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Executive Summary

Ghana is located in the western part of Africa vathopulation of over 22 million inhabitants spread
over 10 administrative regions and 138 districks.Ghana, 1 in 9 children dies before their fifth
birthday (USMR - 111/1000 live births of these deaths occur within the first year RM 64/1000
live births) and two-thirds of infants die befohey are 1month old (NMR — 43/1000live births). Majo
causes of morbidity and mortality include malad@rrheal diseases and upper respiratory infections
among others. Routine immunization has continuetnfmove and there have been no deaths from
measles since the catch-up measles campaign of&@DRo case of wild poliovirus has been isolated
since 2003.

The availability of proven technologies to reducerbidity and mortality has emboldened disease
control interventions and for cost-effectivenesgse interventions are being integrated. This méat

the decision of the Country and partners to condadntegrated measles vaccination campaign which
will provide the opportunity to deliver measles amdl polio vaccines, Vitamin A capsules, Insedti
Treated Nets (ITNs) and de-wormers.

The main purpose was to reduce morbidity and migramong children 0-59 months in the country.
The specific campaign objectives were to vacciratechildren under five years with Oral Polio
Vaccine (OPV), vaccinate children from 9 month® tgears with measles vaccine, give children from
6 months to 5 years supplemental Vitamin-A and jgi®wee ITN to children under the age of 2 years.
The campaign was scheduled for between thentl 5" of November 2006. This period has been found
to be most appropriate in previous similar exescigerelation to school calendar and weather. Ehis
also the low transmission period for polio and ne=as

The services provided in the integrated campaigreweeasles and polio immunization, free ITN
distribution and Vitamin-A supplementation. In senegions, deworming and iodated salt distribution
were added.

The target population for measles was children 9¥efhths estimated at 5,959,601. Targets for the
other services were OPV: 0 — 59 months: 5,959,8@amin-A: 6 — 59 months: 5,363,641 and Bed
nets: children 0 —23 months: 2,400,000
Preparation for the campaign started with theeligpment of a Field Guide , for use at all levels.
At the national level, the following activities veecarried out:
= A Ministerial Meeting with partners
= a press briefing was held with the print and eteutr media.
= National Launching under the theme “For Healthyl@en, Let's Fight Measles, Polio, and
Malaria” on 17th October, 2006 at Koforidua. TheeGof Honor, His Excellency Alhaji Aliu
Mahama, Vice President of the Republic of GhanataadHonorable Minister of Health, Major
Retired Courage Quashigah, (Special Guest) perfbtireelaunch.

At the national level, the ICC provided guidanceilevtall regions activated their NIDs Planning
committees and by the end of the third week of Bet®006, had conducted training and microplans..
In some communities, the exercise was preceded dutbars. Social mobilization was carried out
across the country with the objective of informithge public of the dangers of polio, malaria and
measles and the benefit of participating in ther@ge. Key messages were developed for the social
mobilization. Posters, banners, jingles were preghand distributed for the exercise.

Pre-campaign assessment visits were paid to Regiodsdistricts with a view to assessing the
preparedness and identifying areas of potentigbeup

! Ghana DHS 2003



Adequate logistics comprising stationery, cold ohhgistics, Vitamin-A, ITNs, health educational
materials, vaccines, T-shirts and indelible markeese allocated to all the regions before the sifrt
the exercise.

The rationing of electricity supply through the inatl grid was suspended by the Government to
assure uninterrupted power supply throughout thepeagn period and two days after.

Funds for the exercise were sourced from Ghana i@ment, WHO, UNICEF, JICA, Church of Jesus
Christ of Latter-Day Saints and USAID.

The campaign used Fixed, Mobile and Camp Out sfiegewith primary data being captured with a
Tally Sheet and summaries prepared for transmissiodaily basis at district and regional levels and
daily feedback was given by National to regionsp&uisors ensured that the data collected reflected
service provision for the appropriate age grouptané remedial actions as appropriate.

Proper waste management and injection safety puoesdwere adhered to. Safety boxes were
collected and disposed of centrally at the disteigel by burning in standard incinerators or pits.
Assessment forms and checklists were used fommunionitoring during the exercise and each region
conducted both in and end-process rapid assessment.

The number of children (0-59 months) dosed with OW&6 5,045,867 out of 5,964,181 giving a
coverage of 84.6%. Twenty one districts from 7 oagi had performances below 70%. 4,002,992
(79.0%) out of 5,069,554 children aged 9-59 momtlese vaccinated against measles. Thirty one
districts performed below 70%, most of them in theper East, Upper West and Volta Regions.
4,523,906 (84.3%) out of 5,367,763 children ageB96months had Vitamin-A supplementation.
Twenty three districts performed below 70%. Ouaddtal of 2,100,000 ITNs procured 1,937695 were
distributed giving coverage of 92.3%. Almost aljions distributed over 80% of the ITNs with the
exception of Upper West Region. Only four (4) ded#r distributed less than 70%. Deworming exercise
was carried out in the Upper East Region and therege was 64.6%. 122,902 children out of 190,200
were de-wormed in the region. The OPV and Measkstage rates were respectively 7.2% and 7.8%.
Greater Accra had the highest measles wastagefra®1%.

From this self-assessment the OPV coverage ramged 94 to 98.1%, the measles coverage ranged
from 71% to 98.1% and Vitamin-A coverage rangeanfitb.4% to 98.1% and there was evidence that
in all the regions, caretakers were well informad wwere aware of the exercise.

For independent assessment of the exercise, théarKpo Rural Health Training School was
contracted by the EPI Unit to carry out an indegencdevaluation on the exercise. 300 clusters were
entered 101urban, 101 peri-urban and 98 rural center6P00 households were visited and 10,123
children 0-5yrs were found in the households. @kitd0-5yrs with fingers marked were 94.6%. The
service coverage was Measles 95.2%, OPV 96.2% #@athM-A 96%. The main reasons why some
children were missed were child not at home or.ddost caretakers received their information on the
exercise from health workers and radio. Most redpats felt the distance to the service point was
near. 96.4% of the children 0-2 years had recel¥&dand 72% slept under ITN the night before the
evaluation. A little over half of the caregiverslf) participated because of the free net.

59 cases of AEFI were reported.

The overall expenditure (National, Regional andriislevels) was ¢41, 032, 883, 037. The District
Assemblies provided in total ¢525million. The cpstr child for combined measles/polio campaign
(operations + vaccines) was ¢6,880 whilst for akdvices it was ¢27,000.00.

The constraints include late arrival of bed nets¢cines and coupons, inadequate capacity of the
regional cold room to handle the large quantityaxfcines and late arrival of some vaccinators &0



Rainfall made some roads unmotorable. Voluntearspme cases demanded more allowance because
of increase in activities.

Challenges Included road traffic accidents, badhie logistics control, record keeping and feeka
pockets of resistance to vaccination, crowd cordwad the cut off age for ITN and vitamin-A. The
issue of free ITNs to only 40% of the eligible pttion presented a major challenge.

