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EXECUTIVE SUMMARY

In October 0f2007 the USAID Global Bureau began to futide CORE Group Polio
Project (CGPP) a communitybased project that continued and strengthehedolio
eradication activities begun under the earlier USAlDded Polio Eradication Initiative
The CGPP grant provides funding of up to US$8flllion for five years, ending in
September 2012. The FY@llocation for CGPP from USAID's Global Bureau was
US$3129 million. In addition, the USAID Missios in Angola, Ethiopia andndia
provided US$319,000 US$785,000 and US$1,600,000n field support respectively
The CGPHmplementingpartners eleven members of The CORE Group, led by World
Vision-US 1 contributed US$353,687 inmatch In addition, the CGPP leveraged
US$990,446from the Bill & Melinda Gates Foundatiqi®ates Foundatiorfpr calendar
year 20090 increase activitieandstrengtherCGPPimpact n India and Angola, and to
conduct LQAS survey for year 2program assessment and planning in all four CGPP
countries.

The project purswuefive strategic objectives to further the global push toward polio
eradication in FY2009:

e Build effective partnerships between agencies

e Strengthen national andgienal immunization systems (Routine Immunization)

e Support national and regional planning and implementation of supplemental polio

immunization
e Support efforts to strengthen AFP case detection and reporting
e Support timely documentation and use of inforiorat

Thus far in 2009, two CGPP countries, Ethiopia and Nepal, have remained free of wild
poliovirus (WPV) despite the risks they face along their porous boxgignscountries
experiencing polio outbreaks (S. Sudafenya and Ugandaor endemicity (Indi).

Ethiopia has not documented a case of WPV since containing two imported cases in the
spring of 2008althoughEt hi opi ads nei ghbo-rKenyai Sudah,brel we st
Uganda - experiencedoutbreaks in 2009. Nepal, likewise, contained six cades
imported WPV in 2008 and has remained WfP&e since early October 2008, even as
India struggles to interrupt poliovirus transmission in the neighboring provinces of Bihar
and Uttar PradesfP). In India,circulationof the poliovirus has never beearterrupted;

more than 600 cases have been reported thus far in 2009, surpassing the total number of
cases in 2008. The majority of casedJP have been P3 cases centerethmwestern

region of the state Angola continues to pose a major threat to geliadication because

of on-going lowlevel poliovirus transmission. Twengight P1 casewsere confirmed in

2009, primarily in coastal areas where high mobility and high population density
contribute to circulation of the virus.

'The si xth strategic objective, ASupport PVO/ NGO part.i
certification activitieso will become relevant only
CGPPcountries.



The CGPP continued tmotributeto Angoladb s nati onal gffatithroagher adi c a
participation in planning and technical guidance at the national, lawdl at the District

levels provision of formal training and capacitybuilding technical guidance and
supervisiornstrenghened the activities of CGPP partners and their MOH counterpArts

child registration system designég the CGPP Secretariat and 08sed headquarters

staff, based on the successful CGPP/India registry syst&rs,endorsed by the Angola

Ministry of Heath in May 2009 The registers willsupport immunization defaulter

tracking and campaign microplanning, and will contribute to CGPP monitoring,
evaluation and strategic planningfhe register system will also build local NGO and

MOH capacity relative tose of data and evidentased decisiomaking.

Following the successful containment of imported casdsthiopia in 2008, he CGPP
Secretariat in Ethiopia focused ah building community and Distridevel government
support for polio eradication aetiies, and b) exploring opportunities to strengthen cross
border coordination with other HOA countri es
communitybased surveillance and support for routine and supplemental polio
immunization. CGPRfacilitated high-level advocacy meetings in Gambella in
September 2008 and in Beneshar@uimuz in June 2008trengthened state government
support for polio eradication activities. eBionallnter-agency Coordinating Committees
(ICCs) have beerformed and initial meetings in Gambella led to greater stakeholder
collaboration during SIAs In Beneshangdbumuz state level representatives are
working out strategies and division adsponsibilitiesandworedalevel EPI task forces

are forming. The CGPP Secretariat alsmuhched a newsletter to inform partners and
stakeholders of key CGPP activitiesd highlight challenges and opportunities for polio
eradication in Ethiopia and in the Horn of Africa.

In India, the CGPP teanfocuses almost exclusively on social mobiliaatto support
universal immunization and overcome remaining pockets of resistance in vulnerable
communities in UP, where circulation @fild poliovirus has never been interrupted.
Recogni zing the tremendous succesdnatordrat CGPF
(CMCs) have achieved in building community trutte government of UP and its
partners (WHO, CDC, the India Expert Advisory Group on Polio Eradication, and the
National Polio Surveillance Project) engaged CGPP CMCs and the block mobilization
coadinators (BMCs) who supervise them in a recent study comparing the
immunogenicity of different doses and methods of administration of Inactive Parenteral
Vaccine (IPV) and monovalent Oral Polio Vaccine type 1 (mOPVhg study group

was infants six to me months of age with high risk of poliovirus infection resident in
CGPP CMC areas or UNICEF CMC areas in Moradabad district. Giatriamlies in

high risk areas of URendto resist vaccination, anthat vaccinating the children, and
drawing multiple blood samples wouldnvolve numerous needle sticks, the study
partners were very concerned about both enrollment and retention. Although the sample
size was large (1500 to 1600) families to compensate for-alntg the CMCs enrolled

1002 children on therkt day alone, including 494 children from CGPP aréaile the
expected drout rate was 50%nly 51 (10.3%) of the 494 enrolled in CGPP areas
withdrewby the & round of the study.



While vaccination and booth coverage in CMC areas has been temlsisiigher than in

Non-CMC areas in the same districts the past few years, the virus continues to
circulate, and cause disease, among children in UP. With Gates Foundation funding, the
CGPP partners were able to condwetll over 1,000 health campand over 500

chil dremddies in the first nine months of
including elections held in UP in April 2009In response to findings of the PEI Final
Evaluation and the CGPBaseline survey conducted in 2008, the Sciat team
developed and disseminated a number of new behavior change communications messages
and materialsandfacilitated the production of a training film created by the community

based social mobilization workers themselves.

The pr oj e meéents 9n Nepal Inclueley solid vaccination coverage in CGPP
catchment areas, along with robust surveillance, based on WHO indicators, and
satisfactory mother/caregiver knowledge of polio, polio vaccination, and AFP signs,
symptoms and responseBased on bseline survey and PEI evaluation confirmation of
these successes, as well as discussions with USAID and other stakeholders, the CGPP
was deemed ready for graduation and the USAibded project was closedt the
conclusion of the 2009 fiscal year.

In ealy 2009, CGPFheadquarters and locafaff met in Kathmanduo develop a close

out and sustainabilityplan, with input from the MOH USAID, WHO and other
stakeholders.In addition to the continuation of FCHV polio activities, polio partners in
Nepal will continue to use CGPP materials and will maintain select CGPP activities after
project graduation.A key element in the decision was the fact that all commtbated

polio eradication efforts supported by CGPP are actually implemented by Nepal MOH
femalecommunity health volunteers (FCHVs) who have been trained in polio eradication
concepts and interventions by CGPP staff. All of the training curricula and materials
have been transferred to the MOWhich manages al | ot her aspects
training. It is anticipated that the MOH will maintain and expand the CGPP training that
promoted participation in immunization and AFP surveillance.

