EPI fixed site sessions

N=All respondents

Mosque announcements 22 (47%)
Communicate with community leaders/religious leaders 23 (49%)
Through LHWs 42 (89%)
Door to door visits by EPI technician 8 (17%)
Through MO in the FLCF, MO encourages/informs care-takers 12 (26%)
when they come to FLCF as patients or for other purpose
Communicate through teachers 10 (21%)
Through LHVs 4 (9%)
Requesting clients of EPI to encourage/inform their 17 36%)
neighbors/friends/relatives
Local radio 0 (0%)
Printed materials 1 (2%)
47

Multiple response question

Table E36: Communication and encouragement to bring children to out-reach sessions

N=All respondents

Mosque announcements 28 (82%)
Communicate with community leaders/religious leaders 21 (45%)
Door to door visit 3 (6%)
Through LHWs 30 (64%)
Communicate through teachers 4 (9%)
Through LHV 0 (0%)
Through MO in the FLCF, MO encourages/informs care-takers 1 2%)
when they come to FLCF as patients or for other purpose -
Requesting clients of EPI to encourage/inform their 12 (26%)
neighbors/friends/relatives
Local radio 0 (0%)
Printed materials 0 (0%)
34*

Multiple response question
*Thirteen respondents are not doing any out-reach/mobile activity.,

s M
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1.10.2 Major difficulties in daily routine EPI work

Table E37: Major difficulties in daily routine EPI work

Hard to reach areas 16 (36%)
Negative propaganda of EPI/polio by religious leaders 0 (0%)
No or insufficient POL 34 (72%)
Low salary 20 (43%)
Over workload , too busy, shortage of number EPI technicians 11 (23%)
Shortage of vaccine, vaccine stock-out 8 (17%)
Others (Transportation etc) 34 (72%)
Less awareness of people on EPI 2 (40%)
Frequent campaigns (Polio, TT etc.) 4 (9%)
Because EPI technicians are not local, so they are not 0 (0%)
accepted/welcomed by the local people

N= All respondents 45*

Multiple response question
*Two EPI Technicians mentioned that they have no difficulty.

1.10.3 Contents for next refresher training

Majority of respondents require information about new vaccine which have not been used in EPI.
Many respondents want to acquire communication skills with religious/community people along with
record keeping skills.

Table E38: Main contents for refresher training

JaS R i

Communication skill with religious/community people | 5 (12%) 6 (14%) 0 (0%) 11
Ilr;i(;rrix;a]talgil about new vaccines which have not been 6 (14%) 3. (7%) 5 (12%) 14
Social mobilization and communication to persuade :

people to accept EPI i 0) 30%) 0 (0% 10
How to provide health education to community people 2 (5%) 0 (0%) 6 (14%) 8
Clinical aspects of the EPI target diseases 1 (2%) 4 (9%) 3 (7%) 8
Record keeping 5 (12%) 3 (7%) 3(7%) 11
Management of drop-out 4 (9%) 0 (0%) 4 (9%) 8
Vaccine side effects ' 1 (2%) 3 (7%) 3 (7%) 7
How to estimate the target population 1 (2%) 1 (2%) 1 (2%) 3
ggzlvgzggleeto answer to frequently asked questions 1 2%) 4(9%) 2 (5%) 7
Safe injection 3 (7%) 0 (0%) 6 (14%) 9
How to calculate the EPI coverage 3 (7%) 2 (5%) 3 (7%) 8
How to store and transport vaccines 2 (5%) 3 (7%) 4 (9%) 9
Organization of EPI sessions 1 (2%) 1 (2%) 1(2%) 3
Cold chain management/minor repair 0 (0%) 1 (2%) 1 (2%) 2
Mutual learning from other EPI technicians 0 (0%) 5 (12%) 0 (0%) 5
Others 0 (0%) 0 (0%) 0 (0%) 0
N=All respondents 43 43 43 43

Multiple response question

. =i
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1.10.4 Support required from district, province and partners

Table E39: Support required from district, province and partners

N=All respondents

Salary/incentives 31 (66%)

POL 33 (70%)

Others (Transportation/ motorcycle/ vehicle, Repair) 41 (87%)

Refresher training 22 (47%)

Regular supervision 6 (13%)

District team convince people on EPI 6 (13%)
47

Multiple response question

15
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1.11 Documentation/Record checking
1.11.1 Availability of documents and their updates

Table E40: Availability of documents and their updates

Availability

Yes 33 (66%)
No 17 (34%)
Records Completely Entered *

Yes 29 (58%)

No 21 (42%)

Availability

Yes 21 (42%)
No 29 (58%)
Records Completely Entered **

Yes 17 (34%)

Yes 43 (86%)
No 7 (14%)
Records Completely Entered ***

Yes 40 (80%)

Availability

Yes 41(82%)
No 9 (18%)
Records Completely Entered ***

Yes 34(68%)
No 16(32%)
Records Properly Entered****

Yes 28 (56%)
No 22 (44%)

Availability

Yes 16 (32%)

Yes 27 (54%)
No 23 (46%)
N=All EPI centers 50

* To be filled in until yesterday

** To be filled in until last delivery

*** To be filled in until last sessions

**4% Five entries are selected randomly from per EPI register and checked whether there are discrepancies with

entries in daily register. If there are two or less discrepancies, it is judged as properly recorded,
16
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1.11.2 Monthly progress chart

It was found that 32% of EPI Centers did not display monthly progress chart of both 2007 and 2008.

Table E41: Display of monthly progress chart at EPI centers
(based on interviewers’ observation)

Both of 2007 and 2008 25 (50%)
Only 2007 26 (52%)
Only 2008 33 (66%)
Neither 16 (32%)
N=All EPI centers 50

1.11.3 Location of diluents and mismatch number of vaccine vials

The survey also checked for the diluents and found that at 62% EPI centers, it is placed in
refrigerators. About half of EPI Centers have mismatch number of vaccine vials between record and
actual availability.

Table E42; Storage of diluent in refrigerator

Yes T ‘ B 31 (62%)
No 19 (38%)
N= All EPI centers 50

Table E43: Number of EPI centers with mismatches of number of vaccine vials between record and

actual availability
L ACCINESTE e e ; e AN PU e

BCG 23 (46%)
BCG diluents 29 (58%)
OPV 25 (50%)
Combo (DPT-Hep B) 25 (50%)
TT 28 (56%)
Measles 25 (50%)
Measles diluents 29 (58%)
N= All EPI centers 50

Multiple response question

o N
TP~ &f//C m|
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1.11.4 Supervision confirmed by signature

Data corresponds to the last 3 months from the day of the survey.

Table E44: Number of supervisory visit per EPI center during last three months for routine EPI

EDO (H) 11 11
EPI coordinator 0 0

DSV 21 11

TSV 0 0

MO in the FLCF 0 0

DD EPI 4 3

DG (H) 1 1

Total 37 26

18
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Date:

Questionnaire for EPI Center

1. Background information

Name of Facility:

Type of Facility: BHU (1)/CD(2)/RHC(3)/THQ(4)/CH(5)/DHQ/(6) other(7) ()

*Basic Health Center, Civil Dispensary, Teshil Head Quarter, Civil Hosp, District Head Quarter

Total catchment population:
Catchment population <1 year old/year:
Catchment population 15-45 years females (CBA’s)

2. Human Resource

EPI | Medical Medical | Dispe | Other | Other (
Tech. | Tech. LHS | LHW | LHV Officer | mnser | ( )
No. of staff
No. of staff
who
administers EPI
when EPI tech.
is busy or not
available.
Profile of EPI technicians
EPI EPI EPI
Technicianl | Technician2 | Technician3
Age
Sex*
Years of experience as EPI Technician
When is the last refresher training on routine
EPI? year of (), I can’t remember(1), No
refresher training(2)
*Male(1) Female(2)
3. Facility/Infrastructure
Distance from EDO Office ( )km
By car (a) By walk (b) Total (a)+(b)
minutes minutes minutes

Electricity failure: Frequency; ( )No supply ¢

()3 days or more/week, )

()1 to 2 days/week, 3)

( <1 day/w ©)
Duration of no electricity;  ( )always half day or less, 1)

( )some times more than half day 2

Water supply: Yes (1) / No(2)

Telephone:
Fixed phone in the Your own Mobile phone of PCO within 5
FLCF mobile phone other staff in the minutes walking
same FLCF distance
Y(1)/N(2) Y(1)/N(2) Y(1)/N(@2) Y(1) /N(2)
M
19
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4. Transportation
Number of transportation in the facility for EPI activities
Car Motorbike Bicycle Others ( )

Official
Private

Payment/budget a month for your routine work. (NOT including campaigns, other events
POL Public transportation

From your pocket Rs Rs
From district/donors Rs Rs

5. Cold chain equipment OBSERVATION
Detail of Cold chain equipment that requires power/energy

Type*1

Maker
Model

Power*2

Year of
Manufacture

Condition*3

*1 Freezer (1) ILR (2) Others(3)
*2 Electricity(1), Gas(2), Kerosene(3), Solar power(4), E+G(5), E+K(6)
*3 Functional (1) Non-Functional (2)

Equipment Available(1) Not Available(2)

Cold Box
Vaccine Carrier
Thermometer*4
Stabilizer

*4 NOT including thermometers fixed on the door of refrigerators
6. Do you have shortage of equipment/material now? (Read one by one)

1. Stationary Y(1)/N(2)
2. Reporting forms of EPI Y (1)/ N(2)
3. Register books of EPI Y(1)/N(2)
4. Furniture Y (1)/ N(2)

5. Others ( )
7. Outreach/mobile activity/ fixed cite session by EPI technician
How many days a week do your EPI center have fixed site session? (
Which days of week do you provide BCG at EPI center? Mon (1), Tue(2), Wed(3), Thu(4), Fri(5),
Sat(6 )
Which days of week do you provide measles at EPI Center? Mon (1), Tue(2), Wed(3), Thu(4), Fri(5),
Sat(6 )

Population covered by
outreach/mobile activity

Population
Days*
* How many days do you need to cover the population?