In all, the 4-in-1-campaign was generally succds3Jfne inclusion of the ITNs served as an incentive
to attract mothers/caretakers to the fixed posts.

Despite the challenges, a major lesson learntaisiths possible to integrate services in a paekard
carry them through provided we have the rightwad#t and support.

Future distribution of ITN or any free service mugt to the entire target group involved in the
campaign.

The Key messages for such a campaign must be vgskrdinated at all levels to ensure improved
communication, better understanding and unifornmtthe delivery of the messages.

Regions and districts are encouraged to comparedampaign administrative, rapid assessment and
the Independent assessment coverage with a vieanucting mop up activities as required.



Chapter One BACKGROUND AND RATIONALE

1.1. Background

Ghana shares common borders with neighbouring Tfogbe East, Burkina Faso to the North, and
Cote d’lvoire to the West. The South is boundedheyGulf of Guinea. From the projections from the
2000 census, the country had a population of 229235based
on the 2.6% annual growth. It has a land area Qf(¥P sq.
miles and divided into 10 administrative and poditiregions,
138 districts and over 8000 health sub-districtdlastrated in
figure 1, the map of Ghana. The districts are fmth
decentralized into sub-districts and currently Camity Health
Planning and Service (CHPS) zones to bring sersgeesery
closer to the community.

Brong Ahafo
v

Children under 1 year of age constitute 4% of tbpytation
while the children under 5 years make up 20% with a
estimated infant mortality rate (IMR) of 64/100@#€li births.
There are over 2000 government health facilitied rmore than
3000 immunization centres in the country.

The total national budget stands at $13.31 Trill{@a02) and
Fin 1 Man of Char the total health budget $6.11 Billion (2005). GDé&r papita is
$287. Health spending as % of GDP is 4.7, Publ& dnd

Private 2.9.

About 80,000 deathseach year among children under five years of ageostly from preventable
causespne-quarter of these are due to malariaNutrition is an underlying cause of death in >50f%6 o
cases. The leading causes of morbidity and maortaté Malaria 17.1%, Anaemia 9.6%, Pneumonia
7.2%, Cerebrovascular accident 5.6% and Typhoid/Baga 3.9%/3.5%.

Figure 2 illustrates the organizational structuréhe Ghana Health Service with particular emphasis
on EPI coordination and management in the country.

_ The health system in Ghana has the Ministry of
health as the policy formulation and monitoring
body with the Ghana Health Service (GHS) as the

B

implementing Agency at the regional, district and
sub-district levels.

SRS P

With the Governments’ decentralization and the
primary health care policy implemented in the
country, every district is mandated to determige it
priority health needs and develop appropriate
strategies and actions to address these needse Thes
policies have made district health teams autonomous
in planning and implementing their health
programmes with region and national levels playdgocacy, supervision and monitoring roles. Funds
allocated from national are sent direct to dissrieith regions having very little control. Thene &PI
managers at all levels responsible for the planaind) coordination of immunization activities in the
country.



1.2. Rationale

In Ghana, 1 in 9 children dies before their fifittfiday (USMR - 111/1000 live birtRs Two-thirds of
these deaths occur within the first year (IMR —1880live births) and two-thirds of infants die befo
they are 1month old (NMR — 43/1000live births).

Malaria over the years has been the leading chidHaller disease. Between 350 and 500 million
clinical episodes of malaria occur each year, tegpln over 1 million deaths. The cost attributakd
malaria per household #%112,832 (US$13.51)The average cost per case of malaria to MOH/GHS
was estimated at24,571.35 (US$2.94) Malaria accounts fo®.74% of per capita government
expenditure on health.

In spite of the tremendous efforts to reduce tlvedence of polio and a high global commitment $ it
eradication, polio still exists poses a threatGteana because of the high incidence of wild poliass

in neighbouring Nigeria. This threat became a tgdtir Namibia when the country experienced its
first outbreak of polio in more than a decade, @ifg more adults than children, resulting in atske
15 deaths.

Micronutrient deficiency disorders, particularlyir, iodine and Vitamin-A continue to pose a huge
challenge in Africa. Vitamin A deficiency in chileln increases severity of sickness and also causes
blindness.

A recent measles outbreak in the Nakuru districkemya killed at least 10 children and underscored
L ) the need for global coalition to fight both measles
Reported Suspected Measels Cases and Immunization Coverage in .
Ghana, 1994-2005 and polio.
Ghana continues to make progress in the accelerated
control of measles after the nation-wide 2001/2002
Measles SIAs targeting children aged 9 months to 14

50,000
45,000

40,000

B0 % years. To sustain the achievements made, the SIA

000 © was followed by steps to increase immunization
2 o0 £ coverage from 50% to 80% and to carry out case
%mm = based investigation of all ‘suspected measles tases
2 s E that were reported

The trend of reported cases decreased considerably
and from 2003 up to the present, there has not been
any reported death from measles in Ghana. However
there has been slight increase in the suspectes cas

10,000

5,000

1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 204 2005

Year of measles that tested IgM positive in 2006 thas wa
recorded in 2003-2005.

Chart 1: 12-Year Trend of Measles Cases and OPV Cexage

Available records also indicate that most of theesaconfirmed as measles are within the age range o
1-4 years. This information strengthened the decisd conduct a ‘follow-up’ campaign in 2006. The
Ministry of Health and the Ghana Health Serviceatiaboration with the Health Partners agreed at th
Inter Agency Coordinating Committee (ICC) meetingconduct a campaign on the 1st-5th November
2006. It is known that use of Insecticide-treateds (ITNs) can reduce all-cause child mortality by
20% (5.5 lives saved for every 1000 children slegpunder an ITN). Provision of Vitamin A
supplements every 6 months can also reduce chathsldy 20%. Immunizing all children against
measles can eliminate measles as a cause of deathmeasles deaths in Ghana since 2003 and

2 Ghana DHS 2003
% ISSER, Legon
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immunizing all children against polio can eradicptgio — no polio cases in Ghana since Z003is
estimated that through use of 2.1 million longilaginets assuming that 1.5 children use each mkt an
the net lasts 3 yearty,325 lives will be saved each year (51,975 oveyr8)

1.3. Objectives

The main purpose was to reduce morbidity and mtyri@inong children 0-59 months in the country.
The campaign objectives were:
» To vaccinate all children under five years with [J?alio Vaccine (OPV)

» To vaccinate children from 9 months to 5 years \widasles vaccine
» To give all children from 6 months to 5 years sepptntal Vitamin-A
» To provide free ITN to children under the age gk2rs.

» To provide de-worming in selected regions

1.4. Timing

The exercise was schedule between thartl 8" of November 2006. This period has been found to be
most appropriate in previous similar exercise iatien to school calendar and weather.

1.5. Strategy

The campaign was integrated: measles and polio mmation, free ITN distribution and Vitamin-A
supplementation. In some regions, de-worming ahdraactivities such as iodated salt campaign and
family planning were added.