The USAID Missionis working with the GoN MOHo make substantive arrangements
for the mutual support of polieradicationactivities while the CGPP partners in Nepal
will continue to use CGPP materials and will maintain select CGPP activities after
project graduation



. BACKGROUND

In FY2009 the CGPP was implemented by twelve-ddSed members of The CORE
Group, and their local partneia Angola, Ethiopia, India and NepalThe USbased
partners, led by World VisioJS, include:

Adventist Development and Relief International Rescue Committee

Association ¢ Plan International
e African Medical and Research ¢ Project Concern International
Foundation e Save the Children
e Africare e Salvation Army World Services
e CARE International Organization
e Catholic Relief Sevices e World VisionrUS

Christian Childrends Fund

[ ]

In each country, the CGPP partners are led by National Seatstaio are responsible
for creating and maintaining the projectos
national and international stakeholders; setting the CGPP technical strategy; ensuring the
quality of project implementation and ensuring CGPPvdigs support national and
global PEI efforts. With training and supervision from the Secretariats, thias&i
organizations and their local NGO partnexgpervise and suppohundrels of local
community members, including mothers and religious and noonity leaderswho
promote participation inoutine and supplementahmunization andcengage in awareness
building and active case searching in support of AFP surveillance

The projectcontinued togpursue fiveUSAID-approvedstrategic objectives in FY2009©
further the global push toward polio eradication:

e Build effective partnerships between agencies

e Strengthen national and regiomaltineimmunization systems

e Support national and regional planning and implementation of supplemental polio

immunizationactivities
e Support efforts to strengthen AFP case detection and reporting
e Support timely documentation and use of information

The CGPP6s sixth strategic objective, ASupr
national and/or regional certification activie s 0 was not applicabl e in
the project countries had yet reached zero polio status.

In 2009, Ethiopia and Nepal remained free of wild poliovirus (WPV) despite the risks
they face along their porous national bordekéenya, S. Sudan andganda all reported
outbreaks in 2009, while India experiencesgming endemic polio transmission in UP

and Bihar, both states that share a border with Nepaé majority of cases UP have

been P3 cases centeredhe westernpart of the state Angola continues to pose a major
threat to polio eradication because of-gmng lowlevel poliovirus transmission.
Twenty-eight P1 cases, centered in coastal areas where high mobility and high population
density contribute to circulation of the virus, hdxeen confirmed in 2009.



I. ANGOLA NARRATIVE REPORT BY OBJECTIVES

The CGPP in Angola conducts commuHigyel activities through partnership with five
CORE membePVOs working in 32nunicipalities in 8 provinces. Activities in FY2009
were supportedy US$988,283from the USAID Global Bureau, US$319,000 from the
USAID Mission in Luanda, and US$211,366 from the Gates Foundation.

Angola continues to pose a major threat to polio eradication becausegoinmnlow

level poliovirus transmission Transmissia is centered in coastal areas where high

mobility and high population density contrileuto circulation of the virusThis situation

not only affects the population of Angola, but also keeps all countries in central Africa at

risk; recently the Democrati Republic of Congo (DRC) detected cases linked to an

Angolan strain of WPV3. According to the WHO monthly situation report for June 2009,
Astopping the outbreak in Angola is the over
gaps in outbreak respamspersistent transmission of both type 1 and type 3 and periodic
spread to neighboring countries. o

During the 2009 fiscal yeathe Secretariat took on responsibility for abluntario
training, ensuring standardization and quality of training, a$ agekupervisory support
and motivation of the CGPRommunitybasedvoluntarios who areresponsible for
surveillance and social mobilization efforts in the fiel@lhe Secretariat also designed
and gained MOH endorsement of a comprehensive, comrbas#gd child register
system that will support defaulter tracking and RI/SIA microplanning, contributing to
universal coverage.

Objective 1: Build effective partnerships between agencies

The CGPP continued to contr i buotlieeragisatioa f ul | p
effort through participation in planning and technical guidance at the national level

o During a national surveillance meeting organized by the MOH the Secretariat
Director gave a technical presentation on quality monitorioiy SIAs
Subsquently, the MOH adopted the approach, and the CGPP and WHO
collaborated on quality monitoring instruments for deseng SIAmicroplanning,
monitoring and postampaign reviews

o0 In November2008 CGPP supervisors anabluntariosin Luanda participated ia
CDC-sponsored surveto determine theoriginal androute of entryof imported
casesof wpv in Angola. The CGPP participants contribusggnificantly to the
knowledge base on poliovirus routes in Angolghis activityreflects a growing
spirit of caordination and collaboration between CGPP and the CDC.

0 The Secretariat Directorapticipated inthe February 2009egional Technical
Advisory Group TAG) meeting along with Angolan polio partners and
representatives from neighboring countries to analyzectheent situation of
uninterrupted poliovirus circulation in Angola.

0 The Secretariat staff alscagticipated inEPI technical meetings, weekly ICC
meetings, and imegular meetings witimational polio partnersylOH, WHO, and
UNICEF, contribuing to decisim-making regardingPEl target aregsresource



allocation, NIDand SNID planningand the coordination of immunization and
surveillance activities.

CGPPpartnersalsoreported close collaboration with MOH counterparts at the provincial
and community leval focusing onmicroplanning for SIAs an®l, regularSIA review

and planning meetings, and increased involvement of MOH health supervisors in project
activities.

Objective 2: Strengthen routine immunization systems

Voluntarios and Routine Immunization Activities

In FYO8, the CGPP in Angola laid groundwork fatrengtheningmmunization and
surveillance activities through development of a commulerrgl child immunization
tracking systenfor Angola Community mapping and enumeration, the firstgeo
implementing the new systerwere completed and iiRY2009, the CGPHnalized and
producel child registerswhich received official MOH endorsement in Mayhe CGPP
secretariat usedihding leveraged from the Gates Foundatiomprint thechild regisers
andtrain thevoluntariosto use the register3raining began in the summer of 2009 and
will be completed during the first quarter of FY20Zhe Secretariat, its PVO partners,
and the CGPRoluntariosin the field will fully implement the tracking syem in2010

As of September 2009,150 trained voluntarios were serving their communities
building demand for immunization services through social mobilization activities, and
strengthening those servicesd aoomulty t o
mapping and enumeration

e PVO staff andvoluntarioscontinued to build trust anestablisha solid presence
in their operational communities. Staff andluntarios approached key
community leaders and traditional health workirsaise awarenessnd engage
them in immunization and social mobilization activities. In one quarter alone,
Africare representatives across 8 municipalities visited 29 traditional doctors and
birth attendants and held 81 meetings with community leaders.

e With a combinatia of USAID and Gates Foundation funding, the CGPP
leadership at the Secretariat and US headquarters levels are working to overcome
both a shortage oftoluntarios and declining morale among the existing
voluntarios In the first quarter of FY2010, the Setariat will train an additional
850 voluntariosand provide all of the voluntarios with materials and incentives
including project identification badges, pens, notebooks ashirTs.

