State of the Field: Country Level Programme Communication and Social Mobilization in the Polio Endemic and Re-infected Countries

Overview

As the Global Polio Eradication Initiative enters 2008, it does so in the wake of a series of developments that make 2007 stand out as one of the most progressive years in polio eradication do date. The widespread use of mono-valent OPV (mOPV), enhanced communication strategies and improved operations have all contributed greatly to a dramatic decrease in polio cases, especially in the more virulent polio type 1. This paper will focus on developments and challenges in the area of communication and social mobilization for polio eradication in 2007, with an eye towards informing global and regional priorities for supporting country programmes in 2008. 
With an over 50% reduction in the number of polio cases in 2007 compared to 20061, the PEI has the best opportunity in its history to stop wild polio virus circulation. PEI programmes realized in the period leading up to 2006 that more refined and focused communication strategies were necessary as the virus was further localized to a select number of geographic areas and more distinct populations. In the four endemic countries the polio virus was found in increasingly limited numbers, and examination of epidemiologic indicators demonstrated that populations marginalized through poverty, social barriers or operational factors (remote or insecure areas) were more likely to under-immunized, and were over-represented in the polio case count. 
In the 2006 APCE, UNICEF was asked to present on the global vision for communication and social mobilization for PEI. The presentation focused on establishing a standard framework to guide country communication programmes. This framework included:
· Ensure adequate staffing and capacity; 

· Support functioning country level communication planning forums;
· Development of long-term strategic plans  (national and sub-national);
· Link global-national-sub-national advocacy;
· Integrate social and epidemiological data for planning;
· Identify and reach underserved populations through focused communication initiatives; 
· Improve monitoring and evaluation of communication activities.2
Activities towards global support
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Efforts at the global level in 2007 have sought to ensure that polio endemic and re-infected countries met the objectives stated in the global framework. Some of the elements of the global framework were evident in each of the country programmes prior to 2006, but each of the programmes had areas in which they could improve. Country support missions to the endemic and re-infected countries used the framework as a guide to field mission work with efforts tailored to specific needs defined through discussions with country teams, including training, strategy development and media / advocacy.
Country level communication reviews, mandated in the Geneva Consultation as one of the milestones to be met in 2007, helped countries define their challenges and identify ways forward. The reviews in 2007 represented a departure from previous global communication TAGs, the first of which was held in Delhi (2004), followed by Yaoundé (2005), and regionally in Harare (2006). In 2006 there was recognition that the large scale events provided little opportunity for external reviewers to gain the familiarity with country programmes necessary to offer appropriate technical guidance. Further, in the evolution of the country programmes, issues in the four endemic countries arose from activities in high risk areas or populations which required special or enhanced communication activities in addition to the country level campaign strategies. These more detailed initiatives required a nuanced technical review to understand the complex social and political realities and the ground level activities in place to address them. 
Lessons learned from the Harare Communication TAG and the Horn of Africa Communication Review held in August of 2005 demonstrated the value of providing additional time for countries to discuss recommendations and to receive follow up guidance in operationalizing them. These lessons were incorporated in the 2007 communication reviews in the form of a final session of feedback and clarification from country teams on the recommendations, and in field support missions following up to assist with capacity development, work planning and field monitoring as appropriate. The final communication review format adopted for 2007 followed surveillance reviews in that panel members were deployed for field observations prior to the review meeting, which helped them gain a deeper appreciation of the field realities and lent a more practical grounding to final recommendations. UNICEF and USAID co-sponsored the reviews under strong government leadership in the countries. 
Additional staffing in country programmes was achieved in 2007, notably in Pakistan where 27 district level communication focal points and four international staff were added, and Afghanistan where up to four additional polio communication staff will be brought on to enhance capacity in the capital and in regional offices. India and Nigeria have also developed plans to adapt human resources to better streamline polio eradication management and improve capacity in the highest risk areas. Communication STOP teams, supported by CDC, WHO and UNICEF, were deployed to work in UNICEF offices in Afghanistan, Nigeria and Pakistan in 2007 to assist with national and sub-national planning and implementation of communication activities. Reports from country teams highlighted communication STOP team contributions, and additional requests for teams in 2008 have come from Niger, Chad and DRC. Communication staff from endemic and re-infected countries also attended STOP training to improve their understanding of technical issues related to eradication and routine immunization. 
Improving strategic use of data, both epidemiological and social, has been at the heart of activities in 2007 and will remain a focus throughout 2008. Processes for gathering and presenting data were explored in all four endemic countries, resulting in tend analysis formats and reporting structures on communication indicators that adhere to four basic categories of epidemiologic (coverage rates, missed children, non-polio AFP immunity gaps), process (plans, personnel, reporting), communication effects (knowledge, attitude, behavior and other social variables) and summative reporting (trend analysis and progress towards specific objectives). An expanded list of indicator categories and suggestions is included in Annex A. 
Endemic Countries

