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UN award for Bangladesh

.

Hon'ble Prime Minister Sheikh Hasina received a UN award for Bangladesh's
otitstanding achievements in achieving the Millesmium Develapment (Goals
(MDG) particularly in reducing child mortality at a colourful function on 19
September 2010 at New York
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Dr. A. F. M. Ruhal Hague MP
Minster
Ministry of Health & Family Welfare
Govt. of the people's Republic of Bangladesh

Message

It is my great pleasure to see the completion of Coverage Evaluvation Survey (CES) report 2010
of Expanded Programme on Immunization (EPT).

EPI 1s the gatewav to pnmarv health care. Routine vaccination 1s an effective. safe and
economical intervention that has brought dramatic improvements i health of children and
women. EPI can be used as a strong pillar for providing other health interventions as well.

The success of EPI i1 highly praised in country and abroad. Bangladesh acquired United Nations
Millennum Development Goal Award 2010 for her successful achvities towards achieving
MDG 4. Hon'ble Prime Minister Sheikh Hasina herself recerved this award m New York. EPI
has a very significant role 1n attaining this success.

EP] programme in Bangladesh was started in April 1979 with prevention against six
conventional diseases and by 2002 with the mntroduction of Hib in the form of pentavalent
vaccine, EPI covers protection against 8 diseases.

The wvaccination coverage has been increased itn recent years. The CES 2010 shows that the
coverage of BCG 15 99%. which reflects the accessibihity of the vaccination service. The Fully
Vaccinanon Coverage (FVC) with 1n one year 15 79%.

I must congratulate all the government and non-govemment staff, field workers, development
partners, parents of children. volunteers and all walks of people for their contribution to achisve
this tremendous achievement We have to work more to reach the un-reached children and to
achieve the nanonal target of 90% FVC by the vear 20015, Let us work together for the
betterment of our children and women and build a healthv nation.

Jov Bangla. Jov Bangabandhu.
Long live Bangladesh

Dr. A. F. M. Ruhal Hagque

EPI Couerage Evaluarion Surcey 2010 i
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Prof. (Dr.) Syed Modasser Ah
Advisor to
The Hon'ble Prime Minister of the
People's Republic of Bangladesh
(Rank & Status of a Cabinet Minister)
(Health & Family Welfare & Social Welfare Ministry)

Mlessage

1 am indeed pleased to see that "Coverage Evaluation Survey (CES) report 2010" of Expanded
Programme on Immunization (EPI), Directorate General of Health Services 15 goimng to be
published. This survey report 15 an important document which would help the policy makers,
nattonal and local managers, and field level staff to compare and analyze different distncts
situation in order to plan accordingly and undertake necessary steps for improving the coverage
of those districts.

The Coverage Evaluation Survey (CES) conducted m 2010 shows that the coverage of BCG 15
09% which reflects the accessibility of the community to vaccination semvice. The CES 2010
revealed that the percentage for Fully Vaccinated Children (FVC) by 12 months of age increased
from 73% 1 2009 to 79% m 2010 In factall children should be vaccinated with all antigens in
right interval before one year of age I believe as the accessibility rate to vaccination with first
contact 15 99%_ we need to put all of our resources to complete all required doses before one vear
of age to aclueve 90% national target.

The timmunization programme in Bangladesh has been recognized for its sustained high coverage
level and its contribution to the reduction in childhood morbidity and mortality rates. The
country needs to further intensify efforts for increasing access for safe immunization and
strengthen surveillance against all vaccine preventable diseases. Future decisions for introducing
new vaccines require special studies and surveillance activities to ensure that the vaccines are
cost-effective 1n light of the country's burden of disease,

The Government of the People's Republic of Bangladesh is committed to ensure health for all
Therefore, our present government under the creative and competent leadership of Honorable

Prime Minister Sheikh Hasina, the daughter of the Father of the Nation Bangabandhu Sheikh
Mujibur BEahman 1s implementing the Community Clinics to render the health care services to
the door-step of the community.

I extend my sincere gratitude to Expanded Programme on Immunization of conducting CES
2010 T hope the findings of this survey will be useful to all concerned.

Jai Bangla. Ja1 Bangabandhu.

Bangladesh live for ever

Professor (Dr.) Sved Modasser Ali

EP1 Couevage Einluation Suﬂ:j_-' 2010 itE
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Dr. Capt. (Rtd.) Mozibur Rahman Falar
State Minister

Ministry of Health & Family Welfare

Govt. of the People's Repubhic of Bangladesh

Message

I am pleased to see that the Expanded Programme on Immunization (EPI) of Directorate General
of Health services 15 going to publish 1ts "Coverage Evaluation Survey (CES) repert 20107 In
Bangladesh EPI has been recognized for s sustained high coverage level which 1s also
contributing to reduction in childhood morbidity and mortality rates. Now EPI services are
available at the door-steps of the community at 130000 fixed and outreach centers and
Commumty Clinics

As immunization 15 one of the cornerstones of health and well-being, 1t contnibutes to
improvement in health and life expectancy through its social and economic impact at national
and commumty level; it 15 a cost-saving intervention which prevents needless suffering
Therefore, immunization should be seen as a cntical part of a wider health system strengthening
effort and a scaling up of efforts to meet the Millennmum Development Goals (MDGs).

The EPI will make every effort to achieve and sustain the MDGs and contribute to reduction of
childhood morbidity and mortality by ‘two thirds between 1990 and 2015

I acknowledge with sincere gratitude the financisl and technieal support rendered by the World
Health Orgamization and other cooperating partners for implementing EP] programme n

Bangladezh for our children and mother.

Joy Bangla,
Jov Bangabandhu.

,ﬁ,@}gﬁ FLNVL yu/vc?r-q

(Dr. Capt. (Rtd.) Mozibur Rahman Fakir)

EPI Coierase Evaluarion Sureey 2010 ¥
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Secretary
Ministry of Health and Family Welfare
Govt. of the People's Republic of Bangladesh

Message

The mission of the Expanded Programme on Immunization (EPI) in Bangladesh i1s to reduce
morbidity and mortality from vaccine-preventable diseases to levels where they are no longer a
public health concem by providing high-quality EPI services to all children The Government of
the People's Republic of Bangladech 15 committed to providing basic health services to all wath
special attention to children and women.

On 7™ April 1979 implementation of immunization program was initiated with 6 conventional
vaccines against six diseases. With the support from Global Alliance for Vaccines and
Immumezation (GAVI), Government later introduced the HepB vaccine and Haemophilus
mnfluenza type b vaccine into EPI program in 2009 thus preventing eight diseases. These
vaccines have sigmficantly reduced childhood morbidity and mortality.

The Coverage Evaluation Survey (CES) 15 an mmportant tool for estumating the levels of
wmunmiZation coverage at etther national or district levels 1n order to establish a companson with
admimstrative estimates (to venfy administrative coverage data). and other information. which is
usually not available through routine monitonng svstems. It also provides reazons for mon
immunization, proportion of administered doses that are valid and coverage by categories such as
gender and socio-economie status: CES data and information alse help us i future planning,
developing strategies for improvement of quality service delivery.

I zlso urge all officials to go through the survey report and find out problems and limstations for
not reaching every child and design program accordingly to achieve desired level of coverage.

Finally, T would like to express my gratitude to WHO and UNICEF for providing financial and
technical support in conducting the Survey.

DO AN

Ad. Humayun Kabir

EPI Covemage Evaluaton Sumeey 2010 Vi
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PREFACE

The Government of the People’s Republic of Bangladezh 15 highly commitied to provide basic
health services to all with special emphasis on children and women Accordingly. mn 1979
government took the imitiatives for tmplementing vaccination program to combat six vaccine
preventable diseases - Diphthena, Whooping cough, Tetanus, Poliomyehifis, Tuberculosis and
Measles. In 1983, the Government of Bangladesh had taken further imtiative to increase
immunization coverage levels, which was 2% up to that period. It was decided that a revitalized
plan of action needed to develop to achieve Umversal Childhood Immunization (UCI). So.
comprehensive service delivery system was infroduced 1n a phaze wise manner from 1986 to
1989 eventually covering all distnicts throughout the country. Hepatitis-B vaccine had been
incorporated 1n EPI 1in a phased manner from 2003 and completed nanonwide 1n 2003, Hib
Vaccine n the form of pentavalent vaccine introduced 1in EPI 1n January 2009 and phase wise
completed nationwide by July 2009,

The program 1s saving thousands of children from premature death annually. The program also
aims at women of childbearing age (CBA) and pregnant women to give T1 vaccine against
matermnal and neonatal tetanus. As a result Bangladesh has reached the threshold for Neonatal
Tetanus (NT) elimination Elimnation of NT in Bangladesh 15 considered to be a public hzalth
success, grven the high incidence of NT prior to the introduction of immumization.

It 1s true that EPI in Bangladesh has brought visible and tangible changes over the years in terms of
maortality and morbidity. However, survew result shows that despite high accessibility of EPI service
a large nmumber of children did not complete all doses of vaccine at night interval and at nght time.
The National Coverape Evaluation Survey (CES) 2010 revealed that the percentage for Fully
Vaccmnated Children (FVC) increased from a plateau, between 32% - 64% for some vears to 79%.

In 2002, for the first time 1n Bangladesh district wise CES was conducted. This 17th survey
report also gives area specific reasons for not availing the service at all or on reasons for
mcomplete doses. It would help the policy makers, national and local managers, and field level
staff to compare and analyze different districts situation in order to plan accordingly and
undertake necessary steps for improving the coverage of those districts.

I would like to express my sincere thanks to WHO and UNICEE for their generous suppoft in
conducting the EPI Coverage Evaluation Survey 2010

Finally_ I would like to thank Nielsen. Bangladesh for carrying out this study maintaiming high
standard of gquality. Also, special thanks to the respondents who provided their valuable time
with required informanion for the survey without which this study would not have been possible.

elory

(Prof. Dr. Khondhaker Md. Shefvetullah)
Director General
Directorate General of Health Services. Mohakhali, Dhaka

EPI Coverase Evaluation Sureey 2010 i
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FOREWARD

It 1s certamly a great pleasure for me to wnte forwarding note for EPI National Coverage
Evaluation Survey (CES) 2010.

CES established as monitoring tool to assess performances, achievements and progress of the

Bangladesh Expanded Program on Immumzation (EPI),

EP1I is considered a success story in Bangladesh because of its remarkable progress made during
the past 25 vears. It provides almost universal access to immunization services as measured by
the percentaze of children under the aze of one receiving BCG. which has mcreased a mere 2%
in 1983 to over 99% 1n 2010. However, the percentage of children under the age of one receiving
all doses of vaccines at the nght time and right interval has been achieved to 79% during the
same period due to dropout rate and mvalid doses.

EPI Coverage Evaluation Survey (CES) 2010 was carried out by Nielsen Bangladesh in
collaboration with EPI, WHO and UNICEF. The purpose of conducting 2010 CES 15 to assess
{a) the routine childhood vaccination coverage: (b) TT vaccination coverage among women with
children 0-11 months; (¢) OPV, Vitamin A and Albendazole coverage dunng 18th NID and
Measles Follow-up Campaign: (d) TT vaccination coverage among the women of 1849 vears
age; (e) Measles coverage dunng Measles follow-up Campaign; and (&) immmunization program
quantity coverage (valid and crude). The survey was camried out between the periods of May-July
2010. The survev was conducted in all 64 districts: 6 City Corporations (CC) and 2 slums. This
survey results will grve us a better picture of distnicts and CC situation and enabie us to analyze
the coverage of each distnct and CC to identify the performances and also to take special
activities to improve the situations.

I would like to thank all experts of EPI HQ) specially Ex Program Manager. Child Health and
Limited Curative Care for his valuable contributions to the CES 2010. I would like to appreciate
Ex DPM-EPI and Medical Officers. EPI who had taken active participation mn different stages of
this survey. My sincere thanks to Nielsen Bangladesh who had supported the government of
Bangladesh to conduct the study and prepared this report. My sincere thanks to WHO for
arranging necessary fund for carrying out this important survey. Finally, National Consultant-
EED and Data Manager of WHO and Immunization Specialist of UNICEF deserve thanks for
their valuable contributions.

I believe this CES report will serve as a useful montoring tool for all managers working 1n
government and non-government orgamzations to reach all children We look forward to the

widespread use of the CES 2010 in the country.
A——,—.S:’

(Dr. A.B.M. Jahangir Alam)
Director PHC & Line Director, ESD
Directorate General of Health ServicesMohakhali, Dhaka

EPI Covesage Evaluadon Suwreey 2010 )3
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Bangladesh has been conducting National Coverage Evaluation Survey (CES) from 1991
onwards. The survey would provide us national along with divisional and district level
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extremely challenging circumsiances to provide immunization services to mothers and children
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1 must congratulate our officers at EPI Head Quarter for giving support 1n planning, organizing
and conducting such a huge assignment. I must acknowledge Dr. Md. Abdul Jalil Mondal, Ex.
Deputy Director, EPI & Surveillance and Program Manager. CH&LCC who had taken leadership
mn this survey. 1 also appreciate Dr: Md. Zahurul Haque, Ex. Deputy Program Manager, EPI for
his great contnbution m this endeavor

I also express my gratitude to Dr Serguei Diorditsa, Medical Officer, WHO-IVD for lus sincere
support and contributions mn this survey. Speaial thanks to WHO and UNICEF for their valuable
contributions that made this enormous work a success. My sincere thanks to Nielsen Bangladesh
for supporting Expanded Programme on Immumization (EPI) in conducting the survey and
preparing this report. And 1 want alse to exprecss my thanks in recognition to contribution for
this survev by European Union to Bangladesh

Hope this report would be useful for all concern personnel.

(Dr. Md. Shamsul Ashraf Khan)
Deputy Director-EPI & Surveillance
and
Program Manager, CH&LCC
Directorate General of Health Services
Mohakhali, Dhaka



s N



TABLE OF CONTENTS
Executive Summary
Chapter 1 Introduction

1.1 Background
1.2 Objectives of EPI Coverage Evaluation Survey
1.3 Survey Design
1.4 Individual Surveys
1.5 Survey Subjects
1.6 Sample Size
1.6.1 Selection of Samples
1.6.2 Selection of Sample Clusters
1.6.3 Selection of Sample Households
1.7 Questionnatres
1.8 Implementation of the Survey
1.8.1 Recruitment
1.8.2 Traimng
1.8.3 Fieldwork
1.8 4 Data Management and Statistical Analvsis
1.9 Weighting
1.10 Reports
Chapter 2 The Childhood Vaccination Coverage Survey

2.1 Objectives of the Childhood Vaccination Coverage Survey

2.1.1 Profile of Children and their Parents

2.2 Childhood Vaccination

2.3 Levels of Childhood Vaccination Coverage

2 4 Coverage Rates from Card and History

241 Levels of Crude Vaccinanon Coverage

242 Levels of Valid Vaccination Coverage by 23 Months.

2.43 Levels of the Valid Vaccination Coverage by 12 months

244 Dufferential in Valid Vaccination Coverage by the Age of 12 Months by

Backsround Charactenistic

2 4 5 Trends 11 Vaccination Coverage

2 4.6 Divisional Trends in Vaccination Coverage

2 4.7 Levels of the Rural Coverage by Division

2 4 8 Levels of the Urban Coverage by City Corporations
249 Coverage 1n 23 LAUNCH Dastricts

2.4.10 Coverage 1n 15 Low Performing Districts

2.4.11 Sex Differennials m the Vaccination Coverage
2.4.12 Levels of the Coverage by Survey Unit

2.5 Vaccination Coverage from Card Only

2.5.1 Levels of the Vaccination Coverage by the Age of 12 Months
2 6 Program Quality

EPI Coveraze En&luanm-smggﬂi_ﬂﬁ'

2-12

ol R O R B B Lh L U e el L i b e e

11
11
13
14
15
15
15
16

17

19
20

24

24

27

28

36
56

61




2.6.1 Retention of Vaccination Cards 61

2.6.2 Incidence of Invalid Doses 6l
2.6.3 Vaccination Dropout Rates 62
2.6 4 Incidence of Post-Vaccination Abscesses 64
265 Knnwlﬂdge about Common Side-effects of Vaccination 64
2.7 Reasons for Never or Partial Vaccination T
2.7.1 Reasons for Never vaccination 77
2.7.2 Reasons for Partial Vaccmation 78
2 8 Knowledge of the Number of Visits Required for Complete Vaccimnation 78
2.9 Sources of Childhood Vaccination 87
2.10 Missed Opportunity 89
Chapter 3 Tetanus Toxoid Vaccination Coverage Survey Among Mother With 0-11 Months Old
Children
3.1 Objective of TT Survey 93
3.1.1 Selection of Samples 93
3.2 TT Vaccination: 94
3 3 Levels of the TT Coverage 95
34 Trends in TT Crude Coverage 26
3.5 Rural Coverage by Drnision 96
3.6 Levels of the Coverage by Survey Unit 98
3.7 TT Coverage by City Corporation 98
3.8 TT Card Status among Mothers 105
3.9 Incidence of Invalid Doses 105
3.10 Sereening for TT Vaccination of Mothers 106
3.11 Children Protected at Birth (PAB) against Tetanus 147
3.12 TT2 Coverage and PAB Status 167
3.13 Mothers' Knowledgs of TT Vaccination 116
3 .14 Sources of TT Vaccination 116

Chapter 4 Tetanus Toxoid Vaccmation Coverage Survey Among Women of 18-49 Years
4.1 Objectives of the TT Vaccination Coverage of the Women Aged between 18-49 Years 123

4.1.1 Selection of Sample 173
42 Levels of TT Vaccination Coverage 123
4 3 TT Vaccmation Coverage by Rura! Division 124
4.4 Levels of the Coverage by the Survey Unit 125
43 TT Vaccination Coverage by City Corporation 125
4 6 Status of retention of TT card among Women 130
4.7 Incidence of Invalid Doses 130
4.8 Women's Knowledge about TT Doses 134
49 Sources of TT Vaccination 134

= = :=| .
__--"' w | EPI Couerage Evaluation Survey 2010



Chapter 5 OPV Coverage Sun*eg 1n 18 NID & Vitamin A Supplm}mmm.@vmge SUVey

5.0 Objectives of the 182 NID Survey

5.1 NIDs as a Supplementary Strategy

5.1.1 Orgamzing the NIDs

5.1.2 Child-to-Child Search

3.2 Selection of Sample

5.3 OPV Coverage

5.4 Reasons for not Having Children Vaccinated at Fixed Sites

5.3 Sources qunﬁm:uanun about 18 NID

5.6 Vitamin A Supplementation Coverage among Infants, Postpartum women and
5.6.1 Reasons as to Why Chuldren did not Receive VAC During the 182 NID
3.7 Anthelmintic Coverage among Children

3.7.1 Reasons as to Why Children Did not Receive Anthelmintic

Chapter 6 Coverage of Measles during Measles Follow Up Campaign

6.1 Measles Follow Up Campaign and Coverage
6.2 Reasons for not recetving Measles by Urban and Rural Areas
6.3 Source of Information for Measles Cﬂmpmgn

Appendix
List of Tables and Figures
Vaceination Coverage by Survey Umt

Vitamin A Supplementation Coverage by Survey Units
Questionnaire

EPI Couense Eeasion Suey 2010

141
141
142
142
143
143
147
147

150
154
158
160

163
166
166

171




ACRONYMS

BBS
BCG
BCC
cce
CES
COSAS
DPT
EA
EP1
h164
KCC

LAUNCH

NGO

NT
NVAS
(5)24%
PAB

PNVAC
RCC
scC

i SFS 5

UNICEF
VAC
VAS
WHO

Bangladesh Bureau of Statistics
Barisal City Corporation

Chittagong City Corporation
Coverage Evaluation Survey

Dhaka City Corporation

Diphtheria, Pertussis and Tetanus
Khulna City Corporation

Large Number of Unimmunized Children
Non-Government Organization
National Immunization Days
Neonatal Tetanus

National Vitamin A Supplementation
Oral Polio Vaccime

Protected at Birth

Probability Proportional-to- Size
Post-natal Vitamin A Capsule

Sylhet City Corporation

Statistical Package for Social Science
Tetanus Toxoid

Vitamin A Capsule

Vitamin A Supplementation




GLOSSARY

Cluster

Crude

Fully Vaccinated

Mouza

PAB

Valid
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Cluster is defined an enumeration area which constitute of on an

‘averaze with 120 households
Vaccine received irrespective of vaccination schedule such as exact

age and interval for each antigen

Recetved vaccine from EPI outreach sites | hospital

1If a child receive doses of the "standard seven" antigens - BCG.

diphtheria- pertussis -tetanus- {DPT) (3 doses). polio 3 dasea) HepB
(3 doses) and measles vaccines

Vaccine received not following EPI vaccination schedule of exact

‘age Eﬂdﬂﬂﬂ&iﬂtﬂn’aifﬂf E&chm!}gﬁn

Smallest identifiable area of municipalities, which 1s known to the
mhabitants as mahallah

A revenue village with a jurisdiction list number and defined area is
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EXECUTIVE SUMMARY

The Expanded Programme on Immunization (EPI) started its journey in Bangladesh on 7th Apnl,
1979 with a wisw to reduce child mertality and morhdity from the 6 vaccine preventahle
diseases (tuberculosis. diphtheria, pertussis, 12 whooping cough, tetanus, polio, and measles)
through vaccinating the target group with these 6 antigens. In 2003, Hepatitis B and hib as
pentavalent dose m 2009 was mcorporated 1n the child vaccination schedule under the support
from Global Alliance for Vacoines and Immunization (GAVI). Inttially, more focus was given
for increasing the vaccination coverage, 1.e. the quanttative aspects of 1ts service delivery. With
the passing of time, EPI got the momentum both in quanittative and gqualitative aspects of its
service delivery. In course of time. EPI has fixed 1ts objectives 1n two dimensions: (a) coverage
objectives: to increase coverage at east 90 percent nationally. and at least 80 percent in all
districts by 2010, and (b) disease reduction objectives: polwo eradication. elimination of Maternal
and Neonatal Tetanus (MNT). reduction of measles morhdity, and mortality, and reduction of
Hepatinis-B prevalence.

Now EPI 15 considered as a success story of the health services 1n Bangladesh because of its
remarkable progress during the last 20 wvears. It provides almost a universal access to
immunization services as measured by the percentage of under-one children recerving BCG,
which has increased from a mere 2 percent in 1985 to 98 percent i 2006. However, the

percentage of the under-one vear children recerving all doses of vaccines at the nght ttme and
right interval has reached 79 percent nationally.

With a view to weigh up the improvement in terms of coverage, fulfillment of the requirement of
GAVI annual report as well as to make strategic plans te achieve the coverage objective,
Coverage Evaluation Survey (CES) 1s an important means. The government of Bangladesh.
collaboration with WHO and UNICEF, has been conducting EPI CES since 1991, Since then. a
total of 16 CESs were conducted. In 2010, the 17th CES was conducted by Mielsen with the
financial support from WHO Bangladesh

The objectives of the CES 2010 were to assess: a) Childhood vaccination coverage (seven
antigens: BCG. DPT, OPV, Hep-B, and Measles) through routine EPI; b) TT vaccination
coverage among women with children aged 0-11 months to assess the status of protection at
birth; C) TT> coverage among 18-49- vear old women to evaluate the progress of TI3
programme; D) OPV, Vitamin-A and Anthelmentic (Albendazel) coverage during 18% NIDs
which was held between January 10-14, 2010, and during measles follow-up campaign E)
Measles coverage dunng measles follow-up campaign held between 14-28 February, 2010.

= EPI Coverare Eialuation Survey 2010



ROUTINE CHILDHOOD VACCINATION COVERAGE

Avcross the country, 79 percent of the surveyved children aged between 12-23 months were found
to be fully vaccinated before observing their first birthday along with the highest coverage for
BCG at 99 percent. DPT3 89 percent, and measles 83 percent Compared to BCG. a marked
declhination (14 percent lower) 1n measles coverage was observed 1n CES 2010, Over the peniod
between 2005 and 2010, DPT3 coverage mncreased by 12 percent while the measles coverage
increased by 14 percent. A remarkable increase i DPT3 and measles vaccination coverage
attributed to 4 percent increase in the national coverage. Moreover, compared to that in CES
2009_ increase in the coverage rate of all other antigens except BCG also contnibuted to the
higher improvement 1n vaccination coverage i1 2010. In CES 2010, antigen-specific coverage
was found 99 percent for BOCG, 98 percent for DPT1. OPV1_ Hep-El. 97 percent for DPT2,
OPV2, Hep-B2, and 9 percent, 94 percent, 82 percent for DPT3, OPV3, Hep-B3, respectively.
Compared to that in CES 2009, Fully Vaccination Coverage (FVC) rate increased by 4 percent in
CES 2010 (75 percent 1n 2009_ and 79 percent in 2010).

As regards to area tyvpe fully vaccination coverage following the exact vaccination schedule,
which 15 termed as valid coverage, by the age of 12 months was found to be almost stmilar both
i rural and urban areas. Seventy nine percent of the urban children were found to be fully
vaccinated as against 80 percent of the children residing 1n rural areas. No difference 1n BCG
coverage was observed between rural and vrban areas. However, DPT3 and measles coverage
were 89 and 84 percents. respectively, in urban areas as agamst 89 percent coverage of DPT3
and 85 percent coverage of measles inrural areas.

Crude vaccination coverage has been specified as coverage without following the exact
vaccination schedule recommended by EPL In CES 2010, the crude fully vaccinahion coverage
rate was found to be 93 percent in the country. Compared to that 1n CES 2006, crude coverage
rate increased by 4 percent in 2010. By antigen, crude coverage rate was found to be 99 percent
for BCG, 99 percent for DPT1, 87 percent for DPT3, and 93 percent for measles. However. a
small dropout 1n the subsequent doses was observed among all antizens. The coverage rate of
DPT1 was 29 percent which dropped down to 97 percent in DPT3 and 93 percent in measles.
Thus_ the dropout among the subsequent doses/antizgens 15 Iimited to crude vaccination coverage
upto 93 percent nationally. Conversely, the rural-urban analysis shows no difference 1n the crude
coverage between urban and miral areas.

By division, annual trend in valid vaccination coverage by the age of 12 months was found to be
the highest in Rajshal drvision (83 percent) and the lowest (74 percent) in Sylhet dnvision
which was being followed by Chittagong (76 percent). Dhaka (78 percent), Khulna, and Bansal
(81 percent). However. a separate analysis for Rangpur drvision 15 done through the data derived
from Rajshahi division The analysis shows that 78 percent of the children of Rangpur division
recetved all valid doses by the age of 12 months.

Similarly. annual trend in crude vaccination coverage was the highest in Rajshahi division (96
percent) and the lowest 1n Sylhet division (88 percent). Bansal Khulna_ and Rangpur divisions

EPI Coveraze Evaluation Survey 2010 i
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achieved the second highest position with 93 percent coverage. However, crude vaccination
coverage was 91 percent in Chittagong and 92 percent in Dhaka divisions.

As regards to specific antigen, crude coverage rate was found to be varying slightly among the
divisions. BCG coverage was almost similar in all drvisions except in Chittagong and Sylhet
divisions. It was 97 percent m Sylhet and 96 percent in Chittgaong divisions. Likewise, DPT3

coverage was found to be 99 percent in Rajshahi, 98 percent in Barisal. Khulna. and Rangpur. 97

percent 1n Dhaka and the lowest in Chittagong and Sylhet divisions (94 percent).

In terms of valid vaccination coverage by the age of 12 months, difference in the coverage by
antigen was less pronounced for BCG and DPT3 among the divisions. However, the difference
was more pronounced for measles vaccine. DPT3 coverage was found to be the highest in
Fajshahi (21 percent). which was being followed by Khulna. and Barnisal (90 percent), Dhaka
and Rangpur (88 percent), Sylhet (86 percent), and Chittagong divisions (85 percent). As regards
to measles, 1t was BE percent for Rajshahi B7 percent for Barisal 86 percent for Khulna B3
percent for Rangpur, 84 percent for Dhaka, 83 percent for Chittagong, and 79 percent for Sylhet
divisions.

Among the city corporations, children from Rajshali City Corporation (RCC) were more hkely
to recetve vaccines before observing thewr first burthday following the EPI- recommended
vaccipation schedule (93 percent). However, the fully vaccination coverage was the lowest n
Dhaka and Svlhet City Corporations (70 percent). Valid coverage in other city corporations was
intermediary that ranged from 78 percent in Chittagsong City Corporation (CCC) to B1 percent in
Banisal City Corporation (BCC). Likewise. crude vaccination coverage was the highest in RCC
(99 percent) ‘and the lowest mm SCC (87 percent)., which was bemg followed by BCC (94
percent), CCC (93 percent). DCC and KCC (91 percent).

The survev findings revealed that marked vanation between the valid and ¢rude coverage rates
was due to the dropout rate as well as admimstering invalid doses. Higher dropout rate
contributes to the lower vaccination coverage. DPTl-measles dropout rate was the highest in
Sylhet division (9 percent) and the lowest in Rajshaht division (3 percent), which atinbuied to
the lower vaccinaton coverage rate 1n Sylhet division (74 percent) and higher coverage rate in

Rajshahi division (83 percent).

It 15 to be noted here that the data of CES 2010 were collected from two basic sources - card and
mother's history. Estimation of vaccination coverage was based on both the sources. The
coverage based on vaccimation cards was 33 percent and that based on history was 27 percent.
Therefore, the overall coverage from cards and history revealed that 79 percent of the children
aged between 12-23 months recerved all the recommended vaccines before observing their first
birthday. Compared to that in CES 2006, the fully valid vaccination coverage was & percent
higher in 2010. The extensive mntervention and mvolvement of the program needed contributed
towards the increase in vaccination coverage in 2010,
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Coverage in 23 LAUNCH (Large Number of Unimmunized Children) Districts

With an aim to contribute to the national coverage, EPI has taken a special imtiative, with the
financial and technical assistance from WHO, to improve the coverage of 23 DPT3 nussed out
districts at least up to 90 percent. In the year 2006, EPI conducted a coverage evaluation survey
(CES) 1n 70 units (64 districts and 6 city corporations). The number of children vaccinated with
DTP1-3 was calculated to be 3,175 5367, which was based on the coverage percentage against the
national target of 3, 798_525. Based on target children and coverage percentage_ 1t reveals that a
total number of 622 958 = (3,798.525 - 3.175567) children were missed from DTP-3 12
dropeut in 2006 Te mimmaze the missed out as well as to mmerease vaccination coverage to the
national level, WHO has been providing financial and technical support to the 23 LAUNCH
districts through EPI since 2007

To assess the impact of special support provided by WHO to the LAUNCH distnicts, CES 2010
made a separate analysiz of the data derived. The analvsizs shows that the overall trend 1n the
vaccination coverage in 23 LAUNCH districts was increasing except in Bagerhat (72 percent in
2006, 71 percent in 2009, and 69 percent 1n 2010) compared to that in CES 2006, Continuous
mcreasing trend was observed in Dhaka (76 percent in 2006, 76 percent in 2009_ and 79 percent
1 2010), Fanidpur (68 percent in 2006 and 2009, and 75 percent m 2010). Jessore (75 percent 1n
2006, 76 percent in 2009, and §6 percent in 2010). Barisal (71 percent in 2006, 77 percent 1n
2009, and 78 percent in 2010), Bhola (66 percent in 2006, 71 percent in 2009, and 84 percent in
20100, Chattagong (72 percent 1n 2006_ 76 percent 1n 2009, and 72 percent in 2010). Comulla (66
percent i 2006, 75 percent in 2009, and 80 percent m 2010), Lakshmupur (69 percent in 2006,
73 percent in 2009, and 79 percent in 2010), and Narsingdi (71 percent in 2006, 73 percent in
2009, and 80 percent m 2010).