Improved Local Capacity to Conduct Routine Immunization Activities

On-going efforts to strengthen local capacity through training and collaboration between
CGPPvoluntariosand MOH health post staffis well as the introduction of a register
based defaulter tracking system are contributing to quality RI services andgmiuera
vulnerable communities.oiht, supportivesupervision of vaccination posts, health units,



and mobile vaccination tearhave allowed the CGPP, MOH and otkd#?l partners to
monitor performance and receive fidklel feedback while providing superioa and
on-the-job training to MOH health worker$he PVO partners havalsoaddressed
logistical weaknesseparticularly disruptions to the cold chaioy:
e Supportingthe transportof vaccines from municipal cold chain sites to fixed
vaccination posts
e Collaborating with MOH officials to verify proper use and conservation of
vaccineat vaccination posts

Objective 3: Support supplemental immunization activities

The government of Angolaponsored4 NIDs and 2 SNIDs in FY09 in response to
alarmingly high numbers of polio cases and low vaccination coverage in many areas.
Table 1below summarizeSIAsin CGPPcatchment areas in FY09

Table 1: SlAs held in CGPP-Angola areas Oct. 081 Sept. 09

Quarter 1 Quarter 2 Quarter 3 Quarter 4

Province
Benguela

Bie

Huambo

Kwanza Sul

Luanda

Lunda Sul

Moxico

Zaire

*June, August, and September NIDs conducted as p¥iivafa Vida ConSaudecampaign

UNI CEF6s Humanitarian Relief Program has
inadequates u ppor t t o Angol ads nati onal pol i o
challenges tgolio eradication in Angal. The CGPP partners supported the M@H
improving the quality and reacbf supplemental campaigns through participation in
microplanning and quality monitorintpgisticssupport, and social mobilization.

Technical and logistical support
The CGPP continued to strength&A microplanning and implementationat the
national and local levels.

e The Secretariat Directoserved onthe national microplanning oversight team,
reviewing microplans developed at the national level for distribution of vaccine at
the provincial and municipal levels.

e The CGPPpartners participatesch community mapping and participated with the
municipal governments and local MOH representatives in SIA planning meetings
leading to evidencbased selection of priority areas.



e Despite challenges including poor roads tivatted access to campaign sites, and
higher than anticipated costs for vehicle rental, B\VO partnerswere able to
providevaccinetransportfor a number oSIA campaigns.

e PVO partners worked alongside the MOH and WHO to conduct quality
monitoring of vacination campaigns in their municipalitjiggrticipating inrapid
convenience surveys to determine campaign coverafem deployment of
postcampaign vaccination tearasdassessverallcampaigmuality in Angola.

Social Mobilization

CGPPvoluntarios continued to support SIAs before and during campaynaobilizing
community leaderand conductindgiouseto-house visits, health education meetings, and
other community eventsVoluntariosdisseminated information on dates, locations, and
general carmpaign procedurg raised awareness of the importance of child vaccinations,
and during campaignsgeferred children directly to fixed vaccinatisites For example:

¢ In BenguelaCRSengagda range of community leadersnaisng awareness of
polio canpaignsthrough theirchannelsof influence andinvolved village chiefs
in servingas local guides fdnouseto-housevaccination teams.

e In low coverage area®f Luanda, Bie, Kwanza Sul and Zairédfricare
voluntarios used an intensified mixed mobilizatio strategy making 39,555
houseto-house visits andconducting 57community theater presations in
markets, schools, churches and sporting evedgfore and during SIAs
sometimes witltommunity leaders in attendance.

Objective 4: Support efforts to stengthen AFP case detection and reporting

AFP awareness and active surveillance

In FY2009, CGPRvoluntariosparticipated in AFP awarenessising activities aimed at
caregivers and community leaders and conducted active, tohseise surveillance in
their communitiesusing community maps to ensure maximum coverageexample:

e Working at the household level, and in health education meetings and public
events,voluntarios reached mothers and caregivers with messages on the signs
and symptoms of AFP artte proper steps to take if they suspect a child has AFP

e World Visiond s Cg<Eaff met with traditional healers and therapiatsluambo
and Lunda Sul Provincés discuss the benefits siirveillanceandorient them to
theprocedure for identifyingandreporing suspected cases of AFP

CGPP partners also supported the AFP surveillance system by:

¢ Facilitatingthe collection and transport of stool samples.

e Providing local knowledge on poliovirus routes in Angola duringCRC-
sponsored survemtendedio deermine the route of entry and country of origin of
importations of wild poliovirus in Angola.

e In response tohte 2008 CGPP baseline surveyfinding indicating a need for
effective, systematic supervisory visits at the district anddsstivict levels CGPP
worked to strengthen and systematize joint supervisory waits PVO staff,



Secretariat staff and MOH representatjve®nitoling and providing technical
support and othe-job AFP surveillanceraining to government health workers at
health facilites and health posts, and @5PP Blio Focal Point personsand
voluntariosin the field.

AFP Reporting

Between October 2008 and September 2009, 2 confirmed wild poliovirus cases were
reported in CGPP catchment areas in Angola. C@®lentariosreportal both cases.
Table 2 outlines the numbers of AFP cases reported and numbers of polio cases
confirmed in CGPP catchment areas by province in FY2009.

Table 2: AFP and polio cases in CGPfAngola areas, Oct. 08 Sept. 09

# of confirmed

polio cases # of
# of CGPP Total # of # of AFP # of confirmed reported in confirmed

municip AFP cases cases polio cases CGPP polio cases

alities within | reported in | reported by reported in catchment areas| reported by

Province the region this year CGPP staff | country this year this year CGPP staff
Benguela 3 44 1 10 1 1
Bie 2 2 0 0 0 0
Huambo 3 7 0 0 0 0
Kwanza Sul 7 25 0 2 0 0
Luanda 4 49 1 10 1 1
Lunda Sul 4 9 0 0 0 0
Moxico 2 10 0 0 0 0
Zaire 1 4 0 0 0 0
TOTAL 26 150 2 22 2 2

Objective 5: Support timely documentation and use of information

Child Registers

In FY2009, the CGPP finalized and producedhild registersystem modeled after the
very successfuCGPPsystem useth India. The registers, a kepmponent of the child
immunization tracking systemmatwill be fully implemented in FY2010vere endorsed
by the MOH in May 2009 The dild registers will facilitate the collection and collation
of data essential formmunization defaulter tracking, municipal level planning and
decisionmaking in support of Rand SIAs, and organizing and tracking treuntario®
social mobilization activitiesAs shown in Figure 1, belowhé¢ registersystem includes
e A household registry to record the numbers of children under 1, children under 5,
pregnant women, and womehreproductive age residing in a household.
e A child vaccination registry to record data on routine immunizations and SIA
participation for each child.
e A volunteer activities registry to record the number of planned and conducted
social mobilization actities each month.




The MOHrecognizes the contribution the use of such registers can make to EPI and polio
eradication efforts andfficially endorsed the child register in May 20090 ensure the
efficient use of register data once the tracking systefuallys implemented in FY2010,

the CGPP has worked on strengthening the capacity of and working relationships with
government health workers, who will be essential in relaying data to deamsikers.