The following pages offer an examination of the four endemic country programmes. Each of the four countries, which include Afghanistan, India, Nigeria and Pakistan, have made substantial progress in 2007 with lower polio case loads—especially for polio type 1—fewer infected districts and more strategically focused programmes. The communication programmes in each of the countries have refined their approaches, adopted new strategies for addressing high risk populations, and have taken measures to better collect, analyze and present data for planning, monitoring and evaluation of activities. The country profiles offer more detail regarding each of the programmes in terms of achievements and remaining challenges as they move into 2008. 
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Afghanistan

The Afghanistan programme has faced immense challenges over the past decade. The situation took a turn for the worse post 9/11 when international conflict again engulfed the country. The turbulent southern and western regions to this day are often inaccessible due to security reasons, and displaced populations remain difficult to locate and access. 
The UNICEF country office brought in a new Chief of Communications in 2006, after which the PEI started to embrace a more coherent and strategic approach to eradication. Along with the WHO Senior Polio Officer, the two agencies joined forces with the government Ministry of Public Health (MoPH) to form a polio eradication steering committee and social mobilization working group, which included the development of a polio communication post in the MoPH. 
A communication planning meeting held in 2006 reviewed progress and challenges in PEI. Security issues were highlighted as the primary challenge. NGOs in Afghanistan are recruited to implement eradication activities3, including social mobilization. However, planning, monitoring and evaluation of activities remained problematic given the difficulties for UN or government staff to access areas where activities were implemented.  

Up through 2006, the federal PEI team conducted planning of SIAs officially under the auspices of a broad health / immunization planning committee. Partners in the meeting identified the need for a polio steering committee and a social mobilization planning group that could meet more regularly to provide quicker and more specialized decision-making. 
Subsequent developments in 2007 focused on defining the need and focus for additional staffing and refining the communication strategy and tactics to improve access for vaccinators. Vaccine avoidance is rare in Afghanistan, so the strategy embraced community ownership as a primary objective with the view that local planning and implementation, combined with negotiations with anti-government elements (AGE), would improve access and coverage in high risk areas. 
Community level social mobilization efforts in 2007 have expanded to include local level representatives, such as elders, teachers, Imams and community health workers, who inform and motivate communities to access immunization services. Additionally, these representatives negotiate with anti-government elements to ensure safe access for vaccinators in areas where security threats are barriers to access.  Initial assessments have shown that where AGEs are local, efforts have been successful. However, in areas where AGEs are made up of outsiders, additional efforts have been required. These additional efforts have included the support of access negotiators who work at regional and national levels, sometimes even through contacts in Pakistan, and international discussions with NATO to promote periods of peace surrounding SIAs. 

Challenges and Way Forward

Activities in Afghanistan in 2008 will require additional work in building the social mobilization operational structure, especially in the provinces and districts, along with developing data collection mechanism. Additional communication personnel in Kabul and in Jalalabad and Khandahar have been approved, and should be deployed early in 2008. Capacity development of these new personnel and of NGO partners will be crucial to improving field level activities and the collection and reporting of data. Continued access negotiations are also required, and operations need to remain nimble to build on any momentum or opportunities to immunize children that arise through lulls in fighting or from negotiated periods of non-conflict. 

India

The India polio eradication effort was the first to systematically adopt the use of social and epidemiological data into their strategic planning in 2002 and 2003. Analysis of epidemiological profiles identified certain communities that were under-immunized and over represented in the polio case load. Subsequent social research revealed political cultural barriers to the PEI4. Findings from this research was reflected in the evolution of the Underserved Strategy to improve access to communities in Uttar Pradesh, and to further refine operations of the social mobilization network. In 2007, after five years of evolution, the social mobilization network has over 5000 community mobilizers who work in high risk communities across the states of Bihar and Uttar Pradesh, and the Underserved Strategy has helped to diminish the immunity gap in select communities through partnerships with respected institutions and local community leaders. 
In March 2007 India pioneered the first of the country level communication reviews mandated in the Geneva Partners Consultation for all endemic countries. This review process was modeled after surveillance reviews as an answer to country needs for more in-depth, field based guidance to communication programmes. The reviews were intended to assist countries in identifying challenges and for a group of technical experts to provide guidance on how to overcome them. Additionally, the reviews were intended to assist countries with refining data use towards the development of country level indicators to help set objectives and measure progress against them. 