However; a flucuating but upward trend was observed 1n Gazipur (70 percent in 2006, 64
percent in 2009, and 77 percent in 2010), Kishoregan) (79 percent 1n 2006, 77 percent in 2009,
and 83 percent 1 2010). Tangal (81 percent mn 2006, 76 percent 1n 2009, and 79 percent m
2010}, Bogra (81 percent 1n 2006, 77 percent in 2009, and 88 percent 1n 2010), Kurigram (71
percent i 2006, 65 percent in 2009, and 81 percent in 2010), Nilphamari (64 percent n 2006_ 79
percent 1n 2002 and 73 percent 1n 2010), Natore (65 percent 1 2006, 81 percent 1n 2009 and 86
percent 11 2010), Naravangan; (74 percent in 2006, 69 percent in 2009, and 86 percent in 2010),
Pabna (78 percent in 2006, 87 percent in 2009, and 84 percent 1 2010), Rangpur (73 percent in
2006, 71 percent in 2009, and 78 percent in 2010), Habigan) (67 percent in 2006, 61 percent in
2009, and 79 percent in 2010), and Chandpur (77 percent mn 2006, 76 percent in 2009, and 80
percent 1n 2010) distriets ( see Table A7)

Coverage m 15 Low Performing Districts

Wiih an aim to contnibute to the national coverage. EPI has taken a special initiattve along with
the financial and technical assistance from UNICEF for improving the coverage of 15 low
performmg districts at least up to the national level (CES 2006 71 percent). After one vear of
mtervention, EPI] conducted CES 2007 which highlishted the 15 low performing districts. The
findings revealed 69 percent coverage in all the 15 districts.

EPI Coweraze Evaluaton Survey 2010 o



This coverage was 19 percent higher compared to that m CES 2005 and 9 percent lgher than
that 1n 2006 Further, CES 2009 provides a special analysis of the 15 low performing districts,
which shows that 74 percent of the children from 13 districts were fullv vaceinated by the age of
12 months. Compared to that 1n CES 2007, the fully vaccination coverage by the age of 12
months increased by 5 percent (69 percent in 2007, and 74 percent in 2009). However, compared
to CES 2009, fully valid vaccination coverage by 12 months mnecreased by 2 percent in 2010 (74
percent i 2002, and 76 percent m 2010),

Program Quality

Incidence of invalid dose: Vaccines should be admimistered as per the recommended national
EPI vaccination schedule. Figure C5 shows that a certain percentage of vaccmes were bemng
admimustered without following the recommended vaccination schedule. Nationally. 4 percent of
the total DPT1 doses, 6 percent of the total DPT2 doses, 8 percent of the toial DPT3 doses, and 3
percent of measles doses were found to be "invalid” (Figure C3-C6). Incidences of invalid TVPT1
and measles doses were found to be simular both 1n urban and rural areas Incidence 1n mnvahid
DPT1 doses was found to be 4 percent and measles 5 percent in both mural and urban areas

(Figuie C5).

Dropout: A child should recerve all the antigens as per the EPI-recommendead schedule before
observing his’her first barthday for bemng fully vaccinated. S'he 15 considersed as a dropout when
s/he misses any doses of the recommended antigens (three doses of DPT and Hepantis- B, 3
doses of OPV, and one dose of measles vaccine). Overall, DPT1-DPT3 dropout rate was found
to be 2 percent and DPT1-measles 6 percent (Figure C11). The urban-rural analysis shows no
marked vanation i DPT1- DPT3 and DPT1-measels dropout rates between the rural and the
urban areas.

Abscess following vaccination: Adverse Events Following Immumzation (AEFT) in the form of
abscess may occur i1 some cases at the site of parental vaccination. The survey findings show
that nationally 2 percent of the children who recerved vaccines have had an abscess ( see Figure
C21). Occurrence of abscesses was less prevalent among the children n urban areas (1 percent)
compared to those residing in rural areas (2 percent).

Card retention rate: Seventy three percemt of the surveved children were found to have
retammed the vaccination card. Rural mothers/caresivers were more likelv to retam the
wvaccination card than urban mothers/caregivers (Figure C1). Card retention rate was found 74

percent in rural areas as against 68 percent in urban areas. However, the card retention rate in
CES 2010 (73 percent) was found 6 percent lugher than that in CES 2006 (67 percent).

Reasons for never or partial vaccination: In order to achieve the coverage objectives,
information about reasons for one's abstaining himselfherself from vaccination is very
important. Since the routine admimistrative data does not provide anyv accurate information tn
this regard. vaccination coverage 15 estimated through surveys.

While showing a reason for never vaccination (Figure D1}, 24 percent of the mothers/carsgrvers
reported about the distance of the vaccination center from their villages and 18 percent of them
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mentioned that they didn't know that thewr children should be vaccinated. Another 18 percent of
them mentioned that they were scared of the side- effects following the vaccination. However, 9
percent of them commented that they don't believe 1n the usefulness of vaccination. Eight percent
of them were not aware of the vaccination center. Besides, they were busy with thetr household
work. Further, 3 percent of the mothers/caregivers reported that the vaccoination session time was
mconvenient for them The survey findings revealed that compared to those who reside in rural
areas urban mothers were more unaware of the childhooed vaccination service.

Regarding partial vaccination (see Figure D1), about one-fourth (24 percent) of the mothers
reported that they were unaware of measles vaccination schedule Sixtesn percent of them
mentioned that they were busy with their houschold work Thirteen percent of the
mothers/caregivers reported that "the child was sick. so they couldn't vaccmnate him‘her”. This
was bemng followed by the followmng agruments: "mothers/caregrvers didn't know when to zo for
second/third dose" (7 percent), "mothers/caregivers forgot to vaccinate thewr children” (7
percent), "they were scared of the side-effects” (6 percent), "the child was sick” (3 percent),
"vaccimation time was inconvenient for them” (3 percent), and "thev didn't know where to go for
vaccination” (3 percent).

Knowledge about the common side-effects of vaccimation: Many children experience common
side-effects dus to vaccination Mothers'caregivers’ knowledge regarding the side-effects was
assessed mn CES 2010, Eighty percent of them reported fever as a common side-effect of
vaccination. A small proportion of them (2 percent) mentioned about abscess (Figure C24).
Almost stmilar findings were revealed both in urban and rural areas.

TETANUS TOXOID (TT) VACCINATION COVERAGE AMONG MOTHERS WITH 0-
11 MONTHS OLD CHILDREN

Valid TT Vaccination Coverage

More than one-third (39 percent) of the surveyed mothers recetved 5 doses of TT vaccination
nationally, with slight difference between urban and mural areas. The coverage of TT2 was 93
percent- 95 percent in rural and 96 percent in urban areas. As 1t was expected, T1 vaccmation
coverage was found to be lower between the subsequent doses. Eighty two percent of the
surveved mothers recerved TT3 and 61 percent TT3 nationally. For TT3, there was no vanation
in the coverage between urban and rural areas. However, for T1T4 the difference was 3 percent
(61 percent in rural and 38 percent in urban areas) (Figure E2).

By mural division. TTS coverage was found to be the highest in Rajshahi division (45 percent)
and the lowest in Barizsal division (31 percent). It was 43 percent in Svlhet 40 percent in Ehulna,
39 percent i1 Dhaka and 38 percent in Chittagong divisions. respectively. Among the city
corporations_ the highest coverage of TT was found in RCC (30 percent) and the lowest in DCC
(27 percent). In contrast, TT5 coverage was 32 percent 1n SCC,_ 30 percent in CCC, BCC, and
KCC, respectively.
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Crude TT Vaecination Coverage

Fifty-five percent of the mothers received 3 doses of TT waccine without following proper
vaccination schedule while 95 percent recerved TT2, 87 percent TT3, and 71 percent TT4
Similar to valid vaccination coverage, crude coverage rate was found to be lower for each
subsequent dose. T13 vaccination coverage was found 8 percent lower than that of TT2 and 16
percent higher than that of TT4 (see Figure F1).

By victmty. TT3 coverage was found lower 1in urban areas (33 percent) than that of in rural areas
(35 percent). Dafference 1n the coverage of TT2 was 1 percentage pomnt between urban (96
percent) and rural (95 percent) areas. T13 coverage was found to be 87 percent in urban areas as
agamst 86 percent in rural areas while TT4 coveraze was found 70 percent in urban and 72
percent in rural areas, respectively (see Figure F1).

Among the rural divisions; TT5 coverage was found to be the highest n Rajshalu (39 percent)
and the lowest in Bansal divisions (49 percent). In contrast, the coverage in Chiitagong and
Khulna divisions was 353 percent. However, TT5 coverage was 38 percent in Dhaka and 33
percent in Svlhet divisions (see Figure F10).

Retention of TT vaccination card: TT vaccination card retention rate among the surveyed
women was found to be 40 percent Card retention rate was 6 percent higher in rural arcas (41
percent) compared to that in urban areas (33 percent) (Figure G1) By rural division. card
retention rate was found to be the highest 1n Rajshahi (30 percent) and the lowest 1n Dhaka and
Banisal divistons (34 percent). However, by city corporation. 1t was found to be the highest in
ECC (43 percent) and the lowest in SCC (27 percent).

Incidence of "invalid" dose: Invalid dose refers to the vaccination that 15 admumistered without
following the proper vaccination schedule. Incidence of invalid doses was the highest for TT3.
Nanonally, 14 percent of TT3 doses was found invalid, which was being followed by TT4 (13
percent) and TT3 (13 percent) By vicimty, no difference in the incidence of mmvalid doses of
TT3 between urban and rural areas was observed (14 percemt both in urban and rural areas).
However, regarding TT4 doses the difference was 1 percent (13 percent in rural and 14 percent
in urban areas), and for TTS incidence of invalid doses was found stmuilar both tn urban and rural
areas (13 percent) (see Figure G4).

Among the divistons, incidence of mvalid TT3 was found to be the highest in Bansal (20
percent) and the lowest i Sylhet and Rangpur divistons (9 percent), while that of TT4 was the
highest 1n Bansal (19 percent) and the lowest in Rangpur divisions (9 percent). However, for
TT5 the highest incidence of invalid dose was revealed in Bansal divizsion (18 percent) and the
lowest in Sylhet division {7 percent) (see Figure G3).

Likewise, among the citv corporations incidence of mvalid doses of TT3 were found to be the

highest in CCC (33 percent) and the lowest in RCC (4 percent). Incidence of invalid TT4 was
found ta be the highest 1n BCC (21 percent) and the lowest in RCC (B percent) (see Figure G6&).
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Children Protected at Birth (PAB) against Neonatal Tetanus

The calculation of children protscted at buth (PAB) agaimnst tetanus was based on the TT
vaccination status of the mothers while giving birth to a chuld. Nationally, 92 percent of the
childeen bom between 1 January, 2009, and 31 December, 2009, were found to be protected at
birth (PAB) against tetanus. The proportion of the children protected at birth aganst tetanus was
margmalily higher mn urban areas (93 percent) compared to that in rural areas (92 percent) (see
Figure G10).

In rural areas by division. PAB aganst tetanus was the highest 1n Rajshah division (93 percent),
which was being followed by Khulna (94 percent), Dhaka and Bansal (91 percent). and Sylhet
divisions (88 percent) (see Figure (G12).

However, among the city corporations, PAB against tetanus was found to be the highest in DCC
and RCC (96 percent) and the lowest m SCC (88 percent). PAB was 95 percent in CCC, 93
percent i BCC, and 89 percent in KCC, respectively (see Figure G13),

TT VACCINATION COVERAGE AMONG WOMEN AGED BETWEEN 13-49 YEARS

Natonally. 33 percent of the women aged between 1B-49 vears received all the valid five doses
of TT vaceines. The rural-urban analysis shows that TT3 coverage was slightly higher in urban
areas {34 percent). compared to that in rural areas (33 percent). In the coverage, a trend of
gradual decrease n the subsequent doses was observed. Among the surveved women, 92 percent
received TT1, 89 percent TT2, 76 percent T13. and 33 percent TT4. The declining trend was
almost similar m both rural and urban areas (see Figure J2).

Likewise. the nationwide crude coverage was 47 percent. The urban-miral analtysis chows a shoht
difference between rural (46 percent) and urban (47 percent) areas (see Figure J1).

Bv rural division, the highest valid TT3 coverage was 1n Rajshalu division (42 percent), which
was being followed by Sylhet (37 percent). Dhaka (33 percent). Chittagong (32 percent). Khulna
(29 percent) and Banisal divisions (26 percent) (see Figure J4).

Among the city corporations, the valid TT3 coverage rate was found to be the highest in RCC
(49 percent), which was being followed by KCC (48 percent), SCC (30 percent), DCC (29
percent), BOC (23 percent) and CCC (21 percent) (see Figure J6).

OPV COVERAGE DURING 18" NID

In the 18% NIDs, the national OPV coverage was 97 percent. Ninety six percent of the children
received OPV at fixed sites. and the remaining | percent recerved 1t at home dunng the child-to-
child search program. The rural-urban coverage was almost similar to the national findings.
However. during the measles campaign. the national OPV coverage was 93 percent. Thers was
no marked difference betwéen the coverage of urban and that of rural areas. Nimnety four percent

of the children in urban areas recerved it as against 92 percent of them who reside in rural areas.
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Overall, 91 percént of the children recerved OPV in both the rounds with a shght vanation
between rural and urban areas. Ninety one percent of the surveyed children 1n rural areas
recetved OPV in both the rounds as against 93 percent residing in urban areas (see Figure N2Z).

By rural division, 91 percent of the rural children recerved OPV in both the rounds of 188 NIDs.
OPV coverage in both the rounds was the highest 1n Rajshahi (95 percent) and the lowest in
Chittagong divisions (87 percent). OPV coverage in Dhaka Khulna and Rangpur divisions was
92 percent {see Figure N3). However, in the city corporaiion areas, the highest OPV coverage in
both the rounds was revealed in Rajshali City Corporation (98 percent). which was being
followed by KCC (93 percent), SCC (95 percent), DCC (93 percent), CCC (92 percent), and
BCC (84 percent) (see Figure NB).

VITAMIN A SUPPLEMENTATION COVERAGE AMONG THE INFANTS,
POSTPARTUM WOMEN AND 12-59 MONTHS OLD CHILDREN

Infants: Vramun A Supplementation (VAS) among the infants aged between 9-11 months under
routine EPI was 93 percent nationally. The coverage of VAS among the infants who were 9-11
mionths old was similar in both urban and rural areas (93 percent) (see Figure P1). It 15 important
to mention here that VAS 15 miven while the child visits the vaccination site for measles vaccine.
As it was expected, coverage of measles was almost similar to that of VAS. Nationally, 93
percent of the children recerved Vitamun A as agamst 93 percent measles coverage. There was
no difference between measles and Vitamin A supplementation coverage nationally.

In rural areas by division, coverage of Vitamin A supplementation among the infants was found
to be the highest m Rajshaht division (97 percent) and the lowest in Sylhet drvision (89 percent).
WVAS coverage in other divisions ranged from 90 percent in Chittagong to 95 percent in Barnsal,
Khulna and Rangpur divisions (Figure P2). However. in the city corperations. the coverage
ranged from the lowest in SCC (87 percent) to the highest 10 RCC (99 percent) (see Figures P2
and P3).

Children aged between 12-39 months: The national coverage of Vitamin A Supplementation
among the children aged betwsen 12-39 months during the 18t NIDs held on 10t January, 2010
was 96 percent The coverage in urban areas (97 percent) was | percentage point higher than
those residing in rural areas (96 percent) (see Fizure P1).

Among the miral divisions, the coverage was found to be the highest in Dhaka (97 percent) and the lowest
in Chittazong divisions (94 percent) (see Figure P2). In urban areas by city corporation, RCC had the
highest coverage (100 percent). whuch was bemng followed by DCC (99 percent), SCC (97 percent), CCC
and K.CC (96 percent). and BCC (94 percent) (see Figure P3).

Postpartum women: Vitamin A Supplementation coverage among the postpartum women
within 6 weeks of delrvery through routine EPI sessions was 39 percent across the country - 43
percent i urban and 38 percent in rural areas (see Figure P1).

By rural diision, VAS coverage among the postpartum women ranged from 24 percent in Sylhet
division to 47 percent in Rangpur divisson. VAS coverage was 32 percent in Dhaka dovision,
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35 percent in Khulna 41 percent in Kajshahi and 43 percent in Chittagong and Bansal divisions
(see Figure P2). However, among the city corporations, VAS coverage was the highest in
Rajshalu City Corporation (34 percent) and the lowest m Sylhet City Corporation (26 percent).
The coverage in other city corporations ranged from 34 percent in Chittagong City Corporation
to 49 percent in Khulna City Corporation (see Figure P3).

MEASLES FOLLOW UP CAMPAIGN AND COVERAGE

In the EPT Coverage Evaluation Survey 2010, mformation about the measles vaccination was
collected from the children who were bom between 16-02-2003 and 20-3-2009. The mnformation
collected in this respect suggests that overall, in Bangladesh, 88 percent of the eligible children
were covered by measles vaccination under measles follow-up campaign 2010, There was a litle
vanation in the coverage by urban and rural arsas_ 1 e 89 percent 1n urban areas as opposad to 88
percemt 1n rural areas (see Fioure B2). Among all the rural divisions, measles coverage was
found to be the highest (92 percent) in Rajshahi, which was being followed by Rangpur (90
percent), Khulna and Sylhet (89 percent). Dhaka (88 percent). Barisal (83 percent) and
Chittagong (84 percent). As has been mentioned above, there was a little difference between
riural areas by divisions and urban areas by city corporations and municipalihies mn respect of
meazles coverage (see Figures R3- R4).

In the urban areas by city corporations, the coverage was the highest m RCC (96 percent) and

the lowest in BCC (80 percent). However, for the other city corporations. the coverage rate
vaned between 83 percent in CCC and 91 percent 1n SCC.

Reasons for not receiving Measles Vaccine by Urban and Rural areas

Mothers/caregivers of the children who did not recerve measles vaccines duning the period
mentioned above were asked to provide reasons for not recenving measles. The information 1s
presented in Figure RS, About one-third of the parents (33 percent) mentioned that they did not
know about the measles campaign This statement was followed by some other agruments: the
child was given measles earhier (32 percent); mothers/caregivers were not at home (7 percent);
mothers/caregivers were travelling (4 percent); the child was sick, so the parents did not take
him/her to the vaccination site (4 percent); the vaccination center was too far (4 percent); and
mothers caregivers were busy with thewr household work (3 percent). More or less, sumilar
patterns were observed in both urban and rural areas.

In both the rural and urban areas. the most common causes were mothers' caregivers' lack of
awareness about the campaign_ and the fact that the child was vaccinated with measles vaccine earher.

Sources of Receiving Information for Measles Campaign

CES 2010 mvestigated the sources of recenng mformation about measles campaign Which was
being followed by. Overall, in Bangladesh the significant sources of information were field
workers (28 percent), which was being followed by mosque muking (25 percent). mobile miking
(22 percent), television (19 percent), neighbors (14 percent), volunteers (7 percent). NGO workers
(12 percent). and GoB workers (10 percent). The pattern of recerving information in the rural and
urban areas 15 almost simular to the national pattern except TV (see Figure B6).
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INTRODUCTION
1.1 Background

Expanded Programme on Immumization (EPT) 1s considered as a success story in Bangladesh
because of its outstanding progress dunng the last 20 vears. The government of Bangladesh
along with the technical and financtal assistance from WHO and UNICEE made the programme
a success. In Bangladesh EPI programme was launched in 1979, and vigorous =fforts were taken
after 1985 when the government made tts commitment at the United States to reach universal
child immumzation by 1990. As part of intensification, 1n 1985 the first phase of EPI was
launched 1in § thanas; 1t was expanded to 190 thanas in 1988, and nearly universal access to

mmmunization service was achieved by end of 1989,

In Bangladesh. EPI s implementing through vanous outreach centers and clinic-based actrvities:
Motivation and educaton on immunization are provided during the household visits by health
workers, who are known as Health Assistants (HA), and Family Welfare Assistants (FWA),
while vaccination services are available at the outreach sites like EPI outreach sites. zatellite
climics, static clinics. and community clinics.

Since the mittation of this programme, 1t provides almost a unrversal access to immumzation
services as measured by the percentage of under one children recerving BCG, which has
mcreased from a mere 2 (two percent) i 1985 to 98 percent tn 2006. However, the percentage of
under- one- year children recerving all the doses of vaccines at the night time and night interval
did not reach over 71 percent in CES 2006, nationally.

With a view to weigh the improvement in terms of coverage, fulfill the requirement of GAVI
annual report as well as make strategic plans to achieve coverage objectives, Coverage
Evaluation Survey (CES) is an important means. Established in 1991 as a monitoring tool to
assess performiances. achievements, and progress of the Expanded Programme on Immumzation
(EPI). the government of Bangladesh. in collaboration with WHO and UNICEE. has been
conducting the periodic EPI National Coverage Evaluation Surveys, alzo known as CES. which
were conducted every vear, except in 1996 and 2004, Since then, a total of 16 CESs have been
conducted so far In 2010, the 17th CES was conducted with the financial support from WHO
Bangladesh

1.2 Objectives of EPI Coverage Evaluation Survey

The objectives of CES 2010 were to assess: a) Childhood vaccination coverage (seven antigens:
BCG.DPT, OPV, Hep-B and Measles) through routine EPI; b) TT Vaccination Coverage among
the women to find out the status of protection at birth against tetanus of their children; C) TT3
coverage among 18-49 vears old women to assess the progress of T13 programme; D) OPV,
Vitamin-A & Anthelmintic (Albendazole) coverage 1n 18th NIDs held in January 2010, and OPV

and measles coverage dunng measles follow-up campaign.
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Specific objectives of CES 2010:

o To assess the routine EPI coverage among 12-23 months old children ( date of burth: from
01-01-2008 to 31-12-2008)

o To assess the TT vaccination coverage among women who dehvered children between 01-
01-2009 and 31-12-2009

o To measure the postpartum Vitamin A coverage among the mothers having children less than
one year

o To assess the TT vaccination coverage among 18-49 vears old women

o To evaluate the Immumzation program in terms of quantity (coverage; valid and erude.
dropout rates) and guality (invalid doses. vaccination card retention, post-vaccination
abscesses, other AEF]. reasons for left -out and drop-out, etc))

o To determne trends in the vaccination coverage and dropout rates at the natonsl and
drvisional levels

o To measure OPV coverage among the (-39 moenths old children 1o the 18% NID and measles
follow-up campaign

o To measure Vitamun A coverage among the children who were 12-39 months old dusnng 18t
NID held on 10th January, 2010

o To measure Anthelmintic coverage among the children who were 24-39 months old during
18" NID held on 10th January, 2010

o To measure measles coverage among 9-39 months old children durning measles follow-up
campaign held on 14® -28® February. 2010

o To provide information as a basis for making concrete recommendations, and planning for
{MPIovVing routine ummunization activities

CES 2010 was commissioned for the gzovernment (EPI-DGHS) with financial support from
WHO Bangladesh and technical collaboration with WHO and UNICEE. The survey was carned
out by Nielsen Bangladesh The specific survey tasks included selecting sample clusters;
development. pre-tasting. and finalizing the questionnaires with the approval of the EPI-DGHS,
WHO, and UNICEF; recruiting and providing tramning to the sorvey staff. and planning and
implementing the fieldwork Nielsen Bangladesh was also given the responsibilities of
processing EPI survey data, analyzing the data, and writing all the reports of the survey.

1.3 Survey Design

CES 2010 was conducted following the WHO 30 clusters sampling design with an aim to
generate estimations for the national level by rural and vrban areas as well as mn roral areas by
drvision and urban areas by city corporation. CES 2010 was also mtended to provide separate
estimates for each of the 72 survey units, which coverad the whole population. The 72 survey
umts worked in sixtv-four (64) districts and six (6) city corporations, namely, Dhaks City
Corporation (IDCC). Rajshahi Csty Corporation (BCC), Chittagong City Carporation (CCC),
Khulna Ciiy Corporation (KCC), Bansal City Corporation (BCC), and Sylhet City Corporation
(SCC); 2 slums - 1 each in Dhaka and Chittasong City Corporations.

1 EPT Covernge Fralustion Suney 7010



1.4 Individual Surveys

To obtamn the result as per the study objectives. CES 2010 introduced four types of individual
survey by study subjects. The surveys were:

1 Childhood Vaccination Coverage Survey, or the Child Survey

Tetanus Toxoid (TT) Vaccination Coverage among Mothers wath (-11 Months Old Children

3 Tetanus Toxoid Vacemnation Coverage Survey among the Women who were 18-49 Years Old
(TT3 Survey)

a OPV Coverage Survey i the 18th NIDs and Measles follow-up Campaign. which also
inclodes Vitamin A and Anthelmintic Coverage

o  Measles Coverage among 9-39 Months Old Children duning Measles follow-up Campaign,
2010

U

1.5 Survev Subjects

As has been mentioned above, CES 2010 consisted of four types of survev. However. the survey
mcluded 7 types of subjects:

Childhood Vaccination Coverage Survey: Children aged between 12-23 months and were
bom between 01 January, 2008 and 31 December, 2008.

TT Survey: Mothers having (-11 months old children (who delivered child between 01 January,
2009 and 31 December; 2009).

TTS Sarvev: Women who were 18-49 years old.

OPV Coverage: Children aged between 0-39 months and were born between 16 Febroary, 2005
and 10 January. 2010.

Vitamin A Coverage: Children aged between 12-39 months and were bom between 12
January, 2005 and 10 January, 2009,

Anthelmintic Coverage: Children aged between 24-39 months and were bom between 12
Jamuary, 2003 and 11 January, 2008

Measles Coverage: Children aged between 9-39 months and wers bom between 16 February.
2005 and 20 May, 2009.

1.6 Sample Size

The sample size of CES was determuned by the survey umts separately using WHO 3D-cluster
coverage survey samphling technique. From =ach survey unit, 30 clusters were selected following
the systematic random sampling techmiques from the list of mouzas and mohallahs available with
Bangladesh Burean of Statistics (BBS). Seven survey subjects were selected from each cluster
for each type of survey separately. Before the selection of samples, a sampling frame with
eligible subjects was made for ach category of the respondents separately. Thus, a total of 210
samples were drawn from each disirict. and nationally 13120 samples were covered for each
survey. Owerall 103840 subjects were selected for four survey types, which comprisad CES
2010 samples. The total sample is presented in Table 1 below.
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1.6.1 Selection of Samples
The samples for CES 2010 were selected using the following procedure.

Step-1: 30 clusters for sach sampling unit were sclected by using the systematic random
sampling technique following PPS method.

Step-2- MouzasMahallas were used 1o define a cluster Each defined cluster has on an average
120 households; a sketch map of esach cluster was drawn that was charactenzed by land
Step-3: From each selected cluster, on an average 120 households were listed to identify the
target population and a sampling frame was preparedsepataicly for four types of survey, and 7
samples were selected randomly for each tvpe of survey.

Step-4- It included mterviews of the selected samples through a pre-designed questionnatre.



1.6.2 Selection of Sample Clusters

Sample clusters of CES 2010 were selected at two stages following the systematic random
sampling technique and using PPS method. A list of all mouzas‘mahallahs with households of a
district was made, and 30 mouzas‘'mohallahs were selected from each survey unit. In this way_a
total of 2160 clusters were selected from the 72 survev units. Each cluster consists of 120
households. The mouza/‘mahalla having more than 120 houssholds was sepmented mnto two or
requited number. Each segment consists of 120 households. One segment was selectad
randomly. This selected segment within the mouza’mahalla was considered as a sample cluster in
CES 2010.

1.6.3 Selection of Sample Households

Sample households of CES 2010 were selected randomly from the sampling frame prepared
through household listing exercise. All houssholds of selected sample cluster (Le enumeration
areas - EA) were vistted (on an average an EA had 120 households). and detailed information
about the target samples were obtained. Using the informanion gathered. children aged between
12-23 months, mothers having children between 0-11 months, women aged between 1849 vears
trespective of mamtal status, and children azed between 0-39 months. 9-39 months. 12-39
months_and 24-39 months were 1dentified. A separate sampling frame with ehigible respondent
was prepared for each target population 7 target samples for zach survey were randomly
selected from each sampling frame.

j el Questionnaires

CES 2010 used four types of questionnaire to gather information separately from seven survey
subjects. Drafi questionnaires were developed and shared with EPI. WHO, and UNICEF. Pre-
testing was done 1n the field. Pre-test findings were incorporated and finalized in consultation
with EPI, WHO. and UNICEF. In addition to the guestionnaire. the survey used household
listing form to identify the target respondents and sampling frame form with a view to provide
uniform opportunity to each survey subject The following four gquestionnaires and forms were
used:

o Child Form admimistered for obtaining data for the child vaccination coverage

3 TT Form admimstered for obtamning data from mothers to ascertain protection of their
children against tetanus at birth

3 TT-3 Form administered for women aged between 18-49 years

g NID Form admimstered for 0-39 months old children to ascertain OPV. Vitamin A,
Anthelmintic coverage_ and measles coverage dunng measles follow-up campaign

o Household listing format

o Sampling frame

All guestionnaires used mn CES 2010 are included i the appendmx of this report.
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1.8 Implementation of the Survey

1.8.1 REecroitment

The field staff for CES 2010 was recrutted in Apnl. 2010 Thev meluded Assistant Survey
Coordmnators, Quality Control Officers. Ficld Supervisers, and Interviewers. The recruitment
cntena included educational attainment, maturity, group cohesiveness/'team spint, exXperiences
from other surveys. and one's ability to work away from home for one month: All the field
personnel were tnttially recruted as trainses each of whom was appointed to a particular post
finally m hght of her'his performance in the trammng Trammees with best performances were
appownted as Quality Control Officers, Supervisors and Inmterviewers. For possible later-
replacement of unsuitable recrurts, more staff members were recrutted as tramnees.

182 Training

A total of six-day comprehensive training program on interviswing was held for the field
personnel from 26th Apnil, 2010, to 2 May, 2010 Nielsen Bangladesh tramned the interviewers in
six batches sach of which comprised 33 tramnees. The traming methods included classroom
lectures using Overhead Projectors (OHP), Muliimedia demonstration mterviews, role-plaving,
field practices. and problem reviewing. Medical Officers. EPI. Deputy Program Manager. EPL
and Program Managers, CH&LCC-DGHS, and key members of the Survey Team mmparted the
traming. Technical Officer. National Consultant-RED, Data Manager from WHQO, and
Immunization Specialist from UNICEF also took part as resource persons in the traiming

program.
1.8.3 Fieldwork

The fieldwork was carnied out from 8§ May, 2010 to 12 July_ 2010 with a total of 60 interviewing
teams. Nielsen Bangladesh deployed 60 mterviewing teams for data collection, each consisting
of two Field Interviewers and one Supervisor. Besides, 20 interviewers worked as the reserve
resource. Thus, in total 200 field personnel were invelved i CES 2010. Moreover, there were 3
quality control teams, 2ach of which compnised two people 1o check the quality of the ficldwark:
Moreover, quality controller and researchers' high management and consultant momtored and
checked the quality of the fieldwork In addition. representatives from the partner agencies - EPI-
DGHS. WHO and UNICEF - visited the field to mositor the fisldwork

1.8.4 Data Management and Statistical Analysis

For data analysis; a powerful statistical package called SPSS and Quantum verston 3_8 was used.
The package i1s capable of producing any kind of cross-tabs and statistical analysis 1n conjunction
with SPSS.