1.6. Target

The target population for children 9-59 months w&359,601. The service age-specific targets were
OPV: 0 — 59 months: 5,959,601, Measles: 9 — 59thsorb,065,661, Vitamin-A: 6 — 59 months:
5,363,641 and Bed nets: children 0 —23 months:(2000

* EPI Report 2005
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CHAPTER - TWO
PREPARATORY ACTIVITIES

2.1 Micro-planning meetings

Micro-planning workshops were held at all levelsettsure adequate preparations for the exercise A
Field Guide titled Ministry of Health/Ghana Heal®ervice Integrated Measles Supplementary
Immunization Activities FIELD GUIDE was prepared &ssist the regions and districts to plan and
implement their activities. The guide covered messiaccine, changes in measles epidemiology with
increase in immunisation coverage, Micro-Plannirg Dastrict Level, Social Mobilisation and
Communication, Role of Personnel at Immunisatiorst®oKey strategic questions and logistics
requirements, monitoring before the campaigmaluation, with annexes for Logistics needed per
district, Personnel needed per district, Tally $héeasles, OPV, Vitamin A, Mebendazole, ITN),
Summary Sheet, Rapid post SIA Survey form, Pre @agnpSupervisory Check list, Campaign
Supervisory Check list, Sample AEFI Case Invesbgatorm, Injection Safety Checklist for mass
campaigns and Emergency Procedures in Case of Alaeqh

The national micro-planning meeting took place @pt®mber 12-13th, 2006 at the Erata Hotel in
Accra and was attended by the Regional EPI Mana@esease control Officers, Nutrition or Health
promotion Officers or Regional Public Health Nues®l led by the Deputy Directors, Public Health.
The meeting informed the participants of the indgegl campaign and its objectives, the services and
targets, pre-campaign assessment, micro plannaaiglanobilization activities, campaign strategies,
resource mobilization, human resource requiremelats management and reporting. Among the key
issues stressed at the@ldy meeting were:

Advocacy for strong political commitment

Effective local resource mobilization

Community participation

Partnership with other agencies and the privat®osand

Accountability

2.1.3 Planning at Regional level

Activities started soon after the Accra meetinggiBeal Directors were briefed and s/he also in most
regions briefed the Regional Minister. The RegioNdDs Planning committees were activated and
Regional technical group held their meetings by@hand 4" weeks in September.

Programme line-ups were drawn and finalized aninag level micro-planning meeting held in thé 1
week of October. All districts were representedhat regional level by 3 persons. At this meeting
timeline for the districts activities were drawn.

District level micro-planning meeting were schedinlehe first three weeks of October. Hard to reach
populations were identified and strategies develdpaeach them. Personnel were recruitment.

Regional Level Training

Training was conducted in all the Regions and tietridts for Supervisors, Vaccinators and volurgéeer
from the 14" to 28" October. The main objective of the training wasithieve high quality SIA and
Injection Safety. The National Supervisors wereealol participate in some of the regional training
sessions while the regional supervisors joinedchen Districts trainings. Participants from outsitie t
GHS came from NADMO, Red Cross, Ghana Educationi&erRegional Coordinating Council and
the District Assemblies.

The training sessions were participatory- Discussidrole play, Experience sharing, demonstrations
and Q and A sessions.

Among the topics treated were the rationale anditesiies for implementing the integrated
interventions, the role of supervisors, vaccinatéd route of administration, filling the tally ste

12



Cold Chain Management, the concept of VVM and riterpretations, sketch mapping, tools for
reporting, Injection Safety and waste Managemeppli@ation of the ITN coupons and messages for
Caretakers on Hand washing with soap and wateréefieals and after defaecation. Participants were
also encouraged to remind caregivers of routineumigation.

In the Central regions (Tamale, Winneba and Esgiamase students were targeted and recruited
through training to support the exercise. Agaithie Northern Region two meetings were held with the
principal and staff of the Community Health Nur§eaining School about the use of their final year
students as vaccinators and some staff as supesviso

Ministerial Meeting and Press briefing

To obtain partners’ commitment and that of the tmall leadership a high level meeting of Hon
Minister of Health with Other Ministers and Partner
was held on the 10th of October 2006. The Minister
of Health in his welcome address at the meetind, sai
inter alia that “I specifically invited you, Exdehcies

and colleague Cabinet Ministers because of the high
level commitment required to ensure the successful
implementation of this campaign in the country. The
campaign therefore presents an enormous challenge
but also a great opportunity to improve the heaittd
well-being of children in Ghana and will contribute
greatly to achieving the Millennium Development
Goals. The success of this campaign will requiosel

Fin 3: National Press Rriefin | and effective collaboration of all of us. It is rhgpe
that at the end of this brief meeting, Figure 2:
National Level Press Briefing, Integrated Measlesn@aign, 2006, Ghana we shall all know the roles
we can play towards the success of this campaigi& also charged the partners &m6pt a regionn
order to break potential bottlenecks and suppertetificient movement of logistics down to each and
every immunization point

A press briefing attended by the print and eledtronedia and partners was organized on tHe &5
October. It aimed to inform the media and to parimgh them to adequately disseminate the campaign
messages. Over 50 Media houses were in attendance.

2.1.2 National Launch

Fia 4: National Launch at Koforidi Fia 5: Vice PresiderLaunchina campaic
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Fin 2 Hhn Minister nf HeaAltl |

campaign.

The National Launching of the Integrated
Interventions Campaign took place on Tuesday
17th October, 2006 at 10.00 am at Jackson
Park, Koforidua, the capital town of Eastern
Region. The theme for the launching was “For
Healthy Children, Let's Fight Measles, Polio,
and Malaria”. The purpose of the launching
was to create awareness countrywide and to
enhance a successful campaign. Over one
thousand attendants were attracted to launching
grounds. The Guest of Honor, His Excellency
Alhaji Aliu Mahama, Vice President of the
Republic of Ghana and the Honorable Minister
of Health, Major Retired Courage Quashigah,
(Special Guest) performed the launching of the

Partners including WHO and UNICEF representatives Ghana were present at the launching
ceremony. Other dignitaries present at the cerenvgang Rotary International, USAID, DFID, The
Church of Jesus Christ of Latter-Day Saints andnatied Cross.

Regional and District Launches

Similar strong political commitments were showntle regions and districts. In Central region for

Fia 8: Communitv durbar on the campe

2.2 SOCIAL MOBILIZATION

example the programme was launched by the Hon.
Regional Minister Nana Ato Atta who charged all
the people in the region to fully participate ire th
exercise. Two districts in the Northern Region,
Saboba Chereponi and Zabzugu Tatale also
lunched the campaign and invited their Togolese
counterparts to participate as a sign of friendship
and to show their common objective.

. In some communities, the exercise was preceded
with durbars. At these durbars, the campaign
objectives were discussed and community
ownership sought. Women played a lead role in
these durbars.

The objective of the social mobilization was tooirh the public of the dangers of polio malaria and
measles and the need to participate in the exefCigekey messages are shown in Box 1 below.
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Box 1: Integrated Measles campaign Key Messages

The campaigiKey Message

1. From F'- 5" November 2006, take your child under 5 years ¢éonigarest vaccination post for

immunization against measles/ polio.
Measles is dangerous — it Kills.