Figure 1: CGPP-Angola child register forms (from top i child vaccination history, household registry,
and volunteer activities registry)

Registry of Child's Vaccination History

Child's Personal Information Routine Vaccination NIDS Sub-NIDS
House| Name of head of ‘ | BCG+ | Pentas | Penta+ | Pentas | Measles+ | ]
Name of child | Date of birth |Age N ) . ) witA 1 | Vit 2| 1st [ 2nd | 3rd | ath| 1st | 2nd | 3rd
¥ household Poliod [ Polio 1 | Polio2 | Polio3 | vel Fev.*

REGISTO DAS FAMILIAS

CORE PEI-ANGOLA

Nome do Voluntario: N° daficha:
Province: District: Sub-district: Neighborhood/Community
. . # of # of Women
Name of Head of Household Street of of Children | # of Children | - [0 |7 of Repro.
House| <1 year <5 years
Women Age

ACTIVIDADES DESENVOLVIDAS PELO VOLUNTARIO

Street Theater (or other Visits to Healers and
One-on-One Visit Health Education Session perfarmance) Visits to Community Leader Midwives Meetings with Health Post

Date #Planned | #Conducted| #Planned | # Conduded| #Planned | & Conducted] #Plannad | % Conduded| #Planned | #Condudted | #Planned | & Conducted
Oct
Nov

Dec

— Jan
Feh
Mar
Apr
May
Jun

ul
Aug
Sep

Total

Quality Monitoring

The CGPP contributed to quality monitoring of SIAs at multiple levels in FY2009. The
Secretariat Directdr sechnical pesentation on quality monitoring at the 2009 National
Surveillance Meeting in Luandéed to adoption of the CGPP quality monitoring
approach byhe MOH, andcollaboration betweethe CGPP and WH®@n development

of quality monitoring instrument$or use inthe field The MOH, WHO and CGPP
partners conducted quality monitorirexercisesduring local level SIAs to assess the
overallcampaigmuality anddentify low-coverage areas for peshmpaigrefforts

Lot Quality Assessment Survey (LQAS)

With Gates Foundation funding, theCGPP condued a projectwide Lot Quality
Assessment Survey QAS) in August 2009to assesprogressachieved on a few key

1C



indicatorssince the 2008 baseline, and identfoor performing areas requiring extra
attention The LQASalso providedmonitoring and evaluation capacibilding to the
Secretariat and CGPP partners, arfdrmedon-going program planningFollowing the
Secretari at 0s LQASeéndirgs tothetCiGPRpatnerds, Africdregpersonnel

describedthepeee nt ati on and t he data as, Avery | mpo
our strengths and weaknesses and how to i mp
supervisors. Tabulations showed where efforts will be directed using the average

coverage,and showr eas wi th | ow coverage that will ne

[I. ETHIOPIA NARRATIVE REPORT BY OBJECTIVES

CGPP activitiesin Ethiopia are implementedhrough a partnershipof eight CORE
member PVOs and four local NGOs working in 54 higtk woredas in even regions.

In FYQ09, funding from the Gates Foundation supported an LQAS survey intended to
assess CGPP progressvard key polio eradication indicatorand inform orgoing
strategic planning and implementation of project activities. All other CGRW®tias in
Ethiopia in FY09 were supported by US$785,000 received from the USAID Mission.

The two cases of WPVmportedinto western Ethiopia from S. Sudan in the spring of

2008 following 17 months with no reported casespresented a blow to the ereation

effort in Ethiopia and highlighted the significant risks Ethiopia faces along its porous

national bordersWhile the two cases were contained and no additional cases have been
detected sinc@pril 2008, outbreaks of WPV irKenyg S. Sudan, and Wgdacontinued

to threatenEt hi opi abds b or der.sVigilanber relatigehto wensuringY 2 0 0 9
universal polio coveragthrough routine and supplemental immunization activitées]

robust AFP surveillance will be imperativet only in the border areasutbthroughout

thecountryy f Et hi opiabdés children are to remain sa

In addition to omgoing social mobilization and active commundidgsed AFP
surveillance, in the wake of a very successful high level advocacy meeting in Gambella
in August 20@, at the request of the MOH the CGPP secretariat conducted a similar
meeting in Beneshang®@umuz. Both meetings have resulted in greater local
government and local MOH commitment to and support for polio eradication efforts in
these two states. Also, agesult of a successful presentation at the Horn of Africa TAG

in July 2008, he CGPP Secretariat Directoparticipatedin broader Horn of Africa
meetings and crodsorder coordination efforts with S. Sudan, Kenya and Uganda.

Objective 1: Build effective partnerships between agencies

Horn of Africa (HOA) regional efforts
As describedn the FY0O8 Annual Reporthe Ethiopia Secretariat Director presented the

CGPP approach to active commuHigsed surveillance at a Horn of Africa TAG
meeting in July 208. This presentation caught the attention of regional and country level
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WHO and MOH representatives from Ethiopiabo
opportunities forthe Secretariato participate incrossborder coordination meetings in
the Summer of @09, following outbreaks in Kenya and Uganda, and to explore
opportunities to support and strength@nssborder cooperatianincreased recognition
of the contributions CGPP has made in Ethiop
to polio eradica i on mor e broadly in the HOA are refl
participation in:
e TheTask Force on Immunization (TFI) meeting in December 2008
e An HOA Technical Advisory Group (TAG) meeting February 2009 where the
Secretariat Director presedt€€GPP work in two bordergions, Gambella and
BeneshanguGumuz, to a regional audience
e A crossborder meeting of HOA countries in February 2009
e An external surveillance review in South Sudafebruary 2009
e Coordination meetings in Kenya, S. Sudan aigdnda during the summer

National and Ethiopia regional efforts

The CGPP expanded its reach to include new-hghareas in Jimma Zone, Oromia;
Sidam Zone, SNNPR; North Wollo Zone, Amhara, and Liben Zone, Somali Region.

Analysis of the July 2008aseline survey indicated the need for Hig\el advocacy in
the Gambella, Beneshang@Bumuz, Afar, and Somali regiondn response,ite CGPP
organized its first higihevel advocacy workshop to strengthen immunization and
surveillance in the Gambella gen in FY08, conducted a similar workshop in
BereshanguGumuz in June 2009, andt the request of the MOH atfte Afar Regional
HealthBureay is currently organizing a workshop to be held in Afar in early 2010.

As a result of the workshop conduciedGambellain AugustFY08, a regional ICC was
formed andheld its first meeting in December 2008Improvements in stakeholder
collaboration have been noted, particularly during immunization campaign activities.
Regional and woreddevel government offies have supplied personmld vehicles to
support vaccine distributiorwhile kebelelevel administrators and community leaders
haveincreased their participatian community mobilization.

A secondhigh-level advocacy workshopeldin the BershangulGumuz region in June
2009 attractedapproximately 80 workshop participants indluglthe State Minister of
Health, the regional president, wordéael officials, and representatives from
international organizations and local civil societganizations Outcomes included:

e The establishment of a regional ICC

¢ Commitments to establish woretievel task forces on polio eradication

e The inclusion ottoverage with a third dose péntavalentvaccinein woreda

level evaluation indicators

As a result of the washop, he BenshanguilGumuzregional ICC conducteds first

meeting in early September 2009 Subcommittee members produced dable of
Responsibilitiesand strategzed to improvecommunity healtrand EPI coverage in the
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region EPI taskforces have beestablished in all woredas of Assosa Zaiwng the S.
Sudan bordeand are forming in additionabnes of BenghangulGumuz.