Data processing and analysis included code consiruction, coders’ training, coding, data punching,
data verification and quality control. data processing and, finally, the analysis to facilitate the
required output. Data of CES 2010 has been entered using data base software FOXPRO version
2.6 and cleaned using software clipper version 3 3. Tables were generated by using the Quantum
version 3.8
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1.9  Weighting

Since the sample of this study has been selected by using PPS method. the data of this survey is
110 Reports

As required by the scope of the CES 2010, a national report, Pre- identified 15 low performing

districts' report, 23 LAUNCH districts report, and 72 separate survey unit reports were prepared.

Chapter 1:  describes the background. objectives. design. and implementation of the CES
2010,

Chapter 2: -provides an analysis of the findings recerved from the childhood vaccination
coverage survey.

Chapter 3:  shows TT vaccination coverage survey among the mothers with 0-11 months
old children,

Chapter 4- s TT vaccination coverage survey among the women aged

between 18:49 venrs,
Chapter 3:  presents OPV, Vitamin A_ and Anthelmintic coverage,
Chapter 6= discloses measles coverage dunng measles follow-up campaign and
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This chapter presents the coverage of routine mmmumzation throughly CES 2010 conducted
among the children aged between 12-23 meonths. It also presents the findings on the status of
vaccination card. number of wisits required to complete all doses. sources of vaccination. adverse
events following immunization, common side-effects of vaccination, program guality, and
reasons for not receiving vaccines. The discussion mn this chapter starts wath the objectives;
profile of the parents as well as the importance and childhood vaccination schedule.

2.1 Objectives of the Childhood Vaccination Coverage Survey

Childhood vaccinaton coverage survey was conducted with the objective to estumate the
coverage level at the national as well as divisional level, by tvpe of area. Moreover, CES 2010
provided a separate comparative analysis of the previously identified 23 LAUNCH districts
supported by WHO and 13 low performmg districts supported by UNICEE. The specific
objectives of the childhood vaccination survey were as follows:

Objectives of the child survey were to ascertamn -

Childhood vaccination coverage incloding Vitamin A among 12-23 months old children
Vaccination card retention rate

Incidence of mvahd doses

Incidence of post-vaccination abscesses

Vaccination dropout rates

Reasons for not having children vaccinated fully, or at ail

Sources of recetving vaccines

B @ s esE

2.1.1 Profile of the Children and their Parents

The level of education of the parents (mothers and fathers) has got an important influence upon
the routine immunization and other health- seeking behavior:

Table Al shows that 22 percent mothers of the surveyved children were illterate, whale 30
percent of them completed their pnimary education, and 35 percent had at least 6 to 9 years of
education. However, 8§ percent of the mothers completed 10 vears of education and about 5
percent of them had more than 12 vears of education.

As has been expected, more urban mothers were literate (85 percent) than their rural counterparts
(76 percent). The analysis of the fathers’ level of education shows that they were comparatively
less educated than mothers. For mstance. 28 percent of the children got illiterate fathers
compared to 22 percent having illiterate mothers.

The proportion of children with illiterate fathers 15 high 1n rural areas (30 percent). compared to
that in urban areas (16 percent). The analysis further shows that the percentage of the fathers
who completed more than 10 yvears of education was higher in urban areas (13 percent) than that
wn tural areas (7 percent).

EPI Coverape Evaluation Sureey 2010 11
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1.2  Childhoed Vaccination

WVacecination 15 a cost-effective imtervention for protecting the children against vaccine
preventable diseases Once children are vaccinated suecessfully, their bodies become immumized
to fight against those diseases if they come into contact with these pathogens. With an aim to
reduce child mortality, morbidity, and disability associated with tuberculosis, tetanus, diphthenia,
measles, pertussis. pohomyvelitis. Haemophilus Influenza (Hib), and Hepatitis-B. the sovemment
of Bangladesh provides vaccines through EPI program The children in Bangladesh routinely get
vaccines that protect them from the aforesaid eight deadly childhood diseases:

Tuberculosis

Diphtheria

Pertussis (whooping cough)
Tetanus

Poliomvelitis

Hepatitis-B

Haemaophilus Influenza (Hib),
Measles

o @ g @ @l gk

As per the new EPlyecommended vaccmanton schedule, children must get vaccines agamst the
eight diseases before observing their first birthday. A fully vaccinated child. therefore, receives
all the doses of eizht antigens under the EPI- recommended schedule!. The full course of child

vaccination 1n Bangladesh under EPI programme inclodes:

3 BCG - one dose aganst tuberculosis

o Three doses of Pentavalent against diphtheria, pertussis, tetanus, Hep-B_ and Hib
o Four doses of Oral Polio Vaceine (OPV) against poliomvelitis

2 One dose of measles vaccine against measles

As has been mentioned sarlier, Expanded Programme on Immumization (EPI) 15 mplementaed 1n
Bangladesh, with an aim to vaccinate all children before one reaches his'her first birthday by
followmng a standard schedule. Table A2 presents EPI vaccination schedule -

o  BCG at or after burth:
o Pentavalent at an age of six weeks or after that;
a Measles and OPV4 at the age of 270 days or after the completion of @ months and later.

Besides. along with measles vaccination, a high potency Vitamm A (100000 IU) capsule 1s
given against night biindness to the child after s’he becomes 9 months old. As per EPI sumideline,
a child should be vaccinated with all the doses of each antigen by the age of 12 months.

"This 15 new childhood vaccination schedule EPI Banzladesh Wew schedule i3 mtroduced in all over Bansladesh from
June 2000, CES 2010 mchoded the chldren who recerved vaccine az per old vaccination schedule that meluded the
vaccing BOG, three dozes of OPV, three doses of DPT, three doses of Hep-B. and measles
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The interval between the consecutive deses of OPV1 and Pentavalent] should be four weeks or
more, which means that OPV2 and Pentavalent2 should be given after four weeks. or more of
OPV1 and pentavalent]. OPV3 and Pentavalent3 should be grven after four weeks or more. after
OPV?2 and Pentavalent?. OPV4 is given along with the measles vaccine.

The following table shows the childhood vaccination schedule.

Influanza (Hib), Hepatitn-B {DPT =+ Hap-B—Hib) 3 4 weska F wesks
Policmyelits | Qpv 4 2 wesks € wasks

* 41 doze of OPV is given with measles dose
** Viamin A (100.000 IU) capsule is siven with measles dose

2.3 Childhood Vaccination Coverage

The childhood vaccination coverage was assessed by using the information gathered from EPI
CES 2010. There were two sources of informanon: a) Vacecination Card, and b)
Mother's'Caregiver's history. Card was used as the main basis of informanon The date of
vaccination for every dose of each antigen recorded in the card was mentioned n the
guestionnaire, In case of the non-availability of card, mother's/caregiver’'s history was considered
to record the vaccination status.

In the Light of the vaccination schedule, two types of childhood vaccination coverage have been
assessed - crude coverage and vahid coverage (valid by the age of 23 months and walid by the age
of 12 months, respectively). Crude coverage was assessed 1n terms of the dose(s) of any antigen-
both valid and invalid-that a child received, regardless of whether s'he recerved these by or after
one vear of histher age. An nvalid dose was the dose grven before the recommended age or
wterval (for mult- doses antigens), 1.e less than four weeks from the pnior dose. The valid
coverage. on the other hand. was assessed m terms of valid doses(s) of any antigen admimistered
to a child by one vear A valid dose 15 a recommended dose of an antigen admimistered at the
recommended age and dunng the appropriate mterval Both valid coverage and crude coverage
of vaccination were assessed for each specific antigen and all together. Crude coverage. against
valid coverage, mdicates how much more valid coverage could have been gained if all antigens
were given to the target children at the appropriate ime withm the first year of hisher life. In
other words, comparison between the crude coverage and the valid coverage shows how much
coverage was lost due to the failure to provide antigens to children at the appropriate time: Full
vaccimation 15 defined as the vaccination done with all the doses of every childhood antigens at
the recommended age and the interval following EPI puideline by the age of one year.
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24  Coverage Rates from Card and Histery

It has been already mentioned earlier that there are two types of sources from which information
about the vaccination status can be obtained. Esttmates of vaccination coverage were done using
both the sources of information - card and history- taken from mothers/caregivers in case of the
non-availability of card. Therefore, this section deals with the vaccination coverage rates derived
from vaccination cards of the children and history of the mothers/caregivers.

2.4.1 Levels of Crude Vaccination Coverage

Crude vaccination coverage 1s defined as the coverage obtained irrespective of the mantenance
of the vaccination schedule. Table A3 presents the crude vaccination coverage rate computed
from both the sources - card and history. It shows that 93 percent of the children received all the
antigens wrespective of the maintenance of vaccination schedule. Coverage for BCG was found
to be higher than the percentage of fully vaccinated children. Coverage of the 1st dose of DPT.
OPV_and Hep-B (98.7 percent) was slightly lower than that of BCG (98.9 percent). Likewise. a
small drop in the coverage was observed for the subsequent doses. DPT2 coverage decreased
down to | percentage point from DPTI, and DPT3 coverage decreased down to 1 percentage
pomnt from DPT2 Moreover. among the antigens. much higher dropout was observed for
measles. Crude coverage of measles was 93 percent as against 99 percent coverage of DPT].
Thus. the national rate of crude coverage for full vaccination was found to be only 93 percent
among the 12-23 months old chuldren

By area, crude coverage rate was found similar both in rural and urban areas (93 percent).
Likewise. by antigen no such differentsation was found among the antigens between rural and
urban areas (Figure Al).

2.42 Levels of Valid Vaccination Coverage by 23 Months

As per EPI vaccination schedule, a child should recerve all the recommended doses of vaccines
before observing his’her first birthday. The survey result shows that in some cases children were
vaccinated beyond the first birthday and until the attainment of 23 months of age. Table Ad
presents the national fully valid vaccination coverage of the children at the age of 23 months,
which was calculated from card+history.
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Natonally, g3 percent of the children recerved all the vaccines by the age of 23 months
maintaing exact interval'age between the consecutive doses. The percentage of children who
received BCG was much higher than that of the percentage of DPT3 and measles. Ninety nine
percent of the children recerved BCG as against 89 percent who received DPT3 and measles.
The difference in the coverage of the first dose of OPV/DPT/Hep-B with BCG was very close
since most of the children received BCG with the first dose of OPV/ DPT/Hep-B (BCG was 989
percent and DPT1 was 98.7 percent).

However, a trend of slow decrease in the vaccmanon coverage 15 observed in the subsequent
doses. The difference in the coverage between DPT1 and DPT2 was found to be 1 percent. It
decreased by 9 percent - from DPT2 to DPT3. It 15 to be mentioned here that dropout and the act
of admimstering the vaccine without following EPI- recommended vaccination schedule
contributed to make such differences between the doses as well as specific antigen.

The urban-rural analysis shows no difference between the children residing in rural and urban
areas: The urban-rural differentiation among the antigens was found almost similar to the
national data (sec Figure A2).

243 Levels of Valid Vaccination Coverage by 12 Months among the 12-23 Months Old
Children

For ensuning effective vaccination. the target population should follow the proper vaccination
guideline for specific antigen. Under the EPI in Bangladesh. it has been recommended that every
child receives all the available antigens following EPI- recommendsd vaccmation schedule
within his'her first vear of life, ie. by 12 months of age. Table AS shows the valid vaccination
coverage by the age of 12 months among the children aged between 12-23 months by specific
antigen as well as fully vaccmation coverage, which were derived from vaccination cards and
history given by the mothers/caregivers.

T

659 | &3 | g4 |

363
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The table above shows that nationally 79 percent of the surveyved children aged between 12-23
months recerved all the doses of each antigen following the recommended age and mterval by
the age of 12 months. Nmety mine percent of the children received BCG as against 98 percent of
DPT1, 97 percent of DPT2, and 82 percent of DPT3. The difference is much higher between
DPT1 and measles (13 percent) and much lower between BCG and DPT2 (2 percent). Likewise,
the difference was a little between DPT1 and DPT2 and higher between DPT2 and DPT3. The
gap between DPT1 and DPT2 was 1 percent while 1t was & percent between DPT2 (97 percent)
and DPT3 (89 percent).

2.44 Differential in Valid Vaccination Coverage by the Age of 12 Months by
Backzround Charactenistics

Table A6 presents fully valid vaccination coverage by the age of 12 months among the 12-23
months old children: It shows no signmificant difference 1n the coverage between urban and rural
areas as well as by sex By division, the highest coverage was found in Rajshahi drvision (825
percent). Varniation in the coverage was very small between Khulna (81 3 percent) and Bansal
(81.0 percent) divisions. Compared to the coverage i Rajshahi drvision, the highest vaniation
was observed in Sylhet division (9 percent). which was being followed by Rangpur (5 percent)
and Dhaka (5 percent) divisions.

However, in terms of the educational status of mothers the survey found vanation regarding their
educational attainment. The more the educational attainment of the mother was, the higher the
valid vaccination coverage of her child was by the age of 12 months: Valid coverage of the
children whose mothers attained 10 years of education (82 percent) was found to be & percent
higher than that of the children whose mothers had no education (74 percent). This difference
was found to be higher for each higher educational attainment; and the lighest difference (12
percent) was revealed with the children whose mothers had more than 18 vears of education (the
coverage was 86 percent).

Likewase, fanuly mcome appears to be an influential factor in the vaccination coverage Table
A6 shows that children who were from higher income groups had more vaccination coverage
compared to those who were from lower income group. Seventy six percent of the children who
were from lower income group (upto Tk 3,000) recerved all the valid vaccines before observing
their first birthday as agamst 83 percent of them who belonged to higher income groups (Tk
10,000 and above) (see Table A8).

The urban-rural analysis indicates that rural mothers are more careful about immunizing their
children timely. Although 1t is not a common scenario i the society of Bangladesh that most of
the rural mothers will accompany their children for vaccination. EPI appears to be an exception
i this repard. It 15 a successful program in Bangladesh Here the rural mothers/caregivers were
found 1n a parallel posiion with the urban mothers. More than three-fourth (B0 percent) of the
children in rural areas were vaccinated before observing their first birthday as apainst 79 percent
of them residing in urban arsas.
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2.45 Trends in the Vaccination Coverage

Trends 1n the vaccination coverage can be examuned by observing a nme series of estimates
produced from EPI CESs which have started since 1991, Trend: in the vaccination coverage
have been shown m Figures A4 A5 and A6 The trends indicate a significant improvement n
the vaccination coverage (crude coverage, valid coverage by the age of 23 months. and valid
coverage by the age of 12 months). However, the trend in the valid vaccination coverage by the
age of 23 months has been shown from the vear 2005, Figure A4 shows the trend in crude
coverage, Figure A5 shows valid vaccination coverage by the age of 23 months, and Figure AS
shows vahid vaceination coverage by the age of 12 months.

Crude coverage: Figure A4 presents the trend in crude fully vaccination coverage over the past
18 years. During this penod. crude vaccination coverage increased by 31 percent - 62 percent in
1991 to 93 percent mn 2010. In the last decade (1991-2000), crude vaccination coverage rate
increased along wath fluctuations by 7 percent. However, the crude coverage rate was almost
plateau from 2001 to 2003. A rapid increase in the crude coverage was noticed between 2003
and 2007 It inereasaed from 74 percent in 2003 to 89 percent in 2007 Compared to CES 2006,
crude coverage increased by 4 percent duning CES 2010 (89 percent i 2006 and 93 percent in
2010).

By antigen. BCG coverage was almost stagnant since 1999, It was 95 percent in 1999, However,
it mncreased with fluctuations upto 96 percent 1in 2003 Again 1t increased upto 98 percent mn
2006 and became stagnant till 2007 However. it rose upto 99 percent in 2010 A similar upward
trend with fluctuation was observed in the coverage of OPV3 and measles.

Valid vaccination coverage by the age of 23 months: CES 2010 assessed the trend of valid full
vaccination coverage by the age of 23 months by using the data denved from the last 4 CESz and
the present one, Data on the valid vacecination coverage by the age of 23 months is available
since 2003 An analysis of the previous CES data suggests similar trends in the valid vaccination
coverage by the age of 23 months. Valid coverage was 69 percent m 2005 It gradually increased
upto 79 percent i 2007. The latest CES (CES 2010) shows further improvement in the
vaccination coverage, which has increased from 79 percent in 2007 to 83 percent m 2010
nationally (Figure AS5). This upward trend mught be caused by the influences of the nsing trend
of meacles and OPV3 coverage. Measles coverage rate increased from 78 percent in 2005 to 89
percent in 2010; and OPV3 rose from 84 percent in 2005 to 95 percent 1n 2010,

Valid vaccination coverage by the age of 12 months: Although there were upward and
downward trends mn the coverage over the period between 1991 and 2000, a trend of the
continuous increase was noticed in this decade (2001-2010). Since the besinning of the last
decade (1921-2000). the trend was almost plateau between 1991 and 1993, A sudden upnsing
trend was observed in 1994 The coverage increased from 30 percent in 1993 to 62 percent
1994 Since 1994, the tend fluctuated, but remamed almost plateaw ull 2000, A continuous
improvement in the coverage started in 2001, It increased by 19 percent - from 52 percent in
2001 to 71 percent m 2006. Compared to the CESs during the yvears between 2006 and 2010,
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vaccination coverage mcreased by 8 percent- from 71 percent m 2006 to 79 percent m 2010 (see

Figure A6).

This improvement in the vaccination coverage might be the influence of the act of admimistering
wvaccines by following the recommended waccination schedule as well as by minmmizing the
dropout rates for the subsequent doses or antigen. The dropout rate of DPT1- DPT3 significantly
decreased from 21 percent mn 2003 to 2 percent in 2010, and DPT 1- measles rate decreased from
15 percent n 2005 to 6 percent 1n 2010 (Figure C12) . It 15 to be noted here that the coverage of
OPV?3 increased by 22 percent duning the yvears between 2003-2010 (72 percent in 2003 and 94
percent 1in 2010) and. similarlv, measles coverage increased from 69 percent in 2003 to 83
percent in 2010 ( see Figure A6).

246 Divisional Trends in Vaccination Coverage

Az has been expected. national trends i the vaccination coverage 15 a reflection of the divisional
coverage. Similar to the trend of national coverage, there has also been improvement in the
wvaccination coverage in all divisions over the last few years. The division-wise trends i crude
vaccination coverage - valid vaccination coverage by the age of 23 and 12 months - have been
shown in Figures A7-A24 Individual analysis of the trends in the vaccination coverage of each
division 15 presented below.

Barisal Division

Crude coverage rate in Barisal division fluctuated during the whole period of @ vears, 1e. from
1994 to 2003 It was 72 percent in 1994 which increased upto 86 percent in 1995 A substantial
declination in the coverage was observed 1n 1997, It declined from 86 percent 1n 1995 to 61
percent in 1997 It again increased upto 84 percent in 1999 then declined down to 64 percent in
2000. However, 1t was platcaus during the peniods between 1998-1999 and 2001-2002.
Furthermore. a rapid upward trend 1n the erude coverage was observed since 2003, It increased
from 60 percent 1n 2003 to 93 percent in 2010 (Figure A7)

Likewnse, trend in the valid vaccmation coverage by the child's age of 13 months was found to
be increasing since 2005, In 2005, 1t was 69 percent which mmereased upto 85 percent mn 2010,
{Figure AB).

Figure A9 shows much elevated trend in the coverage by the age of 12 months since 2003,
Before that year, valid coverage rate was found to be fluctuating with the exception i 1994
1995. A sharp declination in the coverage was observed i 1997, Valid coverage rate declined
from 70 percent 1n 1993 10 39 percent 1n 1997 Since then. the scenario of valid vaccination
coverage changed and was found to be increasing with fluctuation. It increased upto 71 percent
e 2006, 78 percent in 2009, and 81 percent in 2010 from 39 percent m 1998 However,
compared to that in CES 2009, the coverage rate increased by 3 percent (78 percent in 2009 to 81
percent m 2010).
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Chittagong Division

Trends 1n fully ctude vaccination coverage i Chittagong division 15 presentad s Figure AlQ.
Accordmg to the Figure Al0 there was a sharp increasing trend duning the period 1992-1995.
Cmude coverage rate increased from 33 percent i 1992 to 80 percent in 1993 Howewver, 1t
declined down to 39 percent 1 1997, which again increased upto 76 percent in 1999 A
continuous upward trend with fluctuations 1n crude vaccmnation coverage started i 2000, Crude
coverage rate mcreased by 13 percent between the year 1999 and 2010, Compared to CES 2009,
there was no difference in coverage observed (91 percent in 2009 and 91 percent in 2010)
(Figure A10)

Smmilarly. the trend in full valid vaccination coverage by the age of 23 months also increased
from 65 percent 1 2005 to B0 percemt in 2010. Improvement of the vaccimation coverage
between 2009 and 2010 was 2 percent (/8 percent 1 2009 and 80 percent in 2010) (see Figure
All).

Likewise, the trend in fully valid vaccination coverage by the age of 12 months minally
mncreased i 1993-1995_ which declined from 38 percent in 1995 to 44 percent 1n 1997 The valid
coverage rate was almost platean from 1997 to 2001, With the exception of 2005 a continuous
mmprovinig trend in the valid coverage by the age 12 months started since 2001. The valid
coverage rate wmcreased from 47 percent in 2001 to 76 percent in 2010, Compared to the CES
2009_ valid coverage rate mereased by 2 percent (74 percent in 2009 to 76 percent in 2010) (see
Figure A12).

Dhaka Division

The trends in crude vaccination coverage in Dhaka division stepped slowly towards
mmprovement with some fluctuations over the last decade Crude vaccination coverage mncreased
from 52 percent n 1992 10 84 percent in 1994 which has declined sharply down to 63 percent in
2000. A further rapid boosting up of the coverage was observed 1n 2001. The record savs that the
crude vaccination coverage increased from 63 percent in 2000 to 80 percent in 2001; again that
declinad to 71 percent m 2005, However a continuous rapid upward trend was observed since
2003. Between the years 2003 and 2010, crude vaccination coverage rate increased by 21 percent
{see Figure A13).

Similarly, full valid vaccination coverage by the age of 23 months also increased by 19 percent -
from 63 percent 1n 2005 to 82 percent in 2010 (see Figure Al4).

A flucmuating but upward trend started in the vahid coverage by the age of 12 months since 1993
except in 1995 A sharp decline 1n the coverage was observed in 1997, The valid coverage rate
declined from 63 percent in 1993 to 39 percent in 1995.The uprising trend of valid vaccination
coverage by the age of 12 months in Dhaka division was gquite noticeable. The coverage rate
mncreased from 38 percent 1 2005 to 78 percent in 2010, However. compared to that in CES
2009, vaccmnation coverage mcreased by 3 percents - from 73 percent m 2009 to 78 percent

2010 ( see Figure Al3).
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Khuolna Division

Figure Al6 shows aslow escalating trend in the crude vaccination coverage with fluctuations.
since 2000 1n Khulna division The crude coverage rate was 73 percent in 2000; it increased upto
88 percent an 2003 and 93 percent in 2010 (see Figure A16).

However, in terms of valid vaccination coverage by the age of 23 months an upward trend with
fluctuations was revealed dunng the penied 2005-2010. In 2010, the coverage rate was found &5
percent while 1t was 75 percent in 2005, Compared to that in CES 2009, the coverage increased
by 4 percent (81 percent m 2009 to &5 percent in 2010) (see Figure A17T).

Likewise, trend in the valid vaccination coverage by the age of 12 months in Khulna division
was charactenzed as fluctuating but mmproving. A much elevated increase in the coverage
occurred between 2002 and 2003 The coverage rate increased from 67 percent in 2002 to 77
percent mm 2003. The fluctuation trend again began with the commencement of 2003 having
variations of 5 percent in 2005 and 2006. The rate decreased from 77 percent m 2003 o 72
percent m 2005, which again increased upto 78 percent in 2009 and increased by 3 percent in
CES 2010 (78 percent in 2009 and 81 percent in 2010) (see Figure A18).

Rajshahi Division

The trend of crude vaccination coverage 1n Rajshahi division 15 shown in Figure A19. The crude
coverage rate was plateau from 1997 to 2005, However, a remarkable upward trend was
observed since 2003. The coverage increased by 21 percent - from 75 percent i 2003 to 96
percent m 2010 (see Figure A19).

Simularlv, the trend 1n valid vacctnation coverage by the age of 23 months 1in Rajshaht division
was found to be increasing since 2003 Over the period 2005-2010, the vaccination coverage
increased by 14 percent (72 percent tn 2005 and 86 percent1n 2010) (see Figure A20).

Furthermore, valid vaccination coverage by the age of 12 months was almost static dunng 1994
1997 and 1998-2002. It dechined from 62 percent in 1997 to 35 percent in 1998 and remained
plateau t1ll 2002. However. a sharp confinuous improvement in valid vaccination coverage rate
was observed since 2002. It mecreased by 24 percent during the period 2002-2009. The coverage
rate was 34 percent in 2002 which increased upto 78 percent in 2009 Compared to that in CES
2009, the coverage rate increased by 5 percent (78 percent in 2009 and 83 percent 1n 2010) (see
Figure A21).

Sylhet Division

In Sylhet division. an increasing trend in crude vaccination coverage was observed since 2001 Tt
was 42 percent 1n 2001 and 1t increased upto 83 percent in 2006 and 88 percent 1n 2010. More
than two- folds mncrease in the crude coverage was observed 1n this division from 2001 te 2010
{zee Figure A7)

7
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Similar to the crude coverage, trend in valid vaccination coverage by the age of 23 months was
observed to be improving since 2005, Compared to that in 2005 (39 percent 1n 2005 and 20
percent 1n 2010) the coverage rate improved by 21 percent 1n 2010 (see Figure A23).

However,. time series data on the valid vaccination coverage by the age of 12 months indicates a
higher uninterrupted improvemeant i the coverage since 2001. Vaccination coverage improved
by 51 percent duning the peniod 2001-2010. The highest improvement occurred mn 2002 which
was 17 percent more than the coverage rate in 2001 (see Figure A24). This sort of improvement
might be the effect of higher OPV3 and measles coverage as well as of administering vaccines at
the exact age and mterval Besides; the reduction of dropout rates resulted 1in higher vaceination
coverage . By this peniod (2001-2010), DPT1-DPT3 dropout rate decreased by 30 percent- from
33 percent in 2001 to 3 percent in 2010 (see Figure C13).

2.4.7 Levels of the Rural Ceverage by Division™

Levels of mural vaccination coverage are presented m Fipures A 23-A27 Rural vaccination
coverage indicates the vaccinahon coverage among the residents of rural areas. All three types of
vaccination coverages - Crude vaccination coverage, valid vaccination coverage by the age of 23
months, and vabid vaccination coverage by the age of 12 months - are discussed separately
below.

Crude vaccination coverage: Overall, 93 percent of the children in the rural areas of
Bangladech were found to be vaccinated wath all antigens. wrrespective of vaccmation schedule.
The crude coverage rate was found to be the highest 1n Rajshahi (97 percent) and the lowest in
Sylhet (89 percent) division In other divisions, it ranged between 90 percent in Chittagong
division and 95 percent 1n Rangpur, Khulna and Banisal divisions. Crude coverage in Dhaka
division was found to be 92 percent (see Figure A23).

Valid vaccination coverage by the age of 23 months: As it was expected. comparad to crude
coverage, valid vaccination coverage by the age of 23 months was found to be lower - 83
percent- in rural Bangladesh. Fioure A26 shows that the coverage in Rajshaht division was much
higher (88 percent) than those in other divisions. However, a much lower percentage of the
children from Chittageng division (79 percent) received all the vaceines followmng the correct
interval by the age of 23 months. The coverage in other divisions was 86 percent in Khulna 85
percent in Barisal, 84 percent in Rangpur, 83 percent in Dhaka and 82 percent in Sylhet
divisions (see Figure AJ6).

Valid vaccination coverage by age of 12 months: Vahd vaccination coverage, 1.e. coverage
following the exact age and interval of EPI childhood vaccination schedule, was B0 percent in
rural Bansladesh. It was found to be the highest in Rajshahi (86 percent) and the lowest in
Chittagong divisions (73 percent). Coverage mn other divisions was mtermiediary that ranged
between 77 percent n Sylhet division and 82 percent in Khulna division Coverage in Bansal
drvision was 81 percent. which was beimng followed by Dhaka (79 percent) and Rangpur divisions
(78 percent) (see Figure A27).

* Rajzhahi and Rangpnr division are discussed separately as thoze are now two different amnistrative areas
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Antigen-wise vaccination coverage by the age of 12 months was almost similar for BCG n all
divisions except in Chittagong. On an average, the coverage 1s 99 percent. Differential to other
antigens are also less pronounced for OPV3. However, differential of measles antigen 1s more
pronounced m Sylhet (81 percent), compared to those in Rajshal (90 percent), Barisal and
Khulna (87 percent). Rangpur (85 percent), and Dhaka divisions (84 percent) (see Figure AZ7T).

248 Levels of the Urban Coverage by City Corporation

Vaccination coverage in the urban areas by city corporation i1s presented separately in this
section. Estimates of different city cerporations are denivad from the urban clusters excluding
municipalittes, which are surveyved under the divisional units. It includes the findings of 30
clusters from each of the city corporations as an independent unit of survey.

Crude vaccination coverage: Fipure AR shows the analvsis of crude vaccination coverage by
city corporation. The analysis chows that crude vaccination coverage was the highest (99
percent) in RCC and the lowest (87 percent) in SCC. Crude coverage i other city corporations
was 94 percent 1n BCC, 93 percent in CCC. and 91 percent in DCC and KCC respectively.

Valid vaccination coverage by the age of 23 months: A sinular scenano was ohserved for the
valid vaccination coverage by the age of 23 months among all the six city corporations. The
performance was also the highest tn BCC (93 percent) and the lowest in SCC (75 percent). The
coverage rate 1n KCC was 86 percent, which was being followed by CCC and BCC (84 percent),
and DCC (73 percent) (see Figure A29).

Valid vaccination coverage by the age of 12 months: In regard to the valid vaccination
coverage by the age of 12 months, the coverage was found to be the highest in Rajshah City
Corporation (93 percent) and the lowest in Sylhet City Corporation and Dhaka City Corporation
{70 percent). Valid vaccination coverage in other city corporations was mtermediary that ranged
from 78 percent in Chittagong City Corporation to 81 percent in Banisal City Corporation. Valid
coverage in Khulna City Corporation was 79 percent (see Figure A30) RCC achieved the
highest coverage due to the higher accessibility to the vaccination service as well as lower
mncidence of invalid DPT1- measles doses. As opposed to Rajshaln City Corporation, a higher
dropout rate was attributed to the lower valid vaceination coverage in Sylhet and Dhaka City
Corporations.

