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1.

National Immunisation Days In Bangladesh:
An Evaluation of the 1996 Rounds

Executive Summary

Introduction: On April 16 and May 16.1996, Bangladesh implemented the third and
fourth of the six National Immunization Days. On those days oral polio vaccine (OPV) was
administered to over 20 million children under 5 years of age. The goal of NIDs is to
eradicate poliomyelitis from the country by 2000 AD. NID is a challenging campaign for
Bangladesh mobilising a huge human and material resources. This study examined how
effective NIDs are in terms of implementation and coverage of the target child}en and what
lessons can be learned from it. The study was implemented as a part of the muiti-country
‘Social Science and Immunisation’ project

The study: This study aimed to explore the answers to the above questions by assessing
the seven broad areas of NIDs including: (1) NID preparatory issues, (ii) Parental pre-NID
knowledge on the basics of NID, (jiii) Parental opinion about NID services (satisfaction), (iv)
Health workers’ knowledge on NID, (v) Vaccination sessions’ operations, (vij OPV and vit.
A capsule coverage, and (vii) Financing of NIDs.

The study was conducted in 16 municipalities and 56 rural thanas spread in various
regions of the country. Covering both rounds of 1996 NID, preparatory data were
accumulated from thana heads of health and chiefs of municipalities. Data on parental pre-
NID knowledge (prior to one day of NID held) and opinion on NID services were collected
through general and exit point interview while vaccination centres were observed to
understand their operations. Health workers were aiso interviewed on the vaccination day to
assess their knowledge on NiDs. Besides, the NID coverage data were collected through a
separate survey. Here, we highlight the salient findings.

' Bangladesh is one of the six countries where the project is being implemented. The Bangladesh part

of the study is implemented jointly by BRAC and ICDDR, B with active participation of government.

30
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3. Salient Results

31

Supply Provision and Organisational Factors: The study found that an
overwhelming majority of the respondents in both rural and municipal areas reported
to have had performed almost all the assigned preparatory tasks showing little or no
difference between the rural and municipal areas. For example, the formation of NID
coordination committees at various levels was 95% in rural and 93% in municipal
area, holding the NID planning and advocacy meetings was 95% in rural and 86% in
municipal; preparation of supervisory plan (97% each); implementation of supervisory
plan (rural 91% and municipal 86%) etc. In spite of such impressive outcomes, a
concern still continues to remain regarding working out of special pians and their
implementation in the hard-to-reach areas. Although adequate special plans for
vaccination and social mobilisation had reportedly been adopted for such areas but
these seemed to be less effective. Consistently low coverage of OPV in Kishoreganj
which is a haor (low lying) area with difficult geophysical communication prcblems
clearly corroborates the fact. Except in a few cases, logistic supply of aimost all the
necessities was reported to be sufficient. But short supplies of vaccine carriers and
ice packs were reported from 8 rural thanas and 2 municipalities. The consequence of
the latter (ice pack problem) is that it risks the vaccine potency.

Thousands of local volunteers worked alongside the government workers for NID, and
most of them came from school teachers, students, NGOs and local governments
(selected or elected body).This indicates that NID is poised to tuming to a social
movement wherein people from different social groups take part. Retention of
providers' knowledge on the basics of NID appeared to be consistently lower among
the rural providers than their counterpart municipal providers. Lack of proper traiﬁing,
lack of enabling environment and limited exposure to the modemity of the rural
providers could be the inhibiting factors in this regard.

in contrast to what the heads of health authorities had said, only 5 in 16 volunteers in
rural areas, and 4 in 6 in municipal areas were actually trained on NID. The 1996 NID
dates were shifted due to state political unrest which in tum extremely -hampered
registration of the children through household visits.

91
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Over 10% of both rural and municipal centres did not use any sign for indicating the
locations of vaccination sites. Ten percent of the rural centres administered OPV
under trees risking the OPV potency. Shortage of icepacks particularly for keeping
OPV vials during vaccination was acute in many of the centres. Although the
supervisor visited the centres on average 1.9 times, 28% of the rural and 22% of the
municipal centres were not at all visited. The visiting supervisors performed a variety
of tasks during supervising the centres but most of the supervision corncentrated on
checking recordingfally sheet fill up in the rural areas while in the municipal on
OPV/VAC stock checking. Interestingly, the supervisors stayed in a centre for less
than 2 minutes on average. Observation showed that technical skills of vaccinators
related to OPV administration (such as 2 drops of CPV given to a child etc.) were
better.

3.2 Community Demand Issues
Parental Knowledge on NID: Unlike the municipal areas, many of the rural parents
did not know the correct date of the next NID. The results of both the NID preparation
day and exit point interviews revealed that the degree of parental knoy/ledge on the
vaccine, its purpose and target children was higher in the municipal areas than in the
rural. However, the overall knowledge of parents on OPV and VAC was not much
impressive. About half of the municipal (9 in 20) and less than one third of the rural
people (16 in 60) could tell that OPV was given to their children. Six people (S rural
and 1 municipal) classified the OPV as a 'drop’, one as 'medicine’ and one as a
‘Shishu Tika' {child vaccine). Half of the municipal (9 in 20)»and less than one third of
the rural (13 in 60) people said that OPV was given to ‘eradicate polio from
Bangladesh. Other answers in municipal areas were: 'everyone takes it, so we do': ‘its
a medicine for all diseases’ and 'its good for the child’. Many rural people said that it
would cure diseases; ‘it would prevent childhood diseases’ etc. Half of the municipal
(5 in 10) and less than half (8 in 18) of the rural people could mention apart from
OPV, VAC was also given to their children during round2. Other municipal people

mentioned it as a ‘capsule’, and as a ‘tablet’. In rural areas, four people knew it as a
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'vitamin' and some classified it as a ‘tablet’ None of the municipal people while four of
the rural people knew that VAC prevents might blindness.

4. Coverage: The survey carried out in 10 different rural areas showed that over 79%
and 81% of the target children received OPV in Round 1 and 2 respectively; children
receiving both doses of OPV was 69%. About 73% of the children (1-5 years) were
administered VAC during the Round 2 of NID. The survey also revealed a harrowing
disparity in OPV coverage between the accessible (e.g. Kushtia: 90%) and hard-to-
reach areas (e.g. Kishoreganj: 15%).

5. Financing of the NIDs: The government of Bangladesh contributed only 13.5% of
the total allocation of 7.1 million US doilars while the rest of the amount came fram
outside sources. Although modest in amount, evidence of community financing in
terms of development of certain |IEC materials and entertainment, transport etc. was
reported by the study.

6. Conclusion: The 1996 NiDs seemed to be effectively implemented although about
one third of the target children did not receive both doses of OPV. This puts a
challenge towards polio eradication needing further improvement in many respects of
NID. However to make the forthcoming NIDs more successful, all t‘he procedural
activities should be strengthened, volunteers should be properly recruited and
trained, cold chain equipments should be adequately supplied and a vigorous IEC
campaign should be launched. Moreover, all political parties should extend more
support to and participate in NID campaign on time even in the face of political unrest

to prove their commitment for protecting children’s health and rights.

33
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1.

National Immunisation Days In Bangladesh:
An Evaluation of the 1996 Rounds

Introduction

Bangladesh implemented the third and fourth of the six National Immunisation Days
(NIDs) on April 16th and May 16th 1996. NIDs were implemented in a special drive
toWards eradication of poliomyelitis from the country by 2000 AD. The immediate
objective was to administer oral polio vaccine (OPV) to over 20 million children below
S years of age. While the Ministry of Health and Family Welfare carries out the NIDs,

different allied forces extend active assistance to it.

importance of NID: Spearheaded in large part by the successful campaign to
eradicate smallpox from the globe, the heaith policy makers of the western
hemisphere have orchestrated their eradication of poliomyelitis, a disease which
either kills or disables many children (Greenough, 1995). This success led many
countries, including Bangladesh, to organize NIDs as a special drive to administer
OPYV to the children below S years of age under the technical guidancg of the World
Health Organisation (WHO), and with active assistance from UNICEF and other allied
agencies in order to eradicate poliomyelitis by 2000 AD. In view of that, Bangladesh
apart from the routine EPI, decided to implement 6 NIDs in 3 consecutive years (2

each year) beginning from 1995.

it is speculated that the routine immunisation of OPV may reduce the incidence of
poliomyelitis to a certain extent but such drive is unable to eradicate it. In fact,
eradication requires complete destruction of polio virus from the environrﬁent
meaning reduction of the disease incidence to the level of “zero™ forever. Available
studies (EPI-Bangladesh, 1995) reveal that only 1-10 cases in 1,000 polio virus
infected children suffer from paralysis and the remaining children survive as carriers
who may transmit the disease to others. The fact is that, if all the children below 5
years of age are administered OPV, the wild polio virus has no way but comes out to
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the open environment through stool and eventually dies as it cannot survive in the

open environment. Thus poliomyelitis can be eradicated (EPI-Bangladesh, 1995).

Operations of NID in Bangladesh: Bangladesh started NID in 1995. The first and
second rounds were held on 16th March and 20th April in the same year. But the
dates for NIDs of 1996 were to shift to 16 th April and 16th May due to the political
unrest in the country. The NIDs are supposed to be held on two particular days in a
year (known as round 1 and round 2) in the whole country. However, an exception
made for particularly inaccessible areas in terms of geophysically remote with difficuit
communication system. In each NID, OPV is administered to all children below S
years of age. The vitamin A capsule (VAC) is aiso given to the children 1-5S years of

age on the either round of NID of the year.

NID, is a gigantic campaign mobilising a huge human and material resources. To
administer OPV to over 20 million children all over the country on particular days is
very difficult to implement by the government alone without the active participation of
the people, including the NGOs, professionals, religious and cultural bodies,
individuals, politicians and mass media. About 650,000 workers are ne‘eded to carry
out the NID activities, through 130,000 vaccination centres. The government Health
and Family Welfare Ministry has only 40-45 thousand people at the periphery levels
requiring recruitment and training of 600,000 more local volunteers (115,000
vaccinators and 485,000 social mobilisers). For a full description of NID activities, its

operational procedures and co-ordination requirements see Appendix 1.

Among various approaches of EPI the NID is almost a new approach in Bangladesh
mobilizing a huge human and material resources. In fact, the allocation for the 1996
NIDs was US $ 7.1 million excluding the infrastructural costs and staff salaries and
benefits. Such efforts and massive investment pose questions of how effective NIDs

are in terms of implementation and coverage of the target children; and what lessons
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can be learned from the NIDs? It is the intent of the present study to look at the
operations and effectiveness of the NID strategy in Bangladesh.

2. The Study

BRAC's Research and Evaluation Division (RED) conducts monitoring and evaluation on
EPI and provides feedback to the EPI management. As part of such efforts, the RED in
coliaboration with ICDDR,B implemented a study on the first and second round of the 1996
NID held on 16th April and 16th May respectively. The study forms a part of an
international study on *"Social Science and Immunisation”.

2.1 Objectives
The objectives of the study were to:

i. assess the operations and management of and supplies to vaccinaticn sessions in rural
and municipal areas;

ii. assess the basic knowledge cf the parents and grassroots health and famuly planning
workers (vaccinators) on NID;

iii. assess the extent of coverage of the target children by OPV and VAC' ; and

iv. analyse the financing of NIDs.

2.2 Study Areas, Respondents and Data Collection Techniques

The study was carried out in various parts of Bangladesh where BRAC implements its
development programmes. The study areas were carefully selected to include areas with
diverse contexts and to use the BRAC's existing facilities to collect the study data easily.
The study areas represented both the rural and municipal settings. In each of the rounds 1
and 2 of NID 1996, 16 municipal centres from 15 thanas of 13 districts were observed. On
the other hand, 62 rural centres from 56 thanas of 30 districts were covered in round 1

followed by 57 rural centres from 53 thanas of 30 districts in round 2.

" VAC = Vitamin A Capsule is administered in the round 2 of NID.
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Table 2.1 illustrates that data of NID preparatory phase (one day before holding NID) were
collected through interviews from 106 officials or their deputies of rural thanas (53 each
round) and 29 municipal areas (15 in round 1 and 14 in round 2) through interview. To
explore basic knowledge of NID, 50 parents of the target children of the rural areas (20 in
round 1 and 30 in round 2) followed by 25 in municipal areas (15 in round 1 and 10 in
round 2) were interviewed before one day of NID held. Both the parents and vaccinators
were also interviewed at the vaccination sessions to elicit their knowledge on NID. On the
first round of the 1996 NID (April 16), 16 municipal and 62 rural vaccination sessions were
observed followed by 16 municipal and 57 rural sessions on the second round (May 16) in
order to fully understand the sessions' operations, management, and supply factors.
Nationally representative polio and vitamin A coverage survey data were used from a
separate study conducted by RED in 10 districts covering 2,169 and 2,103 eligible children
in Round 1 and 2 respectively (Hadi et al 1996)
Depending on the broad study issues Six types of instruments were used for data
collection (Table 2.1). In essence, the study looked at the community demand
for/acceptance of and quality of NID services.