GRS

vitamin A capsules.

Vitamin A makes children strong and healthy.

€ e = @p

immunized.

10. Continue with routine immunization after the cangpai

Measles vaccination is safe; a new needle andggyigused for each child.
Measles vaccination is given by trained health wosk
In addition to the measles vaccination, childrederrfive will be immunized against polio and reeeiv

Polio kills or cripples children — vaccinate andtect your child.
Polio vaccine is safe, free and given as drophémtouth.

Doses given during the mass campaign are additieaah child should receive them even if already

11. Mothers/caretakers with childremder two yearswho are immunized during the campaign will receive

one free treated bed net.

12. To prevent malaria ensure that your child sleemeun treated net every night.
13. Between 1 — 58" November 2006, immunization posts will be set
up in all communities to immunize all children en& years

2.2.1 National Level

2.2.1.1 Supply of Health Promotion Materials

Fin 9: Cambnainn Bann

Posters and fliers:A total of 100,000 each of
posters and Fliers were distributed by the national
EPI Programmes to the regions with the main
message being “Integrated child health campaign”.
Banners: A banner with the following inscription
“National Measles, Malaria, Polio campaign” was
produced by Ghana National Polio-Plus Committee
of Rotary International for GHS and 20@ieces
distributed to all the districts in the country for
display.

To reach out to many through radio communication
and by public address systems, jingles were
produced in English, Twi, Hausa, Ga, Ewe,
Dagbani and Nzema all on one tape for all the ten

regions and selected media houses for use by RMrstathe national radio and District and regional
Health directorates. In the Northern Region thel@ga were replicated in other local languages to

include generally understood local words.

2.2.2 Regional Level

In most regions there were functional social mahtion committees at the regional level comprising
the DDPH, Regional EPI Coordinator, Regional Heditiucator, Regional Coordinating Director

(RCC) and other Partners. The District Chief

Exiwest (DCE) and heads of Institutions joined the

DHMT in the social mobilization and advocacy coithees’ meetings.
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Advocacy sessions were conducted in all the regionsnobilize support for the exercise. Public
awareness creation started immediately after Mptaoning training (radio announcement /
discussions, PAS, community meetings). Lettergtamizations, churches, mosques, schools, etc were
sent to key stakeholders requesting their disseiaimaf the information and participation. Gong gon
beating was used extensively used and banners,u1palistrict, hanged at strategic positions.

In the Volta and Northern regions, press conferemeere held with the press and electronic media to
inform them of the exercise and to obtain their outment to inform the education of the public oa th
campaign. Local FM radios made social announcemenmntsthe campaign- Polio, Vitamin A
supplementation and Bed net distribution. In Ashamnd Northern Region there were radio
discussions and announcements carried in Englisi (i Ashanti) and Dagbani and Gonja by 4 FM
stations in Northern region.

Vans with Public Address System (PAS) provided mgss on the campaign to the public in urban
areas, whilst in most rural areas gong — gong hgatas done in all communities.

Banners, flyers, banners and posters were distibahd hoisted/pasted at strategic points in &l su
districts though in some of the districts theseendglayed due to late collection.

There were local community activities such as gondgeating, inter-personal interactions and
community meetings in all districts.

In all these there was effective collaboration wttie District Assemblies, religious organizations,
Ghana Education Service (GES), Ghana Red Cros®tgof@ommunity Development, Information
Services Department, Dept. of Women and childreaife, Social Welfare, and community leaders..

2.3 RESOURCE MOBILIZATION

2.3.1 FUNDING

Exercise of this nature requires good understandingesource implications and how to obtain and
appropriately use them. The exercise was fundedlynby Government of Ghana with support from
Donor community, particularly WHO, UNICEF, Rotarpca DFID. Funds for preparatory meetings,
training, social mobilization, allowances, fuel amnitoring and evaluation from central level were
sent to the regions early enough to enable distrieteive their allocation on time for adequate
preparations. Some District Assemblies, particulaHose in the Brong-Ahafo region, committed
various sums to support the exercise.

AMOUNT IN

ITEM

CEDIS (¢)

DOLLARS ()

A ctivity lcvel

|Amount provided by
WHO

6,194,354,849|

688,261.65

Op costs for A/R and National

|Amount provided by
UNICEF

1,529,997,651

169,999.74

Op costs for Volta Reg and
Ccrts

IAmount provided by
ROTARY

594,008,000

66,000.89

2,000 Banners, 100,000Posters,
6,000Indclible markers

IGOG support

14,685,765,197

1,631,751.69

Op costs for 8 regions

Budget for operational

lcosts 23,004,125,697| 2,556,014

ICost of Mcasles

'Vaccine 13,573,757,340, 1,508,195 UNICEF
ICost of Polio Vaccinc

(Japan Embassy) 1,455,000,000 495,000 UNICEF
ICost of bed nets 108,000,000,000]12,000,000 DFID

[Total Campaign
Estimate

149,032,883,037

16,559,209

2.3.2 LOGISTICS

Adequate logistics comprising stationery, cold ohhgistics, Vitamin-A, ITNs, health educational
materials and indelible marker were allocated k¢hel regions before the start of the exercise.

Regions collected their T-Shirts in advance, abeight months before the exercise and in most
instances the first batch of ITNs were sent tordggons about a week before the exercise. 200 bags-
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from Church of Jesus Christ of Latter-Days Saini$ ather tools in addition to Vaccines and Diluents
Scissors and Vitamin-A were received and distridutethe Districts and sub-districts in good time.

2.3.3 VACCINES AND COLD CHAIN LOGISTICS

5,780,000 A/D syringes, 592,900 5ml syringes, 63,5&fety boxes and cotton wool- 20,000 rolls were
allocated to the regions. Freezing of ice packdaestaas early as 2nd October in most regions and
districts. Vaccine carriers and cold boxes werésteduted within the districts. Other logisticscéuas
indelible markers, tally sheets, summary sheetd, supervisors’ checklist forms were supplied to
districts. Cold chain and other logistics were cqaige in most districts though in some instances
private and commercial facilities were used toZeeadditional ice packs as back up.

6,257,600 doses (312,880 vials) of OPV and 5,910dkes (596,000 vials) of Measles vaccines were
allocated for the exercise.

2.3.4 ENERGY SUPPLY AND TRANSPORTION

Ghana was rationing power during the time of thereise. However given the importance of the
campaign, the power rationing was lifted by Govesgninto
assure uninterrupted power supply throughout tmepeagn
period and two day after. There was continuous or
uninterrupted power supply throughout the countrgirdy the
whole period of the campaign, therefore the storaigéhe
vaccines in the proper temperature was ensured.\ii&s one
of the evidence of the political support accorded tiie
campaign. In a few instances such as a broken down
transformer in the Fumbisi sub-district in the Baildistrict,
the Staff had to rely on the district to supply theeded

Fia 10° Preventive maintenar | frozen ice packs daily and store their vaccinesnguthe
period.