2.49 Coveragein 13 LAUNCH (Large Number of Unimmunized Children) Districts

With an aim to contribote to the national coverage EPI has taken special mitiative,
with the financial and technical assistance from WHO, to improve the coverage of 23
DPT3 miassed out districts at least up to 90 percent In the yvear 2006, EPI conducted
coverage evaluation survey (CES) 1n 70 units (64 districts and 6 city corporations).
The number of children vaccinated with DTP1-3 was calculated 3.175.567 based on
the coverage percentage against the national target of 3,798,325 Based on target
children and coverage percentage it reveals that a total number of (3798525 -
3.175.567) 622,958 children were missed from DPT-3_ 1.e. dropout in 2006
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The coverage analysis showed that the number of missed children was not proportionately same
as the coverage in percentage. In both Dhaka City Corporation (DCC) and Bansal City
Corporation (BCC) the coverage 1s 86%. But the number of missed children was 187.728 mn
DCC and 1t was 988 1n BCC.

A= Bangladesh 15 one of the countries with Large Number of Un-immumized Children (CLUC),
it 15 WHO's objective to vaccinate the maximum nomber of children. For that reason. WHO
ranked all the 70 survev units. It reveals that 76% of total missed children with DPT3 (475,664
out of 622.958) are from 37 top ranked units. Out of these 37 units, 3 are city corporations and
35 are districts: It 15 not feasible to address all the CCs and districts with a limited resource: For
that reasons, it 15 sensible to address the top 37 ranked areas.

Under these circumstances, based on the RED (Reach Every Distnict) strategy, EPI with the
technical and financial assistance from WHO, reviewed the micro-plan, hard-to-reach and high-
rick arsas of those top ranked 23 distncts and 3 ctitv corperations with a large number of DPT3
miissed children to find out the reasons for children not recetving DPT3 and to provide additional
financial support to vaccinate all these children. In this regard, WHO has been providing
additional financial support and technical assistance in these districts since 2007,

However, to assess the impact of special suppornt provided by WHO to the LAUNCH districts;
CES 2010 made a separate analysis derived from data CES 2010. The analysis shows that
overall trend in the vaccination coverage of 23 LAUNCH districts was mcreasing exespt m
Bagerhat (72 percent 1n 2006, 71 percent in 2009, and 69 percent in 2010) compared to that in
CES 2006. Continuous mcreasing trend was observed 1n Dhaka (76 percent in 2006, 76 percent
m 2002 znd 79 percent 1n 2010), Fandpur (68 percent 1n 1006 and 2009, and 7> percent mn
2010). Jessore (75 percent 1n 2006, 76 percent in 2009, and 86 percent in 2010), Barsal (71
percent m 2006 77 percent i 2009_ and 78 percent in 2010), Bhola (66 percent mn 2006, 71
percent 1 2009, and &4 percent in 2010), Chittagong (72 percent 1 2006, 76 percent in 2009,
and 79 percent m 2010); Comuilla (66 percent in 2006, 73 percent in 2009, and 80 percent in
2010). Lakshimpur (69 percent in 2006, 73 percent in 2009, and 79 percent 1n 2010), and
Narsingdi (71 percent mn 2006, 73 percent mn 2009. and 80 percent m 2010). However, a
fluctuating but upward trend was observed m Gazipur (70 percent in 2006, 64 percent in 2009,
and 77 percent tn 2010), Kishoregan) (79 percent in 2006, 77 percent in 2009, and 83 percent in
2010). Tangail (81 percent mn 2006, 76 percent in 2002, and 79 percent m 2010). Bogra (81
percent n 2006, 77 percent in 2009, and 88 percent 1n 2010), Kunigram (71 percent in 2006, 65
percent in 2009, and 81 percent in 2010), Nilphaman (64 percent i 2006, 79 percent in 2009,
and 73 percent in 2010), Natore (63 percent m 2006, 81 percent m 2009, and 86 percent 1n
2010). Narayangan; (74 percent 1n 2006 69 percent 1n 2009, and 86 percent 1n 2010). Pabna (78
percent 1n 2006, 87 percent in 7009, and 84 percent 1n 2010). Rangpur (/3 percent m 2006, 71
percent in 2009, and 78 percent m 2010), Habigan; (67 perceat in 2006, 61 percent 1n 2009, and
79 percent 1n 2010) and Chandpur (77 percent m 2006, 76 percent in 2009, and 80 percent m
2010) districts ( see Table A7),
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2.410 Coverage in 15 Low Performing Districts

With an aim to contnibute to the national coverage. EPI along with the financial and techmeal
assistance from UNICEF has taken special initiatives. Its focus was to improve the coverage of
15 lowpﬂ:ﬁaxmmg{irsmmaieastupmthcnamﬂlﬂd (CES 2006 71 percent). After one
vear of intervention, EPI conducted CES 2007 which covered the said 15 low performing
districts. T‘heﬁnﬂlﬂ.gsrﬂtaledﬁ?pﬂ‘cﬂtﬁmxmnemaﬂthm 15 districts. It was 19 percent
highér, compared to that in CES 2005 and 9 percent higher from that 1n CES 2006. Furthermore,

CES 2009 provides a separate analysis of 15 low performing districts. [t shows that 74 percent of
the children in 15 districts were fully vaccinated with all the recommended valid doses by the
age of 12 months. Compared to that in CES 2007, the fully vaccination coverage by the age of 12
months increased by 5 percent (69 percent 1 2007 and 74 percent in 2009). In CES 2010, Fully
Valid Vaccination (FVC) Coverage by the age of 12 months was found to be 76 percent, which
was 2 percent higher than that in CES 2009 Besides. compared to that in CES 2009 Fully
Vaccination Coverage (FVC) increased in 10 districts and decreased i 6 districts  (Bandarban,
Khagrachhan, Rangamati, Noakhali, Sunamganj. and Mymensingh) (see Table AR).
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2.4.11 Sex Differentials in the Vaccination Coverage

In Bangladesh, in all the areas culturally boys are more privileged than girls regarding fulfilling
of their basic needs. CES 2010 analvzes the data by sex with an‘aim to understand whether there
1s sex differential in the vaccination coverage. Among all the eligible subjects. the survey
covered 32 percent males as against 48 percent females.

Crude vaccination coverage: Fipure A31 shows that a hisher number of males than females
recerved all the vaccines. Nationally, 93 percent females and 94 percent of males received all the
vaccines. In terms of place of residence. crude vaccination coverage rate was 1 percent higher for
males (94 percent) than that for females (93 percent) in rural areas. However. similar findines
were observed in urban areas (see Figure A32-A53)

By antigen, there was no difference in the coverage between males and females except n the
cases of OPV3/HepB3/DPT3 and measles. And. there was a little difference in the measles
coverage between the males and females (see Figure A31).

Valid vaccination coverage by the age of 23 months: In terms of the act of administering
wvaccmes through mamtaming the exact interval by the age of 23 months, the survey findmgs
show a slight difference between males (84 percent) and females (83 percent). The rural-urban
analysis shows a hittle difference in the coverage in urban areas. In urban areas. 82 percent
females received valid doses of all vaccines as against 85 percent males. Similarly. the difference
in the coverage was found to be 1 percent between

r - e .



the males and females who reside 1n rural areas (84 percent for males and 83 percent for
females). However, by antigen, a lower difference was noticed in the vaccmnation coverage of
HepB3/DPT3 and measles. The coverage was 1 percent higher for the males compared to that for
females for these anfigens (see Figures A34-A36).

Although, compared to that in OPV3 the coverage of measles vaccine was found to be shightly
lower for both the males and females (see Figure A34). the decrease in the coverage for measles
vaccine was higher for the females (6 percent). compared to that for males (5 percent) (ses
Figure A34).

Valid vaccination coverage by the age of 12 months: Vahd vaceination coverage by the age of
12 months 15 an wunportant means to understand the sex differential 1n the coverage. Figure A37
shows the sex differential in the vaccination coverage by the age of 12 months. It shows that &0
percent of the males-and 79 percent of the females recetved all the valid doses by the age of 12
months. By place of residence, a slightly higher percentage of the males (80 percent) in rural
areas recerved all the valid doses as asainst 79 percent of the females (see Figure A39)
However, the picture of urban areas was almost similar - 80 percent of the males received all the
valid doses as against 78 percent of the females (see Figure A38).

By antigen. the difference of coverage between males and females is shightly lower for DPT3 and
HepB3. The difference in coverage for DPT3/Hep-B3 between males and females was 1

percentage point (see Figure A37T).
2.412 Levels of the Coverage by Survey Unit

As a ready reference_ rates of valid vaccination coverage by the age of 12 months of age among
the 12-23 months’ old children. by divisions city corporation are given in Table 1 of the
Appendix Full vaccination coverage by the age of 12 months by division /city corporation is
also presented graphically in Figures 1n the Appendix.
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2.5 Vaccimation Coverage from Card Only

This section presents an analvsis of the vaccination coverage among the children aged between
12-23 months, which iz based on the information taken from the vaccination cards provided by
the mothers/caregivers.

2.5.1 Levels of the Vaccination Coverage

The national vaccination coverage by the age of 12 months computed from card-only 1s
displaved in Figure B1-B9. The expected vaccination coverage computed from card-only was
found to be consistently lower than that found from card+history for all vaccination coveragse:
crude, valid coverage by the age of 23, and that by age of 12 months. No decline in the coverage
m card+ history data was observed both in rural areas by division and urban areas by city
corporation.
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2.6 Program Quality

The act of mamntainmg the recommended vaccination schedule ensures better effectiveness of the
vaccination. As per the aforesaid statement. quality of the EPI services was assessed through the
analysis of major indicators - vaccinahon card retention rates, meidences of invalid doses,
vaccination dropout rates, and occurrences of post-vaccination abscesses.

2.6.1 Retention of Vaccination Cards

Vaccination card is an important tool to estimate the vaccination coverage. It 1s issued when a
child 1= taken to the vaccinaton center for provading him/her with vaccine. The card contamns the
record of the dates of admimistering each and every vaccne. Mothers/caregivers are generally
motivated by the health workers to preserve the card carefully. CES 2010 assessed the card
retention rate among the surveyed children and presented the findings m Figure C1. It shows that
overall, across the country, 73 percent of the mothers/caregivers retained the vaccination card.
Card retention rate was much higher in rural areas (74 percent) compared to that in urban areas
(68 percent) (see Figure C1). Compared to that in CES 2006, card retention rate was found 1o be
6 percent higher 1n CES 2010 (67 percent in 2006 and 73 percent 1n 2010).

In rural areas by division, relatively a higher card retention was revealed 1n Rajshal and Sylhet
(81 percent). However, it was found to be much lower in Dhaka dnvision (69 percent). Card
retention rate 1n other divisions ranged between 71 percent 1n Bansal and 77 percent in Rangpur
divisions. It was 72 percent in Chittagong and 74 percent in Khulna divisions (see Figure C3).

Figure C4 shows the card retention rate by city corporation. Across the city corporations, it was
found to be the highest in DCC (78 percent) and the lowest in RCC (61 percent). Card retention
rate 1n BCC was 68 percent, which was being followed by KCC (69 percent), SCC (65 percent),
and CCC (64 percent).

2.6.2 Incidence of Invalid Doses

As per EPI vaccination schedule, the child could be vaccmated with BOG after hisher burth
DPT1/OPV1/Hepatitis-B1 doses should be admimstered not before the age of six weeks, and
DPT2/OPV2/Hepatitis-B2 dozes should be administered at least four weeks after the
admimstening of DPT1/Hepatiis Bl vaccination. DPT3/0OPV3/Hepatitis-B3 doses should be
admimstered at least four weeks after DPT2/OPV 2/ Hepantis-B2 vaccination and a measles doss
after the child 15 270 days old. When anv dose of any antigen 15 admunistered before the
recommended age and 'or interval, it is treated as an "invalid" dose:

Nationally, 4 percent of the total DPT1 doses and 3 percent of the total measles doses
admimstered among the surveved children were found to be wrvahd (see Figure C3). Urban-rural
variation 1n the act of administering mvalid DPT1 and measles doses did not exist. Four percent
of the children in mural areas recerved invalid DPT1 and 3 percent invalid measles as against
sumlar percentage of the children who recerved mvalid DPT1 and measles in the urban areas (see
Figure C3).

= Rajehahi and Rangpur divizions are difcoszed separately in the light of the new adminiztrative set- np:
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Figure C8§ shows the meidence of invalid DPT1, DPT2, and DPT3 1n rural areas by division. It
shows that a higher percentage of children recerved invalid DPT1 dose in Rangpur, Dhaka_ and
Barnzal (3 percent). which was being followed by Rajshah Chittagong, and Khulna (4 percent),
and Svlhet dvvisions (3 percent).

The rate of wnvalid DPT2 doses was the highest 1n Rangpur and Dhaka drvizsions (7 percent),
which was being followed by Chittagong. Bansal, and Khulna (6 percent), Rajshahi and Sylhet
divisions (3 percent).

As regards to the incidence of mnvalid DPT3 doses. it was found to be the highest 1n Rangpur and
Chittagong divisions (9 percent) and the lowest in Fajshaln and Sylhet divisions (6 percent).
Incidence of invalid doses of DPT3 was intermediary that ranged between 7 percent in Khulna
and & percent in Dhaka and Bansal drvisions (see Figure C8).

Among the city corporations_ | percent of the DPT1 dose: admimstered were found to be mvalid
in DCC, which was being followed by 3 percent in SCC, 3 percent in BCC, 2 percent m CCC,
and the lowest (1 percent) in KCC. No mvalid dose of DPT] was found to be admimistered n
RCC. Similarly, mcidence of invalid DPT2 was found to be the highest m DCC (9 percent) and
the lowest in RCC (1 percent). Incidence of invalid DPT2 was intermediary that ranged between
3 percent in KCC and 7 percent in SCC. It was 3 percent in CCC, which was being followed by
BCC (4 percent) (see Figure C10).

Figure C7 shows the percentage of invalid measles vaccination in rural areas by division The
division-wise analysis shows that a shightly higher percentage of children (3 percent) from
Khulna Rajshahi. Barisal, and Chittagong drvisions recerved invalid doses of measles, 1e
measles vaccines before one’'s 270 davs of birth. The percentage was shightly lower in Sylhet (3.2
percent), Dhaka and Rangpur divisions (4 percent),

Likewise, among the city corporations invalid dose of measles vaccination was found to be the
highest in DCC (13 percent), which was being followed by BCC (5 percent), SCC (4 percent),
KECC and RCC (3 percent). The lowest rate of invalid dose of measles was revealed m CCC (2
percent) (see Figure C9),

2.6.3 Vaccination Dropout Rates

For being fully vaccinated, a child should recerve all the antigens as per the EPIL- recommended
vaccmation schedule before observing his’her first birth day. When a child fails to recerve any
dose of the recommended antigens (one dose of BCG. three doses of DPT. HepB. OPV ., and one
doze of measles vaccine), it 15 interpreted as a dropout case. Since most of the children recerved
OPV and HepB along with DPT dose, the analvsis highlights the dropout of DPT and measles

doses.

Across the country. the dropout rate was found to be 2 percent for DPT1-DPT3 and 6 percent for
DPT1-measles (see Figure Cl1). The urban-rural vanation was absent for DPT1- DPT3. In rural
areas, DPT1-DPT3 dropout rate was found to be 2 percent However, DPT 1-measles dropout rate
was 6 percent in both in rural and urban areas.

62 EP1 Coverazz Fealuation Swwves 2010



Ower the ttme, national dropout rates declined substantally, particularly sinece 2003, The dropout
rate for DPT1-DPT3 declined from 21 percent in 2003 to 2 percent in 2010, and for DPT1-

measles from 13 percent 1 2003 to 6 percent 1n 2010 (see Fiogure C12).

The drvision-wise analyvsis by rural area shows that DPT1-DPT3 dropout rate was found to be
the highest in Chittagong and Sylhet (3 percent) and the lowest in Rajshahi(l percent) In
contrast, DPT1-Measles dropout rate was the highest in Sylhet (9 percent) and the lowest in
Fajshal (3 percent). The dropout rate for DPT1-Measles m other divisions ranged between 4
percent mn Khulna and 7 percent 1n Dhaka divistions (see Figure C13).

Likewise, among the city corporations. the dropout rate for DPT1-DPT2 was found to be the
highest in KCC (4 percent). which was being followed by DCC_ SCC and BCC (3 percent), CCC
{1 percent), and RCC (1 percent). However, DPT1-Measles dropout rate was found to be the
highest in DCC and SCC (9 percent) and the lowest in Rajshahi City Corporation (1 percent).
The measles dropout rates in other city corporations were: [ percent 1n KCC, 6 percent in CCC.
and 5 percent in BCC (see Figure C14).

Trend in the Dropout Rates

Figure C15- C20 shows a trend 1n the dropout rates of DPT1-DPT3 :and DPT1-Mezazles in all six
drvisions except in Sylhet since 1993, A trend of fluctuation in both the dropout rates- DPT1-
DPT3 and DPT1-Measles-were observed 1n these all divistons dunne the years between 1994-
2001.

A considerable declination in the dropout rate was noticed 1n almest every division since 2002,
In Dhaka division. the dropout rate for DPT1-DPT3 went down from 10 percent in 2002 to 2
percent mn 2010; in Chittagong division from 10 percent to 3 percent; in Sylhet drvision from 22
percent 1n 2002 to 3 percent in 2010; in Rajshahi division from 12 percent in 2002 to 1 percent in
2010; m Khulna division from 3 percent in 2002 to 2 percent in 2010; and, i Barisal division
from 9 percent 1n 2002 to 1 percent 1n 2010.

Likewase, for DPT1-Measles, Dhaka drvision experienced a decrease in the dropout rate from 19
percent mn 2002 to 7 percent 1n 2010; Chittagong division from 17 percent in 2002 to 6 percent in
2010; Rajshahi drvision from 20 percent in 2002 to 3 percent; Sylhet division from 30 percent in
2002 to 9 percent; Khulna division from 12 percent in 2002 to 4 percent; and, Bansal division
from 21 percent in 2002 to 3 percent in 2010 (see Figures C13 -C20).

Although there was a declining trend in the dropout rates of both DPT1-DPT3 and DPT-Measles
in all divisions, a noticeable improvement was also observed in the dropout rates of DPT1-DDPT3
and DPT1-Measles in Chittagong division In Chittagong, a gradual decreasing trend without any
fluctuation was observed since 2002, DPT1-DPT3 dropout rate decreased from 10 percent in
2002 to 3 percent 1 2010 (see Figure C16). The decliming trend in the dropout rate may be
attributed to the act of better monitering and supervision by the EPI staff at all levels.
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2.6.4 Incidence of Peost-Vaccination Abscesses

Adverse Events Following Immunization (AEEI) in the form of abscess mught have occurrad
i sorme cases at the site of parental vaccination. Incidence of abscesses following
DPT/Hepatitis B or measles vaccination was calculated in order to assess the safety of
injections for childhood vaccination This rate was computed as the proportion of the
recipients of DPT Hepatutis B/mesasles vaccine, who had an abscess after receiving any of
these antigens.

Overall, 2 percent of the children who recerved DPT/Hepatitis-B/measles vaccines were
reported to have had an abzcess after recerving a DPT/Hepatitis B or the measles vaccine
(see Figure C21). Occurrence of abscesses following DPT. Hepatitis-B. or measles
vaccination was almost similar 1n both urban and rural areas (2 percent 1n rural and 1 percent
in urban areas).

In the rural areas by division, 1t was found that Chittagong division had the highest
incidence of abscesses (3.4 percent), which was being followed by Sylhet (3 percent),
Rangpur and Khulna (2 percent), Bansal and Dhaka (1 percent), and Rajshahi divisions
(less than 1 percent) (see Figure C22).

Among the city corporations, incidence of abscesses was higher (2 percent) in BCC, which
was being followed by CCC and KCC (1 percent): It 1s important to mention here that DCC,
RCC, and SCC had no case of abscess (see Figure C23).

2.6.53 Knowledge about the Common Side-Effects of Vaccination

Many children expentence miner side-effects following vaceination. Most of the side- effects
last for a short time and the child recovers without any problem. A child needs care and
comfort 1f side-effects occur. CES 2010 made an assessment of the mothers' knowledge by
asking them guestions on the commmon side-effects that occur following the vaccination
Eighty percent of them reported fever as the common side-effect of vaccination. A very
small proportion (2 percent) of them mentioned about scar/abscess (see Figure C24).

In rural areas by division, fever was revealed to be the highest reported common side-effect
i1 all divisions. The percentage ranged between 67 percent in Barnsal division and 853
percent in Chittagong division In other divisions_ it was found to be in the intermediary
level (zee Figure C23).

Likewise, among the city corporations fever was revealed to be the highest reported
common side-effect. Ninty nine percent of the mothers/caregivers in CCC, 95 percent of
them 1in KCC, 91 percent in BCC, 85 percent mn RCC, and 69 percent in DCC and SCC
reported fever as the common side-effect following vaccination (see Figure-26).

64 EPI Coteraze Fealuation Survey 2010



.....

100 4 w—_— T = i
20 4 = % .
50 4 =
70
G+

Paroem kg
iy
o
i

404 == - :
30 1 .
20
104
o T T r v v ¥
Matomsl Fural Lrban
Card avzalshle Crrd lost B Czrd mever srven 8 Card r=famtion

Sowurre; CES 200

Figure C2. Vaccination Card Status among 12-23 Months Old Children Nationally from
1991 R&Zﬂl{l

kB0 EE EE e gy "3
EEER B
53 ~N 311 2685 °

™ 4 gy 5 =¢

500+

Prruanlagq

10 4
67 sl B
= 63 ss 54 58 54 a3

4B B

(=]

(]
(¥
=~

Lk
[ ]

i1

81 TogX 9. 1994 1993 1997 1008 1899 2000 M0 2002 3003 -2005 2006 FHT IEs 010

il Card grailahle Card loxt | Card pevar grven

Sowrre; Coverogs Evelunrion Swvens (0ES) for 10311007 1007000 F001 3002 2003 2003 2004 2007 5002 & 2018

EPI Coierase Evaluation Sipeey 2010 &3



3

PRl S S T A - T |

Sowrre! CER 2510

o ReC BOC KEC sor Nicisahg

Source: CES 2010

mcﬁfmalﬁimhmn&mﬁiﬂfﬂ




Sourps: CES 2010

‘mDPTL  DPT2 = DPTS

Souwrce: CES2000

EPI Covernzs Emlmmsmzﬂm




135
14 4
u-
124
104
= 94
£l
2

¥

Sawrcs: CES 2010

Sowres: CES 2000

EFI Couerage Evaluation Survey 2010



Sowrca: CES2010

N A T T i

Ad i i

e A R R e R by o

Sourca; tﬁiﬁjﬂ




Source: CES 1010

a —t
15992 1953 1994 1995 1997 1999 1999 2000 2001 2002 2003 12005 2006 2007 2009 2010

Soures: CES 2050

] EPI Couerage Evaluation Survey 2010
Il I




=TPT1-DFT3 WOFT] Mesles

Sowree- CES 2010

:'1-&..
: e

A Erfuin (b (e ner TS KT AT Shwnicipafity:

Soures: CES 2010

EPI Couerage Evaluation Survey 2010




o — —_—
3_393 1994 1885 1897 1993 1999 M 2301 2002 2005 2006 2007 2009 2010
Sourcs: Coverage Evaluarion Swrvey [PP3-1905, 19972002 2005, 20046 2007, 2009 & 2010

=
=
=
=

3= R
=

Soures: Coverags Evaluation Sarvey 10991065, 19072002 2005, 2006, 2007, 2000 & 2050

] 'EPI Coterage Evaluation Surces 2010
1l l




4. Il
L] T

e

1599

Soiree: Cimverags Evaluation Sirvey 1099-2002 2005, 2006, 2007, 2600 & 3010

&

GoB @mos W

=
:

bl
N

o " i n

-
=
=

u 5

Source: Coverage Evaluarion Survey 1093-1995. 1997-3002. 2003, 2006, 7007, 2009 & 2010

EPI Coverage Evaluation Sutcey z‘:}i_:'}'

W0s w0 2007 209 010




H = i
L ¥

=

L L i
T L3 L]

L] L] U

1983 194 195 1997 1568 1995 3000 00l 3002 2005 2006 Q607 209 2010

== DPTI-DPTY ——DPFT1-5fs2c]==

Source: Coverngs Evaluation Survey 10031965, 1997-2002 2005, 2006, 2007, 2009 & 2018

317

EPI Coverage Evaluation Survey 2010



(53
—

=2

e gy s e s s o o P
_m...m_._n.n L - H B s T ]

m
B

Sowrea: CES 201
Source: CEF 2010
Sowres CES 2010



T T T T T T ¥ T T

I I A

Souree: CER 2510

Sowrps; CES 2010

EPI Couerage Evaluation Survey 2010




108 - 91
W48 &3 ) |
o @ &
04 - o
E 60
3
i o
04 .
] 5 - . 1315 &
105  Grisey i | 1 -3 1 e =
- e L .._.- .E'-I :
AlTrean  DCC cec RCC. BCC ECC sce \umicipality
v Fevr o Abscass = Pain B o sida it ® Dont kmowr

Sowrce; CES 2000

2.7 Reasons for Never or Partial Vaccination

In order to achieve the objectives of the coverage, information about reasons for one's abstaining
himself'herself from vaccination is very important. Since the routine administrative data does not
provide accurate information. vaccination coverage 15 estimated through surveys. The program
needs commumnity-based information about the wvaccination status and reasons for never
vaccination with an aim to increase the vaccination coverage rates and implement mierventions
for control and slimination of vaccine preventable diseases. Scocio-demographic and socio-
economic factors can be the important detenmining factors for vaccination coverage rates.
Community-based information about the vaccination coverage and reasons for never vaccination
can guide the health managers to determine the priorities and plans for moplementing
mnterventions for improving the vaccination coverage and taking up strategic plans within the
avatlable sources,

2.7.1 Reasons for Never Vaccination

Mothers, whose children have not received any vaccine at all, were asked about the reasons for
never vaccination. In this context. 27 percent mothers/caregivers mentioned about the distance of
vaccination center from thetr wvillages while 16 percent stated that thev didn't know that their
children shonld be vaccinated. Another 18 percent mothers reported that they were scared of the
side-effects following the vaccination. Ten percent mothers/caregivers commented that they don't
belisve in vaccination while 8 percent of them confessed that thev were not aware of the
vaccination center. Furthermore, another 8 percent of them admitted that they were busy with their
household work; and so they couldn't vaccinate their children. This excuse was bemng followed by
the statements that the session time was inconvenient for the mothers'caregivers (3 percent), the
child was sick (1 percent). and the vaccinator didn't give (1 percent). Compared to rural mothers
(16 percent), urban mothers/caregivers (18 percent) are more unaware of the vaccination service
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2.7.2 Reasons for Partial Vaccination

Children who have missed all the doses of the recommendsd antigens although receiving
any/some dose(s) of antigen are referred 1o as being partially vaccinated. As regards to the partial
vaccination, it was found that a litle over one-fourth (26 percent) of the mothers reported that
they were unaware of measles vaccination schedule. Sixteen percent of them mentioned that they
were busy with thewr houschold werk Two percent reported that "the child was sick, so they
couldn't vaccinate him'her”. This statement was being followed by the following mncidences:
"mothers/caregivers didn't know when to go for the second'third dose” (8 percent),
"mothers/caregivers forgot to vaccnate therr children” (7 percent), "they were scared of the side-
effects” (6 percent), "the child was sick; so s’he was not taken to the health center” (12 percent).
"vaccination time was inconvenient for them” (3 percent), and "they didn't know where to go for
the vaccine” (3 percent).

In urban areas, the common reasons for children not being fully vaccinated were: "the child was
sick; therefore, s’he was not taken to the health center” (20 percent); "parents/caregivers were too
busy to take the child for vaceination” (17 percent), "parents’caregivers did not know when to
go for the measles dose” (17 percent); "mothers/caregivers forgot to vacemnate the child" (10
percent); " the child was sick; so the health worker didn't give 1t"(8 percent); " they were scared
of the side-effects” (6 percent) ; and 4 percent reported "vaccination time was inconvenient for
mothers/caregivers” (see Figure D1b).

Likewase, mn rural areas the common reasons for children not being fully vaccinated were:
"mothers/caregivers did not know when to go for measles dose” (26 percent);
"mothers/caregivers didn't have time to vaccinate thew children” (16 percent); "the child was
sick” (12 percent); "they didn't know when to go for the 2nd/3rd dose” (8 percent):
"parents/caregivers forgot to vaccmate their children” (7 percent); they had fear of side- effects”
(6 percent); and 3 percent reported "vaccmation time was mconvenent for them"(see Figure

Dla).
2.8 Knowledge about the Number of Visits Required for Complete Vaccination

Mothers/caregivers were being asked a particular gquestion to assess their knowledze about the
number of visits required for completing all the doses. About one-fourth (24 percent) of them
reported about 4 visits. Thirty eight percent of them mentioned that 1t would be more than 4
visits. However, a little over one-third (34 percent) of the respondents were found to be unaware
of the number of visits. By area type, 27 percent of the mothers 1n urban areas rightly mentioned
about 4 visits as against 14 percent residing i rural areas (see Figure DH). Likewise, 38 percent
of them mentioned about more than 4 visits throughout the country with a liftle vanation -38
percent in rural and 39 percent in urban areas.

In the rural areas by division, the proporiion of the mothers caregivers having proper knowledge of
the required 4 visits for full vaceination was found to be the highest 1n Sylhet division (34 percent)
and the lowest in Rangpur division (7 percent) The percentage of their having proper knowledge
about the number of visits required for full vaccination in other divisions ranged from 73 percent in
Dhaka division to 28 percent in Chittagong, Rajshahi_ and Khulna divistons (see Figure D7)
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However, 42 percent of them 1 Rangpur division were found to be unaware about the required
number of visits, which was being followed by Chittagong and Rajshahi (38 percent), Sylhet (33
percent), Khulna (34 percent). and Dhaka divisions (31 percent).

Among the city corporations. correct knowledge about the required number of wisits for full
vaccination was the least prevalent in BCC (20 percent) and the most prevalent in CCC (36

percenty, whichwas herie Bllawed by DOC (35 persaiit), KOC (28 paceat). ROC (01 percant),
and SCC (20 percent) (see Figure D8).
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2.9 Sources of Childhood Vaccination

Figure E1 presents the sources of childhood vaccination The analysis considers the source of
DPT1 to explain 1t 1n this report. Figure E1 shows that the sovernment facilities are the prime
sources of providing vaccimation services 1n Bangladesh Ninety two percent of the surveved
children were vaccinated at the government outreach centers. 7 percent of them reported about
government hospitals. Only 1 percent of their children were vaccinated by NGOs and health
centers/climics. By the place of residence, government sources emerged as the principal provider
of childhood vaccination services both in rural (100 percent) and urban areas (91 percent) of
Bangladesh. However, NGOs and private sources were found to be much higher in the
percentage in urban areas compared to that in rural areas. Seven percent of the children in urban
areas recerved DPT1 vaccine from NGOs and 2 percent from private service providers:

In the rural areas by division, the government outreach sites were found to be used most wadely
across the divisions. which ranged from 93 percent in Dhaka to 97 percent in Rangpur while the
utilization was at an intermediary level i other divisions - 94 percent in Khulna and 96 percent
in Rajshaht divisions (see Figure E2).