Table 2.1: Broad issues of study, type of respondents, metheds and tools of data collection
by study area o
Broad issues Type of Data collection Number of study population by area
studied l respondents Method Tool Rural Municipal
{ Rd1 | Rd2 |Total| Rd1 |Rd2]| Total
1. NID preparation C!eads of health Interview 53 | 53 |106]| 15 | 14| 29
(one day before nd municipality P.Questionnai-
NID) re
2. Service providers Community nterview  b.Checklist 1 121 23| § 51! 10
knowledge (on providers
vaccination day)
3. Parental pre-NID Parents nterview  c.Checklist 20 {30 | S0 | 15110 25
knowledge (one
day before NID)
4. Parental opinion Parents Exit point  d.Checklist 30 {30 60}10 /10! 20
about NID services nterview
5. Vaccination Vaccination Pbservation e.Checklist 62 | 57 1119 | 16 | 16| 32
session ssions
observation
6. OPV and VAC Parents” Survey f Questionnai- {2,169 2,103 - - - -
coverage re

* Parents of 2,169 and 2,103 children (0-5 years of age) in Round 1 and 2 respectively

Rd = Round of NID

NIDs1.doc J 7 12



Eight Senior Researchers from the head office and over 62 field Programme Managers or
Senior Programme Organisers collected data using questionnaire/checklist (a-e) while
coverage survey was carried out by 10 experienced field researchers in the RED’s Health
and Development Surveillance (called ‘watch’) areas. They used the questionnaire f for the
purpose. The data on the financing of NIDs and financial sources were collected from the
EPI head office, Dhaka.

Thé data were edited and coded at the RED Head Office for computer entry. Processing
and analysis were accomplished using computer facilities. Simple frequencies and cross-
tabulations were used for interpreting the results. The qualitative data were processed and
analysed manually by the researchers.

All the data set collected through different methods (interview and vaccination session
observation) were grouped into 3 broad categories for easy analysis. These were: (l)
supply/quality of service issues enccmpassing the organisational and technical factors, (ii)
Community demand issues include parental knowledge, perceptions and practices. and (iii)

Financial issues pertaining to sources of finance, and community contributions.

3. Resuits

3.1 Supply/Quality of Service Factors

i. NID coordination committee and planning meeting: Table 3.1 shows that an
overwhelming majority of the respondents of both rural and municipal areas (over 93%)
imespective of NID rounds formed NID coordination committees. Advocacy and
planning meetings were commonly held for drawing up a precise plan of action but this
average appeared to be noticeably lower in municipal areas compared to rural (85% vs
95%).

NiDs1.doc 13
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il. Volunteer recruitment and training: Status of volunteer vaccinators recruitment on
target was apparently identical in both rural and municipal areas but the proportion of
the recruitees receiving training on NiDs was lower in municipal areas (municipal 87%
and rural 97%). Although recruitment of the volunteers for sacial mobilisation was lower
in rural areas but their proportion of receiving training was higher in the rural areas

(Table 3.2).

Interview with the providers on the vaccination day at vaccination sessions does not
corroborate this claim of the higher authorities regarding volunteer training in reality.
Table 3.3 reveals that 5 of 16 rural and 4 of 6 municipal volunteers received training on
NIDs for two days.

Table 3.4 shows that a multiple organisations and individuals participated in NID
service delivery along side the government workers. Among rural providers about one
third was from the government health and family welfare workers, while the same
proportion of volunteers came from school/college and one fourth from various NGOs.
On the other hand, among municipal providers about one-tenth came from the
government, whilst one third of the volunteers came from school/college ‘and nearly half
(41%) from NGOs.

iii. Special strategy for hard-to-reach area and social mobilisation: Only the rural
respondents reported to have had hard-to-reach populations in terms of tribal grbdps,
tea garden labourers etc. in their command areas, but special plan could not be worked
out and implemented for a considerable number of the hard-to-reach areas (Table 3.5).

During the preparation interview (one day ahead of NID) a majority of the respondents
(higher level supervisors) reported to have had prepared and implemented a special
social mobilisation strategy for the hard-to-reach areas (Table 3.6).

Table 3.7 illustrates that a multifarious means were adopted to educate the people on
NIDs in both rural and municipal areas. By order of rank the most promipent were:

general meeting, miking, announcement in schools and mosques and drum beating.

NIDs1.doc 14
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iv. Target determination and providers’ knowledge: Although two systems such as
census, and registration through household visit were used for fixing target of the
eligible children but the number of target children found through these system varied.
Table 3.8 reveals that except in Round2 of the rural areas, although the average
number of the target children per centre found through the latter system was
consistently lower across the study areas than the estimate found through the former

system but it seems to be more reliable than the former system.

Provider's knowledge about the eligibility criteria of the children for OPV (0-5 years of
age, previous history of 3 doses OPV intake, and sickness) was assessed through
interviewing them on the vaccination day. Table 3.9 presents that the rural providers’
level of correct knowledge on each of the above eligibility criteria of the children was
consistently lower than those of the municipal. But the retention of correct knowledge
on the eligibility criterion (1-5 years of age) of the children for vitamin A capsule showed
a reverse result, the rural providers had a higher correct knowledge than the municipal
areas (Table 3.10)

Provider knowledge on the number of target children and the number cdvered by OPV
was higher in the rural areas than the municipal (98% vs 88%). But surprisingly their
knowledge on the number of target children and the number covered by VAC was

extremely poor in rural areas (5%) while it was zero in municipal (Table 3.11).

v. Strategy for bringing the left out children: A number of strategic pléns were
mentioned by the respondents for capturing the children not showing up in vaccination
session (Table 3.12). The most common was “the left out children be captured with the
help of volunteers/government workers/NGO workers/parents” in both type of study
areas, while the second most cited strategy was “through mobilisation and motivation”.
Our vaccination session observation also corroborated the predominant use of those

two strategies in bringing the left out children to the centres (Table 3.13).
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vl. Logistics: As expected across all the areas and rounds of NIDs ready stock of OPV

© Vials sUrpassedthelevel of ‘actual requirément” The respondents were asked, "in case
of shortage where would they seek supply from"? Most respondents of both areas
mentioned that they would seek supply from the civil surgeon's stock. Eight in 106 rural
and 2 in 29 municipal respondents said that they had shortage of cold chain
equipments. Among them, one-fourth ran short of 18 vaccine carriers in rural areas
‘while none in municipal. In many rural areas shortage of icepack was acute ranging
from 60-200 pieces whilst one municipality had even more shortage of 500 (Table
3.14).

Multiple means for transporting vaccines to the NID centres were used. In the rural
areas, bicycle was massively used (84%) for the purpose followed by motorbikes (69%)
and rickshaw/van (64%). On the other hand, motorbikes were dominant (79%) fcllowed
by bicycle (69%) in municipal areas (Table 3.15).

The preparation interview about the logistics supply revealed a universal receipt of
materials such as recording form, registration slip, tally sheet, poster etc. (Table 3.16).
Interview with the providers on the vaccination day in both the study areas also
substantiated the fact. An overwhelming majority of the providers said#hat they had
received sufficient supply of required logistics with a minor variation between the
preparation interview with the officials and interview with the providers on the
vaccination day (Tables 3.17 and 3.18).

Vaccination session observation showed that almost all the vaccine carriers contained
icepacks inside, and each of the children was given two drops of OPV. Although a
majority of the centres used icepacks for keeping OPV vials at the interval of
vaccination, the rate was slightly lower in municipal areas then the rural (Table 3.19)t

Table 3.20 illustrates that on average, 14 OPV vials were reported to be supplied to
each rural centre as oppose to 17.5 in municipal. Corresponding use of average vials
was 12 in each rural centre which was slightly lower than municipal average of 14 vials.
In the rural areas, the vaccine wastage reduced from 25% in round 1 to 13% m round2,
while in municipal areas, it reduced from 34% in round1 to 15% in round2. Despite, the

101
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aggregated result of both rounds was higher by 4% in rural areas and by 9% in
municipal compared to the EPI accepted rate of 15%. Although a few in number, a total
4 rural and 2 municipal centres went short of OPV vaccine and they mentioned at least
3 reasons for this wherein “lower supply than requirement’ appeared to be the
predominant one.

Vaccination session observation (Table 3.21) shows that most of the centres across all
the study areas (over 88%) used any sign announcing the location of vaccination sites.
A majority of them displayed EPI pasters. In many cases, more than one items (poster,
monifiag and banner) were simultaneously displayed for the purpose. A higher
proportion of the municipal centres administered OPV inside the rcom of a house at the
centre than the rural (72% vs 63%). But unlike the municipal areas, 10% of the rural
centres did it under trees.

Almost in all the rural and municipal centre, tally sheets were filed up for record
keeping of the recipients, while the use of vregister was considerably higher in rural
areas than in municipal (93% vs 81%). A considerable difference between the rural and
municipal areas regarding maintenance of discipline at the centres was found. But the
proportion of the centres protected from sun/rain was identical in both sjudy area type
(Table 3.22).

vii. Supervision: Table 3.23 reveals a slight variation in the planning and implementing of
supervisory plans for round 1 and 2 of NID in each of the study areas. Difference
between the plan and implementation was even more pronounced. In rural areas, the
aggregated difference between plan and implementation was 97% vs 91% which
appeared to be wider in municipal areas (97% vs 86%).

Although Table 3.24 illustrates that a good number of supervisors of different ranks and
status such as Deputy Commissioner, Civil Surgeon, Deputy Director-Family Planning,
Deputy Civil Surgeon, Thana Health and Family Planning Officer, Thana Executive
Officer, Medical Officer etc. extended supervisory inputs to the vaccination centres in
both rurali and municipal settings but none of the supervisors visited 28% and 22% of
the rural and municipal centres respectively (Table 3.25). Over 37% of both rural and
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municipal centres received at least one visit while some received 4 visits. It is worth

noting that most of the supervisors stayed less than 2 minutes in a centre.

Table 3.26 illustrates that a variety of activities were observed to perform by the visiting
supervisors during their visits with a varied intensity. In rural areas, the most frequently
done task was inquiry about the recording/tally sheet fill up followed by inquiry about
-target achievement. Considerable differences were evident between round1 and round2
in rural areas in the intensity of many tasks of supervisors e.g. inquiring about target
achievement (61% and round 1 and 38% in round 2). In municipal areas, OPV/VAC
stock checking appeared to be the most frequently done task by the supervisors during
their centre visits followed by inquiry about the progress of vaccination. Here also
noticeable differences were observed in many activities between the rounds of NID, e.g.
inquiry about target achievement (34% in round 1 and 29% in round?2).

3.2 Community Demand: Parental knowledge, perceptions and practices

Exit-point-interview: Table 3.2.1 shows the number of respondents per area and rounds
of NID,; thirty respondents in three different rural sessions and ten in the urban sessions in
each round of NID 1996.

i. Parental knowledge about the National Immunization Day : Three questions
were asked during both rounds to reflect parental knowledge about the NID:

a: From whom did you hear about the NID?
b. How long ago did you hear about the NID?
c. Do you know the date of the next NID?

a: Table 3.2.2 shows, most peopie (60%) in the three rural areas heard about the NID
from the Government Health Workers (GHW), although in Panchbaria miking was
mentioned more often then the GHWs for both rounds 1 and 2. Concerning the
second round all people in Rajnagar mentioned the GHWs as the only source of
information. For the three rural sessions (aggregated), miking was the second source
of information, however in Rajnagar miking was not mentioned by any of the
respondents. The five respondents who heard about the first NID from the NGO
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workers all came from Rajnagar. For both rounds, only a few people received
information about NID by radio or television (one), from relatives (one), their children
(one) or from a Community-Health Worker (CHW) (one).

In the urban area the first source of information was miking (80%) and the second
- was the GHWs (25%). Only a few also mentioned the CHW (one), the mosque

(one), radio or television (two) or the market (one) as the source of information.

b: In both rural and urban areas, concerning round 1 and 2, most people who heard
about NID by miking said that this was the day before NID or on the day itseff. The
GHWs spread the information about NID ranging from 2-3 days before, or (in most
cases) either one day before or on the NID itself.

Only a few people in Panchbaria village and in the urban area heard - for the first time
about NID from days untii one month before. In Panchbaria seven people
concerning round 1, and five people concerning round 2, heard about the NID
ranging more than 1 week in advance. In the urban area four people got information
about NID more than 15 days before. ‘

c: In the urban area all respondents knew that the next NID would be on May 16th, in
the three rural sessions only twelve (out of 30) respondents (40%) knew the date of
next NID; four in Rajnagar, six in Panchbaria and two in Charpara.

ii. Parental knowledge about the vaccine: The ‘exit-point-interview’ contained the
following three questions to assess the knowledge of the parents about the vaccine:

a: Which vaccine did your child receive today?

b: Why did your child receive this vaccine?

c: Which children should not receive the vaccine?

As Vitamin A was supplied besides OPV to children (1-5 years old) on NID round 2,

the parents of eligible children were asked two more questions in this regards.
d: What is given to your child beside OPV?
e: Why should your child receive this?
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Iin Table 3.2.3 the number of correct answers on these questions are given for both
rural and urban sessions during Round 1 and Round 2. In the next paragraphs the
answers cancerming the different questions will be specified.

a: As can been seen from table 3.2.3, after both rounds of the urban session , (about)
half of the people could tell that their child just received OPV. In the three rural areas,
after both sessions, only less than one third of the people could tell the name of the
vaccine. In Panchbaria the amount of people knowing the name of the vaccine was
highest, compared to the other two rural areas.

