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This report details recommendations presented at the conclusion of the Pakistan Polio Communication Review meeting, held in Islamabad in September 2007. These programme recommendations were generated by a panel of six national and international experts in the fields of epidemiology, behaviour change, health communication, mass media and anthropology.  The review panel undertook an assessment of the current polio eradication initiative (PEI) communication programme through a combination of a desk review of available data, field visits to the three remaining endemic provinces (Balochistan, NWFP and Sindh) and provincial and national-level briefings. Specific recommendations are provided here in combination with an analysis of the perceived communication programme issues. They are presented with the goal of supporting and accelerating polio eradication efforts in Pakistan, and form a resource to be used by Pakistan’s polio communication teams in accordance with their own judgments and experience. 

A. INTRODUCTION

Polio Eradication Initiative (PEI) in Pakistan: 2007 Overview

Tremendous gains have been made since the start of polio eradication activities in Pakistan in 1994. Coverage in supplementary immunization activities (SIA), which previously were as low as 30% in large areas of the country, have now exceeded average rates of  >95% at the national and provincial levels. Sub-national variations still exist, however, and pockets of low coverage can be contributing to ongoing wild poliovirus (WPV) circulation in the country.

This increase in oral polio vaccine (OPV) coverage, coupled with additional gains in routine immunization (RI) coverage, has led to progressive decreases in new polio cases in Pakistan, from an estimated 20-30,000 cases per year only a few decades ago, to 40 in 2006, and 13 cases to date in 2007. This is accompanied by genetic and geographic restriction of WPV circulation, pointing to only a limited number of high-risk districts left within the country.
The PEI programme has a well-established sensitive AFP surveillance system supported by a highly qualified regional reference laboratory, both of which are achieving global certification standards.  Routine Expanded Programme on Immunisation (EPI) coverage remains an integral component to the success of polio eradication in Pakistan, and steady increases in this area have strengthened population immunity in the country.  However, sub-optimal EPI coverage still remains a problem in certain areas. 
Social Mobilization and Communication Activities
A comprehensive national communication strategy is in place and is combined with good coordination of partners, especially at the federal level. Communication activities are now an integral part of both polio and EPI programmes, and are becoming increasingly refined to respond to the emergent focus on high-risk populations. Previously focused primarily on broad-based mass media approaches for general awareness and mass reach, key components of the strategy now include advocacy, IPC, education/programme communication materials, and a range of social mobilization activities. 
The strengthened integration of routine EPI communication strategies with polio communication is an essential step towards achieving polio eradication and other child survival goals. Further exploration of how to leverage the existing polio communication infrastructure to promote and support other health services such as EPI will benefit and strengthen both aspects of the programme. 
Outstanding Challenges 
As we come closer to achieving polio eradication in Pakistan, the programme has some clearly demonstrated challenges in maintaining and achieving the highest possible OPV coverage in some specific areas. The remaining immunity gaps, stemming from sub-optimal coverage and missed children, are attributable to issues in the following areas:
1. Quality of Operations 

2. Inaccessibility 

3. Refusals
4. Mobile Populations 
In addition to these challenges, there is a need to strengthen the utilization of available programme data as a tool to link SIA outcomes with communication activities. The review panel felt strongly that data which demonstrates impact of specific activities on aspects of OPV coverage should be used to guide programming and inform resource allocation, especially at this critical time when intensified efforts at the sub-district level are needed and programme fatigue may be setting in. 
B. STRATEGIC APPROACH TO SOCIAL MOBILISATION AND COMMUNICATION (SM/C) ACTIVITIES

There are a high number of various communication activities being conducted, which have proven successful both at generating mass awareness and for localized reach. However, it is unclear whether data surrounding their specific impact is being collected, and how successfully this has been integrated with epidemiological, routine, campaign and surveillance data to guide activities and interventions in subsequent rounds. The next phase of the eradication effort requires intensification and an evidence-based approach (Figure 1) which should include the following major steps:

1. Analyze existing sub-district data (surveillance, SIA, routine EPI, communication interventions) to show trends and assess impact or changes. 

2. Identify appropriate local-level communication activities (with appropriate monitoring and indicators in place) by either repeating, modifying or changing the previous SM/C activity, 

3. Implement the intervention and generate further impact data 
4. Feed back into the programme to inform the next round of activity.

[image: image1]
[image: image3.png]% of unvaccinated children due to "no teams"

% of unvaccinated children due to "No Teams" PCM, Pakistan 2007

OJan OFeb @March BApil mMay mJune  mAugust

Sindh NWFP FATA Balouchistan





Figure 1. Schematic model to demonstrate the steps involved in evidence-based strategic approach to guiding PEI social mobilization and communication activities. 