. S
o O
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8. Safe injection

a. Do you have shortage of safety boxes now? Y (1)/ N(2)
b. Do you have shortage of AD syringes now? Y (1)/ N(2)
c. Used syringes are disposed out of safety boxes? Observation Y (1)/N(2)

9. Communication/social mobilization :
9-1. How does your EPI center encourage/convince/inform community people to bring children
to fixed cite session at EPI center? (NOT ask one by one, just ask “anything else?”)

1. Door to door visit Y(1)/N(2)
2. Through LHWs Y(1)/N(2)
3. Through LHV
4. Through MO in the FLCF, MO encourages/informs care-takers when they come to FLCF as
patients or for other purpose. Y(1) /N(2)
5. Requesting clients of EPI to encourage/inform their neighbors/friends/relatives  Y(1) / N(2)
6. Communicate with community leaders/religious leaders Y(1) /N(2)
7. Communicate with teachers Y(1)/N(2)
8. Mosque announcement Y(1)/N(2)
9. Local radio Y(1)/ N(2)
10. Printed materials Y(1)/N(2)
11. Other ( )

9-2. How does your EPI center encourage/convmce/mform community people to bring
children to out-reach session in the village? (NOT ask one by one, just ask “anything else?”)

1. Door to door visit Y(1)/N(2)
2. Through LHWs Y(1)/N(2)
3. Through LHV Y(1)/N(2)
4. Through MO in the FLCF, MO encourages/informs care-takers when they come to FLCF as

patients or for other purpose. Y(1)/ N(2)
5. Requesting clients of EPI to encourage/inform their neighbors/friends/relatives ~ Y(1) / N(2)
6. Communicate with community leaders/religious leaders Y(1)/N(2)
7. Communicate with teachers Y(1) /N(2)
8. Mosque announcement Y(1) /N(2)
9. Local radio Y (1)/ N(2)
10. Printed materials Y(1) /N(2)
11. Other ( )

10. What major difficulties do you have during your daily activities of routine EPI except
equipment and refusal cases? (write as many as possible)(Do NOT read one by one)
(1). Low salary
(2). No or insufficient POL
(3). Hard to reach areas
(4). Shortage of vaccine, vaccine stockout
(5). Over workload, too busy, shortage of number of EPI technicians
(6). Frequent campaign (Polio campaign, TT campaign)
(7). Less awareness of people on EPI
(8). Because EPI technicians are not local, so they are not accepted/welcomed by the local people.
(9). Negative propaganda of EPI/polio by religious leaders
(10). Others ( )
11.What contents do you want to learn during the next refresher training? Please mark top

three contents.(Show Card)

1. Social mobilization and communication to persuade people to accept EPI

2. Communication skill with religious/community people

3. Organization of EPI sessions

4. Record keeping

5. Management of drop-out

6. About new vaccines which have not been used in EPI @ g

f;”v M( M
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7. Clinical aspects of the EPI target diseases
8. Knowledge to answer to frequently asked questions from people
9. How to store and transport vaccines
10. Cold chain management/minor repair
11. Vaccine side effects
12. How to estimate the target population
13. How to calculate the EPI coverage
14. Safe injection
15. Mutual learning from other EPI technicians
16. How to provide health education to community people
17. Others(
12.What kind of support from district, province and partners do you need besides equipment?
(write as many as possible) (Do NOT read one by one)
(1). Salary, incentive
(2). POL
(3). Refresher training
(4). Regular supervision
(5). District team convince people on EPI
(6). Others ( )
13.Documentation/record keeping Observation
Monthly Progress Chart 2007 is pasted on the wall Y (1) /N (2)
Monthly Progress Chart 2008 is pasted on the wall Y (1)/N (2)

Permanent e
Inventory Stock | Daily EPI List of | plan for
. d EPI .
Sheet register | register . defaulter | routine
register EPI

I1lxc:;ailable or A/NA A/NA A/NA A/NA A/NA A/NA

PigaEs VAN | YRN | YN | YRN G
this month

Properly *
recorded R

*1 be filled in until yesterday *2 to be filled in until last delivery *3 to be filled in until last session.
*4 Five entries are selected randomly from permanent EPI register and checked whether there are discrepancies with
entries in daily register. If there are two or less discrepancies, it is judged as properly recorded.
A=1 Y=1
NA=2 N=2
14. Vaccine logistics
Diluent is kept in refrigerator? Y (1)/ N(2)

Observation
Comparing amount of vaccine in the record and exact amount of vaccine in the cold chain
Combo Measle
BCG | BCO | OBV | pprpep | T | Medsle| g
Diluent | Polio S .
B Diluent
Record
Exact amount
15.Supervision

How many times of supervision confirmed by signatures of supervisors did you received in the last
three months for routine EPI? (Count signatures on Daily EPI register) Observation

EDO EPI Coordinator DSV TSV MO in the
FLCF

) \uon v 4
o7, d//“ o

— 222 —



— €T —

ANNEX

)
Ve

W/L%/

X

Date: April 13, 2011

Evaluation sheet for JICA—P-NIH project on QCL

# Evaluation Item Section or field Before Intermediate evaluation Atend
Project of the
or project
training

2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011

1| No. of staff received the JICA training course | Bacteriology sec. | 01 01 01 01

at BIKEN Virology sec. Nil
Chemistry sec. Nil 01
Total 01 01 02 01
2| No. of staff attended to the meeting for the | Bacteriology sec. | 01 01 01 01
report on the JICA training course at BIKEN | Virology sec. Nil
Chemistry sec. Nil 01
Total 01 01 02 01
3| No. of items that QCL has introduced the Bacteriology sec. | Nil 02 03 01
knowledge obtained through the JICA Virology sec. Nil
training at BIKEN (e, g. statistical analysis Chemistry sec. Nil 01
for the tests etc.) Total Nil 02 04 o1
41 No. of test items that QCL has introduced to | Assay validation | Nil 2 4 1
the topic(s) of the training at P-NIH Trend Analysis Nil 2 5 5 1
Nil
Nil
Nil
Nil




— T —

No. of equipments supplied by JICA Bacteriology sec. | Nil 03 09
Virology sec. Nil 03 07
Chemistry sec. Nil 02 06
Total Nil 08 22
No. of items that QCL has introduced new | Bacteriology sec. | Nil 02 01
technologies  through the supply of | Virology sec. Nil 01
equipments by JICA (e.g. total organic | Chemistry seec. Nil 01
analyzer, Carl Fisher method etc.) Total Nil 02 02 01
Progress on No. of in-valid tests (including | Bacteriology sec. | Nil NA |[NA |NA |NA |NA |[NA |NA
re-test) Virology sec. Nil NA |[NA |[NA |{NA {NA |NA |NA
Chemistry sec. Nil NA |NA |NA |NA NA |NA |NA
Total Nil NA [NA |NA |NA |[NA |NA |NA
No. of established and amended SOP relating | Bacteriology sec. | Nil 05
to the project. Virology sec. Nil 07
Chemistry sec. Nil 03 03
Total Nil 03 15




ANNEX XI

EXPANDED PROGRAMME ON IMMUNIZATION
Ministry of Health, Government of Pakistan
Federal EPI Cell, National Institute of Health, Park Road,

Chak Shahzad, Istamabad
Tel: 00 92 51 9255101, 9255360 & 9255370 Fax: 9255086, 9255460 altafbosan@gmail.com

F. NPM-EPI (2010)/7 February 4, 2011
1. Dr. Arshad Igbal Dar 2. Dr. Mazhar Ali Khamisani
Director Health Services, EPI Project Director, EPI
Directorate of Health Services, Punjab, Department of Health, Sindh,
Lahore Karachi
3. Dr. Jan Baz Afridi 4.  Dr. Mohammad Ayub Kakar
Deputy Director, EPI Provincial Coordinator, EPI
Department of Health, KPK, Department of Health, Baluchistan,
Peshawar Quetta
Subject: Guidelines/ Recommendations on Vaccine Stock Management
Dear All,

The Federal Expanded Program on Immunization (EPI) has been conducting
series of workshops on vaccine Stock Management in collaboration with JICA to enhance
the capacity of EPI persons from districts (4 per selected districts) a list of trained persons
is attached for ready reference please.