Six people (five were in Rajnagar and one in the urban area) classified the vaccine as
a drop, one as a medicine and one as ‘Shishu Tika' (child medicine).

b: The people who knew the name of the vaccine, were in most cases the same people
who aiso knew why the vaccine had been given to the child; to eradicate polio from
Bangladesh, or to protect the child against polio. About haif of the respondents in the
urban session knew the purpose of giving OPV. Other answers included: ‘everyone
takes it, so do I’; ‘it's a medicine for all diseases’ ; ‘people who give the vaccine say,
‘it's good for the child' and ‘it's good for the heaith of the child, ‘it won't get sick’. Less
then one third of the respondents in the rural sessién knew the purpose of giving
OPV. Other people thought it would cure diseases (four respondents in Rajnagar), it
would prevent childhood diseases, like measles, whooping cough or cholera (two
people in Rajnagar, four in Panchbaria and four in Charpara), or it would prevent the
child from the six immunisable diseases (one).

c: In the urban session more people knew the target group for receiving OPV than in
the rural sessions. In both rural and urban sessions however, the amount of
respondents knowing the target group for receiving OPV was higher than the amount
of people knowing the name and purpose of OPV (except in Charpara during the first
round, where no respondents could mention the target group for receiving OPV).
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Some respondents of the different sessions thought that children older than six years
should not receive the vaccine (four in Panchbaria and one in the urban session), or

that the vaccine was for all children (three respondents in Charpara).

d and e : The same five respondents in the urban session (during round 2) who knew that
OPV had been given to their child also knew that their child had received Vit A. Other
people only knew that it was a capsule (two), or classified it as a tabiet (one) or a red
tablet (two). Strikingly none of the respondents knew why Vit A had been given. One
respondent thought it would prevent different diseases.

Of the eighteen people in the three rural areas who were asked about Vitamin A
(because their child was older than one year), eight respondents (44%), of which six
were in Rajnagar, and two in Panchbaria, knew that Vitamin A had been given to
their child as well as OPV. In Panchbaria two other respondents knew that a vitamin
had been given to their child, however without knowing the name. In Charpara none
of the respondents could mention Vit A and OPV were given to their children,
although four people knew that it was a vitamin. Two people in Charpara classified it
as a tablet. ]

Only four people in total (two in Rajnagar, one in Pénchbaria and one in Charpara)
knew that Vit A was given to protect their child against night blindness. Four
respondents in Charpara thought that what they had classified as a tablet or a vitamin
would protect the child against different diseases.

iii. Accessibility: Four questions assessed some information about personal aspects of
respondents, which might affect the parental motivation for going to this or future
immunization sessions:

a: How long you had to wait in the center for the vaccination of your child?
b. How did you come here today?

¢. How long did it take you to come here today?

d. Did you experience any problems in coming here today?
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In the urban area, four people had to wait for longer than one hour to get the
vaccination for their children during round 1. Most respondents (round 1 and 2) told
that the waiting time for receiving the vaccination was less than 15 minutes. Some
parents had to wait between 15 and 30 minutes.

During both round 1 and 2, most respondents walked to the immunization session,
which took less than 15 minutes in most cases. During round 1, three people had to
travel more than 30 minutes. Only a few people came by rickshaw. No serious
problems were experienced in coming to the session.

In all three rural areas, most of the respondents (23 during round 1, and 28 during
round 2) did not have to wait for the vaccination of their child more than 15 minutes.
The rest of the people had to wait 15-30 minutes (seven during round 1, two during
round 2).

Almost all respondents walked to the immunization-session (28 during round 1, and
30 during round 2). Most of them (24 during round 1, and 27 during jound 2) could
reach the centre within 15 minutes. None of the respondents experienced serious
difficulties in coming to the centre. ‘

Preparation-day-interview: During both preparation days, people (not the same
respondents as during the NID) in the rural and urban areas were asked about their
knowledge of the coming NID and the vaccine given on that day. Five questions give
an impression of the parental knowledge about the coming NID and the vaccine that
would be supplied there:

a: What is the name of the vaccine that will be given on the NID?

b: Do you know the target group for this NID?

c: If your child has already received 3 doses of OPV earlier should it be brought to the
NID for another dose?

d: If you went to the NID last year, would you go to the NID this year again, even
when your child is older than 5 years? ’

e. Do you know why Vit A will be given?
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Three questions reflect the parental knowledge about the NID:

f. Do you know the dates of both NiDs?
g: Did you receive a referral-slip?
h:  To which centre are you planning to go?

The results of question “a” through “e” of this questionnaire are presented in table
" 3.2.4. As the results of the exit-point interview also indicated, the knowledge about
the vaccine given on NID was higher in the urban area. Although, during preparation
day, 60% of the respondents in the rural area knew that a child should get an extra
dose of OPV after already having received three doses previously as only 40% of the
respondents in the urban area could give the correct answer on this question.

Concerning question “f through “h” the following can be mentioned. On preparation
day 2, more respondents in the urban area knew that there would be an
immunization day on the following day, than on preparation day 1. More people
received a referral slip, and more people knew to which centre they were supposed to
go. In the two rural areas less people knew that there would be a NID compared to
the people in the urban area. On preparation day 1, six (out of 20) pedple received a
referral slip, on preparation day 2, eleven (out of 30). Thirteen respondents on
preparation day 1, and 24 on preparation day 2, knew to which centre they should go
for immunization.

3.3. NID Coverage

The RED survey (Hadi et al., 1996) found 79.4% and 81.1% of the eligible children were
administered OPV during round 1 and round 2 respectively, and 72.7% of the ta;'get
children (1-5 years) was administered vitamin A capsule (VAC) during the round 2 of NID
(Table 3.3.1). Both OPV and VAC coverage was consistently lower for the infants, and
children of S years old than those of the 1-4 years of age.

Data on OPV and VAC coverage collected from the vaccination centres at the énd of day

long observation showed a consistently higher coverage unlike the survey data (3.3.2)
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Over 69% of the children received both doses of OPV and 9.2% did not in either rounds
(Table 3.3.3). The dropout rate from round 1 to round 2 was 9.8% while in round 2,
11.8% children showed up who actually did not receive vaccination in round 1. When the
children were segregated by involvement of their parents with NGOs’ activities to assess
the level of coverage by both doses of OPV the proportion was found to be higher among
NGO participants (72.5%) compared to others not participating in NGOs' activities (67%).

Table 3.3.4 shows the change of coverage of children by round of NID and region. A wide
regional variation was evident in compliance on both the rounds of NID vaccinations
(April and May). Highest compliance was observed in Cox's Bazar region (92.5%)
followed by Kushtia (90.2%) whilst it was lowest in Kishoreganj region (15%).

Financing of the NIDs

Budget -- To meet up the direct costs of the 1996 NIDs US $ 7.1 million was earmarked.
Item-wise break-up of the budget indicated that 67.8% was allocated for NID vaccines
followed by 10.6% for cold chain equipments and 9.5% for operational and related
supplies.
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Figure 3.4.1: Iltem-wise break-up of NID Budget (in %)
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Sources of Funds -- Apart from the government of Bangladesh (13.5%) many
international and bilateral donors contributed to the budget, interalia, the important are
Japan (46.3%), Rotary (22.6%), and CDC-Atlanta (7%).
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Figure 3.4.2: Sources of funds for 1996 NID (in %)
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Community Financing — Table 3.4.1 shows that during NID preparation #terview about
one-fourth of the respondents in the rural areas and over one-third in the municipal areas
reported to have had developed some sort of IEC materials locally. In the rural area, item-
wise average production was: poster 842, leaflet 4,713, banner 19 but there were no
cinema slides and sticker productidn. Likewise, in the municipal areas the average poster
was 343, leaflet 5,100, banner 7, cinema slide 4 and sticker 100.

Funds for these were mobilised from different sources. Contribution of the government in
rural areas was 28% and it was 30% in municipal areas. Local government's (elected
body) contribution was 28% in the rural areas and 60% in the municipal areas. The
remaining proportions were contributed by NGOs, community and others.

Ten percent of the rural and 28% of the municipal areas reported to have raised funds
from the locality for other purposes such as entertainment, transport, publicity etc. The
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average amount raised in the rural area was Taka 11,285 or US $ 275 while it was
higher in municipal area, Taka 17,445 or US $ 425 (Table 3.4.2).

4. Discussion

Supply/Quality of Serivce

Several issues of preparation for 1996 NIDs were investigated through interviewing the
heads of health or their deputies in thana and municipality areas. An overwhelming
maijority of the respondents reported to have completed most of the preparatory tasks
investigated through the study for example, formation of NID coordination committees at
various levels, holding advocacy and planning meetings, preparing and implementing
supervisory plan etc. A little or no difference was traced in many issues of NID
preparation between both the rounds (16 April and 16 May) and rural and municipal
seftings. However, one major concern remain regarding the extension of immunisation
services to hard-to-reach population. This concern can be explained by the fact that
consistently Iow coverage of immunisation among these people still remains (Hadi et al.,
1995 and 1996). Although alternative measures already exist to reach such populations
and thereby increase coverage but these seem to be less effective to repister a sharp
improvement in coverage. The majority of the hard-to-reach populations were reported to
be of tribal, tea garden labourers and haors who live in a closed condition. They are
heavily surrounded by various superstitions. Elimination of these needs repeated
education and motivation through appropriate IEC intervention. But inappropnate social
mobilisation plan and weak implementation seem to be a great problem in such areas.
Besides knowledge of heailth workers about the programme is also important for carrying
out effective social mobilisation. This study found a poor knowledge particularly of the
rural providers on NID. Again, although three criteria (0-5S years of age; previous his;tory
of 3 doses OPV intake; and sickness) determine the eligibility of the target children but
retention of criterion-specific knowledge of the heaith workers was poor among the rural
providers. Another important issue we found during session observation was that some

vaccinators did not administer OPV to some attending children who received OPV a few

"1USD = Taka 41
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days earlier, thus they were missed. Besides guardians of some children with the above
history tended not to bring their children for OPV vaccination indicating that both the
providers and guardians alike were unclear about the NID procedures and the value of
NID.

Training of volunteers on NID is important to successfully implement it. The volunteers
interviewed on the vaccination day at the sessions said that, 5 in 16 rural and 4 in 6
municipal volunteers were given training. The consequences of the above issues may
affect not only the efficiency but also the impact of NIDs. Moreover, although unproben,
we were reported that a many of the Health and Family Planning workers tended to
recruit volunteers from among their relatives who just attend the campaign without doing
much work. Since they are relatives of the government workers, the supervisors are likely
unable to press them for hard work.

Accurate target fixation is very much needed to attain effective coverage. Registration of
the target children by visiting households is a more reliable approach towards accurate
targeting but in many cases target fixation was relied only on census which does not
bring into focus the correct scenario of the target children. The latter syst‘em also fail to
record the name and age of the children so that it is difficult to trace those who do not
show up on NID sessions. Our observation revealed that a considerable number of
vaccinators had no knowledge about their real number of target children. The problem
was even more acute in case of VAC. However, provision of child registration by visiting
households will ease the task of estimating the target group as well as to identifying the
leftouts.

Shortage of cold chain equipments threatens the effectiveness of vaccination. Reportedly
8 rural thanas and 2 municipalities had short supply of vaccine carriers while shortage of
ice packs was reported to be even wider. This obviously poses an increased risk of
damaging vaccine potency. We observed that in one centre, 2 OPV vials were supplied
to meet up the additional requirement putting these in a vanity bag risking the vaccine
potency. This was perhaps occurred as a result of short supply of vaccine carrier. -
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Use of any sign announcing the location of vaccination sites is very impo&ént for the
users to trace the location. Ten percent of the rural and 12% of the municipal centres
used no sign to announce the location of the vaccination sites which might be disturbing
especially for the mothers or younger caretakers bringing children to the centres and
thereby instigates them to go back home without vaccination. This may even create
qnamicable impression about the vaccinators affecting the psychosocial relation between

the providers and users, and eventually that injures the way of effective carr{paign.

OPV is one of the sun-shine sensitive vaccines in the package of EPI, entailing constant
effort to protect it from the sun-shine. Therefore, OPV vaccination in the open place is not
safe. Despite, 10% of the rural vaccination centres administered OPV under trees raising
a serious doubt about the potency of vaccines administered through those centres and
the level of protection from polio of the children receiving OPV from those centres.

Quality of OPV administration in terms of constant presence of ice pack inside the
vaccine carrier, administration of 2 drops of OPV to each child and dropping the OPV at
the back of children’s tongue appeared to be better. In spite of it, one critical issue was
that what was the quality of ice pack used during vaccination for the abeve purposes?
Although the observations revealed a universal presence of frozen ice pack inside the
vaccine carrier (over 97 %), but it was the finding of the iﬁﬂial stage of the sessions start.
All the ice packs became melted at some point of time but unfortunately these were not o
re-frozen nor any alternative was taken so far. More striking fact we found was that in
round 2, no icepack was meant for keeping OPV vials on the tables at the intervals of
vaccination. Therefore, such evidences may raise enormous doubts about the protective
value of OPV already administered through those centres.