The India PEI Communication team provides regular updates to all partners in the form of an electronically published document. These updates have been of immense value to polio eradication stakeholders as they offer a critical examination of key challenges and proposed actions to take the programme forward. Similar updates have been requested from all endemic country programmes and will be presented along with regular reporting on communication indicators in 2008 through the UNICEF website and official email updates. 

Challenges and Way Forward

Despite the high level of professionalism in the Indian PEI programme, the country faces some of the largest challenges to finally eliminating polio from its borders. The communication efforts continue to refine strategies to improve access and demand, the success of which is evident in the near absence of OPV refusals—once quite common in the northern states—and the lack of polio virus type 1 in areas of Uttar Pradesh for most of 2007 where it had never before been stopped. However, this success must be maintained, and access to certain populations in Bihar remains difficult for a variety of operational and social-cultural reasons. Additionally, an evaluation of the Underserved Strategy is under consideration to demonstrate positive impact on immunization rates. Given the breadth of communication activities across Bihar and Uttar Pradesh, monitoring remains difficult, and requires expansive, consistent and coordinated efforts in 2008.
Nigeria

Polio eradication activities in Nigeria went through a series of setbacks spawned from the cessation of activities in the northern states in 2003 and 2004, which allowed poliovirus to not only re-establish itself in the north, but to also spread to other countries in Africa and the Middle East and as far as Indonesia. In addition to the political advocacy necessary to restart PEI activities, Nigerian communication activities had to address widely-held suspicions about OPV that had taken deep roots when political leaders denounced the programmes and publicly raised questions about OPV safety and efficacy. 
These lingering concerns, along with operational difficulties, demanded that Nigeria adopt new approaches to promoting OPV, which emerged as a revised communication strategy coupled with a delivery system called immunization plus days (IPDs). The IPDs provided OPV along with other health related services in a bundled package, with the objective of associating OPV with other health interventions for which there was an established felt need. Simultaneously, as the IPD delivery system was being established, the communication strategy shifted its focus from a response mechanism to identify and deal with refusal household (also known a non-compliant households), to a proactive set of activities that engaged communities through dialogues and local partnerships. These initiatives include community dialogues, school partnerships and a child to child activity called “Adopt-a-Child” where kids identify and help immunize other children missed during IPDs. 
The Nigerian communication review, based on the model inaugurated in India, was held in June 2007. The review focused on three high risk states in the north, Kano, Jigawa and Katsina. Recommendations from this review focused on several major areas, including data collection, analysis and use in planning and evaluation, training of staff and improved use of media to support IPDs. A follow up meeting was held in Kano in August 2007 to analyze progress towards recommendations and make any modifications necessary based on developments in the field. One sign of success in the Nigerian programme is reflected in the absence of political or social impact from the spread of vaccine derived poliovirus that was found to have been circulating and infecting children in 2006 and 2007. The fact that this event did not lead to large scale rejection of the vaccine indicates that the programme has achieved stable levels of political and social trust in PEI. 

Nigeria has also recently adopted a data collection mechanism to help generate and present data under the general indicators categories. The Nigerian effort will use both standard data collection procedures, such as post-campaign monitoring, but will also have enhanced data collection from surveys and from sentinel sites. Sentinel sites are communities identified in high risk areas where communication activities can be more closely monitored and then from which data can be gathered over the course of several IPDs. The data will be analyzed and correlated with communication interventions to demonstrate trends in immunization that can be linked to the social activities. 

Challenges and Way Forward

Despite great progress on all fronts, Nigeria still has circulating polio virus, notably in the key high risk northern states, where in some areas immunization rates during campaigns are still under 60%. Operational and communication improvements are constantly evolving, but monitoring and supervision of activities remains a challenge, as does the collection of data and application of findings to strategic communication planning. A more systematic approach to media engagement is under development, but will require additional support to ensure that national and state level utilization of electronic media is systematic and adheres to the message content and appeal determined by planning committees. 
Pakistan

Polio eradication in Pakistan is inexorably linked the polio situation in Afghanistan. Both countries have experienced low level circulation over the past years, and like Afghanistan, the virus seems to thrive in areas where access and geography pose barriers to vaccinators. In 2004 Pakistan revised its PEI strategy, adopting a number of initiatives pioneered in the Indian programme, including finger marking and enhanced house identification. The communication support strategy evolved to become more data driven and, in addition to maintaining general levels of awareness about PEI, adopted a number of strategies aimed at niche audiences where children were at particular high risk to polio infection. To bolster capacity in the four main provinces national Provincial Polio Focal Points were recruited to oversee PEI communication activities. 