2. Based on the re analysis on stock registers of four provinces and data collected
during the workshops specific recommendations recommendations for vaccine & logistics
management are developed.

St You are kindly requested to circulate the recommendations/guidelines on vaccine

stock management to all districts to assure compliance.
/4 <t

br Altaf Hussain Bosan
National Programme Manager

alth, Islamabad

fment, Government of Punjab, Lahore
finent, Government of Sindh, Hyderabad
fhent, Government of KPK, Peshawar
iment, Government of Balochistan, Quetta
ith, Islamabad

\Mv\ T
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ANNEX-1

GUIDELINES / RECOOMENDATIONS ON VACCINE STOCK MANAGEMENT

The Federal Expandsd Programmé on Immunization (EP1) has been conducting series
of workshops on Vaccine Stock WManagement in collaboration with JICA to enhance tha
capacity of EPI persens from districts (4 per selected districts) a list of trained persons is
attached for ready reference in the reference letter please.

Basx:d on the re anaﬂ,rsls on st ock regrs!ers m four prcvmcns and data collected dunng

deve!epnd Yom area::kmd ly reques%eé‘ io mroulate the recommendatrons to all dsstnots to
assure compliance;

1. lmpiementatmn of Physical Inveéntory: There were several mistakes on the
calculation of stock batance in the stock reglster. However, the calculation was continuad
withoul correcting the mistakes and this s very. common problem in vaccine logistics. In
such case, ne one knows about the actual quantity of stock balance which is crucial for
calculation of requirernent and to avoid any stock-but. Responsible staff should know
how to carry out a systematic physical stock douht and bow to réconcite any
discrepansies foundin the stock record,

Tﬂerefore it ls &troﬂgi-« rgcommendad to implement “physical inventory” @t quarerly at
strict % and i h"iy at-UC stores. The inventery should Include all
vawnes {routing and BIa), syrifgss and gofely boxes. Inventory of other squipments
like: ILR, freezer, vaceine cartier, celd box etc. can be done ence in a ysar. The physical
inventary tobe done by a team headed by @ responsible officer and the stook register to
be receonciled accerdingly and signed by the head of the inveritory team.

2. Maintenance of vaccine & logistics stock registers and separate record for

Campalgn from Retutine vaccines. Following stock registers to be maintained at every

tevel:
a). Vacgines and Injection equipment stock registers: This- register would have

etord oF tr on of all vadcines, Diluenis, AD “sSyringes, Reconstitution
syrlnges and safety boxes. Al pages to be numbered and each vacgines.and
logistics to be recorded at separate section of the book. Vaccines for use in
roiding and SlAs to be recorded separately at different sections, However, a
separate register can be maintained for campaign vacging enly. In-an emergency
case, If vatcle supphied for SIA to be used for routing or vice versa, it is
recommended to put.a note in the “remark’ ¢olumn with details. 2.9.-date, quantity
received-or lssued as campaign or rouling; ete.

b} Logisties . s%@ck reg1ster sfock: o? gll etherl i

ties 2.9, lLR freezer, refrigerator,
bilizer, gengrator, Turhiture woild be

resorded in th?s registers in different sec

Every supply and receive of every item to be-recorded as a separate-entry on the sama
day and that to be signed by the assigned person. At the last date of every month, all
transactions of the viceine register 1o be coriipiled, end balance of that month (which is
the starting balange of the day 1 of the:next month) to be determined. The respective
officer in-charge-of that store should eountersign at the &nd and beginning balance of the
stock. The officer in-charge would alsc courttersign any new entry in the logistics
register. Reconeciliation of the stock register after periodic physical Inventory also to be
courtersigned by e officer in-charge of that respective siore.

Page 102
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ANNEX-1

3. Coumt quantity by “Dose™ Scme provinse counls the guantity of vacoing oy "V
and other courts by "Tiose™. Halss rzab—s the confusion for contraling and ma;
for the fulurs procurernent. Especially, TT has the products of two kinds, ore 15 20 dosas
and the cihar is 10 doses. Thea i i is counted by vial, @ makes confusion vary easily
Thessfore. it is recommended that quantity of all vaccines to be counted by "Dose”, nuz
by “Vial'. However, in the description of the oducl column dose per via!l can be
mentiored,

4. Btock-out atf previngial EPI storage: According to the result of study by JICA expent,
all of provincial EP! storage is: repeating stock-out or nearly stm;k—‘auf frequently. Stock-
out is-the most harmful factor o interrupt the improverent of vaccing coverage. Federal
EP| is now making effort to improve the situation, especially, increasing the procurement
of BCG and preparing buffer stock for all of vaccines and introducing VSSM software at
all provinsial storas. Thersfore, also provincial EPI stores are advised to submit thelr
demand well ahead before stock-out oecurs,

§. Expiry of vaccing: Thems wers Expiry of Measles and TT in some provincs which s
an indication of very insfficent vocoine management thal resulls in wasiage of huge
amount of tax pay&’s money. This is o rémind all that alf mnes&xzﬁﬁipaﬂm‘ne
Pentavaient vacgine are procured by the Govemment of Palistan with #s owm
resources. Following recommendiations are made to avoid expiry of vacsine,

a2} Always usefsupply vacoinss which expiry daleis eardisr,

b} Hake demand besed on consumplion of the previcus monthguansy, NOT besed

on iargﬂi population.

f any vaccine or logistics pass ifs &mpw dale, record those during nexl physics
inventory remaove from ihe stors, dispose fallewing officiat procedure and reconciie the
siock register,

6. Data inconsistency: Data Inconsistency in different Immunization reporis was a
frequent observation. Some districts reported higher number of Immunization in a
particular period than the quantity of that vaecine they had at that. period. This King of
report gives the doubt and destroys the trust batween district and province, province and
Federal EPl storage. Therefore, it is recommended that the district EP team should
varify any suth in consistency In their monthly report and would correct that before
sending to the prowincial office. The provincial EPI office also should venfy reports and
demand send from districts more carsfully before onward submission to fedsral EPI

7. Bundie supply of vactine and injection equipments: Bundie supply of vaccine ang
injEction equipments at regufar inferval is ons of the most important and essentis] facior
to establish sffective vaccine logislics management system, The Federal EPl stoie s
memwm@mmmm%ampﬁaw@ﬁ reguiarbwﬁam@@iy
based on anrnad plan, Then itisalso i or provincial and distict EPI stores
o supply vacsines and logistics in bundie and st certain interval. Timely submission of
demand 3! higher leve! s slso required fo ensure Hmely supghy

8. Utllize MaxiMin Vaccine stock management: o improve the situation of above
problems and subjects, Max/Min Vactine slock management theory is a very useful tool
Thetefare, # is recommended for EP| stores at all levels including Federal, provincial and
distriet to utilize this management system. This s further recommended that the VSSM
software to be used at svery provincial stores ASAP for ensuring more efficient

managament, Q,L @

Page2of2
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LIST of Products

Annex XII

—

Poster for immunization

Mar-09

Project developed and printed for awareness of
vaccination schedule, Distributed to FLCFs in 4
target district (20000copies)

2|Vaccine Carring Bag for LHS

Apr-10

To carry vaccines by LHS's for delivering LHW's
health house immuniztion. Distributed to LHSs
in District Haripur (30 bags)

W

EPI monthly Planner

Mar-11

technician. Disributed to all EPI technicians in
district Haripur

4{Vaccine Demand form

Feb-10

Project developed the unified format for vaccine

demand and destributed all the district on the
training. Monitoring on provincial level is on going.