However. among the city corporations. the utilization rate of the governmment outreach centers
was the most prevalent in KCC (95 percent) and the least prevalent in BCC (41 percent).
Utilization of government outreach centers was 21 percent in RCC, which was bemng followed by
SCC (90 percent). CCC (74 percent). and 1n DCC (44 percent) (see Figure E3).
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However. vaccination coverage by the NGOs was most discernible in DCC (43 percent). which
was being followed by BCC (19 percent). RCC. KCC. and SCC (1 percent).
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2.10 Missed Opportunity

A missed opportunity for immunization occurs when a child comes to a health facility or
outreach site and doesn’t receive any or all of the vaccine doses for which s'he is eligible. The
most important causes behind the missed oppertunities are the failure to administer
simultaneously all vaccines for which a child was elimble. CES 2010 calculated the missed
opportunity by using COSAS. The results are presented in Table 2.11. It shows that the
uncorrected missed opportunity was .06 percent for DPT1. OPV1. OPV3. and DPT3, across the
country. It was 1.86 percent for measles. However, corrected mussed nppﬁrtnmtywas 2.91% for
DPT! and OPV1, 1.99% for DPT2 and OPV2 and 1.86 pe:r-::tmfﬂrDPT?t and OPV3. And. 1t was
1.14% for measles vaccine. The survey findings show that there was no missed opportunity in
the urban areas.
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Elimination of Neonatal tetanus (NT) 13 one of the disease reduchon objectives of EPI
Bangladesh since it 1s a major public heaith burden along with maternal tetanus. UNICEFE.
UNEPA, and WHO extended their support to the government to achieve this ebjective. Neonatal
Tetanus Elimination 15 defined as mncidence of less than one NT case per 1000 live births per
vear in each district. High vaccination coverage with tetanus toxoid among the pregnant women
and in high-risk population along with all the childbearing aged women (CBAW) as well az
mmproved access to clean delivery services are primary strategies for achieving this goal
Bangladesh has already reached NT elimmation status in 2008 This status should be kept uphold
by providing 5 doses of TT to every childbeanng aged woman or the required doses of TT to the
pregnant woman followmg TT vacemnation schedule for ensuring the new-born pretected at burth
apamst Neonatal Tetanus. Although NT 15 included 1n the EPI disease surveillance system, 1t 15
formidable to identify the crntical arsas where the program needs to give special emphasize or
monitor the status of TT dunng the last child buth Considening this point, CES 15 an important
means to give the strategic direction to the program personnel in this stuation CES 2010
gathered mformation and provides an estmate of the children who were protected at arth: All
these are presented i this chapter. Therefore, along with TT status this chapter provides
information mainly about the program quality, card retention rate. invalid doses and, finally,
PAB of children.

3.1 Objective of TT Survey

Along with the imformation on TT vaccination status of the women with the children who are 0-
11 months old, TT survey had the followng objectives:

o TT Vaceimnation Coverage

o Rates of TT card retention

O Incidence of mvalid TT doses

2 Sources of TT vaccination

o Proportion of the newbom babies who were protected at birth against neonatal tetanus
o Post-partum Vitamin A coverage among mothers having (0-11 months oid children

3.1.1 Selection of Samples

Mothers who gave birth to child between 01-01-2009 and 31-12-2009 were the target samples to
evaluate the vaccination status against tetanus as well as post-partum Vitamin A coverage.
Samples were selected from the same clusters assigned for the other tvpes of survey under CES
2010. At first, mothers who gave burth to a chuld between 01-01-20092 and 31-12-2009 were
wdentified through visits to every houschold for making a list. Secondly. a sampling frame was
prepared with all the eligible mothers who were 1dentified earlier. Among them. seven mothers
were selected randomly to examine thewr TT vaccination status, card retention rates. and post-
partum Vitamin A status throuch a pre-designed structured questionnaire.
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3.2 TT Vaccination

Tetanus 1s a vaccine-preventable disease that causes annually a total of 309 000 deaths® Of
particular concemn 1s the maternal and nconatal tetanus (MNT) which represents a failure of
public health in terms of routine vaccinations, antenatal care and clean delivery/umbilical cord
care services. MINT 15 a swift and painful killer that killed about 200 000 newboms 1n year
20003

The goal of MNT climination was declared jointly by the Umted Nations Children's Fund
(UNICEF). the World Health Orgamizatson (WHO) and the United Nations Population Fund
(UNFPA). along with the establishment of a global fund for MINT elimination.

MNT elimination 1= defined as the achievement of less than 1 case of neonatal tetanus per 1000
Live births annually in every district of a country in the world. The 3 key strategies for achieving
MNT elminatnon recommended by WHO/UNICEF/ UNFPA are: provision of at least 2 doses of
tetanus toxoid (T12) to all pregnant wornen in high risk areas and 3 doses (T13) to all women of
childbearing age; promotion of clean delivery services to all pregnant women and ensuring
effective survéillance for MINT.

The MNT Elimmation Inmative amms 1o reduce the number of maternal and neonatal tetanus
cases to such low levels that MNT s no longer a major public health problem. Unlike polio and
smallpex, tetanus cannot be eradicated (tetanus spores are present in the environment
worldwide), but through immunization of pregnant and child beanng aged women (CBAW) and
promotion of more hygienic deliveries. MNT can be eliminated (defined as less than one case of
neonatal tetanus per 1000 Live births 1n every district)

A woman needs a total of five doses TT vaccine to get an adequate level of antthodv against
tetanus for her whole reproductive period. All these doses should be administered according to
the EPI vaccmnation guideline: TT1 the first dose. as soon as she attains the age of 15 vears; TT2
- four weeks or more after TT1 15 grven; T13 - six months or more, after TT2; TT4 - one vear or

more, after T13; and TT53 - one vear or more after TT4

Since a single dose of TT vaccine does not ensure any protection against tetanus, it requires two
doses of duly administered TT vaccines to ensure protection for 3 years. TT3 ensures protection
for 3 years, TT4 for 10 years. After TT3 being admimstersd, a woman gets adequate tetanus
antibody in her body to protect her whole reproductive life aganst tetanus. Table A10 below
shows the complete T vaccination schedule.

I Vandelaer J et al. Tetanus in developing countries: an update on the Maternal and Neonatal Tetanus Elimination
Inthative. Vacoine, 2003, 21(24%:3442.5)

* Deming MS et al Tetanus Toxowd coverage as an indicator of serologpical protection against neonatal tetanus,
Bulletin of the World Health Orpamization 2002, 30(2):626-703),
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Table A10: The TT Vaccination Schedule

TT1 | Ageof 15 years | =29 pitective

2 | dweeksafler TT1 3 years after the administration of TT2

TI3 i & months after TT2 5 years after the administration of TT3
1 yearafier TT3 10 years afier the administration of TT4

33  Levels of the TT Coverage

CES 2010 was conducted to collect information about the TT vaccination from the mothers who
had given birth te children between 01-01-2009 and 31-12-2009 with an aim to assess the
protective status of the newbom child against Tetanus. TT vaccination status of the surveyed
mothers was analyzed in two dimensions - crude TT vaccination coverage and valid TT
wvaccination coverage.

Crude TT vaccnation coverage 15 defined as the vaccmanon coverage urespective of the
maintenance of EPI-recommended 3 doses of TT vaccmation schedule. Crude TT vaccination
coverage 1s displayed m Figure F1, which shows that across the country, 55 percent of the
mothers completed all the 5 doses of TT vaccination. Compared to the mothers residing m urban
areas, rural mothers were more likely to recetve TTS doses (33 percent vs. 55 percent). In regard
to TT2, overall 95 percent of the mothers received 1t with a little vanation between urban and
rural areas (96 percent in urban and 93 percent in rural areas). As it was expected. a decliming
trend in the coverage for the subsequent doses was observed in the findings. Across the coumntry,
95 percent of the mothers received TT2 doses. It decreased down to 87 percent for TT3, 71
percent for TT4. and. finally. 35 percent for TT5 dose. A similar trend was observed in both
urban and rural areas (see Figure F1).

Generally speaking, a little over one-third (39 percent) of the mothers received all the 5 doses of
valid TT vaccination nationally. However. there was a shght vanation between urban and rural
areas m this regard. Smmilar to crude TT2 coverage, valid TT2 coverage revealed 95 percent
across the country. The urban ~rural analysis shows | percent difference in the coverage - 96
percent in urban and 95 percent 1n rural areas. Likewise, trend in the coverage for the subsequent
doses was found to be similar to that in the crude coverage. The valid TT3 coverage was 82
percent nationally. It declined down to 61 percent for TT4 and 39 percent for TTS doses.
Similarly. in urban areas, valid TT3 coverage was 82 percent, and TT4 was 58 percent as against
2 percent coverage for TT3 and 61 percent for TT4 in rural areas (see Figure F2).

The aforesaid analytical findings point towards the protective status of the women against
tetanus by the specific tme penod. According to the survey findings,
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across the country 39 percent of the surveved mothers achieved the status of bemg mmunized
against tetanus for the whole reproductive life. By area type. a slight vanation was observed
‘between the mothers in urban and those residing in rural areas. Furthermore, 93 percent of the
mothers received T12 doses nationally - 96 percent in urban and 95 percent in rural arsas.

34 Trendsin Crude TT Coverage

The national trend of TT2 and TT3 vaccination coverage has been shown in Figure F3. It shows
that since 2000 the coverage of TT3 15 escalating rapidly without anv fluctuation. It increased
from 36 percent in 2000 upto 87 percent in 2010, As against that in CES 2006, TT3 coverage
rate increased by 7 percent - 80 percent in 2006 to 87 percent in 2010. However, a slow upward
trend 11 TT2 coverage was observed with fluctuations since 1997 Durning the last one decade,
TT2 coverage increased by 6 percent - from 82 percent mn 2000 to 25 percent in 2010, Between
CESs 2009 and CES 2010, TTZ coverage decreased by 1 percent (96 percent in 2009, and 95
percent in 2010) (see Figure F3),

Figures F4-F9 show the trends in the crude TT2 vaccination coverage by drvision. The figures
show a fluctuating but upward trend mm TT2 coverage mn sach division since 1997 In Dhaka
division, the coverage rate fluctuated during the years 1999-2005 except in 2003, However, a
plateau rate was observed in CES 2006, CES 2007, and CES 2009 And. it increased by 1
percent- from 93 percent m 2009 to 96 percent 1n the CES 2010 (see Figure F4). In Chittagong
division, the trend fluctuated with an inclination for increase throughout 1993-2010. The
coverage mmcreased from 81 percent in 2000 to 93 percent in 2010, However, TT2 coverage
decreased by 4 percent- from 97 percent in 2007 to 93 percent in 2010, and 2 percent from- 95
percent mm 2009 to 23 percent 1n 2010 Likewise. in Rajshah division 1t mereased by 9 percent-
from B9 percent m 2000 to 98 percent 1n 2010 (see Figure F6). Similarly. 1in Barisal division the
coverage increased from 88 percent 1n 2000 to 95 percent n 2010 (see Figure F7). Furthermore,
in Khulna division a trend of gradual inerease along with fluctuation 1 the coverage was
observed since 1997, TT2 coverage rate was plateau during the years 1998-2000 and 2003-2005.
Between CES 2009 and CES 2010, the coverage rate decreased by 1 percent - 97 percent in 2009
to 96 percent in 2010 (see Figure F8). In Sylhet division, although there 15 3 fluctuation in the
coverage, T |2 coverage increased from 77 percent mn 2000 to 92 percent in 2010 (see Figure F9).
An analysis of the trends shows that there was no improvement in the coverage of Barsal
division between the CES 2002 and CES 2010. However, compared to CES 2009 TT2 coverage
decreased by 1 percentage pomt in Khulna and Svylhet divisions.

1.5 Raural Coverage by Division

Figures F10-F11 show TT vaccination coverage m rural areas by division Both crude and valid
TT vaccination coverage's are discussed below:

Crude TT Vaccination Coverage

Crude TT vaccination coverage in the rural areas by division is presented in Figure F10. It shows
that access to T11 vaccination was the highest 1n Rajshahi division (99 percent) and the lowest in
Chittazong division (94 percent). The rate was intermediary 1n other division. which ranged from
G3 percent in Sylhet to 98 percent in Rangpur divisions:
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Like TT1 coverage, TT2 coverage was found to be the highest (98 percent) 1n Rajshahi‘and the
lowest (92 percent) i Sylhet divisions. It was 97 percent in Rangpur. 96 percent in Khulna and
Dhaka divisions, 93 percent in Barisal. and 93 percent in Chittagong divisions:

Stmilar to TT2 coverage, T13 coverage was found to be the highest (91 percent) in Eajshahi and
the lowest (82 percent) in Sylhet and Chittagsons divisions. The intermediary range of T13
coverage rate in other divisions ranged from 83 percent in Bansal drvision to 88 percent in
Rangpur, Khulna and Dhaka divisions.

As regards to TT4 coverage, 72 percent from Rajshah, 74 percent from Dhaka 73 percent from
Khulna, 71 percent from Rangpur. 70 percent from Chittagong 67 percent from Sylhet, and 66
percent mothers from Barisal divistons recerved 1t

However, TT3 coverage was found to be the highest in Rajshahi (539 percent) and the lowest 1n
Barsal divisions (49 percent). It was found to be 33 percent in Chittagong: and Khulna divisions.
38 percent in Dhaka, 53 percent in Sylhet, and 51 percent in Rangpur divisions.

Valid TT Vaccination Coverage

A TT vaccination dose 1s considersd valid when it 15 admimistered as per the EPI- recommended
TT vaccination schedule. Figure F-11 presents valid TT vaccination coverage, It shows that TT1
coverage was at or over 94 percent in all divisions (see Figure ¥11). TT2 vaccination coverage
was associated with PAB. The act of administering one dose of TT does not produce any
antibody against tetanus. To protect the child agamst tetanus at birth throughout the reproductive
period, a woman should receive all the 5 doses of TT vaccines following the EPI- recommended
vaccination schedule. or complete 2 doses of TT by maintaining the exact vaccmation schedule
at least 1 month prior to the deliverv of the child. Findings of CES 2010 reveal that TT2
coverage was the highest in Rajshahi dinision (98 percent) and the lowest in Chittagong and
Sylhet divisions (92 percent). It was 97 percent in Rangpur, 96 percent in Khulna and Dhaka and
94 percent in Barisal dimision.

Similarly, valid TT3 vacecination coverage was found to be the highest in Rajshahi (86 percent)
and the lowest 1n Bansal (73 percent) divisions. In other divisions it was intermediary that
ranged from BO percent in Svlhet to 83 percent in Rangpur divisions. It was B4 percent mn
Khulna_ 83 percent in Dhaka, and 78 percent in Chittazong divisions.

As regards to TT4 coverage, 1t was found to be the lughest (66 percent) in Rajshahi, and the
lowest (51 percent) in Barisal division. which was being followed by Chittagong (59 percent),
Khulna and Rangpur (63 percent). Dhaka (62 percent), and Sylhet (60 percent)divisions:

On the contrary, TT3 coverage rate was found to be the highest in Raishahi (45 percent) and the

lowest 1n Bansal drvisions (31 percent). It was 43 percent m Sylhet, 40 percent in Khulna 39
percent in Dhaka and Rangpur, and 38 percent in Chittagong divisions.
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3.6 Levels of the Coverage by the Survey Unit

For a quick reference, rates of the valid TT coverage among the women aged between 1849
vears by division/ city corporation are given in the Appendix along with the valid TT2 coverage
rates among the mothers having 0-11 months old children by division/city corperation

1.7 TT Coverage by City Corporation

Figure F12 presents the crude TT vaccination coverage rate by city corporation. Access to TT1
vaccination was found to be universal in DCC . There was no difference in CCC. BCC. and XCC
(99 percent) regarding the access to vaccination. The coverage rate of TT1 vaccination service
was found to be 98 percent in RCC._ and the lowest - 94 percent- in SCC.

Among the city corporations. crude TT2 coverage was found to be the highest 1n DCC (99
percent). and the lewest 1n SCC (93 percent). However; TT2 coverage was 98 percent in CCC,
97 percent i RCC and BCC, and 96 percent in KCC. Simularly, TT3 coverage rate was found to
be the highest in RCC (91 percent) and the lowest in SCC (81 percent) The second highest
coverage rate was observed in CCC (89 percent). TT3 coverage rates were 88 percent in BCC,
and 83 percent in KCC. Moreover, the coverage rate of TT4 was the highest in RCC (80
percent), which was bemng followed by CCC (72 percent), BCC (71 percent). DCC (64 percent),
KCC (62 percent), and SCC (60 percent).

As 1t was expected, crude TT3 coverage was found to be the highest in RCC (63 percent) and the
lowest in DCC (36 percent). TT3 coverage in other city corporations ranged between 45 percent
in KCC and 39 percent in CCC. BCC and SCC had the same coverage rate (31 percent) {see
Figure F12),

Figure F13 shows valid TT vaccination coverage. Valid TT2 coverage was found to be the
highest in DCC (99 percent) and the lowest in SCC (93 percent). However. TT2 coverage rate
was at or above 96 percent in other city corporations.

Among the city corporations’, a much higher percentage of the mothers 1n RKajshahi Cuty
Corporation {91 percent) recetved the valid dose of TI3 than those residing in other city
corporations. 84 percent mothers in BCC received valid TT3. which was being followed by KCC
and CCC (80 percent), and SCC (74 percent). Like 1n the case of TT3, 73 percent of the mothers
in RCC recetved TT4. More than half of the mothers in CCC and BCC (31 percent), and 49
percent of the mothers in KCC recerved 1it. However, TT4 coverage was found to be the lowest in

DCC (45 percent).
Similarty, TT3 coverage was found to be the highest in RCC (30 percent) and the lowest in DCC

(27 percent). About one-third of the mothers in SCC (32 percent). BCC. KCC, and CCC (30
percent) received 3 doses of valid TT vaccine (see Figure F13).
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3.8 TT Card Status among the Mothers

To assess the status of TT vaccination card. respondents were asked whether they had TT
vaccination card. A little over one-third (36 percent) tmothers reported that they had 1t However,
a little over half of them (34 percent) mentioned that thew lost 1t Fifty three percent of the
mothers residing 1n rural areas, and 39 percent of them in urban arsas lost the card Likewise,
card retention rate was found to be 40 percent across the country with 6 percent difference
between rural (41 percent) and urban areas (35 percent) (see Figure G1).

By rural diviston, card retention rate was the highest in Rajshahi (50 percent) and the lowest in
Dhaka and Barisal (34 percent). The mitermediary rates ranged from 39 percent in Chittagong to
47 percent 1n Rangpur (see Figure G21). However, card retention rates 1n Sylhet and Chittagong
divisions were 43 percent and 39 percent, respectively.

Among the city corporations, card retention rate was found to be the highest in KCC (43 percent)
and the lowest in SCC (27 percent). In other city corporations. the rates were 36 percent in CCC,
33 percent in DCC and BCC_ and 34 percent in RCC (see Figure G3).

The rural-urban analysis shows that card retention rate i5 6 percent higher in rural areas
compared to that in urban areas Among the rural areas by division. 1t was the lowest in Dhaka
and Barisal divisions. Compared to that in rural areas, the rate 15 lower 1n urban areas. which
needs more attention from the program personmel to motivate mothers lving in the city
corporations along with other divisions to retain the card since more than half (34 percent) of the
mothers are not retaiming 1t throughout the country,

3.9 Incidence of Invalid Doses

Figure G4 shows the incidence of invalid TT doses among the surveyed mothers. The survey
findings indicate that the incidence was more prevalent for TT3 and the incidence rate was
decreasing for the subsequent doses. Fourteen percent of the total surveved mothers recerved
mnvalid doses of TT3 across the country. There was no vanation between rural and urban areas 1n
this regard. The ncidence rate of invalid doses for TT4 revealed 13 percent across the country -
13 percent in rural and 14 percent in urban arcas. However, for TT5 the rate was 13 percent
nationally. Incidence of invalid TT3 deses was similar both in urban and rural areas.

In rural areas by drasion, 20 percent of the mothers were found to have recerved invalid TT3 1n
Barisal division. The rate of invalid TT3 was revealed to be the lowest in Sylhet and Ranspur
divisions (9 percent). It was 17 percent n Dhaka which was being followed by Chittagong (15
percent), Khulna (12 percent), and Rajshahi (10 percent) divisions.

As regard to the incidence of invalid TT4 dose, 1t was found to be the highest in Barisal (19
percent) and the lowest in Rangpur divisions (9 percent). Furthermore, invalid doses of TT4
were 15 percent in Dhaka and Chittagonz. 12 percent in Khulna, and 10 percent in Sylhet
divisions. In contrast, the invalid rate of TT5 dose was found to be the lowsst in Syihet (7
percent) and the highest 1n Banisal (18 percent). In other divisions, the rate ranged between 10
percent 1n Rajshahi and Rangpur and 16 percent in Dhaka divisions (see Figure (G3).
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By aity corporation, the highest rate of invalid TT3 dose was revealed in CCC (33 percent) and
the lowest in RCC (4 percent). Sixteen percent mothers in BCC. 14 percent in SCC, 12 percent in
KCC. and 12 percent in DCC received invalid TT3 doses. On the contrary. 21 percent mothers m
BCC. 19 percent 1n CCC, 16 percent in DCC, 15 percent in SCC, 14 percent 1n KCC. and 8
percent in RCC recewved invalid TT4 doses.

However, a little over one- fourth (27 percent) of the mothers in CCC recerved invalid TTS dose.
The meidence of mnvalid TT3 dose was 22 percent m BCC, which was being followed by SCC
(15 percent), KCC (10 percent). RCC (10 percent), and DCC (7 percent) (see Figure Gb).

The analysis of the invalid TT2 dose shows that less than 1 percent mothers tn all rural divisions
received it Incidence of invalid TT2 dose was similar in all city corporations. The highest
mnvalid dose for TT3-TT3 can be minimized through mereasing the card retention rate as well as
by refraining oneself from administenng unnecessary dose when the newbomn baby 1s protected.
EPI program can save a huge number of vaccines through an effective communication program:

3.10 Screening the TT Vaccination of Mothers

Screening the TT status of the mothers 15 an 1mportant means to mcrease [ vaccimation
coverage among 13-49 vears old women Children were mostly accompanied by their mothers
while they were vaccinated. Across the country, 99 percent of the children aged between 12-23
months had access to vaccination service. This data shows the opportunity to vaccinate the
mothers also for the subsequent required deses.

Mothers were asked whether the vaccinator screened thewr TT status while the health workers
visited the site to vaccinate their children Nationally, 42 percent of the mothers reported that
their TT status was screened. A slightly higher percentage of the mothers in urban arcas were
screened, compatred to the rural mothers (11 percent 1n urban and 42 percent 1n rural) (see Figure
GT7).

In rural areas by division, the proportion of the screened mothers was found to be the highest in
Fangpur (58 percent) and the lowsast 1n Sylhet (28 percent) drvistons. The proportion in other
drvisions ranged between 37 percent in both Khulna and Dhaka and 45 percent in Rajshahi
divisions (see Figure GF).

Among the city corporations_ the proportion of the screened mothers was found to be the highest
in KCC (63 percent), which was being followed by BCC (56 percent), CCC (43 percent), RCC
(34 percent). SCC (28 percent). and DCC (9 percent) (see Figure G9).

The findings shown abeove mdicate that the missed opportumity was availed by 42 percent of the
mothers across the country. Among the rural divisions, the proportion was found to be the lowest
in Sylhet (28 percent screened) and the highest in Bansal (52 percent). In contrast, among the
city corporations the rate of one's availing himselfherself of the missed opportumity was the
highest in KCC (63 percent screened) and the lowest in DCC (9 percent screened).
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311 Children Protected at Birth (PAE) against Tetanus

Protection at birth (PAR) of the newbomn baby in order to reduce NT death 1s the ultimate outcome
of TT vaccination The percentage of PAB is estimated as the number of infants protected 15 divided
by the total number of births. EP1 CES 2010 estimated the PAB of newbom babies through
exarminmg the time of recenving TT doses agawst the recommended T1 vaccination schedule
{shown in Table Al1Q). In the country, 92 percent of the children are found to be protected at urth
against tetanus. The rural-urban vartation was 1 percentage pomnt (92 percent 1n rural and 93 percent
in urban areas) The trend of the nation 1n this regard 15 shown i Figure G11. It shows a slow but
gradual increase with minor fluctuations m PAB since 1999 PAB aganst tetanus increased by 9
percent - from 83 percent m 1999 to 92 percent in 2010. However, compared to that in 2009, PAB
status decreased by 1 percentage point - from 93 percent in 2009 to 92 percent in 2010.

Among the rural divisions, PAB apamnst tetanus was found to be the highest in Rajshahi (95 percent)
and the lowest in Sylhet (88 percent). Ninety four percent of the children were protected at birth
against tetanus 1n Khulna and Rangpur divisions, which was bemng followed by Dhaka and Barisal
{91 percent). and Chittagong (89 percent) divisions (see Figure G12).

In contrast. the proportion of the children protected at barth against tetanus was found to be the
highest m RCC and DCC (96 percent) and the lowest m SCC (88 percent). Ninety five percent of
the children were protected at barth i CCC, winch was being followed by BCC (93 percent) and
KCC (89 percent) (see Figure G13),

312 TT2 Coverage and PAB Status

TT2 coverage and PAB status are mostly related to each other. Figures G14-G16 show TT2
coverage and PAB status by age. Figure (G14 shows that across the country, 92 percent of the
newborn babies were protected as asamnst 93 percemt by TT2 coverage. By age, differences
between PAB and TT2 are more at the age of 30 and above. Seventy three percent of the newbom
‘babies whose mothers' age was 40 and’ or above were protectad at barth agamst tetanus with 78
percent coverage of 112 dose. However, the difference was found smaller among the lower age
groups. There was a marginal difference between the coverage rate of T2 dose and PAB at the
age of 13-19 years (T12 coverage was 95 percent and PAB was 93 percent) (see Figure G14).

A similar trend was ebserved in both the coverage rate and PAB status among the rural areas by
division and urban arsas by city corporation. A gradual trend of decrease in the PAB status as
against the coverage rate of TT2 dose with the higher age groups was observed in divisions and
city corporations. Both 1n the rural drvisions and eity corporations, there was almost no difference
between T12 coverdge rate and PAB 1in the age group of 20-24 years old mothers (see Figures
G13-Gl6).

It s imporiant to mention here that the coverage rate of TT2 dose and PAB status 1s not alwayvs
related mn all cases. For example, a mother can give birth afier 4 vears of recerving T12 dose. She
can recetve the 3rd dose of TT durmg her pregnancy period. Then the newbom is protected
relation to TT3 dose, but not to TT2 (because TT2 protects one for three years). In contrast, she
may not receive any 11 dose during her pregnancy period. In that case. as per the EPI-
recommended TT vaccination schedule. her TT2 dose 1s vahid, but in relation to T12, the child is
niot protected.
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3.1%* DMlothers' Knowledge about TT Vaccination

In total. a woman requires 3 doses of TT vaccine for gaiming hifetime tetanus antthody. EPI CES
2010 made an assessment of the mothers’ knowledge about the mumber of doses required. It was
done by asking them the question as to how many doses of TT vaccine a woman should recetve
to get full protection against tetanus for her reproductive life. More than 50 percent (33 percent)
mothers mentioned about 5 doses. However, the urban-rural analysis shows 8 percent difference
between the mother's living 1n urban areas and those belonging to rural areas. Fifty two percent
of them in rural ares mentioned about 5 doses as against 60 percent urban mothers (see Figure

Hl).

In rural areas by division, the highest percentage of mothers in Rajshahi (37 percent), Dhaka,
Khulna and Sylhet divisions (35 percent) reported about 3 doses while 49 percent in Rangpur
division gave the same answer. However, the percentage of mothers with comrect knowledge mn

other divisions ranged from 41 percent in Bansal to 46 percent in Chittagong divisions (see
Figure H2).

Among the city corporations’, the percentage of mothers with correct knowledge was found to be
the highest in RCC (83 percent) and the lowest in CCC (45 percent). The percentages were 70
percent m DCCand KCC, 49 percent in SCC, and 48 percent 1n BCC (see Figure H3)

Overall, 40 percent of the mothers across the country reportad that they were unaware of the
number of TT doses. By area type, compared to those residing in urban areas, rural mothers were
found to be more unaware of 1t (41 percent in rural areas and 33 percent in urban areas). Proper
knowledge about the number of doses 13 imporiant both for the proper use of TT vaccine as well
as the PAB of the newbom baby. To increase the mother's knowledge. more Behavioral Change
Communication through courtyvard meeting. interpersonal communication. and counseling in the
EPI session needs to be ensured.

314 Sources of TT Vaccination

Sources of TT1 vacemation were mvestigated in EPI CES 2010. Throughout the country an
overwhelming majority (91 percent) of the mothers reported about the government outreach
centers while only 7 percent of them referred to the government hospatals. A small percentage (2
percent) reported about NGOs and private health facilities. However, sources vaned a little by
area type. Ninety four percent mothers in rural areas recetved TT1 from the government sources
as against /8 percent in urban areas. Eight percent mothers reported about NGOs and private

sources in urban areas as against less than 2 percent of them residing in rural areas (see Figure
IT).

Ssmilar to the national findings, at or above 92 percent of the mothers recetved TT1 from the
government outreach cenmters 1 Dhaka and Chittagong divisions, 94 percent in Khulna and
Sylhet divisions. Rangpur division had the highest utilization of sovernment outreach centers (97
percent). The percentage of NGO sources was found to be much lower mn every dvision (see

Figure I2).
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Among the city corporations. the government outreach centers were used most often m RCC (93
percent) and the least in DCC (52 percent). On the contrary, the govemment hospitals/clinics
were mostly utithized m BCC (19 percent) and the least in RCC (2 percent). Furthermore. delivery
of vaceination services by NGOs was most prevalent in DCC (35 percent) and the least in RCC
and SCC (0.3 percent). (s=e Figure I3).
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TETANUS TOXOID VAGGINATION
COVERAGE SURVEY AMONG THE WOMEN
AGED BETWEEN 18-49 YEARS







Ags part of reaching Maternal and Neonatal Tetanus (MINT) elimination target, EPI-Bangladesh
takes steps to tmmumize the women of childbeaning age with TT vaccine before reaching the age
of 18. The period of two vears and seven momnths 1= required to complete all the 5 doses of TT
vaccine through maintaining the exact EPI recommended TT vaccination schedule. If 2 woman
starts 1t at the age of 15 and mamtains the exact interval, she would be able to complete all the
required doses before the age of her marnage, and she would be protected agamst tetanus for her
whole reproductive life. In EPI program. TT vaccines are being provided to all women aged
between 15-49 vears. wrrespective of their mantal and pregnancy status. CES undertook mianly to
estimate how many women completed 5 doses of TT. This chapter provides an analysis of the
coverage of 3 doses of TT, program quality, reasons for not recerving TT vaccine. card retention
rate as well as sources of TT vaccination.

4.1 Objectives of the TT Vaccination Coverage of the Women Aged between 18-49 Years
Tetanus toxoid (TT) survey undertook the following objectives:

TT vaccination coverage among women aged between 18-49 vears
Rates of TT card retention among these women

Sources of TT vaccination for these women

Reasons for not having TT by these women

g0 o .a

4.1.1 Selection of Samples

Similar to Child and TT survev, samples of TT3 survey were selected from the same clusters
assigned for the child at the age of 12-23 months which following the WHO 30 clusters sampling
technique. At first, women who were 1849 years old and belonged to the childbeanng age
(CBA) searched at every houschold for making a list. Secondly, a sampling frame with all the
eligible women was made. Finally. seven women were selected randomly to examine their TT
vaccination status through a pre-designed structured questionnaie.