An iterative data collection mechanism was established in 2004 to collect both quantitative and qualitative data from communities. This data was used to establish baselines from which communication objectives were set, and also served as a dynamic formative information base to guide communication message tone and content. Evaluation of communication interventions demonstrated progress towards meeting communication objectives and correlated interventions with improvements in coverage5. This research agenda is still active in Pakistan, with periodic qualitative and quantitative research conducted in high risk populations and nationally. 
In 2006 the UNICEF and WHO programmes had shifts in leadership. The newly installed personnel quickly adapted and developed programmes that incorporated aspects of the previous approaches while simultaneously introducing novel initiatives to address old and new challenges. Over the course of 2007, the communication programme instigated a number of activities to improve community ownership and to revitalize mass media support for eradication. Some examples include tribal jirgas that were organized to provide a forum to discuss PEI, and a video series, called “Polio True Stories” which was aired nationally and in select districts, and was initially felt to have made a difference in public sentiment especially in the urban areas around Karachi. These stories have recently been translated into local languages for airing Afghanistan. A formal evaluation of the impact of these stories is in the planning stages.
A communication review was held in September 2007 had a focus on high risk areas in NWFP, Balochistan and Sindh, and also covered topics relevant to improving collaboration with Afghanistan. The review offered guidance on how to better collect and analyze data, and provided motivation to country and international partners. Following the review, an additional four international staff were recruited to work in the three high risk provinces and in Islamabad. These staff will enhance capacity at the provincial level to identify high risk areas and respond to situations as they arise through appropriate social mobilization and communication interventions. 
Challenges and Way Forward

Pakistan still faces difficulty in accessing children in security compromised areas and data collection and reporting systems in the provinces are not well established. The addition of dedicated international communication staff in the provincial offices will help this process, but a consultant to assist with establishing the fundamentals of the system is necessary and is currently under recruitment. Micro-planning also remains problematic in some areas, notably in rural areas of Balochistan and NWFP, and the large urban center of Karachi. The probability of political opposition to PEI, sometimes in the guise of religious opposition, is a constant threat, which the programme keeps a vigilant eye on, but which could erupt with potentially disastrous consequences. 

Re-infected Countries

By 2007, many of the countries re-infected from the Nigerian outbreak had again achieved polio free status. Transmission in the Horn of Africa has dried up, and most countries where polio sprang up in Asia, primarily from virus introduced from India, including Bangladesh and Nepal, have not had a case in 2007. 

Activities at the global and regional level focused on outbreak response and capacity development in countries where national teams were reviving their SIA efforts. Investigations included communication personnel who conducted rapid surveys of national capacity. Human resources and technical guidance were provided to countries. Following the Horn of Africa Communication Review / Workshop, held in 2006, a series of follow up training activities took place. A media workshop was held in the northern Somalia city of Hargeisa, followed by two capacity development exercises in Bossaso and Hargeisa. PEI personnel from UNICEF Somalia also attended a STOP training in September 2007. 
Virus circulation, however, has persisted in Niger, spilling over again in to Chad and Sudan in 2007. The DRC has also had an increase in cases, with nearly five times as many cases reported this year as in 20066. A communication STOP team member will be deployed to Niger in early 2008, but activities in Chad and DRC will require longer term support through global monitors and continued technical guidance. 

Next Steps for 2008
The final section of this paper examines key focal areas and activities for improving PEI communication and social mobilization activities for 2008. Although activities remain country driven and derive from specific needs in the national or sub-national programmes, the priorities outlined in this section should guide regional and global support to countries. 