Ensuring supervision during vaccination is a factor of effective operations leading to a
greater success in quality services delivery and coverage. Observation showed some
centres received no supervisory visits. However, in other centres, the visiting supervisors
performed a diversified activities but a majonty of rural supervisors concentrated mainly
on checking recordingftally sheet fill up and target achievement. In contrast,*municipal
supervisors mainly concentrated on OPV/VAC stock check up, and inquiry about the
progress of vaccination. The supervisors rarely inquired about the human aspects of the
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providers that may act as an incentive for the staff to work harder. Needless to say that
extending a simple appreciation to the vaccinators recognising their painstaking works
appears to be a more powerful incentive than that of money or any other materials to
stimulate them for steering more hardship. Identification of problems and providing
suggestions to solve those by the supervisors are one of the ways to enhance the
effectiveness of the interventions as well as to improve workers' problem solving capacity
in practical situation leading to a greater coverage. However, most of the supervisory
visits seemed to be mere inspections but not supervision in true sense,

Extent of vaccine wastage could be a predictor of the technical competence of the
providers which is essential for effective vaccination. The EP! accepted rate of vaccine
wastage is 15% for OPV. In the round 1 of both the rural and municipal areas, vaccine
wastage was 10% and 19% higher respectively than the accepted rates. In both rural and
municipal areas, it reduced to a significant level from round 1 to round 2, but the
reduction of the municipal area was not as sharp as was in the rural. This implies that as

the providers get experienced, their technical competence increases.

2. Community Demand Issues 4

Parental Knowledge on NID: Conceming the knowledge of the parents about NIDs, no
striking differences were found between urban (municipal) and rural areas , or between
Round 1 and 2. In all areas, for both rounds, the main sources of information were the
GHWSs and miking. In the rural areas most people heard about NID from a GHW - who
have given some parents a referral slip during household visits. The effect of posters,
announcements in mosques or messages on rickshaws, if present, didn't seem to have
been noticed by the people that much. Most of the mobilization for NiDs seems to have
been done only shortly before the NIDs. It would be interesting to know if an earlier start
of mobilization would result in a higher number of peopie coming to the sessions. This
might be expected more in the rural areas, because the lower population density requires
a longer period of mobilization to reach all people.

Because of the fact that in the rural sessions, during Round 1, not a lot of people knew
the date of the next NID (in the urban session all respondents knew the date of the next
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NID). This may suggest that, when parents were in the centre to have their children
immunized, no information has been given about the next NID. Spreading information
about the next NID to parents who just attended a session, might have had a positive
effect for the coverage on the next NID or regular immunization sessions.

The degree of knowledge of parents about the vaccine, the purpose, and the target group
of children eligible for immunization was higher among the respondents in the urban
session (the results of the ‘preparation-day interview’ also show this tendency). it would
be interesting to know if this can be related to a better supply of information during the
session, or during the period of mobilization.

Although the degree of knowledge in the urban session was higher than in the rural
sessions (on both preparation days, and the two NiDs ), overall the knowledge of parents
about OPV and Vit A is not very impressive. Most people were unable to mention the
name of the vaccine, and mention what they have just seen: a tablet, a capsule, a drop.
Strikingly, a lot of people thought that OPV and/or Vit A will prevent or even cure different
childhood diseases. Interestingly, more than half of the respondents seem to have
come to the NID without exactly knowing about what will be given to their child, and with
what purpose. :

Those who attended the NID did not face any trouble with transport or waiting time.
However, the pecple who might have had problems, probably have not come to the
session at all.

It must however, be stressed that the number of respondents per area were very limited,
so that caution must be exercised in interpreting the data from both interviews. -The
conclusions drawn in here also cannot be generalized.

NID Coverage: Although the BRAC survey on the coverage of 1996 NID (Hadi et al.,
1996) in rural areas found that the target children receiving 2 doses of OPV was 69.2%
which was substantially lower than the providers' reported coverage on the targets (94%
in rural area). The reasons for differentials between the reported and survey coverage
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could be manifold. The service statistice provided by the providers are unprocessed and
generally tend to be over-estimated. Besides, bringing the young infants particularly the
neonates to the centres was difficult and mostly inconvenient. Likewise, age
determination of the older children through survey requires special skills of the surveyors,
otherwise a number of children particularly those who are at 57-59 months of age cohort
are likely to be overlooked by the providers and thus missed from the denominators
affecting the coverage. Therefore, it was not unlikely that during registration for NID, -
children who were at this critical age cohort were consistently missed or overlooked due
to lack of required skills in age determination.

The above survey aiso revealed 72.7% of VAC coverage which was again considerably
lower than the rural providers’ reported figure of 89%, but strikingly the municipal
providers could report neither target nor coverage of VAC. Coverage statistics of VAC in
1995 NIDs revealed a coverage of 87.9% (HKVIPHN, 1995), which was nearly equal to
86.7% of the figure achieved through “National Vitamin A Week® carried out in 28
October-5 November 1995. However, the reasons of differentials between the inter-
agency (HKI/PHN and BRAC) figures could be similar to those cited for OPV coverage.
However, one discernible issue is that no gender differentials was traced in VAC
coverage (HKI/PHN, 1995; Hadi et al., 1996) as well as OPV (Hadi et al., 1996).

Financing of NID '

The government of Bangladesh contributed only 13.5% of the total budget of US $ 7.1
million for the 1996 NIDs and the rest came from different NGOs and bilateral donors,
majority from Japan (46.3%). This scenario reveals that fund dependency still continues
to remain a major constraint for Bangladesh necessitating exploration of ways and means
for self-financing for example, cost sharing by the community.

However, whatever is the cost of NIDs and sources of finance, NiD has its heaith and
economic value. The world community has already saved over US $ 2 billion since the
eradication of smallpox in the seventies. it is expected that polio eradication will aiso
provide benefits of similar magnitude. It is in particular believed that once polio is
eradicated, children will no longer suffer from the life long disabilities caused by polio
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virus, nor they will require polio vaccination, resulting in enormous health and financial
savings.

in fact, the full success of NIDs can be measured by the extent of reduction in polio
morbidity and mortality. We could not deal with this issue due to logistic and
methodological inconveniences. The government maintains a surveillance nationwide
that seems to be weakly developed and unable to produce correct and complete situation
of incidences of EP| diseases and mortality caused by them. Recent lameness survey
carried out by the EPI, Directorate General of Health Services Ministry of Heaith and
Family Weilfare, suggested that even with the current vaccination coverage about 2,000
Bangladeshi children develop poliomyelitis each year, of whom 3-5% die and the rest
remain disabled for ever. However, David reports (1996) that the number of poliomyelitis
cases reported to EPI during the 6 months following the 1995 NIDs came down by over
50% compared to previous years, testifying to the additive value of 1995 NIDs in halting
transmission of wild polio virus. worth-noting that we should be cautious in interpreting
these statistics because these are coming through the government routine surveillance
system which substantially under-reports the actual number of cases occurring in
Bangladesh (David, 1996). &

5. Conclusion

NIDs are now the annual events through which special efforts are made to administer 2
extra doses of OPV on 2 separate days at least 4 weeks apart to all children regardless of
their previous vaccination status. In true sense, NIDs are the supplements to the routine
EPI. To enhance the child survival and to protect the children's rights, VAC distribution

was also incorporated in NIDs, which is a highly laudable event.

Overall, the NIDs seemed to be effectively implemented although over 30% of the target
children did not receive both doses of OPV posing a challenge towards polio eradication.

However, the campaign appears to be getting a shape of social movement wherein many
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individuals and agencies including NGOs and bilateral donors contributed to the success
of 1996 NIDs.

To make the NIDs of 1997 more successful, all the procedural activities should be
strengthened, volunteers should be recruited and properly trained, govermmment
grassroots workers should be prepared, strong and effective IEC campaign should be
carried out, cold chain equipments should be adequately supplied at least 1 week ahead
of the 1997 NIDs and an effective surveillance should be in place to assess the changes
in polio incidence and mortality over time. Moreover, even in the face of political unrest,
complete freedom of movement of all sectors must be assured. All political parties should
extend more support to and participate in the preparation and implementation of NIDs to
demonstrate their sincere efforts towards protection of children's rights and heaith.

Issues for Further Study

Despite both the quantitative and qualitative approaches were used for the study data
collection, it reflected mainly the quantitative issues of the NID. To reveal the full scenario,
in-depth studies are important to carry out looking at different issues particularty the
following:

Providers: How do the providers and managers at different levels perceive NID, how is it
technically and operationally different from other EPI vaccines, how effective is NID for
polio eradication, what factors do motivate the providers to undertake NID, why NID for
polio eradication, what about other EP| diseases, what problems do they face in NID
operations, what steps are needed to increase coverage, who and how will implement
these, what is health and economic benefits of NID, what are the reasons of geographical
and social differentials in coverage, how these can be overcome, how short supply of cold
chain equipments can be solved, how knowledge of the grassroots vaccinators can be
improved?

Money contributors: Why some community people contribute money for NID, what are

their social characteristics, how community financing can be increased?
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Parents: what factors contributed to a higher degree of knowledge in the urban area (as
the results indicate) about the NID, and about the vaccine given on NID? How is the
information supplied before and during immunization days, to what extend does this
effect the knowledge of parents about immunization, and to what extent does a higher
degree of knowledge result in a higher coverage, of NIDs or routine immunization
sessions? Is information about the vaccine, the purpose of it and the target group less
important for NIDs than for routine immunization sessions? What is the effect of different
mobilization strategies, do rural areas require other strategies in order to mobilize the
people, and when should be started with mabilization? What are the problems of people
who did not come to the NID? How do the parents perceive poliomyelitis and OPV
vaccination (emic perspectives)? Why certain groups do not show up in vaccination

centres? What are their socioeconomic characteristics?
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Table 3.1: Percentage of respondents by NID coordination committee formation, advocacy
and planning meeting, round and study area type (Preparatory interview)

Rural Municipal
Indicators Round1 | Round2 | Total | Round1 | Round2 | Total
N=63 N=63 N=106 N=16 N=14 N=29
a. NID coordination 94.0 96.0 95.0 93.0 93.0 93.0
committees exist
b. Advocacy and planning
meeting held at least 100.0 91.0 95.0 100.0 71.0 86.0
one day ahead of
vaccination
c. Average vaccination
centre:
(i) Planned 271 273 272 45 45 45
(i) Actually opened 271 273 272 45 45 45
Table 3.2: Percentage of respondents by volunteer recruitment on target and training given
(Preparatory interview)
Rural Municipal
indicators Round1 | Round2 | Total | Roundi1 ! Round2 | Total
N=83 =53 =106 =15 =14 N=29
a. Vaccinator: s
i. Recruited on target 95.0 NA 95.0 94.0 NA 94.0
ii. Trained the recruitees g97.0 NA 970 | 870 NA 87.0
b. Social mobiliser:
i. Recruited on target 86.0 NA 86.0 103.0 NA 103.0
i. Trained the recruitees 98.0 NA 98.0 91.0 NA 91.0
Note: NA=Not applicable
Table 3.3: Percentage of service providers receiving training/orientation on NIDs (Interview
on vaccination day)
Rural Municipal )
Providers Round1 | Round2 | Total | Round1 | Round2 | Total
Government 100.0 75.0 857 100.0 100.0 100.0
3) 3) (6) 3) (1) (4
N=3 N=4 N=7 N=3 N=1 N=4
Volunteer 25.0 37.5 31,3 50.0 75.0 66.7
‘ (2) 3) (9) (1) Q) (4)
N=8 N=8 N=16 N=2 N=4 =6

Note: Figures in parentheses indicate number of providers receive training.