I

5|Guidelines- Recommendations on Vaccine Stock Mamagement

Oct-10

Shot term expert's recommendations were issued
as guidlines of vaccine stock management in a
official letter by Federal EPI to provincial EPI

=)

Material for Vaccine Stock Management Training

Feb-10

Distributed on trainig

7|Material for EPI data management Training

Mar-11

Distributed on training

Aceg )

8|LHW immunization reporting form(LHW to LHS, EPI techinician)

Sep-10

LHWs. Distributed to all trained LHWS in
Haripur. (Trial since September 2009)

9|LHW immunization reporting form(LHS to District NP office)*

Mar-11

To make EPI data more reliable, aiming at the

10{LHW immunization reporting form(District to Province)*

Mar-11

effective EPI data management, forms are
consented among Provincial EP], National

11{EPI monthly reporting form(FLCFs to District)*

Mar-11

Program and the Project at the meeting on April
2011.Trial use will start from May 2011 to spread

/L

12 Qmonthly reporting form(District to Province)*

all the districts in KPK province after July 2011.
*Draft

Mar-11
13|Report on Baseline Survey in Haripur District Oct-07
14|Report on Situation Survey in Project Target District Nov-08

e




— 60T —

JICA EP/Pollo Control Project

Plan of Operations (PO) Output 1 : EPI services are properly provided in the target districts.
Activities for output 1 R bleOre i 2008
Federal Level | Provincial Level | Distriet Leve! Sep { Oct {Novi Dec| Jan { Feb iMar{ Apr Sep | Oct {Novi Dec| Jan § Feb {Mar
EPI Coorinator ™ : 1
i ; ~ ; ; NP Coordinstor -
1-1 |Conduct Baseline Survey, Mid-term Review, and Terminal Evaluation, -
Actual
EDOH o, - ] e - S ] —
1-2 |Formulate a micro plan in each district, including the allocation of EPI p 1 - EP} Coordinsior 1
Actual uartetly 4
NP Training = !
1-3  |Conduct training necds assessment as part of Baseline Survey. - C0 L f
Actual ‘
4
‘NP Coardinator | NP Coordinator [0 i
1-4A {Conduct TOT for master trainer on LHW involvement in EPI services (For master trainer) - NP Training 4
Coordinator Actual i
NP Coordinator | NP Coordinator i
1-4B |Conduct TOT at FLCF level on LHW involvement in EPI services for EPI technicians, Lady _ NP Training Plan
Health Supervisors (LHSs), etc. Coordinator [ Actual i
NP Coordinator [
1-5 |Conduct training on EPI service delivery for LHWs. - e
Actual 33
EPI Coordinator Plan 1
1-6 |Conduct refresher training for EPI technicians. - i
Actual
NP Training oo
1-7 |Develop a module for the training on supportive supervisory skills. - Gl P
ctual H
NP Training e !
1-8 |Conduct training on supportive supervisory skills for LHSs. = (S - )
Actual ’
4
_ ) .. EPI Coordinator plan H
1-9 Formulate an inventory of cold chain equipment, power and water supply, and facilities in EPI _ {
centers. Actual 1
EPI Coordinator Plan i
1-10 }Conduct equipment needs assessment as part of Baseline Survey. - s Y
o
EPI Coordinalor Plan
T 1-11 {Procure and install necessary equipment. - o e o
ictual &
N - EFI Coordinator -
1-12 Revise the existing Standard Operation Procedure (SOP) for EPI logistics management as _
necessary. Actual 3]
EPI Coordinator Plan
1-13 |Conduct training on EPI logistics. o P
4
EPI Coordimator Plan
1-14 {Conduct training on maintenance and repair of EPI-related equipment. - P 1
e
{
EPI Coordinator | EPI Coordinator [pr~ H
I
1-15 |Conduct needs on il h as part of Baseline Survey. = e "
. chual
— P
EPI Coordinator | EPI Coordinator Plan
G 1-16 Cont ining on data management at district fevel. - 7
g4 Actual {
N Y rn EPI Coordinator | EPI Coordinator |5
NL-17 Integrate monitoring and reporting of EPI I d by LHWSs and _ NP Coordinator
RU17 {ep( technicians at FLCF. et 1
X - ) EPI Coordinator Plan
1-18 Formulate checklists on EPI activities, including reported coverage, adverse events, vaccine - ‘NP Coordinator
"% |wastage, and stock at provincial, district, and ity level. Actual
EPI Coordinator | EPJ Coordinator [ TS R
1-19 |Ensure monitoring of EPI activities at EPI centers. - LA T PN A e
clual
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JICA EPl/Polio Control Project 2007

Plan of Operations (PO) OQutput 2 : Parents ensure their children to be vaccinated in the target districts.

. R ibl ization in charge 2006 2007 20
Activities for output 2 > BT - & I o
Federal Level | Provincial Level | District Level Sep { Oct {NoviDec| Jan | Feb {Mar| Apri{Mayi Jun Jul jAug} Sep {Oct{Nov]Dec! Jan ] Feb [Mar
EPI Coordinator Plan 1
21 Conduct a Knowledge, Attitudes, and Practices (KAP) survey as part of Baseline and _ NP Coordinator ‘
Evaluation Study. Actual !
EPI Coordinator Plan ;
2-2 Formulate a communication stratcgy for EPIL. — $
Actual i
EPI Coordinator e 4
23 Develop or revise ad y and i Change and Ct ication (BCC) i _ NP Training I
"> asnecessary. Coordinator | Actuatl !
EPI Coordinator tan T
24 Hold seminars and workshops on child immunization for health workers, maleks, TBAs, - NP Training U
school teachers, religious and ity leaders, and policy Coordinator Actual
EP1 Coordinator  |EPI Coordinator |,
25 Conduct health education on child i ization for parents, kers of children, etc. - NP Training NP Coordi
™ through health workers, LHWs, school teachers, religious and community leaders. Coordinator [
EPI Coordinator |EPI Coordinator Plan
2.6 Raise awareness of pregnant women on child immunization during ANC through Lady _ NP Training NP Coordi ’
Health Visitors (LHVs) and Women Medical Officers. Coordinator  Actusl !
1
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JICA EPL/Polic Control Project

Plan of Operations (PO) Output 3: EPI disease surveillance including using AFP (Acute Flaccid Paralysis) surveillance system is strengthened.

. Responsible organization in charge 2006 2007 2008
Activities for output 3 — —
Federal Level | Provincial Level | District Level Sep [ Oct [ Nov|Dec| Jan | Feb {Mar| ApriMay} Jun} Jul } Aug} Sep { Oct | Novi Dec[ Jan | Feb {Mar
Plan ;
3-1 Develop guidelines on EPI disease surveillance. NSC Coordinator, = - |
Actual "
Plan
3.2 Conduct training on EPI disease surveillance. NSC Coordinator] — .
Actual “
. . . - . Plan
33 Momtor_the EPI dxse_a;; sgrvelllance by reviewing the admission’ NSC Coordinator] _ _
records in health facilities in order to detect unreported cases. Actual 1

o)




JICA EPL/Polio Control Project 2007

Plan of Operations (PO) Output 4 : Quality control capacity of QCL/NIH is enhanced.

— C¢T —

-_

j
R0
. ®

e Responsible organization in charge 2006 2007 2008
Activities for output 4 — — q
Federal Level | Provincial Level | District Level Sep § Oct{NovjiDec| Jan } Feb {Mar| ApriMay{ Jun{ Jul {Aug! Sep! Oct {NovjDec| Jan { Feb {Mar
‘Chief in QCL o |
4-1 Formulate a procurement plan based on the needs assessment. - - ;
Actual H
Chiefin QCL .
4-2  Procure and install the equipment. S = o
Actual . B
Chief in QCL Plan i
4-3  Conduct training on use and maintenance of the equipment. - - v
Actual |
Chiefin QCL e
44 Conduct training on quality control of vaccines. - - %
Actual
Chief in QCL -
4-5 Monitor QCL activities. - = d
Actual ; ‘
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JICA EPI Polio Centrol Project Plan of Operations Nov. 2008- Sep 2011 4/26/11