Acronyms: DSO - District Support Officer, SO - Surveillance Officer, DCHO - District Communication Health Officer, CSP – Campaign Support Person
C. RECOMMENDATIONS

Maintaining Achievements 
In order to move forward, it is essential that the overall high level of programme achievements is maintained. Maintenance and enhancement should occur in the following key areas:

i. High Overall Coverage 

In order to sustain support in populations already accepting OPV, message development should be targeted at emerging concerns (i.e. over vaccination, multiple campaigns, polio cases in vaccinated children).

Furthermore, in efforts to ascertain true coverage levels and quantify the number and location of unvaccinated children due to security-compromised inaccessibility, complete standardized denominators (for total numbers of children, not just those in accessible areas during the round) should be used (this is especially true for NWFP). This will help in identifying any areas which have accumulated large susceptible number of children and to target them with specific interventions to address accessibility. This could be done either at the local level or with higher level governmental officials to ensure reaching those populations with the adequate number of rounds, even if done outside the specified dates of the campaign. 
ii. Overall good AFP surveillance system 
The program conducts regular internal reviews of the system to identify gaps and try to address them. This approach should be continued and completed to include all districts. Additionally, the introduction of the community-based AFP surveillance in NWFP should be assessed and possibly expanded to include other areas where it is required.

iii. High level political commitment
While there is high level of political commitment, the process of translating this commitment into action, in particular in high risk districts and sub-districts, should be strengthened to demonstrate ownership and support activities in high risk areas. Critically, the engagement and support of the District administration (manifested primarily in active programme oversight and ownership by EDO, EDOH, and District Nazim) should be strengthened.
iv. 
High levels of awareness
The current media campaign is operating through a variety of channels (TV, radio, print media) and has included new approaches (e.g. polio true stories). The impact of these current elements should be evaluated and monitored to guide allocation of resources and activities (such as production/use of posters).
v. 
Provincial leadership for programme communication 
Despite the numerous SM/C activities being conducted and the good relations between the partners at the provincial level, the panel members felt that there was a gap in terms of the available specialized capacity and leadership in area of communication at the provincial-level. 
vi. 
Reaching mobile communities

Strong efforts have been made to reach mobile communities and monitor their movements within Pakistan and to neighbouring Afghanistan. These approaches have included the provision of the yellow vaccination cards to nomadic children, the set up of seasonal or temporary vaccination posts and permanent border crossing points. Current efforts in reaching mobile populations should be continued, and but supervision of fixed and cross border points should be enhanced.  Additionally, the monitoring of trends over time in the number of children vaccinated at these posts should be strengthened to better understand population movement and achievement. 
v. 
Civil society and local institutes
Although attempts are being made in regard to involvement of civil societies and local institutes, the panel feels that the role of such organizations (such as pediatric associations, medical and nursing schools) in the SIA campaigns could be more formalized and standardized. For example, building a component in the curriculum of nursing schools requiring a certain number of community service hours prior to graduation, which could be fulfilled by complete and quality participation in the SIA rounds. This process would require consistent follow-up to build a sense of ownership and accountability into the existing relations already created.  
Focus Strategies in High Risk Areas (HRAs)
In recognizing the need to focus efforts on high-risk areas, it is recommended that the programme strengthen data-driven communication strategies at the sub-district level.
The programme should emphasize a focus of communication activities on sub-district levels in HRAs (at the Union Council or area-in-charge level). These interventions should be aimed at addressing any of the specifically identified reasons for missed children remaining in these areas. 
An example is given below which uses the strategic communication approach (Figure 1) to address the specific “No Team” category of missed children.
Example 1: “No Team” - Inadequate access for teams to children under six months.
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“No Team” has been defined by the country teams as either failure of vaccination team to visit the house, or failure of the team to access all children under 5 years of age in the household for various reasons. The post-campaign data presented reflects increases in the percentage of unvaccinated children due to “No Team” in Sindh and Balouchistan, a sudden decrease of over 10% in NWFP, and monthly fluctuations in FATA. In reviewing this data, it is clear that differences exist in team access at the sub-district level in each province, and that further analysis is needed in order to link these trends to SM/C activity impact. In addition, a clearer and more practical definition of what constitutes “No Team” is needed. More specifically, the strategic approach should entail: 

i. Disaggregating causes for “No Team” and analyzing the data to identify the cause of the access problem (e.g. security, human resources, compliance, etc.) at the Union Council (or equivalent) level.

ii. Reviewing current SM/C activities to look for evidence of impact:

Example Activity: Jirga held with community leaders one week prior to SIA round.