4.2 Levels of TT Vaccination Coverage

Two types of T1 vaccination eoverage - crude and valid- were assessed m CES 2010 among the
women with childbearing age (1849 vyears). Crude coverage which 1s defined as the act of
admimstenng T1 vacommes without following EPI-recommended vaccination schedule 15 shown
in Figure J1. It indicates that 47 percent women recerved all the 5 doses of TT vaccines dcross
the country with a shght variation in the coverage among the women residing in urban and those
in rural areas.

Regarding the subsequent doses, 1t can be said that a gradual decreasing trend in the coverage
was observed in the findings. Among the surveyed women, 92 percent recerved TT1, 82 percent
TT2. 79 percent TT3, and 63 percent TT4. A similar decliming trend was observed in both rural
and vrban areas: Ninetv two percent of the surveved women in rural areas recewved TT1 as
against 93 percent 1 urban areas. Besides, TT2 coverage rate was 89 percent. TT3 79 percent,
and TT4 63 percent in rural areas as against the coverage rate of 90 percent for TT2, 80 percent
for TT3. and 64 percent for TT4 in urban areas (see Figure J1).
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Figure J2 illustrates the valid T vaccination coverage. It indicates that more than one-third (33
percent) of the total surveved women recesved 5 doses of TT vaccination across the country - 33
percent in rural and 34 percent 1n urban areas. The coverage of TT2 was 8% percent nationally.
By specific area_ it was 89 percent in rural and 90 percent in urban areas. Irrespective of arcas a
decreasing trend in the coverage of TT3 and TT4 was observed. Seventy six percent of the
surveyed women recerved TT3, and more than half of them (33 percent) TT4. However, by area
753 percent of them 1 roral and 76 percent in urban areas recerved the vahid 2 doses of TT
vaccine. More than half of the women both in rural (53 percent) and urban (34 percent) areas
recetved the valid 4 doses of TT vaccine.

The findings above show that the immune status aganst tetanus was shightly lower 1n rural areas
compared to that 1n urban areas. EPI program should inerease TEC actwvities through field
workers to create awareness about the importance of early completion of 5 doses of TT vaceine

4.3 TT Vaccination Coverage by Rural Division
Crude TT Vaccination Coverage

Figure 13 1llustrates crude vaccination coverage mn mural areas by division It shows that Rajshah
and Rangpur divisions had the highest crude TT1 vaccination coverage (94 percent) and
Chittagong the lowest crude coverage (87 percent). The coverage rates in other divisions were
intermediary that ranged between 90 percent in Sylhet and 93 percent mn Khulna and Dhaka
divisions.

However, the highest TT2 coverage was observed in Rajshahi (92 percent), which was being
followed by Rangpur (91 percent), Dhaka (90 percent). Khulna (89 percent). Bansal (87
percent), Svlhet (86 percent), and Chittagong (84 percent) divisions:

As 1t was expected, TT3 coverage was lower compared to that 1n TT2 in every division The
highest TT3 coverage rate was revealed m Rajshahi drvision (84 percent) and the lowest

Svlhet and Chittagong drvisions (75 percent). The coverage rates in other divisions were 80

percent in Dhaka and Rangpur, 78 percent in Bartsal. 76 percent in Khulna and 75 percent in
Chittagong. Similar to TT3, TT4 coverage was also the lhighest in Rajshahi (70 percent) and the
lowest in Khulna (39 percent). Coverage in other divisions was in intermediary level that ranged
between 61 percent in Banisal and 66 percent 1n Dhaka

Morzover, TT5 vaccination coverage was the lowest in Khulna (42 percent) and the highest n
Rajshahi (32 percent). TT3 coverage rates were 42 percent 1n Khulna, 43 percent in Rangpur_ 45
percent m Chittagong, 47 percent in Sylhet, and 49 percent in Dhaka divisions (see Figure J3).

Valid TT Vaccination Coverage

As has been mentioned earlier, valid vaccination coverage in terms of T1 vaccination 15 definad
as the coverage of vaccination after following the EPl-recommended TT vaccmation schedule.
Findmmgs of valid coverage in rural areas by division are presented m Figure J4 It shows that
TT1 vaccination coverage was at or over 90 percent in all divisions. The lowest TT1 coverage
rate was revealed in Chittagpong division (B7 percent). It should be mentioned here that TT1 dosa
indicates the entry in TT vaccination service.
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Likewase, TT2 coverage wasat or above 86 percent in Sylhet, 87 percent in Bansal &9 percent
in Khulna 90 percent in Dhaka, 91 percent in Rangpur, and 92 percent i Rajshahi divisions.
The lowest TT2 coverage rate was found 1n Chittagong division (84 percent).

TT3 1s administered at least after 6 months of the administening of TT2. A little over three-fourth
of the women (82 percent) mn Rajshahi division received 3 doses of TT wvaccine as aganst 78
percent of the women in Rangpur, 76 percent in Dhaka, 73 percent in Bansal Khulna and
Sylhet. and 72 percent in Chittagong divisions.

Furthermore, 63 percent women tn Rajshahi received TT4. which was bemng followed by Sylhet
and Rangpur (36 percent), Dhaka (54 percent), Chittagong (31 percent), Khulra (49 percent), and
Barisal (47 percent)

The final goal of TT vaccmation is to provide with the desired immune status of the recipients
against tetanus for their whole reproductive life by giving them 5 doses of TT vaccines. Hence,
the valid TT5 coverage indicates that 2 woman achieved imimunity against tetanus for her whole
reproductve life. Figure J4 shows that compared to those residing 1in other drvisions more
percentage of women in Rajshahi division (42 percent) recerved all the five doses of TT vaccine.
The lowest TTS coverage was revealed in Banisal division (26 percent), which was being
fallowed by Dhaka and Rangpur (33 percent)., Chittagong (32 percent). and Khulna divisions (29
percent).

4.4 Levels of the Coverage by the Survey Unit

As a ready reference, rates of the valid TT coverage among the women aged between 18-49
years by division/city corporation are given m Appendix.

4.5 TT Vaccination Coverage by City Corporation

Similar to the assessment of TT vaccination coverage in rural areas by dovision, CES 2010
analyzed the data by city corporation with an aim to make an assessment of the coverage of six
city corporations separately. The results are presented in Figure J3-J6. Figure J5 shows crude TT
vaccination coverage and Figure J6 valid vaccination coverage.

10 pt
Crude TT Vaccination Coverage

Figure J5 shows crude TT vaccination coverage of all doses. TT1 dose mdicates theentry in TT
vaccipation service. Ninety nimne percent women in Khulna City Corporation (KCC) recerved
TT1 as agamnst the lowest - 83 percent- in Sylhet City Corporation (SCC). However, 93 percent
women in Barnsal City Corporation (BCC), 90 percent in Rajshahi City Corporation (RCC), and
22 percent in Chittagong Cityv Cerporation (CCC) received TT1 vaccine: TT2 1s recerved at least
28 days after TT'1. As it was expectad, T12 coverage was found to be lower than that m TT1 m
every city corporation. Among the city corporations, T12 coverage was revealed to be the
highest in Khulna City Cerporation (97 percent) and the lowest in Svlhet City Corporation (82
percent). TT2 coverage rates 1n other city corporations were intermediary that ranged between 91
percent in Dhaka City Corporations and 86 percent 1n Chittagong City Corporation. The rate was
91 percent in Bansal City Corporation, which was being followed by Rajshahi City Corporation
(88 percent),
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Likewase, TT3 coverage rate was found at or above 71 percent in Sylhet City Corporation. It was
73 percent in Dhaka City Corporation, 77 percent in Bansal City Corporation, 79 percent mn
Chittagong City Corporation. 82 percent in Rajshahi City Corporation. and the highest - 85
percent - 1n Khulna City Corporation.

Furthermore, TT4 coverage rate was found to be the highest in Rajshahi City Corporation (70
percent), which was being followed by Khulna City Corporation (69 percent). Chittagong City
Corporation (66 percent), Bansal City Corporation (63 percent), Dhaka Citv Corporation (34
percent), and Sylhet City Corporation (33 percent).

Among the surveyed wemen, crude TTS coverage was found to be the highest 1n Rajshahi Caty
Corporation and Khulna Cry Corporation (33 percent). The lowest TT> coverage rate was
noticed in Dhaka Ciuty Corporation (33 percent), TT3 coveraze rates i other city corporations
ranged between 40 percent 1in Sylhet City Corporation and 32 percent in Chitagong City
Corporation (see Figure I3).

Valid TT Vaccination Coverage

Vahd TT vaccination coverage 15 shown in Figure J6. Since there 18 no queston of validity of
TT1, the anaiysis of TT1 is dropped from this section. TT2 coverage was found to be the highest
in Khulna City Corporation (97 percent) and the lowest 1n Sylhet City Corporation (82 percent).
The coverage in other city corporations was imtermediary that ranged from 86 percent in
Chittagong City Corporation to 21 percent in Dhaka City Corporation

As 1t was expected. compared to that in TT2, TT3 coverage rates were lower in all ety
corporations. 113 coverage was found to be the highest in KCC (84 percent) and the lowest in
SCC (66 percent). However, TT3 coverage was found to be 80 percent in Rashahi Ciy
Corporation (RCC). which was being followed by BCC (72 percent). CCC (71 percent). and
DCC (70 percent).

Furthermore, TT4 coverage was found to be the highest 1n RCC (65 percent) and the lowest in
BCC (39 percent). TT4 coverage rates in other divisions ranged between 43 percent in DCC and
CCC and 64 percent in KCC. It was 47 percent in SCC.

The coverage of TT3 is the ultimate goal of TT vaccination in EPI program. It was the highest in
RCC (49 percent) and the lowest m CCC (21 percent). The coverage rates in other city
corporations were 48 percent in KCC, 30 percent in SCC, 29 percent 1in DCC _ and 23 percent in
BCC, respectively (see Figure J6). The program should pay more attention to the low performing
city corporations.
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4.6 Status of Retention of TT Card by Women

Retention of TT card 1s important for avoiding the act of administering unnecessary doses as well
as saving 1T vaccmes Dunng the survey, women were asked whether they had vaccination
cards. The analysis of the data ¢s shown in K1 Fory-one percent of the women reported of
having the vaccination card. However, there was a slight difference between urban (36 percent)
and rural areas (42 percent) in this regard. In terms of card retention, the rate revealed 44 percent
nationally with 8 percent variation between urban and rural areas. Rural women (46 percent)
were found more likely to retain vaccination card compared to those residing in urban areas (38
percent),

Likewise, i rural areas by division, card retention rate was found to be the highest 1n Rajshahi
division (67 percent) and the lowest in Dhaka division (37 percent). The imtermediary rates
ranged between 41 percent 1n Bansal drvision and 50 percent in Rangpur dnasion (see Figure
K2).

By city corporation, card retention rate was the highest 1n DCC (54 percent) and the lowest
5CC (26 percent). The second highest card retention rate was found in KCC (48 percent). which
was being followed by RCC (35 percent), BCC (32 percent), and CCC (27 percent) (see Figure
K3).

4.7 Incidence of Invalid Doses

As has been mentioned 1n Chapter 2. TT vaccine shouold be admimistered following the exact
interval as per the EPl-recommended TT vaccination schedule. If a woman recerves any
subsequent dose of TT vaccine before the mimimum imterval period recommended by EPI
vaccination schedule. the dose of the vaccine would be considersd as invalid. An estimate of
wmvahd TT doses was made through the analysis of the gap between the consecutive doses and
has been presented in Figure K4, It shows that the incidence was more prevalent in case of TT3
dose. More than one in ten (12 percent) of the total surveved women recerved invalid dose of
TT3 across the country. More urban women (13 percent) recerved mnvalid TT3 dose, compared to
those residing tn rural areas (11 percent).

However, the findings show a declining trend in the mvalid TT vaccination rates for the
subsequent doses Natonally, the mcidence rates of mvalid doses of TT4 and TT3 were 11
percent and 10 percent, respectively. Furthermeore, the declining trend was almost similar in
urban and rural areas. Eleven percent women in rural areas received mvalid TT3. another 11
percent invalid TT4, and 10 percent TT3 in rural areas as against 13 percent of the women who
recetved invalid TT3, 10 percent invalid TT4, and @ percent invalid TTS in urban areas.

Sumilar to the national findings, the mcidence rates of mmvalid TT3 were higher than those of TT4
and TT3 1n all drinisions except in Khulna and Sylhet Among the divisions, invalid TT3 rates were
the highest 1n Bansal division (17 percent) and the lowest in Sylhet division (5 percent). Similarly,
incidence of invalid doses of TT4 was found to be the highest 1n Bansal drasion (17 percent). The
lowest tncidence of invalid doses of TT4 was revealed 1in Rajshaht division (7 percent). As it was
expectad. 1 case of TT> the highest invalid dose was 1n Barnisal division (13 percent), which was
being followed by Dhaka (13 percent). Chattagong (10 percent), Khulnz (9 percent), Rangpur (8
percent), Rajshahi (7 percent), and Svlhet divisions (5 percent) ( see Figure K5),
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As it was expected. among the city corporations the rate of invalid TT3 was the highest in CCC
(36 percent) and the lowest in KCC (3 percent). However, the rate of invalid TT4 was the lowest
in RCC (2 percent) and the highest in CCC (18 percent). Similar to invalid TT3 and TT4, rates of
invalid TTS dose were found to be the highest in CCC (25 percent) and the lowest in RCC and
KCC (3 percent), The rates that were intermediary ranged from 4 percent in DCC 10 19 percent
in BCC (see Figure K6).

Sewrcs; 010

Pt g
sERpEETIERS

A =
|5 III'.‘Ill: - = ‘_ =L
= = der 3 - -
'I. - =
- I¥

Al Rl
Dbk
Chithge.
Herinl
Kl
P
Hungpur

Source: CES 2010




P

me
cEBEELRAERS

Do
i
Roe
Hee
Jecn
REC

Muicipality

Sourcs: CE5 2610

In

L
5 |
3 4
3 4
14

Sowree: CES 2010

M 132 R ‘ ‘ EP1 Coterage Evaluation Survey 2010
it |




ol

1
1 }..H*"

-
—
i

T I Y Y

1 I \ 5 4- i i II I I*. ﬂ 2 a
T2 T3 »TT4 wITs

e
L

Sourcs: CES 2010

% &

Peagastazs

w B i e

(=}

‘Sowrce; CES 1610

EPI Couerasz Evaluation Surcey 2010




>

4.8 Women's Knowledge about TT doses

Proper knowledge about the required number of TT vacecine 1s important for both the service
providers and the recipients as well as for programmatic aspect. The act of admimstenng
unnecessary dose is a wastage of time and money. According to EP] program, a woman should
recetve 3 doses of TT vaccine for gaiming a hifetime:adequate protective antibody agamnst tetanus.
EPI CES 2010 made an assessment about the women's knowledge about the number of dos=s a
woman required for protective antibody agamst tetanus for the whele reproductive life. Women
were asked as to how many TT vaccines are required by a childbearing aged woman to protect
herself from tetanus for her whole reproductive life. Fifty one percent of them reported about 3
doses of TT vaccine. As it was expected, percentage of women who had proper knowledge was 9
percent higher i urban areas (39 percent) than in mural areas (530 percent). However. throughout
the country more than one-third mothers (41 percent) reported that they were not aware of the
required number of TT doses. Among them, there was varniation between women living mn urban
(34 percent) and those in rural areas (43 percent).

In the rural areas by division, the percentage about the women with knowledge of 3 doses of TT
vaccine was found to be the highest 1n Eajshahi drvision (39 percent) and the lowest in Bansal
drvision (38 percent). Moreover, 55 percent of the surveyed women reported in favor of 5 doses
in Sylhet division. which was bemg followed by. Dhaka (33 percent), Rangpur. Khulna_ and
Chittagong divisions (47 percent) (see Figure L2). And, 50 percent of them in Bansal. 49 percent
in Chittagong, 44 percent in Khulna 43 percent in Rangpur, 40 percent in Dhaka 39 percent in
Sylhet and 36 percent i Rajshahi divisions were not aware of the number of TT doses requirad
by a woman to protect herself against tetanus.

However, in urban areas by city corporation 88 percent of the women 1n KCC reported 1n favor
of 5 doses. which was being followed by DCC (78 percent), RCC (76 percent). SCC (54
percent), BCC (46 percent), and CCC (37 percent) (see Figure L3). Furthermore. 34 percent
women 1 CCC were found to be unaware of the number of TT dosss_ which was being followed
by BCC (47 percent). SCC (43 percent). RCC (21 percent). DCC (15 percent). and KCC (12

percent).
4.9 Souorces of TT Vaccination

Sources of TT1 vaccine was mmvestigated in CES 2010, Women of CBA who recewved TT1 were
asked from where they recerved it Across the country, 91 percent of them reported about the
government outreach centers. The urban-rural difference was 13 percent. Ninety three percent of
the rural women recerved TT1 from the government outreach centers as against 80 percent of
urban women Besides, government hospitals were revealed as the second highest service
providers iof TT vaccine; which was being followed by N(GGOs and private sources. Utilization of
the government sources was found almost universal, irrespective of tvpes of areas. However,
utibization of NGOz and private service was the highest in urban areas (6 percent) (see Figure
M1). Almost nons in the rural area reported about her wisiing an NGO/pnvate health

centers‘clinic for TT vaccination Similar findingss were observed while analyzing the data of

rural areas by dvision. Although the findings varied from one division to another, the
government was found to be the prime service provider (see Figure M2). Ninety one percent
women in Dhaka, 92 percent in Chittagong,
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93 percent mn Bansal, 94 percent in Rajshahi and Khulna_ and 95 percent in Rangpur divisions
recetved TT1 from the government source. However, utilization of the govemment source was
found to be the lowest in Svlhet division (91 percent).

Among the city corporations. the utilization rate of the government outreach centers was the
highest in KCC (99 percent) and the lowest in DCC (33 percent). It was 95 percent in SCC and
RCC. 81 percent in CCC. and 69 percent in BCC (see Figure M3).
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OPY, VITAMIN A AND
ANTHELMINTIC COVERAGE
DURING 18" NID






This chapter provides information which has been obtained through CES 2010 on OPV coverage
during 18" NID. along with Vitamin A. and Anthelmintic coverage during the same event
Ihstinetively, 1t presents the findings on OPV coverage among (-39 month old children during
18% NID, Anthelmintic coverage among 24-59 months old children and Vitamin A coverage
among 12-39 months old children along with reasons for not receiving OPV, Anthelmintic. and
Vitammn A supplementation Additionally, sources of information about NID are discussed.

In order to present the national OPV coverage during 18 NID as well as for an understanding
about the methodology and findings of the 18% NID Survev. a brief description of NIDs is
provided in the following section It describes the purposes of NIDs as a supplementary
immunization strategy, how they are conducted in Bangladesh, and how child-to-child search
activity is carnied out to identify and vaccinate the children who are left cut from vaccination at
the NID fixed-site.

5.0 Objectives of the 18™ NID Survey

The survey on 18% NID was carried out as part of CES 2010 with a view to achieve the following
objectives:

o 0PV coverage among 0-39 months old children

3 To know the reasons for not having OPV vaccination

o To assess Vitamin A and Anthelmintic coverage

3 To know reazons for not having Vitamin A and Anthelmintic

5.1 NID as a Supplementary Strategy

Polio (poliomvelitis) 15 a highly infectious disease caused by a virus. Health experts say that it
invades the nervous svstem and can cause paralysis or even death within hours. Polio virus enters
the body through the mouth or in water or food that has been contaminated with faecal matenal
from an infected person. The dizease affects mamnly the younger children, but 1n rare mstances, 1t
can affect older children as well.

The Government of Bangladesh (GOB)., with support from WHO, UNICEF, Rotary
International, and the Centre for Disease Control and Prevennion (CDC. Atlanta, GA. USA)
mounted a model response to immunize all under-3 children across the country when the first
case of polio was detected in March 2006 after maintaining a polio- free status for more than 3
years. Eighteen polio cases were, thereafter, detected in 12 distnicts across all divisions of
Bangladesh, with the last one reported on 22 November. 2006. Since polio has been detected
once again m 2006, Bangladesh has responded verv aggressively to combat the situation
Accordingly. 13 special NID was conducted in 4 rounds in the year 2006. Afterward. in esach
vear NIDs are being conducted as part of the Supplementary Immunization Activity (SIA).
The last (18%) NID was conducted on 10th January. 2010, Although Bangladesh 15 free from
polio Virus since 22 November, 2006, threat of the re-emergence of this virus still exists. In
an effort to sustam its polio-free status, Bangladesh observed the 18% National Immunization
Day (NID) on 10® January, 2010, through administering two drops of the polio
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vaccine to 72 mallion children aged between 0-3 vears: Albendazole, deworming tablets, were

also provided to 24-39 months old children along with the polio drops

during the 18th NID on 10® January, 2010. Besides, Bangladesh inteprated National Vitamin A-
Plus Campaign (NVAC) with NIDs. With support from Canadian Intemational Development
Agency (CIDA), Micronutnient Imitsative, UNICEE, and WHO, the Government of Bangladesh
has provided a high potency Vitamin A capsule (200000 IU) with polio vaccine among the
children aged between 12-59 months in the st round of 18 NID. It 1s a cost- effective model for

other countries that are struggling to achieve and maintain a high coverage of Vitamin A

supplementation and polto vaccination Viamin A deficiency poses a major threat to the health
and survival of children and mothers. It 1= now known that Vitamin A deficiency increases the
risk of child death from diseases. such as measles and diarthoea. These indicators contribute to
over 23 percent of death of the children aged between 1-3 years in Bangladesh

5.1.1 Organizing the NIDs

The government of Bangladesh conducts NIDs, in collaboration with WHO_. UNICEF, Rotary
International, and other paritners. Before conducting the National Immunization Day (NIDs),
wide publicity 15 carnied out using all types of available communication channels, including the
mass media 1e. television. radio, press. miking (maobile and mosque). posters, and banners.

In Bangladesh. people of every walk of life ohserve this event in a festive mood along with
spontaneous participation of parents of the target children in particular On the eve of NIDs,
banners. posters, and flags are shown pamicularly at and around the vaccination sites, thus
highlighting the importance of immunization/NIDs and urging the parents/caregivers to gat their
(-39 months old children vaccinated at the vaccinaiion sites. Mobile & mosque mikes are also
used to remund the parents about taking thewr elipible chuldren to the vaccination sites.

To observe the NIDs. around 140000 vaccination sites are set up across the country, thus
ensuring an =asy access for all people everywhere so that parents/caregivers face no difficulties
i bringing their children to the site for vacciation

Alongside the 68000 government health and family planning workers; plus other senmu-
government and NGO workers. about 650,000 community volunteers from all walks of life
worked as vaccinators m the 18% NID. The volunteers represented participation from a cross-
section of people, mciuding teachers, students, religious perzonalities, women groups, members
of the commumty-based micro-finance orgamzations. members of the Village Defence Party
(VDP), and erganizations of manv mndigenous groups.

3.1.2 Child-to-Child Search

Child-to-child search 15 undertaken to identify and vaccinate OPV to those children who could
not be reached or vaccinated dunng the day of NID. A four-day houss-to-house search followed
in order to make sure that no child was left out. The workers visited every housshold n their
respective ward/mohalla, looking for the leftout children to provide them OPV as they had
mussed to recetve it at the fixed site.
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5.2 Selection of Samples

The survey on 18%® NID was mmplemented over a representative national NID sample of 0-39
months old children, dravwn from the cluster samples for CES 2010 in the following manner
While visiting all houssholds in every cluster, the interviewers listed all the eligible children
{aged between (-39 months) of that cluster to make the sampling frame. Then seven children
were selected randomly from the samphing frame to admumster the guestionnaires.

5.3 OPV Coverage

97 percent of the children aged between 0-39 months were vaccinated with OPV dunng 18% NID
held on 10 January, 2010. Among them_ 96 percent recerved OPV from the fixed site dunng NID
and 1 percent durmg child- to- child szarch following the NID. There was no such difference
between the rural and the urban coverages. Ninety six percent of the rural children were
vaccinated with OPV as aganst 98 percent of the urban children during the 18% NID. Likewise,
during the measles follow-up campaign 93 percent of the children across the country received
OPV_ Similar to the 18% NID. urban-rural variation in OPV coverage was not remarkable. Ninety
two percent of the ruoral children received OPV as against 94 percent of the urban children
{Figure N2). It needs to be mentioned here that during the measles campaign OPV was not much
focusad.

However. 91 percent children recetved OPV during both the rounds of 18% NID and measles
follow-up campaign There was no remarkable difference 1n the OPV coverage between the
urban (93 percent) and rural areas (92 percent) (see Fipure N2),

As has been memntioned earlier. 91 percent of the rural children received OPV during 18% NID
and measles follow-up campaign According to rural divisions: OPV coverage in both the rounds
was the highest 1n Rajshali (93 percent) and the lowest in Chittagong divisions (87 percent).
OPV coverage in Dhaka. Khulna, and Rangpur divisions was 92 percent (Figure N3). However,
in the eity corporation areas, the highest OPV coverage m both the rounds was i Rajshalm City
Corporation (98 percent). which was bemng followed by KCC (95 percent). SCC (95 percent),
DCC (93 percent), CCC (92 percent). and BCC (84 percent) (see Figure NB6).
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5.4 Reasons for not having Children Vaccinated at the Fixed Sites

Specific reasons for children not being vaccinated were mvestigated m CES 2010. Mothers/
caregrvers were asked about the reasons for their children not being vaccinated with OPV at
the fixed site or not vaccinated at all. A little over one-third (35 percent) of them reported
that they did not know about the campaign. Seventeen percent of them stated that they were
busy with their household work - 17 percent in mural and 16 percent in urban areas. More
than one among ten mothers/caregivers (14 percent) reported that they were not at home
while NID was conducted The other reasons were: vaccination center was too far (8
percent); mothers/caregivers were travelling (9 percent); and the child was sick (3 percent)
(see Figure O1).

However. as the cause for not recenving OPV duning measles campaign more than half of the
mothers/caregivers teported that they were unaware of the campaign. The other most
common causes were: mothers/caregivers were not at home (12 percent); they were
travelling (7 percent): vaccination center was too far (6 percent); mothers/caregivers were
busy wath their household work. and the child was vaccinated with OPV dunng the 18th
NID (5 percent) (see Figure O2).

5.5 Sources of Information about 15 NID

Mothers/ caregivers were asked about the sources of information about 18 NID. About
one-third (28 percent) of them mentioned about the visit of the health worker. One-fourth of
them referred to mobile miking. Twenty four percent cited mosgque miking This factor was
bemng followed by television (20 percent), neighbors and NGO workers (14 percent), GOB
workers (11 percent). and volunteers (8 percent).

Likewise. in rural areas, the most common sources of information about the 18% NID were:
health workers' visit (29 percent), mosque muking (26 percent), mobile mmking (24 percent),
and NGO workers (15 percent).

As it was expected in the urban areas. television was the most common source of
mformation (44 percent). This factor was being followed by mobile milking (30 percent),
health workers (19 percent), family members (18 percent). and mosque milking (15 percent)
(see Figure O3).
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5.6 Vitamin A Supplementation Coverage among the Infants. Pestpartum women, and
Children

Vitamin A deficiency (VAD) 1s a major contributor to child mortality. Sustamned control of VAD
15 essemnal to meet the Millennmum Development Geal (MDG) for reduction of child mortality.
Vitamin A deficiency poses a major threat to the health and survival of children and mothers It
15 now known that Vitamin A deficiency tncreases the nisk of child death from diseases, such as
measles and diarthoea According to WHO, these infections conmbute to over 23 percent of
death of the children aged between 1-5 years in Bangladesh. A decision has been taken by the
government of Bangladesh to inteorate National Vitamin A-Plus Campaign (NVAC) with NIDs
through a well-coordinated approach. With support from Canadian International Development
Agency (CIDA), Micronutrient Imtiative, UNICEF, and WHO, the government of Bangladesh
has provided a high potency Vitamin A capsule (200,000 IU) with polio vaccine among the
children aged between 12-39 months during 18th NID. Viamin A (100 000 IU) 13 given to the
children (9-11 months old) dunng the measles vaccination; post partum mothers recerve one
vitamun A capsule (200,000 [U) (within 6 weeks of delivery) through routine EPL

Infants

Vitamin A Supplementation (VAS) (100,000 IU) among the infants aged between 9-11 months
under routine EPI was 93 percent across the country: The coverage of VAS among the infants
who were 9-11 months old was almost similar 1n both urban and rural areas. In both rural and
urban areas. 1t was 93 percent (see Fizure P1). It 1s important to mention here that VAS is given
while the child wisits for measles vacecine. As 1t was expected. coverage of measles was almost
similar to that of VAS, Nationally, 93 percent of the children received Vitamin A as agamst 93
percent measles coveragpe. There was no difference between measles and Vitanmun A
supplementation coverage across the country.

In rural arsas by division, coverage of Vitamun A supplementation among the mnfants was found
to be the highest 1in Eajshah division (97 percent) and the lowast i Sylhet division (89 percent).
VAS coverage 1n other divisions ranged from 90 percent in Chittagong to 95 percent in Barisal,
Khulna and Rangpur divisions (see Fioure P2). However, 1n city corporations, it ranged from the
lowest - 87 percent in SCC to the highest - 99 percent - 1n RCC (see Figure P3).

Sex differential 1n the coverage of VAS was examined in the survey. The findings show no
marked differences in the coverage of VAS by sex between the people in urban and thosze iving
in rural areas. A slhightly higher percentage of males (94 percent) recerved Vitamin A than their
female counterparts (93 percent) in rural areas. In contrast, 93 percent of the females 1n urban
areas recerved Vitanun A as against 94 percent of males (see Figure P4),

Children aged between 12-39 months

Vitamin A capsule (200,000 IU) is given to the cluldren aged between 12-39 months during the
NIDs. Durning the 18" NID. Vitamin A was given in the 1¥ round held on 10%® January, 2010
Ninety six percent of the eligible children received Vitamin A capsule during the 18% NID held

on 10% January_ 2010. The urban-rural analvsis shows almost no marked varation between
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urban and rural ‘areas. MNinety seven percent children in urban areas recerved Vitamin A as
against 96 percent residing in rural areas (see Figure P1).

By rural division, Vitamin A Supplementation (VAS) coverage was found to be the highest in
Dhaka division (97 percent) and the lowest in Chittagong division (94 percent). It was same for
Rajshahi, Khulna and Sylhet divisions (96 percent), and Rangpur, and Bansal divisions (95
percent) (ses Figure P2),

Figure P3 illustrates VAS coverage by city corporation. It shows that VAS coverage was found
to be the highest in Rajshahi City Corporation (100 percent) and the lowest in Bansal Coy
Corporation (94 percent). Furthermore, there was no difference in VAS coverage among CCC
and KCC (96 percent). However_ the second highest coverage was in DCC (99 percent). which
was being follewed by SCC (97 percent) (zsee Figure P3).

In terms of sex differentiation. no marked difference was observed between males and females.
Similar findings were noticed while considering VAS coverage by area type (see Figure P3).