Year 2008 2009 2010 2011
Month )1 |2)3]afs{e[7[8[ofwlul[rz[1[2]3]a[s[e]7][8]o w[ujiz|i]z2
Over all Progress
Profect Progress Report
Chief Adviser b
Project Coordinator : i ¢ : &
EP1 Support
Vaccine Logistics !
Quality Control Laboratory Support £
Polie campaign
Meeting
IPlan
jcc Actusl
1-1-1 |Conduet the Baselino Survery. Mid-term Review, and Terminsl Evalustion. T;“m s"“'“‘"" Suovey in Haripur id Term Review Mission
112 {Collect the data for indicators and prepare the Bascline Survery, Mid-term Plan 1 iew
" |Review and Terminal Evaluation. [Actoal
|2 [Formulate & micropian i cach district, includiag the allocation of EPT Flac ] T
personnel (Conduct PIC quarterly) [Kerual € 1o th Security situation
(-3 |Conduct wraining need o8 part of the Basel n. i:m
14 |Conduct wsining on LRW involvement in EPI srvices for EP! tochnicien, Lady [Flan
[Health Supervisors(LHS).cte Haripur district Acuaal
Training {
1-5.1 |Develop Micto-plen for LEW training i rowtine EF for Buoer & Shangla [Pl (BunerShangls)
isrict, [Lan-l due to the worsened security situation
1-5-2 |Conductthe 6 days theoretical LHW training on routine EP} in Buner. ) O O O 20O
[Actual FuiSuspended duc to the worsened security situation
[Plan
1-5-3 {Conduct the 6 months practical LHW trainis ine EP] s
53 {Com oo ” s e Acual , N due 1o the worsened security situation
i ini ine EPL i isr Pho 3 N N
- duct 6 day LHW training angla district.
154 Comdct 6 e et o0 routios EF in St e Sispended due 10 The worsened secunty Atvation
N P . - Plan
1-5-5 |Conduct 6 moniha LW pracrcal waining in rowtine EP in Shangls diswict, s e
1-5-6 |Conduct accounting wainig for district Haripur. Fes, 1| I
[Achal J 3| 319
1-5-7 |Conduet 6 days theoretical LHW troining in routine EP§ in Horipur distict. li:_‘ 1gt Batch, nd Batch 3rd, Bateh
1-5-8 {Conduct 6 months practical LHWtrmiaing on routine EPI in Huripur district. T:"“_l
P " Plan
1-5-9 JLHW taining in routine EP1 in Haripur district (TOT for s B et
1-6-1 |Make armangement for EPI technician refresher training in Haripur district :’:ﬂ
\ 1-6-2 |Conduct TOT for EPX techaician refresher teaining in Haripus distrct, :u]
1-6-3 |Conduct EPI technicisn refresher training in Heripur district (3 batchs) %:..1
1-7-1 |Conduct TOT on EP1 for MO/ In-¢harge of health facility in Haripur district. A:" -
1.7 |Conduct TOT an EF for MO/ In-charge of health fucilit in Buner and Sbangla [Plan
disric | Actual Suspended due to the worsened security situation
1.7.3 |Condud EPY waining for MO In-charge of health faclity in Haripur disrict (2 [Plen T §
atchs) A Batches
174 |Conduct EPY training for MO/ In-cherge of bealt fscility fo Bune distict (2 ]
baichs) Suspended due to the d security situation
1-7-5 |EPL tafning for MO/ In-charge of health focility fn Shangla district (2 batches) B " LIl .
i urity situation
S 1-8 |Conduct cquipment needs assessment as part of the Baseline Survery. o e i
e [ i iitics as part of the Baseline [Plan
"7 |Survey. [Actual
\. % i " TEP] activities & Plac I
\' by LHWs and EP technicians as (irst-level care facility(FLCF). [Aconi
- PR Plaa SLHW Tnvioyement Review Meeting at Nutional level |
\Q] | Conduct training ot of EP| equipment. v ...........TE...........
™ o NFormulatc checklist on EP) acitivitics, including reported coverage, adverse  [Plan H H ¥
ents, vaccine wastage aud stock-outs at provincial, district and facility level. _[Acioat ] 1
o . . Plan -
1-13 {Bnsur monitoring of routine EP1 activilies at EPI centery. P W 1 ™1

R
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JICA EPI Polio Control Project T

Plan of Operations Nov. 2008- Sep 2011 : 4/26/11
Year 2008 2009 2010 2011
Month w1 2]3Ta]s]e[7[8 [ o9Jtolulr|1]2]3]a]ls5]6]7]s8lo]woluljnrl1]_2
Over all Progress
Project Progress Report s
Chief Adviser gy g g
Project Coordinator B B 3 4
EPI Support
Vaccine Logistics ] 3 3
Quality Control Luboratory Support E ! i ;
BCC ™
— [Pun H I
| a
21 {Farmulaic a communication strategy.
2.2 |Conduct communiy awareaess by uielizing Media engagemeot (Radio, Plec
"< Newspaper). [Achaal
3.3 |Pevelop communication tools for LHWs and EPI techuicians (Explanation card [Plan
for Routine EPT) Acrcal
.33 |rint communication tools for LHWs and EF technicians (Explanation card for [7r
Routine EPI} Aciial
3.3 |Pistibute communication tools for LHWs and EPI techaiet jon_|Plan
card for Routine EP1) [Acwiat
341 |Fian a0 armange s sezminar on child immusization for school teachiers ia Haripur{Flea
" Jdistrict. Actoal
2-4-2 [Hold a scmminar on child innunization for school teschers n Haripur district, [ £
QCL
3-1 [Fomulste a procurernent plan based 00 the peeds assesament. [::'m|
32 [Procure and install the fie
-2 [Procure end install the equipment. L
. . Plan.
3-3 |Conduct training on the use and maintenance of the equipment. re
34 |Conduct taining on quality control of veceine. Pl
- — Plan
3-5 |Monitor QCL activities, o % ¥
Strengthening of Federal and Provincial EPI system. |
41 [Revise the existi peration EPl logistics Fian 1 H 1 ] 3 3 A I X .l
as tequired. [Acsal Guidelines
42 | Canduct trining on EP1 logistics based on SOP ai district level in 4 provinces. :l:.u
ﬂ 42V} Conguct workshop of Vaceine Stock Management for provinees. TL i
4-2-2 |Conduct TOT of Vaccine Stock Managemen! for KPK Province and Punjab _|Pian
Province. Acnaal
'4-2-3 |Conduct the Workshor i an distrct level i KPK. _[7iem
Province(6 Baiches, 24 districts) me
4-2-4 |Conduct the Workshap of Vaccine Stock Mansgement at district level in Punjab |Plag
Province(9 Baiches, 34 districts). (Aot Tlood
425 |Conduct TOT of Vaceine for Sindh Provi Plac
istan Province. renal Suspen cld mecting
4-2-6 |Conduct the Workshop of Vaccine Stock Management at district level in Sindh  [Plan
Province(6 Batches. 23 districts). Acuaal food
4-2-7 |Conduct the Workshop of Vaceine Stock Managerment al district level in Plan 1.3
Balochistan Province(2Batches, 28 districts). [Acvaal
4-3 |Conduct waining on routine EPI data illeoce ot diemict  |Plan
level in 4 provinces. [Acnal
44 |Conduct acalysis sad TEPI di illance data at Federal and [Fisa 1 1 t 1 t 4 1 i
[Provincial EFI Cell. [Remal N { T ¥ 13 t ) | ] { {
o Equipment procurement T T
X R - Flac ¥ k t ¥ ] ]
be lis for uecessary
b LEM] {Suspended due o the worsened security sivsation
N [Plan
\ Preparation for tender documents with JICA Pakistan office e e S P P
- Plan
\ Call for bids on equipment with JICA Pakistn office " P A P e
\ [Make procurcment contract with JICA Pakistan office Flen
[Actusl ue to the
Pl
[Actual di o
Lnspection for equipment W g
quip! [Actuat 11 3 1 due 10 the worsened security situation
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1-2  LHW [Z &k B FRhiEfEsoEm . 2 — . EPI DU F U A2 L EE 2
1-3 HRET DARMEZATHEPI LU A—D#OEM. [1-3 APz s - EZ4Y Y TR SN D .
1-4 —REBEBZLANILTOZFHAE (FTHOL)—FF JHREE CBRKErHELENTO
V) OBEUEERTE - REENGESND . 1-4 —REEBEZOTI L) — Ty FOEBHERELAL.
FETE
2. RMRERICBEVWTHEBAANBRICEHFTHIZEREEZIE (201 FREZRFHICSMLALREEESE 33274 |2-1 HEEJVX b+
551255 )—45— W8, BEREREEOHMNEMT S . 2-2 BERERRE
2-2 R Ta—LEBYIZEHFTHIEE BKR) £xT |23 BEMERAE
IEBIRETHDHLERHELTLE I ERBRD
MHELERADLEDH L .
2-3 RYFFvoR—VICMATERFHEENEET
HHEERBLTLAIBREBEOILYROTHR
VEBFAOHEN EMT S .
3. DUFURBEEEREE (QCL) MEltEhd. 3-1 WHEZZHEL- QCLEE DKM EMNT S . -1 BERRZE
3-2 GMP (Good Manufacturing Practice) Z2H1-1REHE |32 HERAE
E(TRo- A L HilTE QCLBENE BT 5.
3-3 FERMOBULEARVHBEEN L IATNS.
4. EIREPI EMEPIDEMFHERE AT LNBRIESN |41 MBLUVRIZBT2HEEVYNAHRVZTRYRZK |41 FOSz o - EZ4Y Y
3. B#MNELT S . THREE
4-2 HHEE=4 Y - FHEDOREHEIEMT S . 4-2 HHEE=4 ) VMRS
4-3 EHFHERT-20EAELTS. =
44 WEPIREUFYa+FILTOdSLIZEDEZLRY |43 EPIT—4
DUEMEMNT S . 44 WEZFYUTHRESE

Ndd "¢



— 9¢T —

EE

1-1 R=XS5A4 Y —_A - L E 21— - £ THTE
ZERTS.