The ensure that vehicles are fit for the job, megtons and districts carried out maintenance aiesv

on their vehicles before the campaign started.

2.3.5 HUMAN RESOURCE

In all the 138 districts in Ghana, 9,520 Teams weed for the exercise with 1218 supervisors. Aside
health workers in Ghana Health service, the exemggquired additional health workers with the skill
administer measles injection. To fully harness pwential in all regions, the regional teams
encouraged and ensured that districts recruitedwanted with private sector health worker and in
some cases use their stations at static pointse $uivate health workers (Nurses and midwives) also
functioned as supervisors. (See partnership foitiaddl information).

2.3.6 VITAMIN-A

Red and blue vitamin-A capsules were used in tleecése, blue (1001U) for children 6-11 months and
red (200IU) for children 12-59 months. All vitami-capsules were supplied from the Nutrition
Department of the GHS. In all a total of 9892 red 4058 blue capsule bottles were issued to the
districts for use. 9970 pairs of scissors and 1®#4stic zip lock bags were also allocated.

2.3.8 ORAL POLIO AND MEASLES VACCINE, SYRINGES AND NEEDLES

Oral polio and measles vaccines are routinelyidisted to the regions on quarterly basis for cleitdr
under one year. During the exercise, allocationeevweade to each region according to the target and
wastage rate. In a#l12,880vials (,257,600doses) of OPV anglg6,000vials (6,960,000d0ses) of Measles
vaccines were allocated to the regions for use.

Regional allocations were sent by National Vacasiaas to ensure swift delivery and to keep the cold
chain.
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Table 1: Vaccine Distribution by Region, IntegratedMeasles Campaign, 2006, Ghana
OPV & MEASLES VACCINE DISTRISUTION FOR NOV. CAMPAIN 2006

REGION OPV MEASLES
TARGET | DOSES VIALS TARGET | DOSES VIALS

GAR 867,000 911,000 45,550 737,311 867,000 86,700
VOLTA 386,000 400,600 20,030 328,142 386,000 38,600
EASTERN 650,000 683,000 34,150 552,986 650,000 65,000
CENTRAL 576,000 605,000 30,250 489,886 576,000 57,600
WESTERN 671,000 705,000 35,250 570,431 671,000 67,100
ASHANTI 1,024,000 1,076,000 53,800 870,402 1,024,000 102,400
BAR 556,000 584,000 29,200 473,350 556,000 55,600
UWR 198,000, 208,000 10,400 168,911 198,000 19,800
UER 323,000 340,000 17,000 274,913 323,000 32,300
NORTHERN 709,000 745,000 37,250 602,887 709,000 70,900
TOTAL 5,960,000, 6,257,600 312,880 5,069,219 5,960,000 596,000

INSECTICIDE TREATED NETS

The most challenging of all was the ITN distributidhe ITNS were ready only a week to the exercise
and were bulky. However with commitment from the
various regions and districts, some health workeysking
deep into the night, some with National Fire Sexvic
Lighting support, ITNs allocation was delivery irfet
districts and immunization centres before the dgerc A
total of 2.1million long lasting insecticide tredt8ed Nets
(LL-ITNs) were given out during the campaign.

T-SHIRTS
A total of 70,000 T-Shirts were used during thereiee. The T-shirts gave identity to the volunteers
and served as motivation; they were donated bRttary Club.

Pre-Campaign Visit and Assessments

All districts and sub-districts were
visited by regional teams from 9th
to 28th October to administer
questionnaire to determine
preparedness for the campaign.
This was to ensure adequate
preparation for the campaign at

Is there a work plan / timetable

Are the objectives of the campaign clearly defineaktch-
up, follow-up, etc.

Are the targets clear: age groups, HTRA

Is there injection safety arrangement

Budget

Prepared in the field: recuperation, disposalnection all levels especially in the
Is staff trained adequately and in time (includisafety | problem areas. These pre-
injection) Campaign  monitoring  visits,

Is there a DISTRIBUTION PLAN for teams and equipménparticularly those to the hard to
and are the means for implementation available @ang reach areas in the Northern,
functioning condition Volta, Eastern and Ashanti
Box 2: Pre-Campaign Assessment Indicator, Intedregenpaign regions had, as one of the

objectives to assess the human
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resource capacity, infrastructure, the road netwamkl transport. Specifically it aimed to assess
adequacy of the level of preparedness, how satsfascheduled activities were carried out, if key
partners were informed and if social mobilizatiechedule developed and followed.

The observations in these assessments informedsihedf campout teams, early or late start of the
programmes and resource distribution that madeettercise less stressful, and yet achieve its
objectives.

19



Chapter Three
THE EXERCISE, DATA MANAGEMENT AND REPORTING

3.1 Strategy

The campaign used three main strategies such ed, firobile and camp-oufixed teamsat static
points was the main strategy. This was supplemédmnédobile Teamsthat carried out house-to-house
exercises. In difficult areas, sub-districts camgether totCamp-out to cover the area before moving
on to other areas.

Maps were used by the
PERSONNEL REQUIREMENTS volunteers to ensure that
»  Workload per team certain places were not left

—  Fixed post: 160 children/team /day (1 Vaccinato8 Volunteers) | OUt.

The five main tasks at each
post were organizing the

— Mobile: 80 children/team /day (1 Vaccinator ¥Y@unteers)

— Camp-out: 40 children/team/day (1 Vaccinatot Volunteer) | crowd/flow screening/
«  Team membership : 2-4 persons per team recording, mixing the
— 1 Crowd/flow organizer Volunteer vaccine, Immunizing,

logistics management (cold

— 1 Oral Polio+Vit A Volunteer . .
chain) and waste disposal.
— 1 Vaccinator (Mixing & Injection) Health worker
— 1 Screening/Recorder Volunteer Reaching Floating
. populations: In Kumasi the
— Supervisors (1/8 teams) Health worker exercise was started a week
Box3: Human resource requirements for the integratd campaign earlier to ensure that

mothers who carry their
children very early in the mornings to the market @overed.

Reaching Hard to reach areaB the oversees areas of Northern Region and patte Afram Plains
portion of the Ashanti Region, the exercise wasiedrout a week or two after the schedule dates due
to flooding.

Postponement of exerciskr the Asante Akim South where Malaria vaccinealfwas under way, the
exercise was postponed to prevent AEFI interference

3.2 Data Collection

Primary data on the exercise was capture with & Bileet. The Tally sheet has columns for OPV,
Vitamin-A, ITN and Coupons. Quantities of theseletked and used and AEFI reports were also
captured on same sheet.

3.3 Reporting and Feedback

Districts transmitted data on daily basis to tigiars and regions did same to the National EPIc@ffi
The data was transmitted by phone, e-mail or fagiéhs and Headquarters gave daily feedback to
enable the various levels observe their performmagminst the others. Where specific performances
were unusually low or high explanations were sowgid where necessary the appropriate advice or
support provided.