In addition to regional advocacy efforts, the Ethiopia Secretariat participated in two
national EPI review meetings and two U®AMission-hostedEthiopia polio partner
meetings during FY2009.

Partnership with the MOH

Recognizing the importance of collaboration with government health officials, the CGPP
continued to strengthen and maintain ties witie MOH. The CGPP secretatiand
partners invited MOH national and local lewdficials to participate irthe FY10CGPP
planning workshopand incapacity building training workshops ol and cold chain
maintenance The partners also providetechnical and logistical assistancand
participated injoint supervision activities, periodic review meetings, and supportive
supervision meetingaith their MOH counterparts

Recognizng the vital importance of strong working relationships between CSVFPs and
Health Extension Workers (HEs) to efficiently and effectively carry out immunization
and surveillance activities at the community lev@GPP Ethiopia hashifted review
meetings in all project areas from the woreda level to the health post/kebelia lerdsr

to reach both groups

Objective 2: Strengthen Routine Immunization Systems

Vaccination coverage in CGPP operational areas

The graphs below compavaccination coverage data from the FY@selinesurvey and
FY09 LQAS survey. The data reflects coverage among childred g 23 monthen
CGPP operational aredsased on immunization card review..

In nearly everyCGPP regionvaccination coverageased on child immunizatiooards
improvedbetween July 2008 and September 2089 shown in Figures 2 and 3, below
CGPP atchment areas in Afar region consistently reported the lowest vaccination
coverage by card among all regions across the 2 time points. Somali region registered the
highest levels of coverage by card in FY09 and also the largest improvement in coverage
between the 2 surveys.



Figure 2: Changes in OPVO0 coverage by card among children 12 to 23
months old, in CGPP-Ethiopia areas
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Figure 3: Changes in OPV3 coverage by card among children 12 to 23
months old, in CGPP-Ethiopia areas
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Improved Local Routine Immunization Capacity

Access to RI services has increased through an incodasggproximately 1,250 trained

CGPP Community Volunteer Surveillance Focal Persons (CVSFPSs) since the first quarter

of FY08, resulting in a current total d3,270 CVSFPs erving communitiesn the

CGPPb6s 54 woredas. CVSFPs encourage demand
serviceghroughhouseto-house visits, advocacy meetings with community stakeholders,

health edudai o n di scussi ons and otherododiak mabidizatione et i n g s
activities
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e CVSFPs wgrking through tH&C in three | ~gffee Ceremonies irEast
woredas in the BeneshangBlmuz | yararghe Zone (EHZ)
regionmade 39,51house visitsreaching
106,497 individualsi more than double| pyo partner HCS used a ne
the annual target approach to gather communit

e CCF stakeholder sensitization workshopsmembers in a  participatory
educateccommunity and religious leaderg, environment to discuss pertinen
health staff, school directors, and womerissues of health and well-being
and youth representatives on tflesgrfm‘ggirgég? ;gt]:f\(/aite C;relrgohn;i
importance of immunization and pOIDfaciIities —— Le{J’I byHEWS
eradication and encouraged and trained community members came togeth
them to participatén the effortto achieve

: . L to discuss EPI, communiyased
universal immunization coverage amondgrveillance. child care. famil

children under 5 planning, and other concernsThe
commurity has embraced theg
The CGPP supports communitased | forums for discussion, andHCS
vaccinationdefaulter tracingoy CVSFPsthrough | plans to expanthe coffee ceremony
training use of child register books and | to additional health facilities in th
establishment ofeffective CVSFP relationships wit communitybased government
health workers. The FY09 LQAS askeda sample of CVSFPs from all CGPP woredas
whether they support the local health facility in tracing EPI defaulters and unimmunized
children. Forty (74% of the 54CGPP woredas met or exceddée project target of 80
percent participation. The majority (7 of underperforming woredas were concentrated
in the Somali and Afar regionsThe CGPP will host a higlevel advocacy meeting in
Afar in FY2010 to address the low EPI coverage and pealth infrastructuréhere

The CGPP and its partnealssoworked to improve locaRl capacity through:

e Immunization in Practice (lIPand cold chain managemeintiining for health
professionals anYOH representatives includingEWs and EPI focal perss
CARE Ethiopia, for example, trained 27 government staftheir operational
woredas in Oromia duringY09.

e Collaboratingwith district health officials to provide joint supervision and review
meetings with CVSFPs and HEW&rengthening relationshspetween these two
cadres of health workers, and between these workedsworeddevel health
offices.

e Providing fuel to support government health center cold chammintenance,
filing a critical need when rising fuel prices in Ethiopia led to wideagre
shortages.

e Providing vehicles and fuel to transport vaccines and hepttbfessionals to
vaccination sites.

Objective 3: Support Supplemental Immunization Activities

During the 2009 fiscal year, the government of Ethiopia conducted Supplemental
Immunization Activities (SIAs)n areasat high risk for wild poliovirus importation and
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transmission. These included woredas covered by 7 CGPP partners in the Gambella,
BeneshanguGumuz, Oromia, and Somali regions. The CCG¥Pretariat and partners
providedtechnical, logistical, and social mobilizatisapport to the SIAs

Technical and Logistical Support

e The Secretariat provided technical support to all Shslving CGPP catchment
areas In particular the Secretariat assigned program officers @P® areas in
the Gambella, BasshangulGumuz and Oromia regiort® ensuretechnical and
facilitative support for microplanning, implementation and daily review of
campaign activitieat the regional health bureau and woreda levels.

e Local NGO partners antheir CVSFPs, with growing technical and logistical
capacity, have increased their support to SlAs. For exantplECMY,
operational in 10 of 12 woredas in the Gambella region bordering South Sudan,
supplied 6supervisors for the March SlAand 10for the April SIA. HCS
involvement in polio eradication expanded to inclugid supportas a core
partner to woreda health offices in East Hararghe, Oromia and several northern
woredas of the Somali regionTheir involvement in SIAs reflects capacity
building eforts at HCS and the expanded capacity of CVSFPs in HCS areas.

e Both the Secretariat and CGPP partners rented vehicles to transport vaccines and
vaccination and supervision teams to campaign sites.

Social Mobilization

The CGPP was actively involved social mobilization activities to support SIAs through
the work of CVSFPswhich in key high risk areas now includes intensive social
mobilization during the week prior to SIA and NID campaigmse @artners &so created
banners to raise community awaesa of upcoming SlAdor example, Gambellabased
EEMCY oversaw the preparatiasf banners in the four major regional languagesl
distributed thento regional and woreda capitals.

As described in the support for Rl section above, LQAS data indicaaddtty (74%)

of CGPP woredagart of the LQAS conducted in September, a sample of CVSFPs from
all CGPP woredasnet or exceeded the project target of 80 percent participation
supporing the local health facility in tracing EPI defaulters and unimmeaizhildren.