NIDs1.doc 123 38




Table 3.4: Percentage of service providers by organization (Session observation)

Service providers and Rural Municipal

their organization Round1 | Round2 | Total | Round1 | Round 2 | Total
Gomt. health worker (Gowt. 211 19.6 20.3 1.8 5.6 3.6
health deptt.) (40) (35) (75) (1) (3) (4)
Gowt. family planning 10.1 12.3 11.4 5.4 5.6 8.5
worker (Gowvt. F.P. (20) (22) (42) (3) (3) (6)
deptt.)
VDP member - J | 2.2 2.2 0.0 0.0 0.0
(Defence Ministry) (4) (4) (8) (0) (0) (0)
Municipal Commissioner/ 0.0 0.0 0.0 8.9 3.7 6.4
Municipal staff (Local (0) (0} Q) (5) (2) (7)
Govt.)
Teacher 12,6 13.4 13.0 25.0 7.4 16.4
(Gowt. school) (24) _(24) (48) (14) (4) (18)
Student 16.3 21.8 1.0 10.7 25.9 18.2
(Schoal/College) (31) (39) (70) (6) (14) (20)
Villagers/Local people/ 8.9 5.6 7.3 16.1 1.9 9.1
Others (17) (10) (27) 9 (1) (10)
BRAC worker 221 21.8 220 8.9 315 20.0
(BRAC) (42) (39) (81) (5) (17) (22)
Other NGO workers 6.3 3.3 4.9 23.2 18.5 20.9
(12) (6) (18) (13) (10) (23)
All 190 179 369 56 54 110

Note : Figure in parenthesis indicate member of respondents

Table 3.5: Percentage of respondents by special plan for hard-to-reach area and study
area type (Preparatory interview) )

Rural Municipal
Indicators Round1 | Round2 | Total | Round1 { Round2 | Total
N=53 N=53 N=106 N=15 =14 N=29
a. Have no hard-to-reach 60.0 58.0 59.0 100.0 100.0 100.0
area
b. Have hard-to-reach area 40.0 42.0 41.0 NA NA NA
c. Special plan prepared 4
(% of those have hard- 91.0 82.0 86.0 NA NA NA
to-reach area)
d. Plan implemented (% of 840 100.0 92.0 NA NA NA
those have plan)

Note: NA=Not applicabie
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Table 3.6: Percentage of respondents with hard-to-reach area by special social
mobilisation strategy and study area type (Preparatory interview)
Rural Municipal
Indicators Round1 | Round2 | Total | Round1 | Round2 | Total
N=21 N=22 N=42
. Special strategy
i. Planned 81.0 77.0 79.0 NA NA NA
ii. Implemented 94.0 94.0 94.0
. Social maobilisation 68.0 72.0 70.0 NA NA NA
strategy adequate for all
area type
N= 53 53 106
Note: NA = Not applicable
Table 3.7: Other works done for NID campaign (Preparatory interview)
Work Rural Municipal Both areas
RO1 | RO2 | Total | RO1 | RO2 | Total | RO1 | RO2 | Total
General meeting 825 | 925 | 925 | 867 | 643 | 759 | 912 | 86.6 | 83.9
(49) | (49) | (98) | (13) [ (9) i (22) | (62) | (58) | (120Q)
Publicity (miking) 830 | 765 | 792 | 933 | 857 : 89.7 | 853 | 776 | 815
(44) | (40) | (84) | (14) | (12) : (26) | (S8) | (52) | (110
Announcementat | 71.7 | 736 | 726 | 40.0 | 500 : 44.8 | 647 | 68.7 | 66.7
school (38) | 39) | (77) | (8) (T) i (13) | (44) | (46) | (S0)
Announcementat | 71.7 | 71.7 | 717 | 46.7 | 500 | 483 | 66.2 | 67.2 | 66.7
_mosque (38) | (38) | (76) (7) (7) @ (14) | (45) | (45) | (90)
Drum beating 170 | 13.2 | 151 6.7 71 1 69 | 147 | 11.9 | 133
(9) (7) (16) (1) (1) (2) | (10) | (8) [ (18)
Postering 1.9 0.0 0.9 6.7 71 ; 69 29 | 15 2.2
1) 0 (1) (1) (1 (2) 2 | 1 1 @
Local folk song 1.8 0.0 0.9 0.0 0.0 0.0 15 | 00 0.7
@) | © (1) (Q) (O) (0) 1 1 © | 1
Film show 3.8 19 28 6.7 Ful 6.9 44 | 30 | 37
2 | () (3) (1) (1) (2) @) [ (2 | (B
Rally 18 0.0 0.9 0.0 0.0 0.0 1.5 | 00 | 07
(1) Q) (1) (0) (0) (0) M 1 © { (1)
Through local 0.0 0.0 0.0 6.7 0.0 3.4 1.5 | 0O | 07
news paper © | (0) (0) (1) (0) (1) M @ ¢ ()
Others 0.0 0.9 0.9 0.0 0.0 0.0 00 | 15 | 0.7
(0) (1) (1) Q) (0) Q) © | (1) ¢ ()
Not stated 19 5.7 38 0.0 142 | 69 15 | 75 | 44
- (1) (3) (4) (0) (2) (2) (1) | (5). | (6)
N= 83 53 106 15 14 29 68 67 135
Note: Figure in parenthesis indicate number of respondents.
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Table 3.8:

residence (Preparatory interview)

Target determining process and average target children per centre by round and

Rural Municipal
Indicators Roundi1 | Round2 Total Round1 | Round2 Total
(N=33) | (N=53) | (N=106) | (N=15) | (N=14) [ (N=29)

1. No of target children per

thana /Municipal

according to :
a) Census 44,630 | 44,020 | 44,347 | 12,387 | 13,257 | 12,804
b) Registration 42,854 | 43,989 | 43,438 9,842 9,550 | 9,701
2. Average target children

per centre

a) Census 165 161 163 275 294 284

b) Registration 158 161 159 219 212 216

Table 3.9:

for OPV (Interview on vaccination day)

Percentage of providers by correct knowledge on the eligibility criteria of children

Rural Municipal
Eligibility criteria Round1 | Round2 | Total | Round1 | Round2 | Total
(N=11) | (N=12) | (N=23)| (N=5) | (N=5) N=10
Age: 0-5 yrs 81.8 58.3 69.6 100.0 100.0 100.0
(9) () (16) (5) ) (10)
3 doses already received 90.9 75.0 82.6 100.0 100 100.0
earlier (10) (9) (19) (5) (5) (10)
Sick children 72.7 18.3 783 [ 100 100.0 100.0
_(8) (10) (18) ) )] (10)

Notes: Figure in parenthesis indicate number of respondents, Multiple answers considered

C = Correct, | = incorrect

Table 3.10:  Percentage of providers by correct knowledge of age of the target children for
VAC in NID (1-5 years old) (Interviewed on vaccination day)
Status Rural Municipal

Round 1 Round2 | Total | Round1 Round 2 Total

Yes NA 100.0 100.0 NA 80.0 80.0

(12) (12) (4) (4)

No NA 0.0 0.0 NA 20.0 20.0

(0) ©0) (1) (1)

N= - NA 12 12 NA 5 5

Notes : Figure in parenthesis indicate number of respondents

NA= No applicable
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Table 3.11:

(Session observation and interview)

Percentage of providers by knowledge of both target and coverage of children

Rural Municipal
Indicators Round 1 Round 2| Total | Round 1 Round 2| Total
N=62 N=67 =119 =16 N=16 N=32
1. Knowledge on both target
and coverage of OPV (% 98.0 98.0 98.0 81.0 94.0 88.0
of providers)
2. Knowledge on both target
and coverage of VAC (% NA 5.0 5.0 NA 0.0 0.0
of providers)
Note: NA = Not applicable
Table 3.12: Strategy planned to bring the leftout children (Preparatory interview)
Strategy Rural Municipal
Round1 | Round2 Total Round1 ' Round2 | Total
(N=53) | (N=53) | (N=106) | (N=15) | (N=14) | (N=29)
The leftout children to be 64.2 49 1 56.6 66.7 ' 643 65.5
captured with the help of (34) (26) (60) (10) : 9) (19)
volunteers, Gowt. i
workers/NGO s
workers/parents
Through mobilization/ 245 37.7 31.1 20.0 28.6 241
motivation (13) (20) (33) (3) (4) (7)
Feed palio in the normal EPI 5.7 1.9 8.7 6.7 - 3.4
session (3) (1) (6) (1) Q) (1)
Feed polio at the households 3.8 3.8 3.8 6.7 - 3.4
level (2) (2) (4) (1) () (1)
Feed polio in round-2 NIiD 19 0.0 0.9 0.0 0.0 0.0
session (1) (0) (1) @ 1 (O {0)
No strategy 57 0.0 2.8 6.7 14.3 10.3
(3)_ Q) 3) (1) (2) )
Others 19 7.5 47 0.0 0.0 0.0
1) (4) (9) ©) Q) (@)
Not stated 0.0 3.8 1.9 0.0 0.0 0.0
©) (2) (2) Q) (0) ©

Note: Figure in parenthesis indicate number of respondents
Note: Muitiple answers considered
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Table 3.13:

observation and interview)

Steps taken to bring the children who did not show up timely (Session

stéps

Rural Municipal
Round 1| Round2 Total | Round1| Round2| Total
1. Brought children through 79.0 86.0 82.4 68.8 68.8 68.8
household visit by (49) (49) (98) (11) (11) (22)
volunteers/govt. workers
2. Informed mothers through 16.1 8.8 12.6 18.7 18.7 18.8
other mothers (10) (5) {15) (3) (3) (6)
3. Through miking from 8.1 10.5 9.2 0.0 0.0 0.0
mosques ) (6) (11) (0) (0) Q)
4. Brought with the help of 0.0 3.5 1.7 0.0 0.0 0.0
local elites (0) (2) (2) (0) Q) (0)
5. Fed polio through house 3.2 1.8 25 0.0 0.0 00 !
to house visit (2) (M (3) Q) Q) (@)
6. No measures taken 14.5 5.2 101 18.7 25.0 21.9
©) 3) (12) 3) (4) (7) '
N= 62 57 | 119 ] 16 16 2

Notes: Muitiple responses considered

Figure in parenthesis indicate member of respondents
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Table 3.14:  Distribution of respondents by status of vaccines required and ready stock ,
shortage, round and residence (Preparatory interview)
Indicators Rural Municipal
Round1 | Round2 | Total Round1 | Round2 | Total
{N=53) | (N=53) | (N=106) | (N=15) | (N=14) | (N=29)
1. OPV Vial per thana/Municipal
a) Average required 2,729 | 2,966 | 2,797 749 803 774
a) Average ready stock 2,981 3,206 | 3,092 850 978 909
2. a. Average vial required per 10 11 105 i 18 17.5
centre
b. Average ready stock per 11 12 11.5 19 22 205
centre
N= 271 273 272 45 45 45
3. Supply seeking source , if
shortage™:
a) Stock adequate (% of
respondents) 28.0 19.0 240 7.0 14.0 10.0
b) Civil surgeon office(% of
respondents) 34.0 32.0 33.0 | 470 57.0 52.0
¢) Routine EPI stock(% of
respondents) 23.0 25.0 24.0 40.0 21.0 31.0
d) Not stated (% of respondents)
1.0 26.0 23.0 7.0 7.0 7.0
4. Shortage of cold chain
equipments*: N=4 =4 =8 =1 N=1 N=
a) Vaccine carrier: 18 Nos (% of ‘
respondents having
shortage) 25.0 25.0 25.0 0 0 0
b) lce pack (% of respondents
having shortage):
60 Nos. 0 0 0 100.0 0 50.0
76 Nos. 25.0 25.0 25.0 0 0 0
82 Nos. 0 250 125 0 0 0
100 Nos. 25.0 25.0 25.0 0 0 0
139 Nos. 0 250 12.5 0 0 0
200 Nos. 25.0 0 12.5 0 0 0
500 Nos. 0 0 0 0 100.0 | 50.0
*Multiple responses counted
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Table 3.15: Means of transporting vaccines to NID centre (Preparatory interview)

Means of Rural Municipal

transport Round1 | Round2 Total Round1 | Round2 Total
(N=53) | (N=53) | (N=106) | (N=15) | (N=14) (N=29)

Bicycle 86.8 81.1 84.0 73.3 64.3 69.0
(46) (43) (89) (11) ) (20)

Motor cycle 66.0 1.7 68.9 73.3 85.7 79.3
(35) (38) (73) (1) (12) (23)

Cart - 13.2 17.0 15.1 6.7 143 10.3

(7) (9) (16) (1) (2) (3)

Rickshaw/Van 62.3 66.0 64.2 40.0 28.6 345
(33) (35) (68) (6) (4) (10)

Car 41.5 47.2 46.2 46.7 427 448
(24) (25) (49) (7) (6) _(13)

On foat 415 47.2 143 6.7 71 89

(22) (25) (47) (1) (1) (2)

Boat 94 20.8 15.1 6.7 143 10.3

(5) (11) (18) (1) (2) 3)

Note: Figure in parenthesis indicate number of respondents
Note: Multiple answers considered

Table 3.16:  Proportion of respondents received different logistics (Preparatory interview)
Materials Rural Municip4l
Round1 | Round2 | Total Round1 | Round2 Total
(Yes) (Yes) (Yes) (Yes) (Yes) (Yes)
Recording form 98.1 100.0 99.1 93.3 829 93.1
(52) (53) (105) (14) (13) (27)
Registration slip 98.1 100.0 99.1 93.3 92.9 93.1
(82) (53) (105) (14) (13) (27)
Tally sheet 100.0 98.1 99.1 100.0 100.0 100.0
(53) (52) (105) (15) (14) (29)
Reporting form 100.0 98.1 99.1 100.0 100.0 100.0
(53) (52) (105) (15) (14) (29)
Poster 100.0 98.1 99.1 93.3 85.7 89.7
(53) (62) (105) (14) (12) (26)
Leaflet 96.2 98.1 97.2 93.3 929 93.1
(51) (52) (103) (14) (13) (27)
Sticker 96.2 96.2 96.2 933 92.9 93.1
(51) (51) (102). (14) (13) (27)
N= 53 53 106 15 14 29
Note: Figure in parenthesis indicate number of respondents
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Table 3.17:

Percentage of providers opinion about the receipt of different logistic supplies in
the rural area (Interview on vaccination day)