Example Impact/Indicator: Decrease in proportion of ‘no team’ in PCM data; increase in general and/or under 6 months coverage.

iii. Modifying SM/C responses and measuring new impact going forward. 

Example Activity: SM/C involving peri-natal care providers 

Example Impact/Indicator: Measure of proportion of TBAs/community mid-wives briefed, or increase in birth registration.
Example Activity: Engagement with young mothers in the community to increase awareness of EPI and polio
Example Impact/Indicator: Rate of demand for EPI amongst young mothers increased.

Training
The review panel perceived a general sense of fatigue at all levels of the training structure, and that it would be useful to refresh and refine materials/approaches used in this area. In order to do this, it is strongly felt that the use of previous SIA data relevant to the area of the teams being trained is imperative, along with subsequent modification of existing modules and training sessions to focus on those issues accordingly. Some examples of this include:
a) Area: Access to household
Focus on: IPC and negotiation skills, strengthen training by using SIA case studies from previous rounds as learning examples.

b) Area: Quality of recording (NA, Refusals, No Team)
Focus on: Review current categories of refusals in the tally sheet and PCM collection form to try to simplify and clarify them (i.e. reason for refusal: religious vs. misconception?). Strengthen supervision around the quality of complete recording of missed and refusal children. Use tally sheets of previous rounds to show existing problems and incorporate into role-play in the training of supervisors and teams. 
c) Area: Morale

Focus on: Providing programme status overviews and incorporating global updates into training, to generate a clear sense among the vaccinators of the special status of PEI and the reasons for continuing immunization over many multiple rounds
d) Area: Social Mapping
Focus on: Analyzing and plotting local realities (e.g. areas zero dose AFP cases, low coverage or refusals) using social maps.

As with all other interventions, it is necessary to monitor the impact of improved training in order to continue to refine this process in subsequent rounds.
Human Resources – Provincial Level

There is a significant gap in strategic communication capacity and leadership within the programme at the provincial level. It is therefore recommended that Pakistan’s PEI create and fill immediately at least three long-term Provincial Programme Communication Specialist Posts as soon as possible. These individuals should possess strong data analysis and communication strategy development skills, have previous experience in communication, monitoring and evaluation and polio programme knowledge.
The post will require an independent critical analyst working as part of the provincial team (GoP, WHO, UNICEF) focused on high risk districts and should report regularly to the federal level on progress and impact of communication strategies. 

Human Resources – District Level

At the district level, the District Health Communication Support Officers (DHSCOs) are recognized to be a critical component of an effective programme. It is recommended that ALL high-risk districts have DHCSOs appointed immediately. These individuals should be provided with regular training on communication strategies and fully utilize the expertise of the Provincial Programme Communication Specialist as a central point-of-contact. Additionally, depending on the need, some districts will require further support at the sub-district level through the appointment of social mobilizers. 
Follow-up to Communication Activities

As part of ongoing efforts to evaluate and follow-up on the large amount of communication work that is taking place, regular reporting from provincial to federal levels is essential. In order to achieve this, it is recommended that the Provincial Programme Communication Specialists attend and report on communication activities at existing team leader meetings attended by partners at the federal level. 
In addition, the mandate of polio programme’s Technical Advisory Group meeting should be expanded to include a substantial component of communication. It is recommended that this be achieved through:
i. Inclusion of a communication expert on the TAG

ii. Provincial Programme Communication Specialists to report regularly to the TAG.
Summary
Overall Pakistan’s polio eradication program activities have achieved tremendous successes. However, in order to reach the goal of a polio free Pakistan the last push will require further intensification of program activities, especially in the area of communications. These activities should focus on the three program components of routine EPI, surveillance and SIAs. A large amount of data on social mobilization and communication activities has been and continues to be collected, and should be utilized to further refine the communication strategy in the next phase of intensified activity. Most notably, this should be emphasized in the following areas: 

1. Sustaining achievements of the programme

2. Intensification of communication focused on sub-district strategic approaches that
· Link data with SM/C activities

· Develop and monitor indicators

· Refine and modify approaches accordingly

3. Using data more effectively in training to improve quality of performance, combined with strengthening IPC quality and the use of social mapping.

4. Increasing communication capacity and leadership at both the provincial and district levels urgently.

5. Ensuring adequate follow-up through regular meetings, reporting and TAG.
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