3.4 Data Quality Checks

Supervisors ensured that the data collected refleservice provision and for the appropriate age
group. They observed to ensure that service to eaitth was marked in one circle on the tally sheet
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and tallying was neat, bold, systematic and in sdireetion. Additions were checked and where Excel
formula had been used in the summary sheet, they evessed checked for validity.

3.5 Data Analysis

Daily Summary Sheet was used to summarize datactetl from the various vaccination posts, from
zonal through sub-district to district and trangedtto the Regional level. Analysis in the form of
proportions, numbers, graphs and tables were ntaekech level.

3.6 Data Management Problems
There were faint tallies, some volunteers talliff@raservice to more than one child and transmissio

was not daily in some cases.
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Chapter Four
SUPERVISION, MONITORING AND EVALUATION

4.1 Campaign Supervision

During training, social mobilization and the exegsi supervisory teams were deployed at all levels.
National supervisors visited the regions, distrantsl sub-districts to observe what was being dode a
to provide on-the-spot assistance where neededom@gupervisors also carried out similar activay
the district and sub-districts. Each district ad&mt out supervisory teams to support sub-distants
campaign teams. At all the levels, the teams adeiréd Supervisor's Cheklists. Among the issues
observed and assented in rectifying included, I'BN demonstration, tallying, data collation and wast
management. Pre-campaign Monitoring- Assessmettistrfct Preparedness

4.2 Daily Routine Monitoring

In all the regions monitoring during the campaigaswarried out at all levels using the assessment
forms and checklist provided by the national EPfic@f The scope of monitoring depended on the
level from where the supervisor came and genefallgwed the scheme below:

Supervisor Depth of Supervision

Level Regional District Sub-district Community
National +++ ++ + +

Regional + +++ ++ ++

District +++ ++

Sub-district +++

Box 2: Levels and Depth of Supervision, Integrated campan 200¢

4.3 Rapid Assessment

Rapid assessment is a quick immediate post camsaigtegy to see how far the targets have been
reached and if not what could be the reason. 4 #&les to document the main source of public
information which is useful for social mobilizatiptanning.

Did equipment arrive in time at the right destioati

Was the training sufficient

Who were immunized/ got Vitamin-A/ got bed net

Who were_NOT immunized/ not get Vitamin-A/ did rgzit bed net

Was the site correctly organized/staffed

Was the cold chain functioning, correctly estimated

Injection safety: handling of vaccine and injectiguipment during the sessions, preparation anteimentation
of disposal

Vaccine & syringes utilization and wastage

Box 3: Integrated Campaign Rapid Assessment Indicats (Appendix §
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Service Coverage From the region’s own self-assessment the ORMreme ranged from 94
to 98.1%. The measles coverage ranged from 7198.18® and Vitamin-A coverage ranged
from 75.4% to 98.1%.

Source of Information by region -In all the regions, caretakers were well informédhe
exercise. The main sources of information were &a¥, community leaders through gongon
and health workers at service points and throughilm@ans. The banners and poster, religious
leaders, family members and friends also infornmdescaretakers.

Reason for Vaccination failure - Only in Eastern region was this information prodde
Mainly the caretakers were too busy (54), afraidngction (13) or did not know where to go

(13).

4.4 Independent Monitors Evaluation

The Kintampo Rural Health Training School was cacited by the EPl Programme to carry out an
independent evaluation to assess coverage of thpaign and some the social impacts of multiple
intervention campaign such as the 2006 measles-pitiimin A and ITN campaign on both service

providers and the community.

Using the Cluster sampling technique, the IM teaampgled 300 clusters from 110 districts for the
evaluation. In all 6000 households were visited algible children vaccination status in the exseci

Antigen Examined | No. Dosed | No. Missed | Coverage
(%)
Measles 8919 8490 426 95.2
oPV 10131 9741 418 96.2
Vit A 9431 9056 382 96.0

assessed through the inspection of finger
markings with the indelible ink.

The summary of the coverage from the
independent evaluation is illustrated in the
adjoining table. Coverage for the three
antigens was above 90% but significant
number of children was also missed during
the programme. According to the results and
investigations, the missed children were

mostly in the rural areas. The main reasons wérehild not at home (ii) refusal (iii) absence ard
(iv) Did not know of campaign and (v) told by hé&alorker child was above the age bracket. A full
report on the Independent evaluation is available.
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Chapter Five
PARTNERSHIP AND COMMUNITY PARTICIPATION

5.1 Political Commitment

5.1.1 Commitment form Central Government

The Central Government commitment was demonstrayeithe Launch conducted by His Excellency
The Vice President Alhaji Aliu Mahama, supportedthy Hon. Minister of Health at Koforidua in the
Eastern region.

5.1.2 Regional Coordinating Council and District Asembly Commitment

The Regional Health Directorate in Northern Rediarsed with the Regional Coordinating Council
(RCC) to hold a sensitization meeting for Distrithief Executives and their Coordinating Directors
for their participation and support. The HonoraBlegional Minister and the Regional Director of
Health Services took part in the pre-campaign assest and monitoring and visited three districtd an
interacted with teams on the field.

In all the regions, the Regional Coordinating Golurand the District Assemblies were very
instrumental in this campaign. They coordinated amabilized transport from other MDAs for the
campaign.

In the Greater Accra Region, Ga East District nes@i69 million cedis and 2 pick up vehicles frora th
District Assembly. Tema Metropolitan Assembly paedl 12 vehicles whilst Ghana Education Service
(GES) supported with one vehicle. Ga West Distidministration provided 20 million cedis for the
SlAs, another 20 million cedis for Malaria Prograsnin the Brong Ahafo Region, 12 out of 19
districts received financial support totalid$6 million cedisfrom district Assemblies. Sawla-Tuna-
Kalba district assembly in the NR bought additio?hl nets as top up.

The following districts were supported with vehgley the District Assemblies in the Western region
(SW, AS,WAE,NE,AW & Jom) and JB assembly suppoithve3m cedis. In the same region, WAW

District Assembly bought 2 Yamaha AG100 motorbil@s60,000,000 to support the DHA activities

during and after the campaign.

In the Upper East Region a total of 39.6 millionlisewvas received by Bawku municipality 25 million,
Bawku West 5 million, Bongo 5.6 million, and Talehsdistrict 4 million. Ninety eight million cedis
(98m cedis) was received in Eastern Region by Km@&buth 2m, Kwahu West 0.2 million, Fanteakwa
25m, Akwapim North 13 million, Akwapim South 18 fiwh , New Juabeng 10 million, West Akim 20
million and Birim 10 million cedis.

5.2 Commitment of Health Partners

Collaboration and support (both financial and techih from the health development partners for the
campaign was enormous, encouraging and highly ae. The Government of Ghana and the
Ministry of health/ Ghana health service fully aolrledge the immense contributions from partners
for the success of the programme. Partners wereegctinvolved in the ICC meetings, technical
committee meetings to plan and coordinate the iiesv They were also involved at all levels during
the super vision and monitoring of the campaigmt@lutions from the following partners are highly
acknowledged — WHO, UNICEF, JICA(JG), USAID, DFIDutch Embassy, WVI, RED Cross
Society, Rotary Club and the Church of Jesus Cbfikatter-Days Saints.
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5.3 Community participation

All the communities in Ghana were covered in thegaign. This is evident from the rapid assessment
and independent evaluation reports. In all 28,5draunity members were recruited as volunteers for
the campaign.