Logistics Round 1 Round 2 Total
N=11 N =12 N =23
Suffici| Insufficl Don’t| Suffici| lnsuffici Got | Don’t| Suffici mumcr Got | Don't
ent ent | nothingl know| ent ent | nothing| know| ent ent g know
Poster/Flag/| 54.5| 36.4 0.0 9.1} 917 83 0.0 00| 739 217 0.0 43
Banner ® | (4 O | (M anf o) © 1 O 07D O © | M
Pofio vial 909/ 0.0 00 | 91| 91.7| 00 0.0 83| 91.3| 00 0.0 8.7
(10)} (0) © | (W] | (0 (0) W] @2y (© (0) (2)
Polio 809| 00 00 | 91| 917 00 0.0 83| 913 00 0.0 8.7
dropper (100} (0) © ; M) (] © (0) M| @n) (0 (0) (2)
Ice pack 727 91 0.0 | 182 91.7| 00 0.0 83| 826! 43 00 i 130
(8) (1) 0 | @ (1] (0 (0) M a9 M- O ; (3)
Register 809| 00 00 | 91] 91.7] 00 | ' 0.0 83| 91.3] 00 0.0 : 8.7
(10) | (Q) O | (i (Y} (©) | (9 (H} (21| (0) 0) . (2
Tally sheet 90.9 0.0 0.0 91| 917 00 | 00 83| 913 00 00 | 87
(100 (0 O | (W] (v © 1 () U) (21)| (9) 0 : (2)
Registration! 81.8 9.1 0.0 81| 750 00 ‘ 16.7 7831 44 87 t+ 87
siip (9) (1) Q@ | (M| (9 (0) P (2) U) (1) (1 2 ! L2)
VAC NA NA | NA NA| 917 } 00 83 - - = ]
@l @ ! © | o L

Note : Figure in parenthesis indicate member of respondents
NA = Not applicable
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Table 3.18:

Providers opinion about the receipt of different logistic supplies in the municipal
area (Interview on vaccination day)

Logistics Round 1 Round 2 Total
N=5 N=S§ N =10
Suffici) insuffici Got | Don't] Sufficl] Insuffici Got | Don’t| Suffici| insuffici Got Don't
ent | ent know| ent | ent | nothing know| ent | ent | nothing| know
Poster/Flag/| 80.0 0.0 0.0 | 200f 00 80.0 0.0 20.0] 40.0| 400 0.0 20.0
Banner (4) (0) (0) (1)1 (0) (4) (0) (1) (4) (4) (0) (2)
Polio vial 80.0 0.0 0.0 | 20.0] 1000 O©.0 00 00| 900 0.0 0.0 10.0
' 4) (0) ©) (M| ) (0) 0) 9 (9) V] (0) &)
Polio 80.0 0.0 0.0 | 20.0| 1000 0.0 0.0 00 ] 900 00 0.0 10.0
dropper 4) (0) (0) (1| &) (0) (0) (0) (9) (0) (0) (1)
lce pack 600| 200 00 | 200 0.0 80.0 0.0 200{ 300 50.0 00 20.0
(3) M (0) (1) (©) (4) (0) (1) (3) (5) (0) (2)
Register 80.0 0.0 00 | 200 0.0 0.0 800 | 200] 400 0.0 '40.0 20.0
A (4) (0) Q) (i (9) (0) (4) (1) (4) (0) (4) (2)
Taly sheet 60.0 0.0 200} 20.0) 80.0} 20.0 0.0 00} 700} 100 10.0 10.0
(3) 0 1 My 4 1) 9 | (O (7 1 (1) (1)
Registration| 60.0 0.0 00 | 400l 0.0 00 800! 200} 300 0.0 400 300
slip (3) Q) 0) (2)] (0) (0) (4) (1) (3) {0) (4) (3)
VAC NA NA NA NA | 1000 0.0 0.0 0.0 - - - -
(5) {0) 0) | (9) !

Note: Figure in parenthesis indicate member of respondents
NA = Not applicable

Table 3.19:  Percentage of centre by cold chain maintenance, vaccination and residence
(Session observation). $
Rural Municipal
Indicators Round'| Round?| Total | Round'| Round’ | Totai
N=62 N=57 =119 =16 =16 N=32
. Presence of frozen
icepack in vaccine carrier 98.0 98.0 98.0 94.0 100.0 g7.0
(% of centre)
. Keeping OPV vial on
icepack at the interval of 82.0 77.0 80.0 81.0 69.0 75.0
vaccination (% of centre) '
. 2 drops of OPV given to
each child (% of centre) 98.0 100.0 99.0 100.0 100.0 100.0
. OPV vaccine dropped at
the back of tongue of 55.0 61.0 58.0 75.0 88.0 81.0
the children (% of centre)
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Table 3.20: Distribution of centres by OPV vial supply, use , shortage and residence
(Session observation and interview)
Indicators Rural Municipal
Round1| Round2 | Total] Round1| Round2 | Total
N=62 N=57 N=119] N=16 N=16 N=32
1. Average vial supplied per
centre 14 14 14 18 17 17.5
a. Highest 31 40 - 60 38 0
b. Lowest 6 3 - 7 6 0
2. Average vial used per centre
a. Highest 13 1 12 15 13 14
b. Lowest 30 27 - 56 35 0
c. Vaccine wastage rate (%)* 4 2 - 4 5 4]
25.0 13.0 19.0 34.0 15.0 25.0
3. Shortage of vaccine 5.0 4.0 4.5 13.0 8.0 8.0
(% of centre)
4. Reason of shortage (% of
centre had shortage)™:
a. Lower supply than !
requirement 2 2 4 ! 1 1 2
b. Children from other centre '
came here 0 0 0 ; 1 0 1
c. Children outside of target i
list came 1 0 1| 0 0 0
*EPI accepted rate is 15%
*Multiple responses considered. "
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Table 3.21:

vaccination and residence (Session observation)

Percentage of vaccination centres by different indicators of location/ place of

Rural Municipal
Indicators Roundi1 | Round2 | Total | Roundi | Round2 Total
N=62 N=87 N=119 N=16 N=16 N=32
1. Any sign for locating sites
(% of centres) 920 88.0 90.0 94.0 81.0 88.0
2. ltem used for locating
sites (% of centres used
any sign)*
a) Poster 97.0 90.0 94.0 80.0 85.0 82.0
b) Moniflag (EPJ) 11.0 14.0 12.5 200 230 215
c) Banner 1.0 30.0 20.5 33.0 23.0 280
3. Number item used for
locating sites (% of those
who used any item)
1 tem(s) 83.0 66.0 75.0 67.0 77.0 71.0
2 ltem(s) 18.0 320 240 330 15.0 25.0
3 ltem(s) 0.0 20 1.0 0.0 8.0 40
4. Place of vaccination at the i i
centre (% of centres) i
a) Inside room 60.0 68.0 63.0 690 | 750 720
b) Inverandah 27.0 26.0 27.0 30 | 250 28.0
¢) Under a free 13.0 70 10.0 0.0 { 0.0 0.0
i

"Multiple answers considered

[

Table 3.22: Percentage of centres by record keeping and maintenance of discipiine
(Session observation) ;
Indicators Rural Municipal
Round'| Round’] Total | Round'| Round?’| Total
N=62 N=5§7 | N=119| N=16 N=16 N=32
1. Tally sheet used
(% of centre) 97.0 93.0 95.0 94.0 100.0 g97.0
2. Register used
(% of centre) 92.0 95.0 93.0 75.0 88.0 81.0
3. Discipline maintained at
the centre (% of centre) 73.0 72.0 72.0 75.0 81.0 78.0
4. Centre protected from
sun/ rain (% of centre) 89.0 970 1 920 94.0 100.0 97.0
NIDs1.doc 1 3 4 49



Table 3.23: Percentage of respondents by status of supervisory plan and implementation,
NID round and type of study area (Preparatory interview)
Rural Municipal
Indicators Round1 | Round2 Total Round1 | Round2 | Total
N=63 N=63 N=106 N=15§ N=14 N=29
NID supervision plan
. Prepared 98.0 96.0 97.0 93.0 100.0 g7.0
ii. Implemented 94.0 88.0 91.0 86.0 86.0 860
Table 3.24: Percentage of supervisors by designation (Session observation and interview)
Designation Rural Municipal
Round1 | Round2 Total | Round1! Round2! Total
1. BRAC staff 17.4(8) | 200(8) [186(16)] 91(1) ! 0.0(Q) : 4.0(1)
2. THFPO 23.9(11){ 17.5(7) | 20.9(18) | 0.0(0) ; 0.0(0) ;| 0.0(0)
3. TFPO | 6.5(3) 25(1) 46(4) | 00(Q) | 0.0(0) : 0.0(0)
4. ATFPO ! 22(1) 25(1) 232 | 00 ' 00 i 0.0
5. CS | 6.5(3) 5.0(2) 58(5) | 0.0(0) | 21.4(3) 1203
6. DCS ,_0.0(0) 0.0 (0) 000 [ 81! 71(1) . 80(
7. DC 2.2(1) 0.0 (0) 1.2(1) 000 i 71 (1) 4.0(1)
8. ADC 4.3 (2) 5.0(2) 4.6 (4) 00 i 0.0 : 00(0)
9. DDFP 432 0.0 (0) 23(2) | 0.0(0) | 00(0) | 0.0(0)
10. TNO 6.5 (3) 0.0 (0) 35(3) | 0.0 i 00(0 i 0.0(0
11. MO 1527 | 125(5) |1 13.9(12)] 9.1 (1) | 143 (2}i 12.0(3)
12. HI 348(16)] 325(13) 3371291 91 (H I 71 () | 80(2
13. AHI 304(14)] 200(8) [ 256 (2] 91(1) | 0.040) ' 40(1)
14. FPI 10.9(5) | 125(5) [ 11.6 (10} 27.3(3)! 0.0(0) ' 12.0(3)
15. EPl Tech 43 (2) 0.0 (0) 23(2 1 000 | 71 (1) : 40(1)
16. HA 65@3) | 125(5) | 93(8) | 00(® ! 00(0) i 0.0(0)
17. Si 0.0 (0) 0.0(0) 000 { 91(1) 21.4(3)' 16.0(4)
18. Sr. FWV 0.0 (0) 0.0 (0) 00 | 91 ()i 71 (1) | 80(2
19. Dist. EPI Supervisor 2.2(1) 2.5(1) 23(2) 1364@)| 71(1) i 20.0(5)
20. Health education officer 6.5 (3) 5.0 (2) 5.8 (5) 91(1) { 0.0(0) 40(1)
21. District health superintend-dent 22(1) 0.0 (0) 1.2 (1) 9.1(1) [ 0.0(0) 40 (1)
22. District public health nurse 0.0 (0) 0.0 (0) 0.0 (0) 9.1(1) | 0.0(0) 40(1)
23. SE-DPHE 22(1) 0.0 (0) 1.2(1) 0.0(0) | 0.0(0) 0.0 (0)
24. Agri-officer 22(1) 0.0 (0) 12(1) | 00() | 60(0) | 00(0)
25. Dist. cold chain technician 22(1) 2.5(1) 23(2) | 00(0) | 0.0(0) | 0.0(0)
26. Thana administrative officer 22{(1) | 00(Q) 1.2(1) | 00(0) | 0.0(0) | 00(O
27. Municipality nirbahi officer 0.0 (0) 0.0 (0) 0.0(0) | 0.0(0) | 28.6(4)| 16.0(4)
28. Municipality commissioner/UP 00 | 25(1) | 12(1) [ 273(3)] 21.4(3)| 24.0(6)
member
29. Thana_education officer 00(0) | 25(1) 1.2(1) | 00(0) | 0.0(0) ; 0.0(0)
30. Municipality secretary 0.0 (0 0.0 (O) 0.0(Q) 000 { 71 (1) 4.0 (1)
31. Municipal chairman 00() | 00 | 00(@) [ 00(0) | 21.4(3){ 120(3)
32. NGOs officer 0.0 (0) 0.0 (0) 0.0 (0) 9.1(1) | 28.6(4){ 20.0(5)
33. UN body officer 0.0 (0) 12.5 (5) 58(5) | 0.0(0) | 0.0(0) 0.0 (0)
34. Women _affair officer 0.0 (0) 0.0 (0) 00 | 00(0) | 7.1 (1) 40(1)
35. Others (project officer) 22(1) 0.0 (0) 1.2(1) 00 | 71 (1) 40(1)
= 46 40 86 11 14 25

Notes: Multiple responses were considered Figure in parenthesis indicate number of respondents
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Table 3.25:

Percentage of centres by number of supervisors visit (Session observation and

interview)
Number of Rural Municipal

visit Round1 Round2 Total Round1 Round2 Total
. N=62 =67 =119 N=16 N=16 N=32
0 25.8 28.9 27.7 313 125 21.9