The majority (70 percent) ofhe underperforming woredas were concentrated in the
Somali and Afar regionghe Secretariat is planning a high level advocacy meeting and
other interventions to improve participation in Afar

Participation in Sub-national Immunization Days

As part of the FY2002QAS, mothers andaregiverof children age 12 to 23 montirs
CGPP catchment areas of Beneshat@guimuz, Gambella, Oromia and Somali Regions
were askedvhether their childhadparticipated in théay 2009 SNID Survey estimates
suggest greater than 90 percent participatio€@PP catchment areas of all Regions
exceptSomali Regiorwhich reported 80 percent participation (See Figure 5)
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Figure 5: % of mothers/caregivers who reported their children
were vaccinated during the last campaign, in CGPP-
Ethiopia areas i September 2009
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Objective 4: Support efforts to strengthen AFP case detéion and reporting

Training and Supervisioni providing the tools for effective surveillance

Effective community surveillance requires wegkined CVSFPs, supervisors, and
government health workers who are knowledgeable about AFP, measles, and NNT and
about the process of disease detection and reporédagwell as strong relationships
among these cadres of health workénsgoing support to CVSFPs in the fielttluded:

e Community-based surveillance (CBS) trainirfgr all partner field officeand
woredalevel surveillancefocal persons and, in several woredas, HEWSs.

e CBS trainingfor newly recruited CVSFPs and refresher trainiimg veteran
CVSFPs.

e Collaboraton between CVSFPs andistrict health officials to provide joint
supervision and review miegs with CVSFPs and HEWs. These meetings
served to strengthen ties between CVSFPs and both HEWs and wereda
health offices.

e Ongoing supervision o CVSFPsby the partnerso offer guidance and gather
feedback on the communityased surveillance pcess.

The FY09LQAS examined whether CVSFPs were knowledgeable on key aspects of
CBS, including: case definitions for AFP, measles, and NNT; what should be done in
cases of AFP; signs and symptoms of polio and AFP; and proper procedure for case
investigation and specimen dettion. The results in Table show thatfor 4 of the 5
surveillance indicators, 80% or more @ SFPshad the appropriate knowledge (with
answers aggregated by region); however, in only 3 of the 7 CGPP regions did 80% or
more of he CVSFPs surveyed correctly describleat should be done when a case of
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acute flaccid paralysis is detected. It should be noted furegate regional data can
mask local performance issu€GPP staff is identifying weak woredas and developing
tailoredaction plans to address those weaknesses.

Table 3: CVSFP knowledge 6 key surveillance indicators- September 2009
Regions met or exceeded the project target of 80 percent of CVSFPs answering correctly.

27)
LQAS Surveillance Indicator | Afar | Amhara | Gumuz Gambella Oromia | SNNPR | Somali

Do you know the case definitions
of the three diseases included in
the CBS system?

What should you do when you se

a case of acute flaccid paralysis? No Yes Yes No No Yes No
Do you know the caseefinition

for AFP? Yes Yes Yes Yes Yes Yes Yes
What are the key signs and Yes Yes Yes Yes Yes Yes Yes

symptoms of polio or AFP?
Can the CVSFP explain the
procedure for case investigation | Yes Yes Yes Yes Yes Yes Yes
and specimen collection?

CVSFP knowledge is essential to their abilityp effectively communicate information
about AFP to mothers of young children. Both the baseline survey (July 2008) and the
FY09 survey (September 2009) asked mothers of children age 12 to 23 months in CGPP
operational agas a series of questions concerning their knowledge of AFP. These
guestions included whether they had ever hear of AFP or sudden paralysis in children;
what the signs and symptoms of paralysis in children are; and who they would contact if
a child showedaigns and symptoms of paralysis.

The 3 graphgFigures6, 7 and 8)below compare baseline and FY09 data oke$
guestions. The number ofsurveyed mothersvho had ever heard of AFP or sudden
paralysis in childrenncreased fronJuly 2008to SeptembeR009in all regions except
SNNPR The number oimotherswho correctly reported the signs and symptoms of
paralysis however, decreaseah all but Somali regiorbetween the 2008 and 2009
surveys The percentage of mothers who would take their child tondagest health
facility or inform a CVSFP in case of paralysis remained high in most regions with 5 of 7
regions reporting a figure of 89 percent or higher. The percentage of mothers in Afar
region who would take their child to a health facility or infoeCVSFP in case of
paralysis decreased between 2008 and 2009. In FYQ9, Afar region recorded the lowest
percentage of mothers answering correctly among all regions for all 3 questions.
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Figure 6: % of mothers who have ever heard of acute flaccid
paralysis or sudden paralysis in children in CGPP
Ethiopia areasi September 2009
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Figure 7: % of mothers who reported a child stops
walking/crawling or has limp limbs as signs and
symptoms of paralysis, in CGPP-Ethiopia areas 1
September 2009
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Figure 8: % of mothers who would take their child to the nearest
health facility or inform a CVSFP in case of paralysis,
in CGPP-Ethiopia areas i September 2009
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AFP Surveillance ard Reporting

In FYO9 CGPP introduced a number of new approaches to enhancing surveillance and
making accurate surveillance data availaldearing this fiscal year, CVSFPs working
through Plan in areas of Amhara, SNNPR, and Oromia began to map the resioience
traditional healersso whom many in the communitigarn for help incases of paralytic
disease. Once identified, th&€€CVSFPs will engagethe traditional healers in workshops

and create partnerships that will augment heaodeouse and health facyitsurveillance
efforts. CVSFPs working through PCAE in the Somali region have succeeded in
reaching almost all pastoralist encampments in their operational wprasias result,

local government health officials now have access to information on comesuaitd
suspected cases of AFP that would have otherwise likely eluded them.

No confirmed wild poliovirus cases were reported in Ethiopia from October 2008 through
September 2009. Six cases of vacdileeived polio virus were reported outside of the

CGFP6s operational area. During the reportin
of Acute Flaccid Paralysis (AFP) or approximately 35 percent of AFP cases reported in

the 54 CGPP operational woreda3.able 4 below presents the number &FP and

confirmedpolio cases reporteith CGPP operational woredas by region this fiscal year.

Table 4 AFP and polio cases in CGPHthiopia areas,Oct. 081 Sept. 09

# of confirmed

# CGPP Total # of AFP # of polio cases
reporting cases reported # of AFP confirmed reported in
woredas in CGPP cases polio cases CGPP
within the woredas inthe  reported by reported in catchment
Region region region * CVSFPs** Ethiopia areas
Afar 6 3 0 0 0
Amhara 4 1 3 0 0
Oromia 9 11 1 3 (cVDPV) 0
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Somali 11 8 3 0 0
SNNPR 7 9 10 0 0
Gambella 10 3 1 0 0
B. Gumuz 7 2 2 0 0

Total 54 37 19 3 (cVDPV) 0

Objective 51 Use of Data

Publication on CGPP community-based surveillance efforts in Ethiopia

In FY2009, the CGPP secretariat launched a COR (ORE Newsletter
newsletter, andstaff began draftip a publication for
submission to an international peewiewed journal Pl Canpalan i Gamod s Benst g Gz
describing t he projectao
communitybased surveillance in Ethiopia. A draft of thg
publication will be sent to USAID for review before th

end of the 2009 cahelar year.