Communication Reviews

Country feedback regarding the communication reviews held in 2007 indicated that the events were positive in that they offered an outside perspective on activities, gave partners and donors a clearer picture of the challenges and activities in place, and motivated implementing partners to enhance activities, including stronger government ownership. However, it is felt that smaller, more focused reviews would be more suited to meet country needs in 2008. The next step in the evolution of reviews will focus on giving the country teams more ownership of the event, with a smaller, more focused examination of issues identified in previous reviews and from observations from country programmes. Reviews in 2008 will be chaired by a person or organization selected by the country team. Participants will make field visits to observe activities in the field and discuss communication issues with implementers. The ideal timing for reviews will be around the SIA just previous to the next meeting of the country oversight structure (TAG, ERC or IEAG). PEI social mobilization / communication focal points from the spearheading partners will assist countries with inputs on draft agendas for the communication reviews. Final reports will be submitted to the current oversight bodies in each country, and will guide monitoring visits in subsequent SIAs. 

Coordinated field support

Communication field missions from global and regional partners need to be more synchronized in 2008 to ensure that country teams receive appropriate, consistent and productive inputs regarding SIA communication support activities. UNICEF HQ will lead an effort to coordinate communication monitor deployment to priority countries in 2008. Country PEI teams will provide specific TORs and areas for monitors to visit. Ideally, monitors will visit the same areas for multiple SIAs to observe trends and patterns salient to the PEI communication efforts. The more systematic monitoring should help field monitors to become familiar with operations and allow them to identify and correct negative variations from planned activities. Feedback from monitors will be valuable to country teams in terms of revising strategies and improving implementation in high risk areas. 

Enhanced data collection, analysis and reporting 
Country PEI programmes have established respectable systems for utilizing epidemiological data towards improving operations. However, use of this data to guide communication planning and evaluation is spotty in terms of consistency and quality. Efforts in 2007 have included the establishment of standard communication indicator categories under which countries could summarize data to monitor trends, set objectives and determine progress. Efforts in 2008 will focus on finalizing the specific country level systems for social data collection and utilization, along with establishing a reporting structure to share regular updates with partners and other PEI stakeholders. 
Annex A
Epidemiological trend analysis data : This data will be crucial for identifying high risk groups, both geographic and demographic. Additional data can them be gathered from the high risk populations and communication strategies better tailored to address issues such as lack of information, low trust or service delivery barriers. Information can be collected from post-campaign monitoring and other SIA related events, such as dialoguers, or through other research including KAPs. 

Profiles and maps of refusal and missed children to compare trends over time, and to guide high risk efforts. This should include reason missed or for refusal, to be done after each SIA and analyzed to inform communicant plans for the next period.  

Other maps, in addition to standard maps of poorly covered areas, that would be helpful that can be put together from PCM (post campaign monitoring) data currently collected or from additional research:

· Inaccessible areas, with indication of reason why or groups in control of area (key contacts for gaining accessibility)

· Prior knowledge / source of information of campaign

· Refusal by reason

Non polio AFP case profiles by:

· Immunity gap

· Age (<1 year, 1-3 yr, 3-5 yr)

· Social / demographic indicators—this can be very telling in letting us know who is being regularly missed, and where they are located. 

Polio case profiles by

· Age (<1 year, 1-3 yr, 3-5 yr)

· Social / demographic indicators—this can be very telling in letting us know who is being regularly missed, and where they are located. 

Process indicators: Data on process will help country teams to identify potential system constraints to PEI. Reporting and monitoring mechanisms will need to be established to ensure veracity and continuity of this data. 

High risk areas (district, LGA, Ward, Block…) plans developed and updated prior to each SIA. 

State/province level advocacy updates, linked to specific issues such as resistance, rumors, low knowledge and so forth.

Data collection and analysis process in place to: 

· Develop criteria to identify high risk areas at the sub-district level.

· High risk area communication / advocacy plans in place for % of high risk areas.

Recording / reporting of communication activities conducted in high risk areas.

Number of trainings and personnel in place / deployed against established plans.

Concerns / issues identified in media or communities and what was done to address them.

Communication effects (periodic through surveys, focus groups, or from inclusion in PCM): This data will be important for establishing baseline information, to serve as formative data for communication planning for setting objectives for communication effects, such as improvements in knowledge among mothers regarding dates of service from X% to Y% in a specified population. 

Knowledge

Dates of service delivery measured prior to event

Source of information

Location of services (door to door, health post, booth)

Benefits of services (disease prevention, or other intervention specific information including safety)

Attitude

Safety and efficacy of OPV / routine immunization

Perceived norms

a) perceive enacting behavior has benefit (immunization is a good thing)

b) affinity with referent group / source of information that immunizes (others in my community immunize their children)

c) view attitude or behavior as central self concept (I am an immunizer)

Behavior (decision maker / caretaker with agency to act)

Report intent to engage in behavior

Report engaging in desired behavior

Observed engaging (data on coverage, other quantified measures) in desired behavior

The above indicators could be collected through PCM, or through specific research activities such as: 

· General KAP / social norms—standard questionnaire (samples available) to gather the same data to identify trends guide federal communication strategies. 