12 ERMERIZEITEZIA 90T DER - FRAE
DFEHE (MEEED PIC BE) Z%6ET 5.

SAHER D>

1-3 R=ZXS5A Y =LA ([2EVWTHED —— X5
EEHET D (1-1 I2TER)

1-4 EPI T4 =w <+ >R Lady Health Supervisor (LHS)
EREELELHWHHEIZE HS FL—F—HHEEE
5.

1-5 EPI AV S LICEAT 5 LHWHHEEEKET 5 .

1-6 EPITY v v DBWEEERET S .

1-7 ATAHANFT T4 v —IZT B EPIFHEEERT

3.

KABPRT4YRXE>
1-8 R—X54 VRAERKICHMO-—XFHHHEERET S .
-9 DELGHMERE. RETS.

EFEHIZHITSEPIY—EXADT7IERD
1-10 R—=X 54 VIAEKICTO M) —FFEBICET S
——XFHEEEET S .

KEZHVYVTEEDS

1-11 LHW RV EPITFHOZ Y v D DEZA Y VT ERE
VAT LDOMEETES .

1-12 EPI B @M OHMFEEICE T 2MEE=RET 5 .

1-13 W, BRUARERBHICEVNTHREE, BIRG.
DOFUDREERVERENNEEHT EPIEEIC
BT3Fzv I VR MEERTS.

1-14 EPl 22 —I2BITHE=42 Y JELT 5.

BA
BAREIRA
1. BEMRIRE
A) EHEMR
CF—0T7 ENAH—
- Joo s MARE
B) SEHEMR
DO FUREER
*EPIREY—RAF R
- EPI X 18
DO FUEEER
2. AIBFHER VX R 52 VERNTHE
3. Ht5HEA / BHEHEH

A S 21N

1.

BERE

ooy REALY B —
Iy rIR—Tr—
hovRr—N— LA
F74RRVTOCIY ME
MEICHEZ B ORE

Z Dt

EHE - EFRAIX b+
ERKEFOREMIFEERE

. BN EN L EDE MR E

BOFHEIZHERENS .

LR A F Y oR—VEHITKY

EPI 749 =< v VX LHW Ot
FEMNEMLARL.




— LET —

KASa=T14EHR>

2-1

2-2

2-3

2-4

2-5

FREROEBMIABEEMET S .
B -BERAOKRRA—-23I2=45—232Y—
IWERETT S .

FROBER, A2 =2F 1 —4%— LHW, R&iFEH
ERRELEEHTHERICET S EIF—/7—
DY avTEERTS.

EROBEN, T2 =T« )—4— LHW, REIEEH
EXNRELEERTHIERCET IBELETOER
¥5.

LHV L EMZE L CPHERICET 2BRE £ 1TRK
HRRIZERT S .

<QCL Zig>

3-1
3-2
3-3
3-4
3-5

EPIREBDY— RS SURAHA FSA UEHETS.
MM ETEL, BRICTA VA M—LTS.
BHMOERRUVHBEEEICET 2THELERT S .
DOFUOREEERBEOHEEERT S .
QCLEFBNE=_42 Y VI EEHET 5.

< EH EPI ZIE >

4-1

4-2

4-3

44

D9 FOEEEEICE L TWBEICE LT SOP #8kET
T5.
SOP#EICLIED IV FUoEETEIHEZ 4 MDEL
NIV TERET S
EHFHIERICETIT—23BEBLEY—RAFUR
[ZIREPHEZX A MDBELARIILTERET S .
EHRREUMODEPLIZHEWNT, FRHEEEEREICHE
FTEIH—RASZURT—EADRHETERAAV &
EHET 5.

EPI: Expanded Program on Immuniztion( ¥ BhiEiadh KE1FEHH)
KAP survey: Knowledge, Attitude and Practice Survey( £l - (TEIZRAE)

LHW: Lady Health Worker( &t s (R 2 = &)
QCL:Quality Control Laboratory( 79 F > B EEREE)
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Version 1.

Date of revision : October 9, 2009

Project Name : EPI/Polio Control Project in Pakistan

Target Area : 4 districts (Buner, Shangla, Swat and Haripur) in North West Frontier Province (NWFP)

Revised Project Design Matrix (PDM)

Target Group : Children under the age of two in the target districts

Project Period : 5 years

Narrative Summary

Objectively Verifiable Indicators

Means of Verification

Important Assumptions

Overall Goal:
Morbidity due to EPI-targeted vaccine-preventable diseases is 1. Polio free is maintained. 1. National Surveillance Bulletin (National Collaboration between EPI
reduced in the target districts. 2. The incidence of measles is reduced. Surveillance Cell) program and LHW program
3. The incidence of NT is reduced. 2. Report by EDO Health Offices (Annual is maintained in NWFP.
Report of Federal EPI Cell)
3. Same above
Project Purpose:
Children under the age of two are vaccinated in the target 1. The number of immunized children with measles or Pentavalent| 1.  Report by EDO Health Offices 1. Potency of EPI vaccine is
districts. vaccine under one year-old is increased. 2. Report by EDO Health Offices 2. assured.
5. Reported routine EPI coverage gPentavalent) is increased. 3. Report by EDO Health Offices 3. The nutrition status of
Drop-out rate of Pentavalent is reduced [(Penta 1-Penta 3)/| .
3. Penta 1], chll‘dren doe§ not worsen.
Polio campaigns are
Outputs:
1. EPI services are properly provided in the target districts. 1-1. More than 80% of LHWs, EPI technicians and medical | 1-1. Participant list Role of LHWs in EPI” of the
doctors are trained on EPI service provision. National EPI Policy remains
unchanged.
1-2. The number of immunizations administered by LHWs | 1-2. EPI Permanent Register
is increased.
1-3.. The number of EPI centers having functional 1-3.  Project Monitoring Report (From 2 EPI vaccines are constantly
refrigerator is increase. Activity 1-19) supplied to NWFP.
1-4. Out Reach Plan is formulated and implemented at| 1-4. Out Reach Plans of FLCFs 3. The natural disasters or
FLCF level. conflicts do not affect project
2. Parents ensure their children to be vaccinated in the target 2-1. The number of religious and community leaders, policy makers,[ 2-1. Participant list activities.
districts. parents, caretakers of children, maleks, etc. who have
participated in social mobilization activities in this project is
increased.
2-2 The percentage of parents/caretakers of children under one year| 2-2  Questionnaire survey
who recognize that routine immunization course protects
children under one year from 8 dangerous diseases, availing the
services to complete the course in a timely.
2-3 The percentage of parents/caretakers of children under| 2-3 Questionnaire survey
one year who accept that routine immunization is
essential in addition to Polio drops during NIDs
/SNIDs.
3-1. The number of trained QCL staff is increased. 3-1. Participant list
3. Quality control capacity of QCL/NIH is enhanced. 3-2. The knowledge and skill level of QCL staff is increased| 3-2. Questionnaire survey
according to the set criteria, including GMP.
3-3. Procured equipment of the QCL is properly utilized and| 3-3. Questionnaire survey

maintained.
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4. Federal and Provincial routine EPI system is strengthened.

4-1 Stock-out days of vaccines and maximum interval of
vaccine receipt at provincial and district vaccine storage

4-2 The number of training monitoring and evaluation is
increased.

4-3 The quality of routine EPI data is improved.

4-4 The number of monitoring by provincial EPI Cell and
Provincial National Program is increased.

4-1

42

4-3

Project Monitoring Report (From
Activity 1-13)

Training monitoring and evaluation
report

Routine EPI data

Provincial monitoring report

Activities:

1-1. Conduct the Baseline Survey, Mid-term Review, and Terminal
Evaluation.

1-2. Formulate a micro plan in each district, including the allocation of]
EPI personnel.

<Human Resources Development >

1-3. Conduct training needs assessment as part of the Baseline Survey (1-1).

1-4. Conduct training on LHW involvement in EPI services for EPI
technicians, Lady Health Supervisors (LHSs), etc.
1-5. Conduct training on EPI service delivery for LHWs.

1-6. Conduct refresher training for EPI technicians.
1-7. Conduct EPI training for medical officers.

<Assessment of Logistics Management>

1-8. Conduct equipment needs assessment as part of the Baseline
Survey.
1-9. Procure and install the necessary equipment(1-1)

<Access to EPI Services in Remote Areas>

1-10. Conduct needs assessment on mobile/outreach activities as part of
the Baseline Survey (1-1).

<Monitoring Activities>

1-11. Integrate monitoring and reporting mechanisms of EPI activities
implemented by LHWSs and EPI technicians at first-level care
facility (FLCF).

1-12. Conduct training on maintenance and repair of EPI-related
equipment.

1-13 Formulate checklists on EPI activities, including reported
coverage, adverse events, vaccine wastage, and stock-outs at
provincial, district and facility level.