The local traditional leaders used gong-gong bgagixtensively to assemble, inform and educate the
community on the campaign. In Tema for example,Titaglitional Council provided Lunch with water
for all participants for 2 days. In the Northerng®ea, the major religious leaders were met andféxie

at the Tamale Chief's Palace where they gave sheport and blessings to the campaign

5.4 The Press, Media Houses and Other Agencies @nglanizations

Air time on GTV and TV3 for VESTAGAADT, a privateompany that deals in ITNs, were allocated
free to GHS for the programme information dissertnoma Most media houses in the country gave free
air time for the programme.

In the Greater Accra Region, The Church of JesussCaif Latter Day Saints provided Volunteers to
mobilize and control the crowd. Pantang Nurses
Training College provided Nurses for the
programme (Ga East). Barclays Bank Accra
provided 25 Staff as volunteers for Ashidu Keteke.
Ghana Private Road Transport Union supported the
programme by reducing hiring fees.

Districts Assemblies in the Western region supbrte
the programme with various sums of money. In the
Brong Ahafo region, Birim Gold Mining Company
gave 8 million cedis (fuel) support to Tain Distric
Newmont Mining Company gave 600 litres of fuel
each to Asutifi and Tano North Districts.

In the Northern region, through teachers suppadttedprogramme in Pre-schools, Kindergartens and
Créches. The Department of Community Developmeneictid their District Staff and Mothers’ clubs
to champion the social mobilization of their redpaccommunities. The Department of Women and
Children Affairs worked through their teaming worigegroups to support the campaign. Ghana Red
Cross Society had funds from the American Red Capskrecruited 500 additional volunteers who
worked in four districts. The Information ServicBepartment (ISD) made available their Public
Address Vans that worked for seven days doingtstree
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Chapter Six
INJECTION SAFETY AND WASTE MANAGEMENT

6.1 Use of Standard Incinerator

There was daily collection and transportation oktegfilled safety boxes) to the incinerator sitas
burning in every district. This was supervised bgagnized
persons who were trained for that purpose. In soases the
supervisors of this were allocated with vehiclescéory out

their duties.

In Bolga Municipal for example the injection safdbpxes
were picked by Regional Coordinating Council (RG@)ste

disposal trucks daily and sent to central dumpiomtpin the

Fin De Monfort incinerate forest for burning. No sharps were found lying abadnen
national team visited the site.

A few districts without the de monfort incineratoesg.
Wassa Amenfi East dug a hole for the burning oir thiked
safety boxes. In such cases the filled safety boxese
packed in their office till they were ready for bing.

Bia district in the Western Region constructed provised
incinerators at Essam, Adabokrom and Eluokrom esbre

Fia Improvised incineratt

the campaign for the management of the waste BsriCli
Improvised Incinerators, WR.

6.2 Adverse Events Following Immunization  (AEFI)

Northem .0/ Greater Acora, 14

Except from the Northern Region, there were
reports of some adverse events following
immunization (AEFI) in all the regions. 59 cases
of AEFI were reported given AEFI incidence of
1.17400,000 children 0-59 months vaccinated.
The main symptoms were fever and rash. There
was a reported death from AEFI in a child
previously unwell in Volta Region. The child is
reported to have vomited with profuse sweating &
restlessness after the injection
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Chapter Seven

National Summary
National Summary Vaccine utilization and wastage rates
. Total Percent Total doses Total doses Total doses

RITLLEIENT [EleEnEee Immunized coverage (%) Received Used Returned wastage rate

Polio 5,959,601 5,035,165 85.0 735488: 518513l 240407 3
Measles 5,065,661 3,994,052 79.0 5695564 4143333 1722848 4

Vit A 5,363,641 4,514,004 84.0 7417255 4329704 3253843 -4

ITNs 2,100,000 1,935,068 92.0 2290651 1832377 347595 -

7.1 OPV Vaccination

The OPV coverage for children aged 0-59 months 8&%. The highest performing regions were
Northern, Eastern and Western regions and the leriopning regions were Upper east and Upper

West.
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Twenty one districts from 7 regions had performanbelow 70%. These are shown in the Table
below.

REGIONS PERFORMANCE BELOW 70%

ASHANTI Ejura-Sekodomasi, Sekyere E

CENTRAL Ejumako Anyan E, Assin Nor

EASTERN Fanteakwa

GREATER ACCR/ Tema

UPPER EAST Bawku East, Bawku West, Bolgatanga, Bongo, Garu{iaera
UPPER WES Jirapa Lambussie, Lawra, Sissala East, Wa Easi\&
VOLTA Jasikan, Keta, Ketu, Krachi West, South Tongu

7.2 Measles Vaccination

Measles vaccination coverage for children aged 8168ths was 79%. (Vaccinated/target) The highest
and lowest performing regions were same as in OPV.

Measles Coverage, Integrated Exercise, 2006, Ghana
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Thirty three districts performed below 70%, mosttbém in the Upper East and West and Volta
Regions. These are presented in the table below:

REGIONS BELOW 70%

ASHANTI Ejura-Sekodomasi, Kwabre, Sekyere East

BRONG-AHAFO Jaman South, Nkoranza

CENTRAL Assin South, Ejumako Anyan E, Awutu Effutu S, Asblorth
EASTERN Fanteakwa, Akwapim Nortl

GREATER ACCRA | Ga East, Tema

NORTHERN Karaga

UPPER EAST Bawku East Bawku West Bolgatanga Bongo Garu-Tempane
UPPER WEST Jirapa Lambussie, Lawra, Sissala East, Sissala, WesEast, Wa We
VOLTA Ho Municipal, Jasikan, Krachi East, Keta, Ketu, ¢raWest, South Tonc
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7.3 Vitamin-A

Vitamin-A supplementation coverage for children @59 months was 84%. Twenty one districts
performed below 70%.

Vitamin-A Coverage, Integrated Exercise 2006, Ghana
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7.4 Insecticide Treated Nets

Proportion of ITN issued that was distributed was %. Except in Upper West Region most Regions
distributed over 80% of the ITNs..

Proportion of ITN Supplied Given Out
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Only six districts distributed less than 70%. Thes¥e Sekyere east (Ash), Mfantsiman (CR), Birim
South (ER) and Dangbe East/West and Ga east irK&fga in the NR and Lawra in the UE regions.
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7.5 DEWORMING
De-worming exercise was carried out in the Uppest Begion and the coverage was 64.6% in UER.