· Systematic data collection from sentinel sites identified from high risk areas where activities will be more closely monitored, and where enhanced data collection can occur prior to or after and SIA for a specified number of immunization events. 

· Qualitative inventories—including focus groups of women, religious figures, or other key categories from high risk states, to identify concerns, perceptions and proposed modifications to PEI.

Summative Data: This data set is crucial to measuring progress against programme and communication objectives, and to demonstrate outcomes or impact on PEI goals, such as improving coverage in children under six months. Data must be collected from select areas where interventions are also quantified, and results of communicant and programme outputs compared to control areas where interventions were not supported. Simple correlation of immunization rates to areas where events were supported, to within populations where communication objectives were met, will assist in identifying results. More sophisticated techniques, such as regression analyses, can be supported through specialized agencies if local capacity is not available. 

Trend analysis of communication and coverage / epidemiologic indicators (including missed children, refusal, immunity gap), correlated with communication interventions. Might need additional monitors and could be done in sentinel sites covered at a minimum of three rounds, compared with similar data in control sites. 

Number of children immunized through special initiatives as a percentage of the local target. 




WHO, 12 December 2007, Total number of cases in 2007: 820 (compared with 1791 for the same period in 2006). 


UNICEF ACPE presentation, October 2006.





India has also taken a lead in providing data under the communication country indicators package.The following outlines the suggested indicators that the India PEI programme will monitor and report on, under the four categories of epidemiological, process, communicant effects and outcome / impact.





Epidemiologic data


(NPSP data on case distribution, frequency, location + ethnographic information) - weekly





Process (in high risk areas, defined by an agreed epi and operational criteria)


numbers of engagements with households (by X category) - monthly


numbers of local dialogue meetings - monthly


numbers of newborns identified and immunized - monthly


number of planned/held RI sessions - monthly


numbers of influencers identified and included in SIA micr-oplans - by SIA


% effective use of IEC materials at fix site booth - by SIA





Communication Effects (by SIA and annually through surveys)


% sources of information by those coming to the polio booth 


% reason families give for refusing to immunize their child 


% of families who believe OPV causes sterility 


% of families who feel injection vaccines for routine immunization are safe





Outcome/Impact


average numbers of children immunized at a polio booth - by SIA


numbers of children missed for immunization by category, generated and remaining (Xr, Xv, Xo, Xs, Xl) - by SIA


% of children < 1 month receiving a dose of OPV - monthly


average number of doses in children by 12 months of age - monthly 


% of negative vs positive/neutral media stories by district, state, national - monthly





Community dialogues were started in Nigeria in 2006 to improve a two way flow of communication between communities and health service providers, and to facilitate local ownership through the visible participation and oversight of traditional and religious leadership. Community dialogues are held in the highest risk states, and have demonstrated their contribution towards improved immunization rates. 





Insert graph showing immunization rates in areas with dialogues





Much of the public health infrastructure in Afghanistan is supported through an NGO network. The NGOs provide a variety of services in areas were government or UN staff cannot access due to security issues. 





The Afghanistan communication review, held in September 2007, highlighted the need to articulate a clearer operational structure to support PEI communications. The country PEI team redefined the structure to provide more clarity and efficiency toward better implementation of the national strategy. The above diagram illustrates the proposed system.





4	Understanding Barriers to Polio Eradication in Uttar Pradesh (2003), EPOS Health Consultants, joint research project supported by WHO and UNICEF.
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6.	WHO data, 12 December 2007. DRC: 40 cases (compared with 8 for the same period in 2006), onset of�paralysis of most recent case: 14 Oct 2007





5	Data from a set of social surveys conducted in 2004 and 2005 demonstrated improvements in community knowledge and attitude regarding OPV and polio. Coverage figures showed improvements during SIAs in high risk areas improved during periods where social mobilization activities were supported compared to areas where no special activities were held. 
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Regarding Training in this diagram:

Module will be reviewed and update in 2008. Updated EPI data will be provided for each round of training



Proposing change from district level below. Every cluster (3 villages) in the district will have a Cluster Activist  since we are thinking of making CHSs (and CHWs if the number of CHSs is small) responsible for clusters and who will manage a network of community mobilisers in that cluste.






