1-14. Ensure monitoring of routine EPI activities at EPI centers.

<Community Awareness>
2-1 Formulate a communication strategy for EPI.

2-2 Develop or revise advocacy and Behavioral Change and

Communication (BCC) materials as necessary.

Inputs:
Japanese side
1. Personnel
*Long-term experts
Chief Advisor/EPL
Project Coordinator

* Short-term experts
QCL
Vaccine Logistics Management
EPI Support
EPI disease surveillance
As required

2. Training of project personnel in Japan and Pakistan

3. Equipment/training materials

Pakistani side

1. Personnel

Project Director
Project Manager
Counterpart personnel

2. Provision of the project office and
facilities necessary for the
implementation of the project

3. Others

Administrative and operational costs
Running costs for electricity, water,
etc.

1. POL for activities is secured
in the recurrent budget of the
NWEFP Health Department.

2. The workload of EPI
vaccinators and LHWSs, such
as NIDs and polio rounds,
does not increase.

Pre-conditions
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2-3 Hold seminars and workshops on child immunization for health
workers, maleks, TBAs, school teachers, religious and community
leaders, and policymakers.

2-4  Promote health education on child immunization for parents, caretakers of]
children, etc. through health workers, LHWs, school teachers, religious and
community leaders.

2-5 Raise awareness of pregnant women on child immunization
during ANC through Lady Health Visitors(LHVs) and Women

<Quaii{y bontrol Laboratory Support>

3-1. Formulate a procurement plan based on the needs assessment.
3-2. Procure and install the equipment.

3-3. Conduct training on the use and maintenance of the equipment.

3-4. Conduct training on quality control of vaccines.

3-5. Monitor QCL activities.

<Federal EPI Support>

4-1 Revise the existing Standard Operation Procedure (SOP) for EPI
logistics management as required.

4-2  Conduct training on EPI logistics based on SOP at district level in
4 provinces.

4-3  Conduct training on routine EPI data management and
surveillance at district level in 4 provinces

4-4 Conduct analysis and assessment of EPI disease surveillance data
at Federal and Provincial EPI Cell.

*: If the areas and organizations are not specified in the Objectively Verifiable Indicators, the target values are supposed to be achieved in the target districts (Buner, Shangla, Swat and Haripur).
Haripur district has been newly included as target districts since April 2009.
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Ttem

Evaluation Questions

Questions

Sub-questions(indicators)

criterion of judgment

Data of necessity

Information source

Means of data collection

Verification of performance

Achievement of Overall Goal

Morbidity due to EPI-targeted vaccine-preventable
diseases is reduced in the target districts.

1. Polio free is maintained.

* Number of Polio case

+ The record of Polio case

2. The incidence of measles is reduced.

* Number of measles case

* The record of measles case

3. The incidence of NT is reduced.

+ Number of NT case

* The record of NT case

National ~ Surveillance  Bulletin  (National
Surveillance Cell) /” Report by EDO Health
Offices (Annual Report of Federal EPI Cell) /|
Japanese Experts « C/P

Data review/interview

Achievement of Project Purpose

(Children under the age of two are vaccinated in the
target districts.

1. The number of immunized children with measles or Pentavalent
vaccine under one year-old is increased.

* The number of immunized children with measles|
or Pentavalent vaccine under one year-old

+ The record of number of immunized
children with measles or Pentavalent vaccine|
under one year-old

2. Reported routine EPI coverage (Pentavalent) is increased.

+ The number of routine EPI
(Pentavalent)

coverage

* The record of routine EPI coverage
(Pentavalent)

3. Drop-out rate of Pentavalent is reduced [(Penta 1-Penta 3)/ Penta

1.

* Drop-out rate of Pentavalent

+ The record on Drop-out rate of]
Pentavalent

Report by EDO Health Offices / Japanese|
Experts *C/P

Data review/interview

Achievement of the Outputs

1. Children under the age of two are vaccinated in
the target districts.

1. More than 80% of LHWs, EPI technicians and medical doctors are
trained on EPI service provision.

* With or without of taking the training course|
on EPI service provision

«record of trainees

Participant list

2. The number of immunizations administered by LHWs is increased.

+ The number of immunizations administered|
by LHWs

+ The number of immunizationy

ladministered by LHWs

EPI Permanent Register

3 . The number of EPI centers having functional refrigerator is|
increase.

* The number of EPI centers having functional
refrigerator

* The number of EPI centers having]
functional refrigerator

Project Monitoring Report (From Activity 1-19)
, Other reports of Province and the sites

4. Out Reach Plan is formulated and implemented at FLCF level.

* Formulated and implemented Out Reach Plan

+Our Reach Plan and its formulation and|
implementation status

(Out Reach Plans of FLCFs

Data review/intervi ite visits

2. Parents ensure their children to be vaccinated
in the target districts.

1. The number of religious and community leaders, policy makers,|
[parents, caretakers of children, maleks, etc. who have participated in|
social mobilization activities in this project is increased.

+ The number of I ion of social

ion records of social

mobilization activities and their evaluations

mobilization activities

Implementation records of social mobilization)
activities, participants list Japanese experts *
C/P

2. The percentage of parents/caretakers of children under one year|
(who recognize that routine immunization course protects children|
lunder one year from 8 dangerous diseases, availing the services tol
complete the course in a timely.

+improvement of the rate

*Results of interviews and WS

WS, Japanese experts + C/P

3. The percentage of parents/caretakers of children under one year
[who accept that routine immunization is essential in addition to Polio|
drops during NIDs /SNIDs.

*Increase of the rate on awareness

“Interviews and the results of WS

WS,/ Japanese experts - C/P

Data review/interview/site visits& WS}

3. Quality control capacity of QCL/NIH is
enhanced.

1. The number of trained QCL staff is increased.

+Number of trained QCL

«Participant list, Japanese experts report,
Results of interviews

Japanese experts * C/P

2. The knowledge and skill level of QCL staff is increased
according to the set criteria, including GMP.

+ Acquirement of knowledge and skill for QCL]|
staff

« Japanese experts report, Results of
interviews

Japanese experts * C/P

3. Procured equipment of the QCL is properly utilized and
maintained.

+Status of maintenance on procured equipments

+ Control sheet/report of procured|
cquipments, Japanese experts reports,
results of interviews

Japanese experts * C/P

Data review/interview

4. Federal and Provincial routine EPI system is
strengthened

1. Stock-out days of vaccines and maximum interval of vaccine
receipt at provincial and district vaccine storage is reduced.

+ Stock-out days of vaccines and maximum interval o
Vaccine receipt at provincial and district vaccine storage

«Inventory control sheets/reports

Project monitoring reports / Japanese experts|
reports

2. The number of training monitoring and evaluation is increased.

+ The number of training monitoring and|
evaluation

* number of monitoring and evaluation|
on trainings

Evaluation reports of monitoring on trainings,|
Japanese experts reports

Data review/interview

3. The quality of routine EPI data is improved.

*Routine EPI data

*Routine EPI data

EPI data,/Japanese experts reports

4. The number of monitoring by provincial EPI Cell and Provinciall
National Program is increased.

*Number of monitoring

*Results of monitoring

Province monitoring reports / Japanese experts|
reports
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Verification of Implementation Process

Implementation status of activities

« Implementation status of activities

Implementation status Were activities implemented as planned? - Reasons and correspondence when Japanese experts reports / Japanese experts * |Data review/interview/List  of]
action plans is revised C/P,/List of questions(Question sheet) questions(Question sheet)
Has monitoring been carried out? : Mechh?msm of monitoring for Project
[as a whole . . . .
. . - L . X K Japanese experts reports / Japanese experts * [Data review/interview/List  of]
Implementation status of monitoring Is the monitoring mechanism appropriated? + Revised contents of plan c/p questions(Question sheet)
Are responsibilities shared clearly among relevant organizations? * Feedback system
Status of communication Fre.quefncy and - means o
communication
Appropriateness of selected C/Ps Ways to handle challenges and
problems
+ C/P's contribution to Project (number|
Relationship between Pakistani C/Ps and Japanese|Ways to handle challenges and problems . . ject ( Japanese experts reports / Japanese experts * |Data review/interview/List  of]
of proposals and their contents) . .
experts C/P questions(Question sheet)
Change in C/Ps’ attitude (Independence and activeness)
Do JCC, JICA Pakistan Office and Human development dept. of JICA|
HQ appropriately function?
* expectation of Project by each target|
Change in attitude and awareness of MOH, QCL(NIH), NWFP- group
health, Haripur-health. « Contribution to Project by each target
. group Japanese experts reports / Japanese experts * [Data review/interview/List of}
Involvement of beneficiaries Participati " " trainines|c/p tions(Questi heet)
Change in attitude and awareness of the C/Ps articipation to meetings, tramnings [questions(Question sheet
and WS
+ case of work improvement for each
target group
X X X N « Allocation of C/P
Appropriateness of allocation and assignment of C/Ps
+ Participation of C/P to the Project _— . .
Japanese experts reports / Japanese experts * [Data review/interview/List of}