Postpartum Women

As has been mentioned earlier, Vitamin A capsule (200,000 TUT) was given to the post- partum
women within 6 weeks of delivery under routine EPI program Coverage of Vitamin A among
the mothers with children aged between 0-11 months 1s shown in Figure P1. It shows that 39
percent of the postpartum women recetved Vitamin A capsule across the country. The urban-
rural differentiation was 5 percent. Forty three percent women in urban areas recernved VAS as
against 38 percent residing 1n rural areas.

By rural division. VAS coverage among postpartum women ranged from 24 percent in Sylhet
division to 47 percent 1n Rangpur drvision It was 32 percent in Dhaka 35 percent in Khulna 41
percent in Rajshahi, and 43 percent in Chittagong and Barisal divisions (see Figure P2)
However, ‘among the city corporations. VAS coverage was the highest in Rajshahi City
Corporanion (54 percent) and the lowest 1n Sylhet City Corporation (26 percent). The coverage in
other city corporations ranged from 34 percent in Chittagong City Corporation ta 31 percent
Barisal City Corporation (see Figure P3).
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5.6.1 Reasons for Children not receiving VAC during the 18t NID

CES 2010 investigated the causes as to why the children didn't receirve Vitamin A Capsule
(VAC) during the 18™ NID. To find out the reasons mothers/care grvers were asked why their
children didn't receive VAC during 18% NID held on 10% January. 2010. One- third (33 percent)
of them reported that they were not aware of NID. Fifieen percent of them mentioned that they
were not at home during NID. However. 9 percent mentioned about the long distance of the
vaccination center from their residences. Lack of  awareness about the NID/ Viamin A
supplementation was the most common cause for not recerving VAC in both rural (32 percent)
and urban (40 percent) areas (see Table P1).

In rural areas by division. the percentage of children who did not receive VAC due to the lack of
awareness was the highest in Sylhet divizion (43 percent). It was bemng followed by Barisal (40
percent), Dhaka (35 percent), Rangpur (33 percent), Rajshahi (32 percent), Khulna (31 percent),
and Chittagong divisions f23 percent) (see Table P2).

Likewise, in urban areas by city corporation, very few children didn't receive VAS. As has been

reported by the mothers/caregivers, lack of awareness about NID was the most common reason
for not recerving VAS.
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5.7 Anthelmintic Coverage among Children

Albandazole tablet as an anthelmintic was given to the children aged between 24-32 months
during the 18® NID held on 10™ January, 2010. The survey findings are presented mFigure QL
It shows that 92 percent of the children received Anthelmintic treatment during the 18% NID (see
Figure Q1). The coverage was 1 percent higher 1n urban areas (93 percent). compared to that
rural areas (92 percent).

In rural areas by division. the coverage of Anthelmintic treatment was the highest in Rajshahi
and Dhaka division (93 percent) and the lowest in Barisal and Rangpur divisions (86 percent). In
other divisions, it ranged from 92 percent in Chittagong to 94 percent in Sylhet division (see
Figure Q2). However. among the city corporations. the highest coverage rate was m Rajshahi
City Corporation (98 percent). Sylhet City Corporation had the second highest position with 97
percent coverage. The lowest anthelmintic coverage was §5 percent which was found to be in
CCC and BCC. It was being followed by DCC (93 percent) and KCC (95 percent) (see Figure
Q3).
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5.7.1 Reasons for Children's not Recetve Anthelmintic

Mothers | caregivers, whose children didn't receive Anthelmintic treatment during the 18th NID,
were asked to show the causes for not feeding 1t Table Q1 shows that 27 percent of them
reported that they didn't know about 1t while 1B percent mentioned that they had fad
Anthelmintic tablet to the children 1n the past This statement was being followed by some other
reasons: the child was not at home; s/he was sick: and that Anthelmintic tablet was not available
{7 percent); and mothers/caregrvers were busy with their household work (4 percent) (see Tables
QI-Q3).

Lack of awareness about NID was the most common cause for not recerving Anthelmintic mn
both rural (27 percent) and urban (29 percent) areas (see Table Q1). In rural areas, most of the
mothers/caregivers mentioned about their lack of awareness as a cause for not receiving
Anthelmintic. The proportion was found to be the highest - 33 percent - in Bansal division, and
the lowest - 22 percent - in Dhaka division About one-third (31 percent) of them in Sylhet
mentioned . This was being followed by Khulna (30 percent), Rajshahi (28 percent). Rangpur
(27 percent) and Chittagong divisions (23 percent) (see Table Q2).

Similar to that in rural areas. most of the mothers/caregivers i city corporation areas except
CCC reported that they were not aware of NID. It was 33 percent in BCC, which was bemng
followed by RCC and DCC (40 percent). SCC (29 percent), CCC (23 percent), and KCC (18
percent) (see Table Q3). The vanations might be due to the lack of social mobilization efforts to
inform mothers and caregivers about the campaign.
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CHAPTER 6

MEASLES FOLLOW-UP
CAMPAIGN







The Measles Inihiative 15 a partnership commatted to reducmg measles deaths globally. Launched
in 2001, the Insiative - led by the American Red Cross, the United Nations Foundation, the U S,
Centers for Disease Control and Prevention, UNICEF, and the World Health Orgamization
(WHO)-provides technical and financial support to different governments and communitics on
vaccination campaigns and disease surveillance in the world.

In 2001, WHO and UNICEF adopted a joint strategic plan for global measles mortality reduction,
which was endorsed by the World Health Assembly in 2003 In Bangladesh, the objective of the
national plan of action 1s to reduce measles mortality by 90 percent by 2010 1n companson to
2000.

Bangladesh conducted a major national measles catch up campaign in 20035-2006. About 33
million children aged between 9 months and 10 years were immunized. As a result, the number
of measles outbreaks registered in 2006 was only 7. compared to 27 registered m the first two
months of 2006 pnor to the campaign. No measles outbreak was reported 1n 2007; and only one
occurred respectively 1n 2008 and 2009

However, 25 to 30 percent of the children in each birth cohort remain susceptible to measles.
This 15 why, the Minsstry of Health and Family Welfare has decided to conduct this measles
follow-up campaign, with the objective to target particularly those children who were bom after
the last campaign held 1 2003-06. Children who had measles vaccines before or those who
suffered from measles were also vaccinated with measles vaccine dunng this campaign as a
second dose of vaccine 1s recommended to ensure that the child 15 fully immunized. The measles
campaign was held between 14 and 28 February, 2010 With an amm to cover all the 20 million
children living in Bangladesh through this formight-long campaign. 23 million doses of measles
vaccmeas, 29 mullion doses of polio vaccimes, 13 mmllion ‘auto-disabled syringes, 2.3 mullion
reconstitution syringes and 150,000 safety boxes were distnbuted throughout the country. Every
step was taken to ensure the full safety of the injection through the use of disposable syninges and
effective maintenance of the cold chain in order to keep the vaccines below +8 degrees celsius.

6.1 Measles Follow-up Campaign and Coverage

In the EPI Coverage Evaluation Survey 2010, information about the measles vaccination was
collected from the children who were born between 16-02-2005 and 20-03-2009. The
information collected 1n thus respect suggests that overall in Bangladesh 88 percent of the
eligible children were covered by measles vaccination under measles follow-up campaign in
2010. There was a little vanation 1n the coverage by urban and rural areas_ 1. 88 percent in rural
areas as opposad to 89 percent in urban areas (see Figure R2). Among all the rural divisions,
measles coverage was found to be the highest (/92 percent) in Rajshahi. which was being
followed by Rangpur (90 percent). Khulna and Sylhet ( 82 percent), Dhaka (88 percent). Barisal
(8> percent) and Chittapong (84 percent) As has been mentioned above, there was a little
difference between rural aresas by division and in urban areas by city corporation and
municipality in respect of measles coverage (see Figure R3- R4). In the urban areas by city
corporation, the coverage was the hghest in RCC (96 percent) and the lowest in BCC (80
percent). However, for the other city corporations, it vaned between 83 percent in CCC and 93
percent in DCC.
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V.

6.2 Reasons for not Receiving Measles by Urban and Rural areas

Mothers or caregivers of the children who did not receive measles vaccines dunng the period
mentioned above were azked to mention reasons for not recerving measles The information 13
presented n Figure B5. About one-third of them (33 percent) mentioned that they did not know
about the measles campaign This statement was being followed by the following reasons: the
child was given measles earhier (32 percent). mothers/caregivers were not at home (7 percent);
mothers/'caregvers were in travelling (4 percent); the child was sick, so the parents did not take
him'her to the vaccination site (4 percent); vaccination center was too far (4 percent); and
mothers/care givers were busy with their houschold work (3 percent) More or less, similar
patterns of causes were observed in both urban and rural areas.

In both miral and urban areas_ the most common causes were parents' lack of awareness about the
campatgn and fact that the child had been vaccinated with measles vaccine sarlier,

6.3 Sources of Receiving Information for Measles Campaign

CES 2010 invesngated the sources of receiving information about measles campaign. Overall 1n
Bangladesh the significant sources of informanon were field workers (28 percent). mosque-
miking (23 percent). mobile-muiking (22 percent). television (19 percent), neighbors (14 percent),
NGO wotkers (12 percent), volunteers (7 percent). and GoB workers (10 percent). The pattern of
recerving information in the rural areas 1s quite similar to that across the country. In urban areas,
the frequent and significant source was TV (39 percent). The other sources were mobile-miking
(28 percent), health workers' visit (20 percent). mosque-miking and neighbors (17 percent), GoB,
NGO worker's (9 percent), and voluntesrs' visit to the residence (6 percent). The commesponding
sources in rural areas were TV (13 percent), mobile miking (21 percent), health workers' st (30
percent), mosque-miking (26 percent), neighbors and NGO workers (13 percent). GoB workers
(11 percent), and volunteers (8 percent) ( see Figure R6).
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DISCUSSION AND PROGRAMMATIC IMPLICATION

CES 2010 was conducted as an important part of the monttoring activities of EPI program 1n
Bangladesh following the WHO EPI 30 clusters sampling techmaue. Since 1991, 17 CESs have
been conducted so far. Four types of survey respondents were included i EPI CES 2010
Despite the tremendous progress observed in the vaccination coverage since the tihiation of the
program_ the vaccination coverage i1s lacking 11 percent behind the expected coverage of 90
percent. In CES 2010, fully vaccimation coverage by 12 months of age was found to be 79
percent with a little variation in urban (72 percent) and rural (80 percent) areas. Nammowing the
gap in the vaccination coverage between children living mn rural and those 1n vrban areas 1sa
milestone of the EPI program. It 15 also a good indication to reach the target coverage (90
percent).

Although an escalating trend in the vaccination coverage was observed across the country, there
are dissimilarties in full vaccmation coverages across the divisions. Coverage in some of the
divisions 1s below the national coverage (79 percent), as a result of low performance i some of
the districts under those divisions: The coverage was found to be T8 percent 1in Dhaka division
76 percent in Chittagong division, and 74 percent in Svylhet division.

The survev findings suggest that low performance of some of the distncts attributed to lower
vaccmation coverage by the age of 12 months in Chittagong. Dhaka, and Svlhet divisions
Compared to the CES 2009, coverage in Dhaka division mncreasad m 13 different districts while
1t marginally decreased 1n only 2 distnicts which are Mymensingh, Munshigan;, and Shanatpur.
However, the highest improvement in the coverage was observed mn Naravangany distniet. It
increased by 17 percent- from 69 percent in 2009 to 86 percent 1n 2010. Besides, improvement
of the coverage in Gazipur district was 13 percent, in Netrokona 10 percent. in Gopalgan) and
Madanipur B percent. 1n Kishoregany 6 percent, 1n Narsingdi 7 percent, in Jamalpur and
Manitkegan; 3 percent, and 1n Sherpur 7 percent. 3 percent increase in the vaccination coverage in
Dhaka division is a result of the improvement in the coverage in those districts.

Notwithstanding, coverage in Netrokona, Rajban, Sharatpur. Jamalpur, Gazipur, and Fanidpur
districts, and DCC was below the divisional coverage. Among the distnicts. the highest
coverage was 86 percent- in Sherpur and Narayanganj districts; and the lowest in Madanipur
district. Incidence of mvalid DPT3 was 16 percent 1n Gazipur, 14 percent mm Fandpur, 12
percent 1n Netrokona and Rajbari, 10 percent in Madanpur and Mymensingh, 9 percent
Tangail and Shariatpur, 8 percent in Dhaka_ and less than 8 percent in other districts. The act of
administering mnvalid doses of measles was found to be the highest in Netrokona district (9
percent). It was § percent in Madaripur, 6 percent in Sherpur. Rajbant. and Gopalgan;, and less
than 6 percent in other distncts. However, DPT1-measles dropout rates were 15 percent in
Manikgan;. 11 percent in Shanatpur, Mymensingh and Jamalpur, 10 percent in Madanpur. 8
percent 1n Rajban and Narsinghdi, and lesz than 8§ percent imn other districts. In Chittagong
division, the coverage increased by 2 percent, compared to that in CES 2009, Among all the
districts there, 1t increased 1in 7 districts and decreased in Bandarban, Khagrachhan, Rangamat:
and Noakhali. The highest coverage was observed in Brahmanbaria (85 percent) and the lowest
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was found to be decreasing. while 1t was more fluctuating in Cox'shazar and Bandarban distriets.
In Chittagong division, the lefiout was found to be the highest (15 percent) in Bandarban district,
and the dropout in Noakhah district (13 percent). Despite improvement in the coverags in some

'of the districts of Chittagong dnasion, incidence of invalid doses 15 a concern. Invalid DPT3 was

16 percent in Cox'sbazar, 14 percent in Chadpur, 13 percent in Chittagong, 9 percent in Comalla,
and less than 9 percent mn other distnicts. The act of admimistening vahd measles dose was also
found to be the highest in Cox'sbazar (10 percent). No invalid measles dose was found in
Comilla distnict.

In Rajshahi division, coverage increased mn 13 districts and marpinally decreased in 3 distiiets:
Nilphaman (6 percent), Pabna (4 percent), and Jovpurhat (1 percet). Rajshaln achieved the
targeted coverage of 90 percent of the EPI program. The highest improvement in coverage was
noticed mn Kunigram district (65 percent in 2009 and &1 percent in 2010). and the lowest in
Serajgany district (80 percent in 2009 and 84 percent in 2010). Among the districts, the highest
coverage was found to be 00 percent in Rajshahli and the lowest in Thakurgaon distnct (69
percent). A very small proportion of lefi-out was observed in Chapamnawabgan; (1 percent).
Natore (1 percent). Nilphaman (0.3 percent). and Thakurgaon (0.3 percent) distmcts. Incidence
of invalid dose of DPT3 was the highest in Thakurgaon (14 percent). and measles in Pabna (8
percent). In case of DPT1-measles dropout rate; 1t was found § percent in Thakurgaon and
Nilphaman, 7 percent m Chapainawabgan) and Gaibandha, 3 percent in Rangpur and
Lalmonirhat_ and less than 3 percent 1n other districts. However, 1t 1s important to mention hers
that the coverage was at or over the national coverage mn 11 distnicts and below 1n Gaibandha:
Kungram, Rangpur, Nilphaman, and Thakurgaon While taking into account all these facts and
figures. 1t can now be said that 1t 15 a challenge for the recently established division - Rangpur -
to increase the coverage upto a satisfactory level

In Khulna division, the overall coverage increased by 3 percent, compared to that in CES 2009,
Among the distnicts; the coverage decreased in Bagerhat (71 percent i 2009 and 69 percent in
2010} and Jhenaidah (84 percent in 2009 and 77 percent in 2010). The coverage was at or over

80 percent 1n all the distncts except in Bagerhat and Jhenaidah The highest coverage was found

to be 86 percent in Khulna and the lowest 1n Bagerhat (69 percent). Incidence of winvalid DPT3
was 12 percent 1in Jhenaidah. 10 percent in Bagerhat and Kustia, 9 percent in Meherpur, 6
percent i Chuadanga and Jessore, and less than & percent in other districts. The act of
admimistering invalid dose of measles vaccine was found to be the highest (8 percent) in
Chuadanega Narail and Bagerhat, and the lowest in Satkhira (2.5 percent). However, DPTI1-
measles dropout rate was the highest (11 percent) in Bagerhat, and the lowest (1 percent) in
Khulna Incidence of invalid DPT3. measles, and the dropout rates atinibuted to low vaccination
coverage in Bagerhat district.

Compared to that 1n CES 2009, full vaccination coverage in Bansal division increased by 4
percent in CES 2010. Coverage in Perojpur and Pamuakhal distrscts marginally decreased.
Except 1n Bansal district, 1t was found to be ‘at or over 80 percent in other districts.
Notwithstanding, mcidence of invalid dose of DPT3 was 10 percent in Patuakhali and Barisal. 9
percent 1 Jhalokati, and & percent in Bhola Invalid measles dose was 6 percent 1n Perojpur and
5 percent 1 Jhalokati Besides, DPT1-measles dropout rate was the highest in Barguna and the
lowest 1n Jhalokat: and Patuakhali.
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Although improvement in the coverage was observed in Sylhet division. 1t 15 sull 5 percent
below the level of national coverage (79 percent). Compared to that found in CES 2009, the
coverage increased m all districts except in Sunamgan) The highest improvement in coverage
was observed m Habiganj district (61 percent in 2009 and 79 percent in 2010). The leftout rate
was found to be comparatively higher in Moulvibazar (4 3 percent) and Sunamgan; (3.8 percent).
Incidence of invahd dose of DPT3 was & percent m Moulvibazar, 7 percent in Habigany, 6
percent in Sylhet, and 5 percent 1n Sunamgan; districts. The act of administening tnvalid dose of
measles vaccine was found to be 3 percent in Sylhet. 3 percent 1n Sunamgan) and Moulvibazar,
and 1 percent in Habiganj. However, in terms of DPTl-measles dropout rate 1t should be
mentioned here that it was found to be 13 percent in Sunamgany, 11 percent in Moulvibazar, £
percent in Sylhet, and 6 percent in Hobigan) district

A question mav anse despite tremendous progress in the vaccination service as to why the
coverage 15 lower than that in found in the previous CES in some disiricts, Is ot due to the high
dropout rates? Or 15 1t for administering vaccine by not followmg the EPI- recommended
vaccination schedule? Or. 1s it due to the poor performance of the field workers in the process of
service delivery? The survey analysis puts stress on the first two causes and analyzes the canses
using the CES 2010 data. The analvsis has identified four mawn caoses - a) dropouts, b) the act of
administering vaccine before the EPl-recommended interval between the doses. ¢) the act of

administering the measles vaceine bevond 12 months of age, and d) low card retention rate.

Diropout resulted from the mothers'/caregivers’ lack of awareness of the importance of
vaccination, distance of the vaccination center, lack of proper information by the field workers
about the vaccination day, and migration In order to achieve the coverage target, all these 1ssues
should be considered i the program Higher dropout rates also artnibuted to lower vaccination
coverage rate. The dropout rate was observed to be the highest (DPT1-measles - 13 percent) in
Noakhali, which attributed to the lowest vaccination coverage in that district (64 percent).

Fusthermore, the act of administering invalid dose is an important factor for low vaccination
coverage. An analysiz of this 1ssue among the low performing districts suggests that
admimistering higher invalid doses 1s also responsible for the low coverage 1n Dhaka, Chittagong.
and Sylhet divisions below the national coverage. The incidence of mvalid doses of DPT3
revealed 8 percent in Dhaka 9 percent in Chittagong, and 7 percent in Sylhet divisions As
regard to distnict coverage, 1t should be stated here that the coverage in Noakhali district was the
lowest with 13 percent invalid DPT3 dose. Sumilarly, m Rajshahi division, the coverage stands
the lowest in Thakurgaon district with 14 percent invalid DPT3 dose.

EPI program should ensure EPlrecommended vaccination schedule allover the country,
urespective of the residences of the target population. Vaccmation card retention rate 15 one of
the major causes of lower coverage since the vaccination coverage 15 based on card. Nationally,
card retention rate was /3 percent It was the highest in Rajshahi and Svlhet divisions (77
percent) and the lowest in Dhaka drvision (69 percent). Among ‘all distncts, vaccination card
retention rate was found to be the highest in Joypurhat (94 percent). In Bangladesh. some of the
mothers/caregivers didn't give any importance to preserve 1t Non- preservation of the
vaccination cards was observed among the mothers residing both 1n urban and rural areas.
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Besides, 1n Bangladesh birth registration 1= not done in most of the cases. As a result. 1t 15 ofien

very difficult to find out the exact date of barth of the chuld.

Finally, there 15 a large difference between the overall vaccination coverage and the wvalid
coverage rates in almost all administrative divisions in Bangladesh In some divisions, the
sifuation 13 worth considening. Difference in crude and valid coverages by the age of 12 months
was found to be the highest (15 percent) 1n Chittagong division. It was 14 percent in Dhaka
Barisal, Khulna and Sylhet divisions. and 13 percent in Rajshal division. Now the major
guestions are: How this gap can be nmunimized and what are the strategies to be taken for this
purposs? All these issues require a detailed discussion.

In regard to the TT survey, 1t should be mentioned here that mothers with 0-11 months old
children were considered as the subjects of the survey. Survey findings show that 35 percent of
the mothers recerved 5 doses of TT. But, in tenms of valid coverage, the coverage of TT3 was
found to be 39 percent. There i1z a larpe gap between the valid coverage and crude TT3
coverages. Lhe cause might be the recerving of TT in =ach pregnancy, wrespective of the
recipient's previous 11 status. In most of the cases, mothers lost their vacecination cards. Health
workers could not be sure about the TT status of the mothers. As a result, they admimisierad
wvaccines to those mothers who actually did not need those at all TT2 coverage 15 mostly related
to PAB. Among the surveyed mothers, Valid TT2 coverage was found ta be 93 percent while the
PAB status was found to be 92 percent in CES 2010. The analysis indicated that a total of 8
percent children were not protected against tetanus while they were born. Although TT2
coverage was 95 percent, PAB was 92 percent, which meant that 3 percent of the children were
not protected at birth against Tetanus although their mothers recerved 2 doses of TT. This was
due to the fact that the tme of delivery of these children did not match the protection agamnst
Tetanus induced by TT2 vaccination In terms of PAB, the findings indicate that still € percent of
the children are at risk of t=tanus although Bangladesh achieved the NT elimmation status.

Similarly, TT survey among the women who are 18-49 vears old shows that overall 47 percent
women recatved T1) doses. Among them, 33 percent recerved valid TT3. Across the country, a
large proportion of women might have madequate level of antibody aganst tetanus for their

whole reproductive penod because of not following the EPI- recommended TT vaccination
schedule. The urban-rural analysis shows almost no difference in this regard.

Furthermore, knowledge about the number of TT doses 1z an important 1ssue to avoid
administering the doses not necessary for a person. Nationally, 41 percent of the mothers didn't
know about the number of doses. The urban-rural analysis shows 9 percent difference regarding
the kmowledge of number of TT doses. In conirast. TT vaccination card helps the health workets
to decide the elimihlity of the dose required by the recipient. Since TT vaccination card is an
important tool to determine the elhigibility of TT dose(s). 1t can help avoid administering
unnecessary doses and save huge guantities of TT vaccine. CES 2010 shows that 31 percent of
the women lost their vaceination cards. The survey results revealed that card retention rate 15 344
percent. Rural mothers were found to be more likely to retain TT vaccination card. compared to
their urban counterparts (46 in rural and 38 percent in urban areas).
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Lack of knowledgse about the importance of TT vaceinahon card 1s one of the most important
causes for not retaiming it Like childhood vaccination card retention, TT vaccination card
retention should be highlighted with equal importance.

NID 15 one of the Supplementary Immunization Actovities (SIA) of EPI programme which 15
usually held twice a vear. According to the survey findmgs. 97 percent of the children aged
between 0-39 months recerved OPV 1n the first round of 18th NID while 93 percent recerved 1t
during the measles follow-up campaign However. 91 percent of the children recerved OPV 1n
both the rounds. It has been noticed 1n the findings that there 15 no such variation i the coverage
between the urban and rural areas. By place of vaccination, 96 percent of the children received
OPV from the fixed site dunng the 18th NID. Despite the high coverage of OPV 1n the 18th NID
{97 percent), the coverage 15 decreased by 4 percent dunng the measles follow-up campaign This
may be due to the lack of awareness about the campaign. Among the mothers/caregivers whose
children didn't receive OPV on 10th January, 2010, 35 percent reported about their lack of
awareness about 1t Seventeen percent mothers reported that they were busy with their household
work More communication campaign through mosque miking, Inter- Personal Communication
(IPC), and health workers' visit should be increased. specially in the remote areas. in order to
achieve 100 percent coverage through reducing the rates of left-outs and dropouts 1 erther round.

In order to reduce child mertality and morbidity eansed by measles. a measles follow up
campaign targeted towards the children aged between 9 months and 59 months was held from
14th February to 28th Febmuary mm 2010 in Bangladesh Eighty eight percent of the children
received measles vaceine dunng this period. Urban-rurzl vanation was 1 percent. As against 88
percent in rural areas, 89 percent of the children in urban areas recetved measles vaccine. While
explaiming the reasons for not receiving measles vaccine. 32 percent of the mothers reported that
they vaccinated their children with measles vaccine according to the routine vaccination
schedule. About one-third of the mothers/caregivers were unaware of the campaign Mere IPC
regardless of roohne vaccination schedule through health workers may help achieve universal

coverage.
In the light of the discussion above, the following 1ssues need particular attention:

o How the child vaccination card can be preserved since 27 percent of the children's vaccination
cards are lost by mothers? This is more important in the natural disaster prone zones, such as
cyclone and flood-prone areas.

o How to preserve TT vaccination card? And, use same card in all the Go. NGO and private
hozpitals/clinics

o How to nunitmize the dropouts from DPT1 to DPT37 Missing DPT2 or DPT3 wall discourase
mothers not to visit EPI center for the next vaccination because they do not give importance
to 1t

o Dropout rates from DPT1 to DPT3 are also high 1n the low performing divisions. These
divisions need regular superizion and monitoring to mnumize the dropout rates

o Dropout rate from DPT1 to measles s also high among the children which require strong
supervision and monitoring targetng to eliminate the dropouts: This can ensure improvement
of EPI vaccination coverage rate autornatically
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o There 18 a large gap betiveen the overall vaccimation coverage and the wvalid coverage. The
main challenging question to the EP] program management 15 what strategy should be
considered to reduce the gap so that valid coverage can increase significantly

3 Owerall, the success of EPI Program depends on three imporiant factors: 1) preservation of the
vaccination card and minimizing the dropout rates in case of mulh-doses vaccines, 2) stnict
mamtenance of the recommended doze schedule of vaccines to avowd mvalid dozes. thus
ensuning reduction of the gap between overall'total coverage and valid coverage. If EPI
progrant management could improve this situation. valid coverage will mcrease significanthy

o EPI program management may incfease s superviston and monifonng activities m the low
performing districts quite often in order to improve the vaccination coverage: If it does not
deal with it sertously, vaccmation coverage will not increase as expectad.

o EPI program should ensure access of vaccination to all the mipgrant children irrespective of
thetr locality. In this regard. special attention nesds to be grven to the urban slum dwellers.
Proper information should be given to the mothers/caregivers wherever they come from.
Waccination services should be made available to them at the vaccination centers, which they
find conventent for them

The immediate step of the EPI management 18 to visit the low performing divisions/districts and
wdentify the real causes for such low performance. Appropniate measures should be taken on the
basis of facts and findings to improve the EPI coverage. Only discussions with local management
may not be of any help. The management may need to discuss the matter with the EPI workers,
mothers, and community members for finding out the reasons for losing vaccination cards and
for their failure to bring the child for the next vaccination. Furthermore, health workers should
follow strictly the EPI -recommended vaccination schedule so that incidence of invalid dose
dossn't occur at.all. The national -and local level workshops with distnict and upazila level
manager might be helpful to find out the appropnate strategies aiming at reducing the incidence
of mnvalid doses. Reaching Every District (RED) strategy could be one of the options to achieve
the vaccination target m EPI Moreover, the most effective strategies or mterventions adapted i
the high performing districts. towards achieving the high vaccination coverage should be
replicated in other districts, particularly 1n the low performing distncts, while taking into account
the geographical and other area-specific issues.
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Table 1a: Valid Vaccination Coverage by Age 12 Months among 12-23 Months Old Children
According to Survey Units by District. City Corporation (Fully Vaccinated Arranged

in Ascending Order by All Districts)
Noakhali 667 |962 962 | 962 (936 |936 |936 |57 |7ss |788 R e
Bandarban B2 | B2 |82 | B2 |R¢ R4 BB (BT BT 684 | 653
Thakurgaon 939 | 084 | 984 | 984 (D71 |965 |963 |903 |&22 |m22 TRT | 68.0
Ctg Shm 986 | 981 | 981 | 981 (941 |41 |91 |893 (844 |B4d | TG | 601
Bagerhat 34 | 969 | 8&0 | 969 (951 |32 |04z | §76 (831 | 833 T4E 884
SCC 955 |40 | MO | 940 (%06 |06 |96 |5 783 |73 773 | @3
DCC 1000 | 994 | 994 | 904 (973 |973 |.973 |890 |847 |847 TAT | 699
DhaksSlun | 986 | 986 086 | 986 (962 (062 (962 |E79 |840 (840 | T4 | 703
Madaripuor 90 |60 | %90 990 (981 (981 | 981 | W3 |B83 | 883 RO | 23
Coxsbazar  |1000 (1000 (1000 (1000 (995 |95 |995 | 945 |837 |837 | 848 | 726
Ehaerachari 919 |[910 | 919 | 919 (886 |[886 |886 | 865 [g22 |g@22 18 | B2
Nilphamari | 930 | 983 983 | 983 (979 (978 979 | $54 |893 893 | 798 | T34
Sumamgam 2 | 857 | 957 |957 (:m3 |:m3 |93 |87 |34 |94 759 | 716
Moubsvibewar | 1937 | 932 | 952 | 952 |43 (W3 | 943 | 907 |87 |57 193 | 733
Panzamati a3 | 937 |37 |7 (918 |e18 |ois |s0g |13 |83 782 | 46
Faridpur 0 [0 (0 |90 |e00 [0 |90 |2 |87 847 | 852 | M7
Manikeanj 936 | 978 | 978 |.978 |[954 |954 |o954 |§79 |83 |363 768 | 750
Rajbarl 1000 (1000 11000 |1000 |93 |993 993 |94 [856 |856 | 33 | 753
Sylbet 1000 (1000 1000 (1000 (995 |290 | 990 | 959 (914 914 816 | T8
Netrokona 982 | 982 |92 |98 (951 (933 |93 | &4 |86 (W6 | 80 | 762
Shariatpur %0 | 986 | 986 | 086 (050 (950 |950 |26 (855 |855 B39 | 754
Dessih 1000 [1000 1000 |00 (970 (963 |63 |23 |51 |ss1 | 853 | 769
Gazipur 1000 | 993 | 995 | 993 |93 [983 |983 933 ([8L3 |8L3 907 | Tl
Jamalpur 993 | 984 984 | 984 (068 |98 |96€ 932 |890 |g9e | 805 | 712
Gopalgan 98.6 | 986 | 986 986 (974 |967 | 967 953 (910 |9L0 836 | 780
Rangpw 1000 (1000 1000 (1000 1000 1000 (1000 | 973 |883 |s&3 | 878 | 780
Gaibandha 995 | 9935 | 995 |'995 (984 (084 984 | 952 |035 |03S 95 | 781
Banz 90 |984 |984 |984 |o79 (972 |972 |97 (sl (881 | 847 | 7ML
cee 916 |976 | 976 | 916 (971 |[971 |s11 |954 (879 |879 850 | 782
Habigany WE |96 | MWE | 96 96T %63 963 931 |BR6 E8E | £3F | 7ES
KCC 979 | 974 | 974 |.574 |(ME |948 |43 |917 |85 |895 808 | 787
Chittagons 1000 1000 1000 1000 (984 |984 984 956 |859 |859 887 | 789
Dhaka 993 (905 995 | 9935 |99 (989 (989 (936 (899 (899 | m9 8P
Tan,ail 986 | 986 |86 | 986 |965 |os2 932 903 &8 (&38| &6 |02
L afeshmpur 971 | 957 | 967 7 |9%F (957 |91 | 913 |8ES |95 834 | 793
Mymensinh | 000 | 00 | 990 | 990 (962 |92 |92 9Ll (866 866 | B0 | 793
ranchagarh 1000 [1000 (1000 (1060 (976 (976 976 | 934 884 |&s4 HE | 794
ChupaNewbgon| 000|036 | 086 | 986 (950 |o0s9 |oso @6 |oo2 [s02 | ®2 | 708
Comlla 905 (995 | 095 | 905 |u7d [074 | 974 | Q45 |BRE | 286 857 | 796
Norsmgdhi | 093 | 903 |93 | 993 |99 [e79 979 |3 [o0e |me | 83 | o7
Chandpur 076 | 976 976 | 976 (976 |(976 |976 | G566 (838 |B\S§ 12 | 799
Chuadanga 900 |90 990 | 900 (968 968 968 | 958 |02 [c02 | ase | 700
faninns 93 |93 |95 |93 |93 o83 [983 [974 |@91 891 | 882 | 903
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Table 1b: Valid Vaccination Coverage by Age 12 months among 12-23 Months Old Children
According to Survey Units by District, City Corporation (Fully Vaccinated Arranged
in Ascending Order by All Divisions)