1 37.1 36.8 37.0 25.0 50.0 37.5

2 16.1 22.8 19.3 25.0 12.5 18.8

3 12.9 7.0 10.1 18.7 12.5 15.6

4 3.2 1.8 2.5 0.0 12.5 6.2

5 3.2 0.0 1.7 0.0 0.0 0.0

6 1.6 1.8 1.7 0.0 0.0 0.0
Average 1.9 17 1.8 1.9 1.8 18

H highest 6 . 6 6 3 4 4

Lowest 0 0 0 0 0 0

Note: Figure in parenthesis indicate number of centres.
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Table 3.26: Work performed by the supérvisors during visiting vaccination centres (Session
observation)
Work Rural Municipal
Round1 | Round2|{ Total | Round1 | Round2 | Total
1. Checked recording/ tallyf 54.3 50.0 53.3 455 429 440
sheet fill up (25) (20) (45) (5) (6) (11)
2. Inquired about target 60.9 375 50.0 34.4 28.6 32.0
achievement (28) (15) (43) (4) 4) (8)
3. Checked register 32.6 375 | 349 | 454 28.6 36.0
(15) (15) (30) S) (4) (9)
4. Checked quality of OPV{ 34.8 27.5 31.4 9.1 143 . 12.0
administration (16) (11) (27) (1) (2) 3)
5. Observed cold chain 326 228 271 18.2 28.6 24.0
condition (15) 9) (24) (2) 4) (6)
6. Checked session 239 25.0 244 18.2 7.1 1240
management (11) (10) (21) (2) (1) 3)
7. Checked the progress 186.2 20.0 17.4 27.3 71.4 52.0
of vaccination (7) (8) (15) 3 (10) (13)
$
8. Filled NID supervisory 156.2 7.5 11.6 9.1 0.0 4.0
checklist ) 3) (10) 1 Q) (1)
9. Checked stock of OPV/ 8.7 10.0 9.3 100.0 64.3 68.0
VAC (4) 4) (8) @8) )] (a7
10. Checked attendance of 6.5 7.5 7.0 9.1 14.3 12.0
workers <) 3) (6) (1) (2) (3)
11. Checked discipline of 43 5.0 46 0.0 0.0 0.0
centres (2) ) 4) Q) Q) Q)
12. Appreciate the workers 8.7 0.0 46 0.0 7.1 4.0
(4) (0) (4) (Q) (1) ()
13. Inquired about problemsg 0.0 0.0 0.0 273 214 24.0
, ) (0) Q) @) 3) (6)
N= 46 40 86 11 14 25
Notes: Figure in the parenthesis indicate number of respondents
Muitiple responses counted
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Table 3.2.1; The number of respondents by area and round of NID

District Thana/ Status of Name of the Respondents Total
Munic. thana centre Rnd 1 | Rnd2
Narayangonj | Araihazar rural Panchbaria 10 10 20
Charpara 10 10 20
Rajnagar rural Rajnagar 10 10 20
Moulvibazar Moulvibazar | urban* Moulvibazar 10 10 20
* Municipality
Table 3.2.2: # of people naming each of most common sources of information about NID
Source Rural Urban
round 1 round 2 round 1+2 round 1 round 2 round 1+2
(N=26) (N=22) (N=48) (N=10) (N=10) | (N=20)
Miking (6) (5) 23% (8) (8) 80%
GHW (14) (19) 60% (1) (4) 25%
Neighbaors (8) (1) 12% (1) (1) 10%
NGO workers ) - 10% - - -

Note: Figures in parentheses indicate responses
Multiple responses considered.
Full questions are in section 3.2 (Parental knowledge about the vaccine)

Table 3.2.3: Number of correct answers on questions related to knowledge of Vaccine (exit
point interview)

Rural Urban
Round 1 Round 2 Round|{ Round|{ Round{ Roun
N=30 N=30 142 1 2 d
142
Raj Pan. | Char.| Tot Raj. Pan. | Char.{ Tot. Tot. Mo Mo Tot.
N=10| N=10| N=10 =301 N=10| N=10] N=30| N=30| N= N=10| N=10| N=20

Quest. (1) (4) (3) (8) (2) (4) (2) (8) 27% (4) {5) 45%
a
Queit (N (3) (3) )] (2) (3) (1) (6) | 2% | (4) (5) | 45%
Quest. (5) (N (0) (12) (2) (3) (6) (1) 38% (8 (6) "70%
c
Quest.| NA NA NA NA (6) (2) © 1 (8| 44% | NA (5) | 50%
d
Quest. NA NA NA NA (2) (1) (1) (4)" 22% NA (0) 0%
e
*Only 18 respondents: 6 in each area
Note: NA=Not Applicable
Figures in parentheses indicate number of sample
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Table 3.2.4: Number of correct answers on questions (a-e) concerning parental knowledge
B about the vaccine (Pre-NID interview)

Source RURAL Round URBAN Round
Round 1 Round 2 142 Rnd 1 Rnd 2 1+2

N=20 N=30 N=50 N=15 N=10 N=25

Indicators| Arab| Raj.{ Totall Arab| Raj| Total Total Moulo.| Moulo. Total
Quest.a (1) (4) (5) (4) (0) (4) 18% @ __(8) 60%
Quest.b Q) (3) (3) (3) (3) (6) 18% () (4) 40%
Quest.c (3) (3) {8) (4) (5) (9) 80% (4) (6) 40%
Quest.d (1) (1) (2) (4) (3) (7) 18% (3) (5) 32%
Quest.e NA NA NA ©) (2) (2) 6,7% NA (2) 20%

Note: NA=Not Applicable
Figures in parentheses indicate number of sample
Full questions are in section 3.2 (preparation day interview)

Table 3.3.1: Percentage of NID vaccine acceptance by type and demographic characteristics
Age and Polio Vitamin-A

Sex April May May

All 79.4 81.1 72.7

Age

1 or less 77.3 81.8 4472

1-4 81.3 82.0 81.0

G) 75.3 77.3 75.5

Sex

Male 79.1 81.3 $#739

Female . 79.8 80.9 71.3

Source: Hadi et. al., 1996.

Table 3.3.2: OPV and VAC coverage according to the providers (Session observation and

interview)
Indicators Rural Urban
Round1 | Round2 | Total ! Round1 { Round2 | Total
1. OPV coverage according| 95.0 94.0 940 94.0 99.0 g97.0
to providers version (% of ,
children) i
2. VAC coverage according NA 89.0 89.0 NA DK DK
to providers version (% of
children)
Note:Dk = Not not know.
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Table 3.3.3: Change in participation of children between April and May by programme

involvement
Programme No Change Change
involvement Both Neither Drop New
All 69.2 9.2 9.8 11.8
None.(Non target) 66.0 9.3 11.0 13.7
None (Target) 68.9 10.7 9.1 11.3
NGO member 725 7.2 9.6 10.7
Source: Hadi et al., 1996
Table 3.3.4: Change in participation of children between April and May by region.
Region No Change Change
Both Never Drop New
Manikganj 78.3 3.5 13.1 5.1
Joypurhat 59.8 8.1 20.1 12.0
Jamalpur 79.4 3.1 41 13.4
Lalmonirhat 713 2.9 9.6 16.3
I Kushtia 90.2 05 8.7 36
| Jessore 775 25 7.8 12.3
| Jnalakathi 59.6 19.7 6.6 ‘£ 141
{ Cox’s bazar 925 3.4 2.2 1.9
Moulvi bazar 62.2 6.1 16.3 15.3
Kishoreganj 15.0 43.7 345 6.8
Source: Hadi et al., 1996
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Table 3.4.1. Percentage of Respondents by status of IEC material development and average
number of items developed locally (Preparatory interview)
Iindicators Rural Municipal
Round 1 Round 2| Total | Round 1] Round 2| Total
=63 N=53 | N=106| N=15 N=14 N=29
1. Any IEC material
developed locally 25.0 23.0 24.0 40.0 29.0 35.0
(% of respondents)
2. Average item developed
(distribution of those who
had developed)
a. Poster 530 1,104 842 265 500 343
() (6) (11) 2) (1) 3)
b. Leaflet 4,300 5125 | 4,713: 6,768 2,600 5,100
4) (4) 8) G ! @ (5)
c. Banner 180 21 19 3 11 7
(10) (6) e @ [ @ (6)
; |
d. Cinema slide 0.0 0.0 0.0 4 | 00 4
©) ©) Q) (1) Oy (1)
e. Sticker 0.0 0.0 00 0.0 100
©) (0) () Q) 100 (1)
1 (1)

Note: Figure in parenthesis indicate thana/municipalities
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Table 3.4.2: Sources of funds for developing IEC material and other purposes at local level
by round and residence (Preparatory interview)

Indicators Rural Municipal
Round 1| Round 2{ Total| Round 1| Round 2| Total
N=13 N=12 N=25 N=6 N=4 N=10
1. Sources of funds for
developing |EC materials
(% of thana/ municipality
developed IEC materials):
Government 31.0 25.0 28.0 330 25.0 30.0
4 3) (7) 2 (1) 3)
Local Gowt.* 23.0 33.0 28.0 67.0 50.0 60.0
(3) (4) (7) @ | @ (6)
NGOs 168 25.0 20.0 170 ! 00 10.0
(2) ©) (5 M © (1)
i
Community 15.0 8.0 1240 00 | 0.0 0.0
(2) (1) 3) @ i () (0)
[
Other 8.0 0.0 40! 00 | 00 | 00
(1) ©) (1) @ 1 © (0)
Not stated 15.0 42.0 28.0- 0.0 | 25.0 10.0
(2) ©) ) (0) ‘ (1) (1M
2. Whether funds raised for
other purposes** (% of 19.0 20.0 10.0 270 29.0 28.0
thana / municipality (10) 1) a1 (4) (4) (8)
raised)
N=53 N=53 | N=106{ N=15 N=14 N=29
3. Average amount raised 9,756 26,580 {11,285 17,340 17,550 | 17,445
(Distribution of those who
had raised)

Notes: 1. Multiple responses counted
2. Figure in parenthesis indicate number of thana/municipality

* Local elected body viz : Union council, thana council and municipality
** Entertainment, Transport, Publicity, Advocacy meeting and Volunteers onentation.
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Appendix 1. Description of NID éctivities, operational procedures and coordination

1.1 Service Provision in NIDs: Provision of the following services are made to provide
through NIDs:

i. administering OPV to all children under § years of age,
ii. administering vitamin A capsule (VAC) to all children 1-5 years of age;,

iii. identifying and enlisting the children 9-12 months of age who did not receive measles
vaccine from the routine EP! centres;

iv. identifying and enlisting the pregnant women for TT vaccine;

v. ensuring TT and measles vaccinations to those pregnant women and left out children
between the period of the first and second rounds of NIDs; and

vi. reporting about the suspected poliomyelitis cases. »

1.2The Role of the Managers: = The managers at different layers are to perform the
following critical tasks for NIDs:

1. Formation of NID committees at national, division, district, thana and municipality
levels drawing representatives from the chiefs of all local administrations, NGOs,
clubs, business organisations, schools, journalist forums, and public leaders.

2. Drawing up a precise plan of action on NID separately for national, divisional, district,
thana and municipality levels, and distribution of tasks and respongibilities to the
persons involved.

3. Provide orientation to the persons involved in the implementation of the plan of action,
and volunteers.

4. Ensure logistic supply including vaccines to the respective areas.
5. Coordination of NID activities.
6. Arrange and participate in the advocacy meeting of NID.

7. Involve the members of parliament, Municipal and Union Council Chairmen "and
members in the NID.

8. Supervise the field activities to identify problems and provide solutions instantly with a
particular focus to the social mobilisation.

9. Arrange a reflection session for the persons involved in NID during the post-NID
sessions to discuss the strengths and weaknesses to enhance the effectiveness of
the next NIDs.

10. Evaluate the impact of NIDs.
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1.3 Division Level Activities:

1.

6.

Arrange an orientation for all districts and municipal managers/officers to formulate a
plan of action at division level.

Initiate monitoring of the activities and advocacy to the districts, thanas and
municipalities,

Identify OPV preservation facilities at divisional level.

Formation of NID committee at division level to chalk out a detailed action plan by
ensuring representations from government, non-government, private, business and
charitable organisations.

Arrange and conduct planning meetings at all division, and municipalities of the
district. Must involve invitations, agendas and follow-up action plans.

Prepare a division roster of action, and review the weekly progress.

1.4 District level

1

Estimate vaccine requirement and amange their preservation and distribution
including other necessities.

Arrange vehicle for supplies and visit of the supervisors.

Identify and use district level resources and enhance the social mobilisation.

Prepare a separate list for all thanas and municipalities of the district, including
estimated number of vaccination centres and requirements of vaccines and other
necessities.

Formation of NID committee at district level to chalk out a detailed action plan by
ensuring representations from government, non-govemment, private, business and

charitable organisations.

Arrange and conduct planning meetings at all districts, and municipalities of the
district. Must involve invitations, agendas and follow-up action plans. .

Prepare a district roster of action, and review the weekly progress.
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1.6 Field Level Activities: The essential tasks at field level are categorigsed into 3 groups.

1.6.1 NID Preparatory Activities:

iv.

V.

vi.

vii.

vii.

Estimate the number of children below S years of age;

Determine the doses and vials of vaccine;
Motivate the parents to attend the NID session.

Prepare public to attend NID session.