Coverage ranged from 48.7% in Bawku West to 92 7%assena-Nankan district.
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Chapter Eight
STRENGTHS, CHALLENGES AND CONSTRAINTS
8.1. Strengths

8.1.1 Political commitment

The strongest point in the campaign was the hidliiged commitment. The political leadership was
involved at national, regional and district level$ie vice president, the Hon Minister of Healtrg th
Dutch Ambassador-C/R, the UWR Regional Minister dnd DG-GAR got involved. The Health
Partners- WHO, UNICEF, Rotary, Church of JCLDS etere very supportive and took active part.

8.1.2 Use of indelible Marker

Indelible ink supplied was found to be efficientthmat days after it was applied the marks weré stil
visible on the nail bed. The Markers made the tslfigets neater compared to the previously used GV
paint. However some districts complained of markbet dried up quickly and could not be used. In
some places some mothers tried to wipe out thdilmlelenarker or conceal the marks with plasters so
they can get more ITNs

8.1.4 Role of private sector in Measles vaccination

Many private maternity homes and hospitals parigd as sites for the exercise, as health workers o
as supervisors. A community member at Adaklu Angig¥R) gave his information van to carry out
social mobilization

8.1.5 Innovations

The use of coloured cards in Eastern Region fatglit the orderly flow of clients at vaccination tezs
Early start on the islands, HTRA, highly populatedas and border areas (Ashanti and VR) helped to
reach many children.

The addition of other antigens in some regions easiPV and Measles helped improve routine
immunization. Deworming was an additional healtbreise.

While all regions reported on proportion of ITNge&ed issued out to mothers, Northern region went
ahead to determine the proportion of the targeufation, i.e. Children under 2-years and those 2-5
years, who were given nets, thus providing poputaliased ITN coverage.

8.2 Constraints and Weaknesses

There were some constraints and these were reploytéloe regions. They include late arrival of bed
nets, vaccines and coupons, inadequate capadieatgional cold room to handle the large quantity
of vaccines and late arrival of some vaccinatonsasts.

Among the weaknesses observed were items not droeréally sheet on receipt, isolated instances of
poor injection technique, over emphasis on the afséhe child health record (no card, no service),
refusal of some caretakers to send children abeweyears for the vaccination, ITNs supplied which
were far less than estimated no. of children urdlgears and some mothers with children above 2
years were disappointed and refused to have thidren vaccinated.

Other problems were Irregular and inconsistent fadwey messages, crowd control and some missing
vital information(s) on ITN key messages.

In the Northern Region threats from armed robbedsd the involvement of police patrol teams during
the exercise. Some teams were cursed and threaitgnedme parents of children above 2 yrs who
were not given nets.
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8.3 Challenges

Road Traffic Accidents

Death of a Field Technician in the Keta Districgldd Region through a motor-traffic accident on the
first day of the programme seriously affected theecage in the district. In Western region thedsud
death of a Regional Supervisor at Asankragwa daffterfirst day affected the programme. Accidents
were also reported in the Jomoro (Pick-up) and Adduaman (Motorbike) districts.

Bad Terrain
Continuous rainfall, flooding, muddy grounds andl ta
grass in some districts affected the movement of
vehicles to hard-to —reach areas particularly irta/o
and Northern regions. Two sub districts in Karagaev
still flooded and grass still tall and could not dxess
during the campaign (Sandua & Zandua) Yipabongo,
parts of Kubori subdistricts and some communities i
Pudua (Nanumba South) were still inaccessible at th
end of the campaign and to be access when the
situation improves.

Obstacles to Vaccination

In the Eastern region, in special populations whieeefs or faith would not allow them to accepyan
orthodox medicine, persuasion and the free digiobuof the bed nets convinced them to accept the
services. Typical of these are the First Centuryr€in at Ekoso community in West Akim, and Faith
Believing Church in the Birim North District.

Some level of resistance was encountered in twonoamties in the Volta region. These were faith-
based groups in Tordome (Xose-Kpale) and Hikpo Cesttury Church) in the Ho Municipality and
South Tongu District respectively. At Hikpo therteaould not immunize members of the 1st Century
Church not even with the intervention of the DatiChief Executive of the Assembly and the UNICEF
team that came on supervision. There was an assawolhe of the health workers in the North Tongu
District. In the Central region, this time the AgoAsafo Faith Church children were vaccinated.
However a Moslem at Nyinasi in Cape Coast resiggatination saying the vaccine will render his
children impotent. He also said does not like driiyg from the “whites” esp. American

The free ITN became a disincentive for some peoplethers of children above 2 years were
aggrieved over denial of bed nets and refused tcivate their children even though communities
were sensitized on whom to receive what. Childr2gws became the main focus in the first two days
in most of the sites. Screening for children < argefor ITN and Vitamin-A blue capsules for childre
6-11 months was difficult for some teams

Other issues were absence of Hydrocortisone ormadirewas AEFI, boundary determination and mal-
distribution of logistics by districts.

8.4 Lessons

It is possible to integrate services in package witld the right attitude and support be able taycar
them through. To stop mothers from selling the ITAlpractice which started soon after the onset of
the exercise, they were removed from their polyeheontainers before handed over.
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8.5 Way forward

Even though some Regions did conduct some mop-gti@s to improve on their coverage, all the
Regions are being advised to use the opportunitpeP007 Child Health Promotion Week to conduct

mop-up activities  after comparing the administ@ti independent monitoring and routine
immunization results.
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Ashanti Region-Integrated Campaign 2006
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Brong-Ahafo Region-Integrated Campaign 2006
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Central Region-Integrated Campaign 2006
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Eastern Region-Integrated Campaign 2006
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Greater Accra Region-Integrated Campaign 2006
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Northern Region-Integrated Campaign 2006
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Upper East Region-Integrated Campaign 2006
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Upper West Region-Integrated Campaign 2006
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Volta Region-Integrated Campaign 2006
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Western Region-Integrated Campaign 2006
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Regional Performance at a Glance-Integrated Campaig2006

Brong-Ahafo 473,350 411,923 87.0 556,882 506,810 91.0 501,194 459,630 91.7 198,700 190,843 96.0 4 5.4 4.5
Central 489,886 365,610 74.6 576,337 456,095 79.1 518,703 411,122 79.3 171,200 165,120 96.4 10 8.7 10.0
Eastern 552,986 468,057 84.6 650,572 586,683 90.2 585,515 525,638 89.8 218,600 206,620 94.5 6 6.9 6.4
Greater Accra 737,646 535,494 72.6 867,819 686,198 79.1 781,037 615,651 78.8 348,900 324,145 92.9 14 7.0 13.1
Northern 602,887 547,758 90.9 709,279 697,439 98.3 638,351 626,450 98.1 202,500 198,350 98.0 0 4.5 8.2
Upper East 274,913 174,168 63.4 323,427 217,692 67.3 291,084 195,966 67.3 94,000 89,395 95.1 1 11 15
Upper West 168,911 108,251 64.1 198,719 132,401 66.6 178,847 118,700 66.4 60,800 47,512 78.1 2 8.0 6.7
Volta 328,142 221,207 67.4 386,049 291,909 75.6 347,444 253,364 72.9 173,800 143,990 82.8 13 9.3 7.1

Western
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Logistics-Integrated Campaign 2006
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