(Ownership of C/P organizations

Budget allocation

Degree of participation of C/P organization

* Budget allocation

Status of participation of C/P'

C/P

organization

questions(Question sheet)
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Criteria

Evaluation Questions

criterion of judgment

Data of necessity

Information source

Means of data collection

(What are the inhibiting and promoting factors?

with or without of the inhibiting and promoting factors

+ External assumption (the inhibiting
and promoting factors

C/P

Questions Sub-questions
. X X * National Strategy of Pakistan Preparatory study reports /~ National health
Is the project consistent with the needs of the target Are the Overall goal and the Project Purpose consistent with the Consistency between direction of the Project i o i i olipc ofryPakilen /FI Re; g‘ts of donors /|Data review/interview/List  of]
N P! ‘]1 PN & needs in consideration with EPI sisuation and health statistics in] ath {1 £ Paki ) + National Health Policy of Pakistan P N y‘ . P J . o b :
region and society? Pakistan? and the needs of Pakistan. - Supports of major donors (Operational ~ advisory — report Japanese|questions(Question sheet)
experts *+ C/P
Is the priority high that Shangla, Swat, Buner and Haripur should| + Current situation and challenge o
o decrease the burden of the preventable disease by EPI? cach province's EPI
g * Role and capacity of target groups in|
§ Is the project consistent with the needs of target| Do tareet lay i tant roles in EPI o Necessity of Project at Project target area. cach province ( current situation and Preparatory study reports / Japanese experts|Data review/interview/List o
2 group? © target groups play important roles in service? Y ) g & ) future) reports,/ Japanese experts + C/P questions(Question sheet)
* Number o1 beneficiar’
;2 Number of beneficiary
Is the size of the target group appropriate?
Is the Project consistent with Japan’s foreign aid| (Consistency to ODA for Pakistan and JICA| Japan/JICAs country polcy. for Preparatory study reports /” Countr Data iew/i iew/List  of]
C 9 . . P . . P P 1 1 I 1
. ) P & Is the Project related with any prioritized areas of ODA strategy? implementation plan, and political priority to|Pakistan and Health policy paratory Y rep ¥ | TEvIeWHIE
policy? . policy questions(Question sheet)
support this field. .
+ Japanese ODA policy
Is the achievement level of the Project Purpose . . . * Please refer to “the verification of|Please refer to “ the verification of[Data review/interview/List ol
. . Adequacy of the achievement level of the Project Purpose . - . . . . . .
adequate at this stage? achievement” for details. achievement” for details. questions(Question sheet)
% + Adequacy of number of Outputs,|
:I=) (Were the outputs sufficient to achieve the Project|Numbers, contents, qualities of the outputs and relations among| contents and quality Japanese experts reports / Japanese experts * [Data  review/interview/List  of]
> Purposes? outputs « Relation between Project purpose and|C/P questions(Question sheet)
k= each Output
<
)
= o X . « Situation of external factors A . .
= (What are the inhibiting factors for the achievement . N Japanese experts reports / Japanese experts * |Data review/interview/List  of]
of the Project Purposes? Any changes in external factors C/P uestions(Question sheet)
) poses: « existence of inhibiting factors B
What are the promoting factors for the achievement . + Situation of external factors Japanese experts reports / Japanese experts * |Data review/interview/List o
X ; Any changes in external factors o . .
of the Project Purposes? . : C/P questions(Question sheet)
« existence of contributory factors
Is the achievement level of the outputs adequate at . . * Please refer to “the verification of] + Please refer to * the verification of[Data review/interview/List o]
. . Adequacy of the achievement level of the outputs - - . . - . . .
this stage? for details. achievement” for details. questions(Question sheet)
+ Adequacy of number of Activities,|
Are the activities adequate and enough to produce - P contents and quality Japanese experts reports / Japanese experts * |Data review/interview/List  of]
five outputs? q < 3 Numbers, contents and qualities of the activities C/]l)’ P P / Jap: P uestions(Question sheet)
puts” * Relation between Outputs and| K
Activities
* Number of Japanese experts and their|
expertise
b * Number of C/Ps, their expertise
£ ‘ N o + Number of taining and participants, and thei /PPANESE  experts reports /- Trainingl L
5 Adequacy of human resources, trainings and equipment invested contents (Domestic) participation reports  List of provided questions(Question sheet)
- i .
&: * Number of training and participants, and their| cquipment,” Japanese experts - C/P
= Is the output production adequate compared to the| contents (Training in Japan)
inputs? + Number and kinds of equipments
. ici i ini Training participation reports,/ List of provided| — P
- . . . Number of participants in trainings Ining pArticip: ports” prov Data  review/interview/List  of]
Level of utilization of inputs (human resources, trainings, equipment) equipment / other records of trainings /| " tion sheet
« Status of provided equipments Japanese experts * C/P questions(Question sheet)
- . . . Japanese experts reports / Japanese experts * |Data review/interview/List of
A acy of timing of input: * Input mparison with the plan, . .
dequacy o g ot inputs put (compariso e plan) C/P questions(Question sheet)
* Achievement of Outputs _— . .
P Japanese experts reports / Japanese experts *[Data review/interview/List of]

questions(Question sheet)
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Are there prospects that the Overall Goal will be

Experience of Project will spread to other area in Pakistan through|

prospects that the sustainability is secured?

Will the transferred technology and equipment be used widely?

conduct vaccine quality control systematically? control

EPI service system of Fed. EPI and Prov.EPI willl
continue to properly function.

maintained properly?

equipments

Is the capacity of staff in QCL in NIH developed to|* Current status of Vaccination quality]

*Status of the system operation

Are the equipment provided by the Project| * Status of utilization of provided

C/P

Japanese experts reports / Japanese experts *[Data review/interview/List  of]
. . - + development plan . .
achieved as an effect of the Project? Fed. EPI. C/P questions(Question sheet)
-
3]
<
S |Are there any ripple effects to people or] . . Japanese experts reports / Japanese experts *|Data review/interview/List  of]
E L o any ripple effects * corresponding case . .
— organizations other than the target groups? C/P questions(Question sheet)
. B L . . . Japanese experts reports / Japanese experts *[Data review/interview/List of
Any other impacts, either positive or negative? other impacts * corresponding case . N
y P! P & P P = C/P questions(Question sheet)
Has EDO acquired the capacity to conduct TOT| + Feature of organization (number of
training and monitor the performance of them? staff, expertise etc...)
Has each organization developed capacity to maintain the effect of the
Project?
Has EDO acquired the capacity to manage thel .
. cquire capacity manage *Province-health reports
training systematically?
Has NWFP health office acquired the capacity to)
By considering organizational and institutional monitor the performance of activities of LHW for|-Monitoring reports Various data of Pakistan government and _— . .
S EPI? X Data review/interview/List o
aspects, are there prospects that the sustainability is| provinces,/Japanese experts reports / Japanese . .
" questions(Question sheet)
secured? experts * C/P
From the organizational aspects, is the sustainability of the Project; Province-Health Office, as a organization, acquired h.“w N . .
. o conduct the community awareness (development of tools| * Results of interview
expected after the completion of the project? and conducting seminars etc...)?
Has each organization developed capacity to maintain the effect of the|[Has QCL in NIH developed the capacity for|
Project? monitoring of vaccine quality control?
Has Federal and Provincial EPI developed the]
capacity for monitoring of EPI system?
N * National EPI * Polio control support|
Are supports from the Government expected? P L PP
policy (inclu. Subsidiary etc...)
=
=
=
=
g Will the Ministry of health and NWFP health office obtain enough|
‘= budget to continue promoting EPI control after the completion of the * Budget scale Data review/interview
> project?
=
»n By considering financial aspects, are there MOH data, Japanese experts *+ C/P/ financiall
prospects that the sustainability is secured? data of related institutions
'Will the donors continue to support EPI control in Pakistan in future? * Situation of revenue
Are appropriate technologies developed and  transferred, in[Means and technology transferred by the Project arel , o pigues acquired by CPs through|
iderati £ the technical level of the rele e accepted by related institutions(technical level, social . ..
consideration of the technical level of the relevant organizations? factor and customs ec...)? the Project and trainings.
. EPI staff and LHW trai ble duct] +  Development and continue of the
Have C/Ps acquire knowledge and the transferred technology enough?| = . Statl an rainer are avie to ?0" e s P! .
trainings as a results of capacity development? activities conducted as the Project
By considering technical aspects, are there| Japanese experts reports / Japanese experts * [Data review/interview/List  of]

questions(Question sheet)
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