Examine the cold-chain equipment's (e.g. refrigerator, vaccine carrier, ice pack
etc.), and repair any malfunctional ones as needed;

Fix the number of vaccination centres:

Determine the number of Health and Family Welfare Assistants and
volunteers;

Register the eligible children by visiting households, supply referral slips to the
parents and provide primary information about NID; and

Mobilise the community people, local groups, and institutes through meetings,
and individual contact.

1.5.2 Activities on NIDs:

viii.

NIDs1.doc

Ensure supply of all necessities to the vaccination centres;
Vaccinate the children in the centers; \

Probe the referral slips vis-a-vis registration forms;

Fill up tally sheet for each child vaccinated;

Maintain coordination between health and family welfare workers, and local
volunteers;

Feed vitamin A capsule to all children 1-5 years of age on the second round of
NID; and

Prepare reports from tally sheets to submit to the supervisors at upper
hierarchies. :
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1.5.3 Post NID Activities
i. Review the success or failure of NID in the following monthly meetings,
i. Extend assistance to the local and national evaluation of NID;
ii. Draw a more effective plan of action for the second round of NID; and
iv. Arrange measles and TT vaccinations between the period of the first and
second rounds of NID in the routine outreach EPI sites for the over looked
children and women.

1.6 Checklist for Division, District and Thana Level Advocacy and Planning Meetings

A. Pre-Meeting Preparation:

i. Arrange and conduct orientation for Divisional Commissioriers, Deputy
Commissioners, Thana Nirbahee Officers and other related persons;

ii. Fix up date, place and time through discussion;,
ili. Enlist the names of the participants;

iv. Prepare and distribute letter of invitation;

v. Fix up agenda for the meeting;

vi. Prepare and discuss briefing papers based on the speeches of the participating
officers,

vii. Prepare checklist and distribute tasks;

vii. Prepare handbill, leaflet etc. on NID to distribute to the participants of the
meeting; and

ix. Prepare a banner for the meeting.

B. Tasks on the Meeting Day
i. Check whether the meeting venue is ready;
ii. Check whether the audio-visual machine including other items are ready;
iii. Distribute agenda of meeting and maintain sequence of it; and

iv. Arrange light refreshment immediately after the advocacy meeting and notify the
place and time of the next meeting.

146

NIDs1.doc 61



C. Tasks at the end of Meeting
i. Enlist activities as per the decisions of the meeting;

ii. Maintain liaison with the respective person for ensuring effective implementation of
each decision; and

ii. Arrange the meeting of the NID task force.
1.7 Social Mobilisation and Communication

A. National Level: Carrying out briefing and advocacy meetings separately with the
national leaders, artists, litterateurs, celebrities etc. Publicisiing the role of different
social groups through mass media. Distribution of letters from national leaders and
representatives with their instructions, directions etc. to the various levels of their

chain of command for NID.

B. Division, District and Thana Level: |dentification of various leaders and
organisations and arrange advocacy meetings through individual contact in order to
orient them on NID vis-a-vis their possible role in NID. Thus form NID committee
ensuring their representations.

s
C. Community Level: Identification of the local leaders, personalities and organisations

and arrange advocacy meetings for them. Arrange 'social mobilisation meetings in
cooperation with them and allow them to speak out to the people, because they are
most trusted by the local people and in turn they can easily motivate the people
towards NID.

1.8 Strategy for Information, Education and Motivation: The following strategies are
followed for raising effective awareness on the whole of NID: 3

A. Interpersonal Contact:

i. Household visit;
ii. Advocacy meeting; and
ii. Special briefing meeting.
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B. Mass Media

i. Radio, Television, Newspapers and Cinema,
ii. Paper, Leaflet, Sticker, Banner and Billboard;
iii. Miking; and

iv. Fliers sent to schools.

1.9 Selection and Training of Volunteers: Each of the 130,000 centres recruits 5
volunteers for two types of activities.

a. Vaccinator: Out of the 5 selected, two work as vaccinators. They administer OPV
and VAC in the centre on the NiDs and thereby fill up tally sheets. The Health and
Family Weifare Assistants also work with the volunteers.

b. Social Mobiliser: The remaining 3 volunteers conduct social mobilisation activities,
maintain discipline in the vaccination sessions and bring the parents with their
children for vaccination. The volunteers are generally selected from among the
students, teachers, clergies, trained birth attendants and NGO workers by the Thana
Administrators, Union Council Chairmen, NGO wo;kers, Community leaders, and
Health and Family Welfare Officials. They are given training on NID in batches.

c. The field workers: The health assistants, family welfare assistants etc. are
instrumental to carryout the grassroots activities of the NIDs. The following figure
illustrates their main responsibilities in NID.
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Figure1.9.1: Main responsibilities of the field workers in NIDs

Carrying out 5 Vaccination 5|  Determining the
motivational and = . “1 number of workers and
publicity works through ) volunteers
miking and group
meetings
v
] Assistance in selection
Contact with local and training of
groups, clubs, agencies volunteers
and leaders for social | )
mobilisation Maln
responsibilities .
f the field - - - .
T oworeke'?s Registration of children :
T 0-5 yeérsho(d) through |
household visit,
number of OPV doses distribution of referral
and vials slips and
dissemination of
primary information on !
l NIDs
Determining the number
of vaccination centres
srdmmaraskiinko \ Determining the
number of target

children (0-5 years old)

Source: NID Folder, Dhaka.EPI (modified)

149

NIDs1.doc



	a - 0001
	a - 0002
	a - 0003
	a - 0004
	a - 0005
	a - 0006
	a - 0007
	a - 0008
	a - 0009
	a - 0010
	a - 0011
	a - 0012
	a - 0013
	a - 0014
	a - 0015
	a - 0016
	a - 0017
	a - 0018
	a - 0019
	a - 0020
	a - 0021
	a - 0022
	a - 0023
	a - 0024
	a - 0025
	a - 0026
	a - 0027
	a - 0028
	a - 0029
	a - 0030
	a - 0031
	a - 0032
	a - 0033
	a - 0034
	a - 0035
	a - 0036
	a - 0037
	a - 0038
	a - 0039
	a - 0040
	a - 0041
	a - 0042
	a - 0043
	a - 0044
	a - 0045
	a - 0046
	a - 0047
	a - 0048
	a - 0049
	a - 0050
	a - 0051
	a - 0052
	a - 0053
	a - 0054
	a - 0055
	a - 0056
	a - 0057
	a - 0058
	a - 0059
	a - 0060
	a - 0061
	a - 0062
	a - 0063
	a - 0064
	a - 0065
	a - 0066
	a - 0067
	a - 0068
	a - 0069
	a - 0070
	a - 0071
	a - 0072
	a - 0073
	a - 0074
	a - 0075
	a - 0076
	a - 0077
	a - 0078
	a - 0079
	a - 0080
	a - 0081
	a - 0082
	a - 0083
	a - 0084
	a - 0085
	a - 0086
	a - 0087
	a - 0088
	a - 0089
	a - 0090
	a - 0091
	a - 0092
	a - 0093
	a - 0094
	a - 0095
	a - 0096
	a - 0097
	a - 0098
	a - 0099
	a - 0100
	a - 0101
	a - 0102
	a - 0103
	a - 0104
	a - 0105
	a - 0106
	a - 0107
	a - 0108
	a - 0109
	a - 0110
	a - 0111
	a - 0112
	a - 0113
	a - 0114
	a - 0115
	a - 0116
	a - 0117
	a - 0118
	a - 0119
	a - 0120
	a - 0121
	a - 0122
	a - 0123
	a - 0124
	a - 0125
	a - 0126
	a - 0127
	a - 0128
	a - 0129
	a - 0130
	a - 0131
	a - 0132
	a - 0133
	a - 0134
	a - 0135
	a - 0136
	a - 0137
	a - 0138
	a - 0139
	a - 0140
	a - 0141
	a - 0142
	a - 0143
	a - 0144
	a - 0145
	a - 0146
	a - 0147
	a - 0148
	a - 0149
	a - 0150
	a - 0151
	a - 0152
	a - 0153
	a - 0154
	a - 0155
	a - 0156
	a - 0157
	a - 0158
	a - 0159
	a - 0160
	a - 0161
	a - 0162
	a - 0163
	a - 0164
	a - 0165
	a - 0166
	a - 0167
	a - 0168
	a - 0169
	a - 0170
	a - 0171
	a - 0172
	a - 0173
	a - 0174
	a - 0175
	a - 0176
	a - 0177
	a - 0178
	a - 0179
	a - 0180
	a - 0181
	a - 0182
	a - 0183
	a - 0184
	a - 0185
	a - 0186
	a - 0187
	a - 0188
	a - 0189
	a - 0190
	a - 0191
	a - 0192
	a - 0193
	a - 0194
	a - 0195
	a - 0196
	a - 0197
	a - 0198
	a - 0199
	a - 0200
	a - 0201
	a - 0202
	a - 0203
	a - 0204
	a - 0205
	a - 0206
	a - 0207
	a - 0208
	a - 0209
	a - 0210
	a - 0211
	a - 0212
	a - 0213
	a - 0214
	a - 0215
	a - 0216
	a - 0217
	a - 0218
	a - 0219
	a - 0220
	a - 0221
	a - 0222
	a - 0223
	a - 0224
	a - 0225
	a - 0226
	a - 0227
	a - 0228
	a - 0229
	a - 0230
	a - 0231
	a - 0232
	a - 0233
	a - 0234
	a - 0235
	a - 0236
	a - 0237
	a - 0238
	a - 0239
	a - 0240
	a - 0241
	a - 0242
	a - 0243
	a - 0244
	a - 0245
	a - 0246
	a - 0247
	a - 0248
	a - 0249
	a - 0250
	a - 0251
	a - 0252
	a - 0253
	a - 0254
	a - 0255
	a - 0256
	a - 0257
	a - 0258
	a - 0259
	a - 0260
	a - 0261
	a - 0262
	a - 0263
	a - 0264
	a - 0265
	a - 0266
	a - 0267
	a - 0268
	a - 0269
	a - 0270
	a - 0271
	a - 0272
	a - 0273
	a - 0274
	a - 0275
	a - 0276
	a - 0277
	a - 0278
	a - 0279
	a - 0280
	a - 0281
	a - 0282
	a - 0283
	a - 0284
	a - 0285
	a - 0286
	a - 0287
	a - 0288
	a - 0289
	a - 0290
	a - 0291
	a - 0292
	a - 0293
	a - 0294
	a - 0295
	a - 0296
	a - 0297
	a - 0298
	a - 0299
	a - 0300
	a - 0301
	a - 0302
	a - 0303
	a - 0304
	a - 0305
	a - 0306
	a - 0307
	a - 0308
	a - 0309
	a - 0310
	a - 0311
	a - 0312
	a - 0313
	a - 0314
	a - 0315
	a - 0316
	a - 0317
	a - 0318
	a - 0319
	a - 0320
	a - 0321
	a - 0322
	a - 0323
	a - 0324
	a - 0325
	a - 0326
	a - 0327
	a - 0328
	a - 0329
	a - 0330
	a - 0331
	a - 0332
	a - 0333
	a - 0334
	a - 0335
	a - 0336
	a - 0337
	a - 0338
	a - 0339
	a - 0340
	a - 0341
	a - 0342
	a - 0343
	a - 0344
	a - 0345
	a - 0346
	a - 0347
	a - 0348
	a - 0349
	a - 0350
	a - 0351
	a - 0352
	a - 0353
	a - 0354
	a - 0355
	a - 0356
	a - 0357
	a - 0358
	a - 0359
	a - 0360
	a - 0361
	a - 0362
	a - 0363
	a - 0364
	a - 0365
	a - 0366
	a - 0367
	a - 0368
	a - 0369
	a - 0370
	a - 0371
	a - 0372
	a - 0373
	a - 0374
	a - 0375
	a - 0376
	a - 0377
	a - 0378
	a - 0379
	a - 0380
	a - 0381
	a - 0382
	a - 0383
	a - 0384
	a - 0385
	a - 0386
	a - 0387
	a - 0388
	a - 0389
	a - 0390
	a - 0391
	a - 0392
	a - 0393
	a - 0394
	a - 0395
	a - 0396
	a - 0397
	a - 0398
	a - 0399
	a - 0400
	a - 0401
	a - 0402
	a - 0403
	a - 0404
	a - 0405
	a - 0406
	a - 0407
	a - 0408
	a - 0409
	a - 0410
	a - 0411
	a - 0412
	a - 0413
	a - 0414
	a - 0415
	a - 0416
	a - 0417
	a - 0418
	a - 0419
	a - 0420
	a - 0421
	a - 0422
	a - 0423
	a - 0424
	a - 0425
	a - 0426
	a - 0427
	a - 0428
	a - 0429
	a - 0430
	a - 0431
	a - 0432
	a - 0433
	a - 0434
	a - 0435
	a - 0436
	a - 0437
	a - 0438
	a - 0439
	a - 0440
	a - 0441
	a - 0442
	a - 0443
	a - 0444
	a - 0445
	a - 0446
	a - 0447
	a - 0448
	a - 0449
	a - 0450
	a - 0451
	a - 0452
	a - 0453
	a - 0454