Lot Quality Assessment Survey (LQAS)

CGE made paper presentations in EPHA Annual

The CGPP Secretariat collaborated with its PVO partn Saoheme
to conduct an LQAS across all CGPP woredas
September 2009. The LQAS provided the opportunity
enhance the Secretariat and PVO partners cgpéei B _
conduct monitoring and evaluation activities and to v~

. .o Figure 9: CGPP-Ethiopia quarterly
data to focus project activities. newsletter

CGPP PVO personnel surveyed CVSFPs and caretakers of children age 12 to 23 months

to assessmmunization coverage among children and women of reproductiee ag

caretakersd knowl edge, attitudes, and

reasons for immunization failure; and the knowledge, attitudes, and practices BPEVS

towards communitypased surveillance and participation in social mobilizatotivities.
Thi s i ncludes i ndi cator s on CVSFPsd

i mpl e
pract.i
docume

improvement. For example, data collectors checked whether CVSFPs recorded their

activities in registration book#\ccording to the surveys3 percent of woredas diubt

meet the project target of 80 percent compliance, with some woredas meeting
expectations exceptionally well and others appearing to use registration books very little

or not at all. These dtaare being usetbr planning purposes for FY2010.

21



V. INDIA NARRATIVE REPORT BY OBJECTIVES

l ndia remains one of the worldbés four polio

circulation ofwild polioviruscontinues in the Indian states of Bihar and Uttar Pradesh
(UP). The CGPP program in India is implemeshtsy a highly qualified secretariat team
three CORE member partneasyd their local NGO partnerd her communitybased
approach to social mobilizatidn encourage universal participation in routine and
supplemental polio immunizatida well-suited toreachthe enormous numbers of
vulnerable families with children under five years of age living in very high risk UP
communities with poor infrastructure and access to health servidesCGPP team has
also been effective in combatingsistance to immumationamong families in these
same communitiesCGPP activities are designed to promote 100% participation in
routine and supplemental polio immunization services in high risk areas of UP.

In FY09, US$631,507 from the Global Bureau gramts allocatedor CGPP activities in

India, supplemented byS$1.6 millionin field supportirom the USAID Mission in New
Delhi, and US$579,521 from the Gates Foundation.

Objective 1: Build effective partnerships between agencies

CGPP representatives participatedJR polio partners meetings December 2008 and
February and July 2009. FY2009 UP polio partner meeting attendees ind¢hesled
MOHFW, NPSP, UNICEFandRotary.

e In December, the NPSP shared plans foRlamicro planning exercise and
requestedMC and CMC participation The CMCs were asked to providdiat of
childrenneeding routine immunizations (based on age, the national immunization
schedule, and any missed vaccinatidoseach session in their catchment area

e The February meeting was called tealiss how partner agencies addressed the
communication challenges raised after a child dies from OPV. The CGPP
presentedhe action its field staff takes if a child dies during an immunization
round and the community blames OPV.

e In July, the CGPPNPSP ad UNICEF discussed possible expansion into
additional highrisk areasof western UPcontingent upon additional Gates
Foundation fundindor the CGPP in FY10.

CGPP representatives participatedrinPartners meetirggn March, July, and September
2009.The partnerdinalized the new RI monitoring format being introduced at the state
level and discussed means of linking with the@spective state officialéor further
support for polio eradication

CGPPinvolvement, and active participation in an iresgng number of national and

global meetings reflects growing acceptance and recognition of the CGPP as a
significant, contributing partner in the national and global effort to eradicate polio. Some
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of the meetings in which CGPP secretariat staff actiywyticipated, or presented,
include:

e the 19" meeting of the India Expert Advisory Group for Polio Eradication in
November2008 where geographic and virological risks were defined and the
recommended 2009 SIA schedule was presented.
the IndiaSocial Mohlization WorkingGroup meeting
donor meetingswith USAID and theGates Foundation, both held in February
2009.
working meetings wittSMNet partnetUNICEF to ensure maximum presence in
high risk/low coverage areas. The CGPP and UNICEF redewteria for high
risk areasand identified priorities fopotential expansion into new HRAs during
FY2010 if additional Gates Foundation funding is forthcoming.

a working meeting with Ellyn Ogden of USAID/Washington, DC and the

MoHFW in September 2009. At this eteng CGPP and the other participants
discussed i deas to s t 1 maludinghaddmg additiahal a 6 s pro
external monitors and regular transit/mobile boothshigh risk groug. During

this same meeting, CGPRd&3entedthe results of a Gates Falationfunded
knowledgeattitudepractice KAP) survey of CMCsdur i ng t he Septemb
meeting with USAID. This study allowed for folloup of some of the key

findings of the CGPP baseline. The Secretariat staffsdsgened a training film

on CMC actvities and communication skills atpolio partners meeting in Delhi

in September. Representatives from USAID, World Vision, NPSP, UNI|CEF

WHO, and the CGPP partner PVOs were in attendance. The UNICEF
representative requested the film for use in UNICEMCCtrainings. Ellyn

Ogden, CGPP CTO, made recommendationsnfodifications and suggested it

would be useful in Nigeria.

A request from the MOHFW, WHO and CDC for CGPP CMC and BMC
participationin an immunogenicity study in MoradabadMay 2009also tetifies to
stakeholder recognition dhe trust and influencéhat the CGPP communiyased
workershavesuccessfully cultivatesvithin their communitiesThere was significant
concern that the number of needle sticks involved in immunizing and drawing
multiple blood samples from participating children would severely limit participation,
and contribute to high dreput. In support of the studyCMCs and BMCs identified
eligible children in CGPP areaand introducd their familiesto the Surveillance
Medical Officers actually implementing the studVith this supporta total of 1002
children including494 childrenfrom CGPP catchment areagere vaccinated and
blood samples were drawon the first day. CGPP social mobilizers reported little
resistance to pacipation; in fact, higher than anticipated enrollment, and lower than
anticipated drogout/loss to follow up is credited to the CM@d BMC involvement

A functioning, collaborative organization of PVYOs/NGOs

The CGPPO6s PVO and N G O strypreemta! nne strengthénany e beer
relationships with targeted higisk communities and their respective health staff. The



CGPP is currently partnering wihiPVOs (ADRA, CRS, and PCI) and Ioacal NGOs in
10 high risk/low coverage distrigtgrimarilyin Westen UP.

The Secretariastrengtheed and supposdd its network of PVOs and social mobilizers
throughout the 2009 fiscal yednrough

e Adding the Delhibased NGO, URIDA, to the CGPP partnershigRIDA began
implementing CGPP activities in Baghpat DistricOctober 2008

e (quarterlyPVO program review meetings in each quarter.

e Annual training and refresher training workshops and training of trainers
workshops, offering wglates on modifications to the child registers, changes in
national and international po eradication policies and strategies, and local
challenges

e Finance training for all PVO partners addressing both the USAID and Gates
Foundation grantdunded through the Gates Foundation grant and conducted by a
WYV -US finance officer

Objective 2and 3: Strengthen routine and supplementalimmunization

In order tocombat orgoing circulation of wild poliovirus, and poor response to oral

polio vaccine among children in UP, where children with multiple doses of vaccine have
been diagnosed with wpv, tl&0Il conducts supplemental polio immunization campaigns
in UP on an almost monthly basis. Therefore, CGPP commbaggd social mobilizers
conduct an ofgoing social mobilization campaign intended to promote participation in
both RI and SIAs.

CGPP Preseme in High-Risk Areas of Uttar Pradesh

CGPP India currently works in 10 districts of Utter Pradesh (UP), out of which eight
districts (Baghpat, Bareilly, Meerut, Moradabad, Muzzafarnagar, Rampur, Saharanpur
and Shahjanhaptirsee figure 10, beloyare inWestern UP, where most of the UP cases
are concentrated. These eight districts
by thelndia Expert Advisory Group (IEAG).
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Figure 10: Map of CGPP-India operational districts in Uttar Pradesh
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CGPPactivities are concentrated in high risk areas in 56 of the 122 blocks found in these
districts as shown inrable 5, below CGPP social mobilizers cover&®9 ©8 percent

of 712 designated Highisk Areas in these 56 blockslt is estimated that therare
approximately 780,000 vaccivedigible children under 5 who live in these CGPP
catchment areas amenefit fromproject activities each year.

Table 5: Coverage of highrisk areas in CGPPRIndia blocks

Blocks # of HRAs = # of HRAs
covered in CGPP | covered by | % HRA
District by CGPP blocks CMCs coverage
79 79

« | Baghpat 6 100%
& | Bareilly 5 100%
< | Rampur 4 73 65 89%
Mau 4 74 74 100%
@ | Saharanpur 4 53 52 98%
© | Shahjahanpur 5 43 43 100%
Sitapur 6 63 63 100%
_ | Meerut 5 49 49 100%
Q | Moradabad 10 181 178 98%
Muzaffarnagar 7 63 62 98%
TOTAL | 56 712 699 98%

The CGPP worked with distridevel and PVO partners to continuously assess risk in
CGPP blocks and to redeploy resources as necessary to maximize impact.

e As WPV cases arose in mediu and lowrisk areas of CGPP blocks, district
level polio partners, including the CGPP, reviewed and reclassified affected areas.
The CGPP deployed CMCs to areas where communication barriers were noted.



e CGPP SMCs supported the NPSP in monitoring magyapopulations, including
families of construction site workers, brick kiln workers, and nomads, to ensure
children from these populations participated in Rl sessions and SIA rounds.

The CGPP and UNICEF continue to reassess the criteria for HRAs sausslipotential
strategic expansion in western Uttar Pradesicaeer an additional 196HRAs. This
reflects a large still unmet need that is constraining polio eradication efforts in India. The
CGPP is actively seeking Gates Foundation funding to exgaraktivities intothese
additional highrisk areas.

At the end of FY2009, 78 Block Mobilization Coordinators (BMCs) and 1,224
Community Mobilization Coordinators (CMCs) were working in the 56 CGPP
operational blocks to raise awareness of and overc@sistance to participation in
routine immunization and SIAs, and to share information and behavior change tools on
immunization, hygiene, and child health. This is an increase of 67 BMCs and CMCs
over the number active in the first quarter of FY2068.rding requested from th@ates
Foundationwould allow for an additional increase in the number of social mobilization
staff working in highrisk, denselypopulated areasand the number available to support
houseto-house components of the SIAs

Table 6. Current CGPP social mobilization field staff in India by PVO and district

m District | #0f SMCs| #0fLOs #0fBMCs # of CMCs
< | Baghpat 1 0 6 116
Z | Bareilly 1 1 6 92
< | Rampur 1 0 6 86
Mau 1 1 4 80

@ | Saharanpur 1 1 5 80

O | Shahjahanpur 1 0 5 100
Sitapur 1 0 6 120

_ | Meerut 1 0 7 87

S | Moradabad 3 2 24 320
Muzaffarnagar 2 0 9 143

TOTAL | 13 5 78 1224

Training, Supervision, and Support for Social Mobilizers

The Secretariat and its partner PVOs supported CGPP social mobilizers through the
provision of training, supervision, capacibuilding and the development of fietdsted

IEC and BCC materials for use in social mobilization activities.

Training

A highlight in FY09 isa 20 minute training film fo€CMCs developed by selectedgroup

of CMCs, under the guidance of the BCC advisofThe film depicts major social
mobilization activities andillustrates two-way interpersonal communication skills.
Trainers presented the film during the most recent CMC training in FY2009 and will
continue to preant the film in future trainingsin addition, he Secretariat hosted a
number of training events in the 2009 fiscal year, including:

2€



¢ CMC Induction TrainingOctober/November 2008) The Secretariatonducted
55 residential, participatory training sessdor 1,195 CMCsto introduce or
reintroducethemto the CGPP project. Topics new and/or specific to FY2009
included: modified child tracking and planning registers; new BCC polio
materials and activities; diarrhea management with ORT and zinc; and
communication skills

e BMC/SMC/LO Induction TrainingMarch/April 2009)i The Secretariat trained
78 BMCs and 18 distridievel coordinatos -- SMCsandLOs -- on use ofBCC
materialsand child egisters, and principles of supportive supervision

e CMC Refresher &ining (May 2009)i The midyear training update 1,231
CMCs on government changes to registers and data collection fornoéfered
opportunities for the field statb provide feedback osocial mobilization and
data collection activities.

e SMC/BMC/LORefresher TrainingAugust 2009)i A workshop was organized
to update 76 BMCs and I8VICs and LO®n the epidemiologic situation, IEAG
recommendations, revised reporting formats, CMC KAP study findings, and new
BCC materials.

e Training of Master Trainers(March, August 2009) The Secretariat selected
and trained a cadre of 24 Master Trainers, chosen from among SMCs, BMCs
and LOs to conduct trainings for BMCs and CMCs in 2010. The intensive
training sessions addressed participatory skills as well as tattkniowledge.

Supetrvision and support

The Secretariat provided ongoing supportive supervision artiegob training in the

field throughout FY2009. Additionally, Secretariat staff, SMCs, and SRCs gathered
regularly for review meetings to discuss chalies and review follow up to previously
identified challenges.

The CMC KAP survey and associated FGDs held among BMCs identified several ways
in which the CGPP could improve support for CMCs in the fiédtkeps taken include
e Display/circulaton of polio updates with statistical data and information on
methods and best practices at the field level.
e Adjustments in meeting and training agendarwvjgle opportunities for CMCs to
share their fears, beliefs, challenges, and achievements with othdeftieldtaff
e Recognimg the skills and contributions of CMCs within and outside of their own
districts to instill confidence, increase motivation, and encourage effective goal
settingi daylong jamborees celebrating the field st#fieir knowledge andkills
and their contributions, are made possible through funding from both USAID and
the Gates Foundation. Participation of local government officials not only
strengthens the acknowledgement of the CMCs, but also promotes awareness of
CGPP activities ahcontributions to polio eradication

Materials support

The Secretariatreated a variety of original materials to support the CGPP social
mobilization staff in the field in FY2009, including both materials to support
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