(SwiveyUsitz | BCC OPVI| DPTI | HBL OPV1 DFT2| HBI  OPVY DPTY HBI Messha FVC

DCC 160.9 254 924 994 | 5973 973 973 | Bl | 347 | 847 T | By
DhakaSlen | 936 | 386 | 956 | 956 | 362 | S63 | 961 | BT9| 40| B40| 744 | 703
Madsripur S0 99 294 |acg 281 231 5.1 8943 ‘883 | BB 720 73
Faridpur 550 | e00 | 990 | %50 | 990 | soo| soo| 42| WT| 847 | &2 MY
Manikeaw 986 | 978 | 978 | 978 | 938 | 934 | 954| 80| s63| 3| 768 | To
Ragbani 1000|1000 | 1000 | 1000 | 993 | 993 | 993 | o24| ‘56| 856| 83| 55
Matrokona 87 i 882 ‘883 231 933 933 2343 ‘836 B36 800 62
Shariatpur 90 | 96 | 986 | 986 | 950 | @50 | 59| o26| s53| ss5| 89| %64
Gazipur Woos | 95 | 993 | 9a3 | 983 | 983 | 983 | 933 | 313 | B3| se7 | 7ML
Temalpur 993 | 984 | o34 | 984 | 963 | 988 | 968| 931| %99 | smo 805 | 772

Gopalgam 986 | 986 | 988 | 986 | 974 | ST | 987 | 953 | 910| 910 836 | 70

Dbk 995 | 93 | %93 | 995 | o9 | mo | 9| ws| 9| 895 s M

iﬂgﬁﬂ =) 986 986 886 B&3 932 952 80.3- 3% 858 Bi& 2

Mymensinsh | 990 | 990 | 950 | 950 | 961 | 962 | 92| 911 | 866 | 866 | 84O | T3

Horsinzdh 993. | 993 | 993 | 993 | 979 | 979 | 979 | 943 | 909 | 905 813 | .7

Kuborssanj | 1006 | 1000 | 1000 | 1000 | 1000 | 1000 | 1000 | 984 | s17| s17| o mss | sms

Blumshazam 1000 100.0 1000 100.0 LER & 986 fEe.| 830 | 930 BT 4 | 837

Narayanganj w5 | %85 | o935 | 995 | 99y | 995 | 93| pog| 336 | 936 | L0 | 856

Sherpr 1000 | 994 | 994 | 994 | 990 | 996 | 990 | 955 | 44| 944 B9 | 856

KCC

Choadansa:

Marail eg7 | #82 | g3 | 982 | 931 | 651 | @54 | 95| ‘gey | 903 B40 | BlE
Mebapor | 1000 | %93 | 993 | 993 | k6 | 986 | Sue| 963 | 903 | s63| 88| 86
Kustiz 1600 | 1000 | 10000 | 1000 | 982 | 974 | 974 | 915 | 3B4 | B4 534 | 830
PR .
Satkhira
Jessore

Khulnz

1000 | 993 | %95 | 995 | 976 | 96| 6| TEI| 23| e1s BEl | 352

Thakarzzon 989 | 984 | 984 | 984 | o971 | 965 | 965 s03| =ma2| s22
Hilphamari 089 | 983 | 983 | 83 | 979 | 978 | 970 es4| we3| sz
Rasepm 1000 1000 1000 100.0 1000 1000 100.0 7% 3E3 E5.3 878 730
Gakandhz 95 | w3 | 993 | 995 | sma | sEy| su4| ssa| 935 sss| Ty | 78l
Fanchazarh 1606 | 1000 | 1000 | 1000 | 976 | 976-| 96| 934 384 | 384 45 | T34
SwpaMedee| 900 | 986 | 986 | 986 | 955 | 5| 959 | we| sox| sa| 822 | W
Wiiripran w3 | 993 | 993 | 983 | 994 | 993 | 993 | g7y 87| 79| sS4 | £13
Dinsjpur 1000 1000 | 1000 | 1000 | 990 | 990 | 990 956 883 83| 94| ss
La momirha; 591 | 982 | 5§82 | @RI @ 569 253 363 | 817 EX| $82 E7® | Hl6-
Pabna 993 | 986 | 986 | 986 | 976 | 976 | 96| 934 | 20| 920 850 | s
Sermzam 983 | 993 93 | ‘953 | 583 | 983 583 | 968 | 909 | 909 89.7 | 835

{
- . . S . . . " . .
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Table 2: Valid Vaccination Coverage by Age 23 Months among 12-23 Months Old Children
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e 000|100 (100 1000 [1000 (000 oo | 913 | s8> me3 | 7 |9
Serzpzany 1000 1000 (1000 |00 (loDO (1000 (1000 @ 976 | 917 917 9.5 | 343
Thakur=aon: 893 | 980 |s:m: 930 | 971 | 965 | 955 |.:9n3 ln: 222 851 | 48

RCC 100.0 oS! | S 923 L00 990 204 820 83 19B3 | 6.1 | 853

Moulwabazr | 957 | 932 | 932 | 952|943 943 |43 |7 857 |87 | g4 | Tes
Sunamean; 962 | 957 | 957 | 957 |s29 |s20 |g2e 874 |ss [ses | sw0 | 782
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Pesojpur 000 1606 1000 (1000 | 990 |900 |90 | 973 |95 933 %07 | 863

6.9
&7
798

Bandarhan 852 852 | B3 B52 B34 824 314 TE4 B 153 |
BBai 962 | 957 |ss7 | s57 |2 |saz | esr | ms | sez lse2 )

Chandpur 976 | 976 | 976 | 996 | 976 |96 |976 956 53§ |83

Comilla 995 | 995 | 995 | 995 | 974 |974 |974 | 957 9% 898 |

| BE2
Coxshazar 1000 | 1000 |1uu.n w0 |ees || gos | oes |55_1 ]as:f 237 |
) . |

IS
o | s - : : 20 1NE |2 914 | o | 382
Rhasrackar: 919 || olg | o1o | oo |ses |sae |sis | s |82 e2 51 | 78
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Rangamat 948 | %43 | 543 | 943 |94 | 924 |924 |9k4 | 879 879 | 825 | 7BE
cee w0 | w0 | 990 | 990 |86 |ows |oms | %69 a4 w4 | 53 |66
Ciz Slum 9.6 | SRl | 381 | $B1 | 948 | 949 | 945 | B9l | 344 | 844 9 | 33

segns

Urban. 93 | ses | %88 | 88 |95 |975 | w5 952 |ses m99 | sn | w4
Rzl 958 | 986 |.986 | 986 |976 | 975 |97 o4V | 894 PRod | §92 | 534

204 Eﬂﬁu&wﬂmﬁm Surey 2010




Table 2a: Valid Vaccmation Coverage by Age 23 Months among 12-23 Months Old Children
according to Survey Units by District. City Corporation (Fully Vaccinated Arranged
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Table 2b:

= El'ma

Valid Vaccination Coverage by Age 23 Months amongz 12-23 Months Old
Children according to Survey Units by District, City Corporation (Fully Vaccinated

Arranged mﬂscmdmg Order by All Divisions)
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Table 3: Crude Vaccination Coverage among 12-23 Months Old Children according to Survey
Units by District, City Corporation
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Sealpr 1000 | 580 | 80 | 980 | sai| a1 | s | oxs | sus | 9| sse |
Hashorzgan 1000 | 1000 | 1000 | 1000 | 1000 | 1000 (00D | 935 | 395 | 393 | 837 | 937
Madaripur 950 | 990 | 950 | 990 | 981 | 981 |98} | sEI | 951 | 9%1| 895 | 895
Niznikzan; 936 | 986 | D86 | 986 | 963 | 962 | 961 | S1e | B¢ | SLe:| 838 ['23%
Moskigal | 1000 | 1000 | 1000|1000 | 1000 | 1900 [1000 | 995 | 395 | s95 | sy | o4
Mymansmsh 930 | 990 | 930 | 990 | 976 | 974 | 976 | 971 | 971 | 971 | 88E | 886
Namassi | w5 | w95 | wi | 983 | s95 | w5 |93 | wo |0 || ss7 |es
Herzmzdiu 100.0 | 1000 | 10000 | 1000 | 100.0° | 1000 (1000 | 971 | 971 | 971 | 19 | 919
Netrokoma 990 | 990 | 990 | 990 | 976 | 976 |96 | 957 | 957 | 957 | 914 | 914
Rajbar: 100.0 | 1000 | 1000 | 1000 | 1000 | 1000 (1000 | 986 986 986 | 919 | 919

Stariatpar 990 | 986 | #66 | 986 | 9n6 | 976 | s | 962 %62 | 62| 876 | 876
Sherpur 1000 | 1000 | 1000 |1000 | 990 | 990 | 930 | 931 | 931 | 9§51 248 | 948

Chuadanzz 99D | 990 | 990 | 990 | 936 | 9BE | %86 | 9T6  9TE | 976 | 96T | 9ET
Toiceen ‘90 | 9o | o | 990 | o8l | @s1 881 | or6 | 9re | wE| 957 |57
Thenaidah 1000 | 1000 | 1000 (1000 | 955 | 395 | 993 | 9E6 956 | 986 | OTL | 971
Kbl 995 | 9935 | 995 | 393 | o5 | 993 | 995 | sas | ske | sme| 981 |9
Hostia 1006 | 1002 | 1600 |1DBO | 590 | 950 | 990 | 986 @ 986 | 936 96.7 i)
Magurz 1000 | 1000 | 1000 | 1000 | leon | 1000 (1009 | %95 | 595 | 585 | 832 | 832
Meherpur 1000 | 1000 | 1000 | 1000 | 100.0 | 1000 |IODNO | 99.0 | 990 | 990 | 961 | 962

Chapar Nawabgam| g0 oEE | 586 | BRE | 971 | 971 | 871 | 57 | 837 | 357 | o4 | 9ld
Dissjpar 1000 | 1000 | 1000 | 1008 | 995 | 995 | %95 | 695 | 965 | 95| 975 | 076
Gabandha 1000 | 1008 | 1600 | 10BO | 995 | 9935 | 995 | 990 | $9.0 | 990 933 | 933
JToypurhat 1000 | 1000 | 1000 | 1000 | 1000 | 1008 (1000 | 1600 (1000 (1000 | 995 | 993
Eungram 100.0 oo | 1000 | 1000 | 1000 | 1000 IGO0 | 1000 ;1011_0 1000 1000 (1000
Lalmonihat 000 | 1600 | 1000 | 1000 | 953 | 993 | 653 | sw1l | om1 | 91| 948 | 948
Haogaon 1000 | 1000 | 1000 | 1000 | 955 | 995 | 595 | 995 995 | 985 | 9K | 936
Hatore 90 | 390 | 930 | %90 | 950 | 90 | 990 | .0 | 990 | 990 | 976 | 978
MWilphaman 853 995 ol 285 990 3.0 950 987 BT | 9&T | 9149 919
Pabna: 1006 100 ! 1000 | 1008 e | =958 5.0 290 ] 590 .!il.'ttl 557 657
Panrhazarh 1000 1000 1o | 1008 | 1000 10ag (1000 230 980 990 | 962 95.2




1006
100.0
o1y
967
961

1060.0

1009

85.0

160.0

4.8

1000
1000

29.0

100:0

951

100.0
995
g0
99

957
974
100.0
s
Hbd
280
813

s

929

916

394
990
976

952
574
993
986
933
591

e
53

914

163.9
971

576

9o

953

a0

8.6
557

995
586

952

571
967

993
98.6

5.0

§32

511
S

96.7
%81

o84

936

943
71
9eg
5 5
957
§71

910

971
94 8

&1L0

24

g

376
g
562
938

G1g

il
HE
9.7
31.0

13
EI’F__E

929

“EPI Coverage Evaluation Survey 2010



Table 3a: Crude Vaccination Coverage among 12-23 Months Old Children according to
Sorvey Units by Distnict, City Corporation (Fully Vaccinated Arranged 1mn
Ascending Order by All districts)
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Table 3b: Crude Vaccination Coverage among 12-23 Months Old Children according to
Survey Units by District. City Corpeoration (Fully Vaccinated Arranged in
Ascending  Order by All Divisions)
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Tangail 956 | 986 | 986 | 9se | 971 | 971 | wmn | es2 | wea | ea2 | o943 943
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PERCENTAGE OF THE NEWBORN PROTECTED AT BIRTH AGAINST
TETANUS BY DISTRICT 2010
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Table 4: Valid TT Coverage among Mothers with 0-11 Months Old Children by Survey Units,
according to Divisions
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Table 5: Crude TT Coverage among mothers with 0-11 Months Old Children by Survey Units,

 according to Divisions
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Table 6: Valid TT Coverage among Women Age 18-49 Years by Survey Units, according to

Drvisions:
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Table 7: Crude TT Coverage among Women Age 18-49 years by Svrvey Units, according to

Drvisions
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Table 8: PAB Sratus among Mothers with 0-11 Months Old Children
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Table 9: OPV Coverage among 0-5 Months Old Children in the 18% NID by Districts and City
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Table 10: Vitamin A Supplementation Coverage among Postpartum Women, Infants 9-11
Months and Children 12-59 Months and Anthelmintic Coverage among Children
24- 59 Months by Districts and City Corporations
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Table 11: Measles Coverage among Children 9-59 Months old during Measles Follow-up
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QUESTIONNAIRE






People's Republic of Bangladesh
Expanded Program on Immunization (EPI)
Ci:lvmgg'-}:vlhlﬁnn Survey 2010

T bagebyr aath that all the information of the information of ths mferview true and corect 1 followed the fiurvey methodolozy and didn't take amy
nfair means while collectine data of thas questiommairs,

Signature of the Interviewer
Intraduction
Salami/ Adak, My name 1= — [ 2mfrom Mislssn Bansladesk 3 racsorck firm of Bmsladech on behslfof EPL. Currenthy we - are condurtine a

survey on mather and child vacomaton. T would be sratefol o vou if you belp me m this rezard. Yew mformation will be kept confidentiz! and
will be used for the development of EPT programms.

EPI Couerage Evaluation Survey 2010




Child Form

Apphicable for these babler born in between Janunry 1, 7008 and December 31, 2008
{whmmmummm 1414 znd 17 Poush 1415

1. (=t mumvier

2 Dt

ERET

4 Sl of sample (s be Bllad in by offics)

3. 50 o, of children in this cluser

bt

& Honsehold number! G- B pumbar and neme of hoose hesd

T 2Eme of fhe okl

B Sex ofthechid MEle. -1 Famsle —2

2. Neme of the farhir of the chuld

10 Heme of the sevher of the child

11. Dat= of the hurch of the child (Dey ko Ve

11 Acedemic qualificetion of the mothe Higess -1 Bremer-3,
Sxondery-3, SSCDRel’ O lovel4, HSC/AHm 2 level-3,
. Deeves Feril 6, Mister=Kamil -7

13. Arsdemic qubificerion of the Sty of the culd Tivera -1 Brimary-2
-;ﬂwnmmmminbgmﬁﬂ:ﬁ,

14 D:r.mnnf the e Hmendfe-1, Gnemmeans amaimee-2 Hon-
Emrze buziness -, Teacher-7, Professions! -5, offers

15 Ocopeton of the She Asiolnrs1 Go=mnae swlsesl Non-
EovEmmeE Svpioves—3, ey bbor dshasvan muitar-4. Small tesines-5,
Ilj'hm—ihh—?,yrhﬂ—ttﬂmfﬂm-ﬂ,dﬂs

17, s the bely aver received taooine” Vel

r & E

171 Does the child heye card for vaccinsnon” ;‘;21

sz ed? _
o2

1737 dhe s for the question 172 n-mz, then sk Whne ﬁiﬂwhm
the card (plsess meman)

18, Wi o plesss 1ol me. i lsect b ey tomee the child Shoui e aliem 10 the
WEICimston center 10 conoplans =i tha yerrines e the mmsher oy *don' kmow )

18.306 (Dma 0)

191 B Sor (e e ypper Sl o e MR A | v
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192 BOG ~Source] from whers: .
. Em . ‘ia—’ﬂ—l} _Lii'-pi = 'B)

Sxipi| 1 2 3 4 5 8 .

ﬁa.t_ﬁ“.‘ll‘_ -J':.;;"H-' ﬂ

1201 DT Spmee i )
e/ )

kg S LT
32 Heuois sl D =1

23 00, 2 Lo J)
T ey

24 JPVZ
26, 0.3 B iaatl

D =l

2/ e 3 e -
28, Hewrirs 3 Dee

20T 4 i'm ) |

30 Mdsmslen lﬂ.’z'..'.lj

?=L Vomin & Liute . d)
(5.8 all the EFH3

37, Histhe child récsived 51l the vaccines Mﬂ-ﬂn rial EE]

32.1. Ha= the child recarved 51l the -
vercmeswithin the Llnn:ﬂﬁ Mz

[ ]

siiaumha&-qm.mft‘m:
ﬂﬁhmmnmmhs
ﬂu:abmmyﬂrsces&ntﬂzp‘hﬂuf

“yacrine?

) =
3=

34.1 if the answar iz yex: then ﬂ.‘ilrﬁm Pightthizh -1 _
mmbemcmmmaﬂmdﬂ Lefmm 3
[Ctbers { specifs)

342 Did you feel discowrage o give hisher | TS5 -1
groblem? ETE-

o : Yas =t )
‘veccinaion of vour child? (plasce cods) R 353

ot appaicatie 3
350 et how moch money did vou pay’?

35.1 (If yes. then ssk) As vou siven monay, | 1es 1
did you shstain yourzelf from givins rest (Mo =2
vaccine 1o your child? . Don’t know -

.551 mﬁﬁemyﬁmdm | |

- o == &m’m
Date-Record dus fom veccination. 0= GOB Cutrasch, H= All GOB Hespital (2 2, District. UHC)
Thie chuld was not vaccinarsd 1= NGO (Hospital, Clinic. Ourrasch), B = Privars (chambar, clinic and
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Reasons for Vaccination Failure

36. The children who never/partially vaccinated ask the mothers or guardians "Why was the child not
vaccmated or why the child was not fully vaccinated?" (accept most important answer and circle the
appropriate code)

51 no: of this baby in thus cluster. t ] 2 [ 3 [ &[5 [ 6 |7

T Lok of informstion
i Didn thoow it my chuld shold be shenvaccme ¥

ra
[ )
ra

m Dide't know viten to 20 for vacne of messles
o Didn'tloownhere o020 for vacome
7L Rumer {Flesse mention]
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il Fared difficulty after recervine vaceine

7 The chuld was sick, =0 was not faken fo the vacomanon cantsr
o Thecoild vas sick: so the vancinator didn t give va tins
w= Mother v sick

. 1 thought the wcomior would came home

amit. They charpe nywen to teke warene
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i
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TT Form

Applicahle for those women who zave birth to live or dead child betwees January 1, 2009 ndnamhd,m
(Whe gave birth to live or dead child between 1§ Poush 1415 and 17 Poush 1416)

1 chaster momber

21Dt

A Soreev ar=s

4. 81 mumber of sample (o be fillad in by office)

5. 8l number of woman m this closter Slopto 1 b 3 4 3 &

6. Housshold number GR. mumber Name of the houss head

7. Nams of the respondent

S, Diate of tarth of the child born at the Iatest { still or lva)

10, Aze of the respomdent E'wﬁil‘."in.'y!a'ﬂ

i e i T, Fumen
sgmrz sscrnhhl .EEE‘drl- HIC i Ajmﬂ-i,

ﬂm:qnhﬂ]ﬂupnfﬁmg Hiiserase -1, Primery-
Secondery-3, . S50 Dheldl’ & Hﬂ-[.'-r_-lhﬂ A
DemeeFani 6, Mesters Eamil 7 o

i3 ﬂcmmmnfhm'ﬂmﬂﬁ-lrﬁmm mwhru&._
Mom-gmvemmen: smplovee-d, Hpmehold works'dey lebour 4, Small
mrlﬁghmm-ﬁ,}'urhﬂ’l Frofessions] -3 others

4 ﬂc:m Diﬁ!hnstmij;ﬂhn— ﬁwmﬂa@h{@uﬂ,
‘hﬂﬂﬂﬂa‘-;—. bamus%. Tescher-7, professicnsl -8, driver

13, Mumber of family mambers of the Somiv

16 How many times beve you siven [ Lve
birth to child™ (e sl de=d) i
Total:
g [edet I -
Sullboth 3 =
16.2 Withan how many days smes birth, did the chuld dis?
. miehalE ||
17. Delivery place of the last child™ comple -1 |
ath\m -2
kel N T HEA -1
171 Who defivered the child? BL ]
- " . o ) == 1
: : We = 31
181 Do you kave card for TT mjaction” Yo I |
o pr 4
'Mmmmmmfg T
comdihion 2ek) were you =ver gven 2 @rd (e 3 (19
ﬂlTl']mﬁchm'_" : :
[T5.5 T the =nswer for 157 1= ves, then ask
&'ﬁ"l‘mmh“ﬂ
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Instroction: Record the anzwers for Q 19-29 from a card or history

15171

|Dxe0)

131 Soures of TT17

llonnm

0. TH

20.1 Sowwes of TT2?

loENE)

202 Interval between TT 1
=TT

|tn_'i*-ﬁﬂ.jiﬁ weeks)

2. IT%

| Datais )

21.1 Interval batwaen TT2
S TTS:

12 T4

|Date~0)

22 lnterval between TT3
and TT4

[(Write i momths)

3. 5

| Date1)

231 Interval batwaen TT4
md TT5

| (Write m months)

4 TS

Date~0)

221 Interca! between TI3
=d TT6

[(Write im memthe)

3E. IT7

|Date D)

23.1 Interval between TT 6-

% TTs

|Data0)

261 Interval between TT 7
and TTE

|(W'n|! i momths)

3. 119

E

|

[T==0)

(werite in month)

;

1

s 57

|Date=T)

and TT10

rRE—

. Last TT smemnshan

281 Inferval between TT ID
and Last TT imjection

(it et

;
.E~

;
!
[

30. Interval betwssn latest TT
the ldchi

(e in Wesks)

J
i

Pl

i
i

31. Quastion number of TT
m:n:ﬂ\ﬂmdg
Lzt pregmamey

312 Was the dhild protectad
at birth S




Sigio

e 1
32 Bazrm Hﬂmﬁmmﬁn 2 EH
mcaiving 2 Temnus ixjection?
jramember §
32 Weez you disconrapsd ta ke aethe:
fellowins TT imjsction dne w
abzzesz o7 ooy other problem” | Ng -2
33 Mﬂﬂhﬂmﬂibmfm ¥ 1]
TT injection When vou took yoor :
child 0 be varrinnsmdT Ng -1
Mot appliczhle 3
E
34 (Tho:2 whe &id mot ecatve TT :
imjection, 3=k them) Why didn's you
33 How Hmet MOt E SHEmA
rezsive TT impacti .:*!"H?Fﬂcﬂd"
Tor the et of her [ife” {writ= number
or ‘dothoowy
34, Did vou it vitamin A within six
etk 42 drps st child e TS 1
Mg 2 Sty
381 Fyey, then 121l us from whers hay= (A BemE
] ?nﬂnln‘i'hmn.ﬁ_i'f o LAt vRCcinnmion cenirs 1
Thtuﬂhnﬁlfmd your At hespiml.
Tamily? [ inchudaall sourre)
Vaccimation code: Source code
+ - hetory-that fhe chiid wis varcinated H= Al GO Howpitd {2 £ Distrier. TET)




Applicable

TIT 2Form
for 18-49 years old women

4 SorvevArsr

3 Mzme of reapantent

& Father's Nema Hosbend's L foms

7 .55 rumber of sxmple fo'he filed inhy offics)

B: El'mmmber of women fn thiz chictar

Skipin

3 Aze of the respondent” ( in year)

) earcal

Y sprrml Stxims sapamntsd =1
Tomamicd -2

11 Efurstioes! Quakfication of the respandems Titecate -1
Primary-2, Secondary-3, S3C Dokl O leveld, HSC Almy
A level 5, Degres Fazil6, Mastors Kamil-7

12 Orcopation of the Tespondams Houvzewife-|, Govemmem
enninves-l, Non-sovermmant empioves-3, Housshold wozks-
4, Small business 3, Leree businesy-fl, Stndens-T Teachar-8,
Fryfazsions] -0, Othars

13 Total fmily member

# Bweswmee T [0 :
Injectioa N 1 o
1t Do you bmee card for TT e 1 Io
rjaction” EE 4] 124
131 (I the respondent dees not kawe [Yes G | 132
any (od) Wel VoL S SvEm B )
2 for TT injection” Ne 2 i

152 {Fvee) o b did you 2ot preserve the cand?

Tosnnction: 18-24 record the smvwer from card or hintory

1]

la TTu (Drete:=0)
181 Sowreaf TTL? ORIy
. T Diat=+10
171 Hourrz'af TT2T (orElm
7 1 Imterve] betwasn TT-1 and _—
N NER * (e mwed) | o
IR TEAS (Diata )
1811 stwaen T2 :
o ion (Wrme mmontt2) | | monthe
i3 TT4 (Dt
49,V Interval ketween TT3 and .
= (Wrme mmotts) | | monthe
nTE (Dt
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i 1 2 E] § 7
131 T8 |+
21 Iinterval between TE3z0d TT6 (Writs m monthe} P = mapth: | martes |emamths {months
2 -TTF i =2
211 imervel berwesn TT 6a0d TT7 | (Write inmonths) = | o e = o
3 ™ )
231 foterval bemesn TE7 nd T2 |(Wirte imonths) | P, s ST il
24 TTE D= )
1 2% I Interral betyreen T8 and T8 (Wt in monthe} = -
75-TTI0 (Thua+4)
(23 Literve [ beween TS 2pd TT10  |(wome T momihs) m
36 Laest TTvaccims Dm==1)
36 1 Toterval betweanTT 10 and nst | (wra o months) ™
Skip 1 & 3 5 7

mmuwmm Fay 1 i

Tesving @ TEmA Mmean” Yo ] %
TlAmvoodisommsed minkathe |1 1

rzst TT imjection due 10 2hages =

‘or 2y otber problem? RS 2
| 28 How many tmes muit 2 woman .

retsire TT fmjection te be protetad

for the est ofber LfeT pmits ambes

el
36,y did you net take any 11

7 2=k fonse who bovs

njiag? S
30 Wsﬁx.umﬂg
Date - Racord des from vaccinerine card WEﬂncﬂn:.Eh‘u} -
+ - Himorythathe chiliws s vaccinated. H= Al GOB Hospm! (= 5., Distict, UHE)
8§ - The chifwes narveccizamd fﬂﬁfg&mmm . P="Drivats {chembar,
mmmw 010 | 75

A=




| NID Form I
Applicable for those who were born in between 16/2/2005 and 10/01/2010

[1 Clitmter mumber
Tae

“Npme of the child
Nome of tha child's father
“Npme of tha child’s mather

[ TTN B I PP

=l

e
i
il
-
Tebb
o
Sy

ns's_n_yh—l,.ﬁu_ﬁ:h—'ﬂ

18 Date of birth oF the kil {Tey Marth Year)

B2 Az in hiant

b Eiisthl for vaccine

10. Ask mtier guardien. Tid your child regeive | V5 1 1
‘polin Erope durins the-first round of MID |- )
Mﬁulﬂﬂ:hmyﬂﬂlﬂ{ﬂlmm 3
A=A B

A1 Fed e i
Ln L Hryes, pel prhers woas the child
vecrmatad? Child fp Child - [

31

Slip to

Cride't ko B
[Wzs ey bary i
|Went i faveling At

.'11..1!1:;&1:[-1{0-591:&5] R TT ﬁ!# =
fir=d zite JEH o 10tk = .
mej'ﬂlhi'wkfn! | The-child was sick, =o hev=s oot mhen

gwwﬁw; | The chitd e sick so veccme was nod

TAIpoNsE Iy EOTE ThEn Qo ﬁuﬁu
ther nik T wmh-u{ﬂme“ FoVac
| The centrs wae 100 far
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b

ulsleigl=is
i

T of side etent
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Applicable for those thildren who born in between 12/1/2005 and 10,:1/2009

Hapto

Vs

a

e

111

Dige't know

Weas very busy

| Dot veievein Vimmin A

| Thechid wes S = the previnm
tims

The e il By ks
‘im0 the vaccination cene

e child was sick , 54 the hanlth
otk didn't Zive vasme

“Th= cenfre was oo BT

S

I

Was sfmmd of side =fectny

"Wazs wmizing so come back home
itk viteein A

-

Was n:q&_na_ﬁu_




Anthelmintic Tabletr o
Applicable for tho e children who born in between 12/1/2005 and 11/1/2008

Skiptn 15 2 3 2 |5 e] F
child (34-3% momhi)  f2E |y 3
Tia Ditiosh beld o [0thFasiy, T
1Mo = =
© 00 W vy Traay ‘ol
!_m iﬂI_t‘-‘_#;muh L
: ' ant on traveing: g3 ‘az
Why the child m t fed
Tiks Dibosh held 10t Sanary, [FE3 bl Ao i @
00
. _ |Tn= chilfiwes fof in the previons Gme S04
mﬂnn:dmﬁv:. varomInan cemre 05
The child wes gick , 5o the haalib work=r _
ﬁﬁn‘tmm Iy
ﬁﬁzhinﬁc-- toblst  wos nof vailehis
szt wtker e ot nvnilzhls 08
Thare was z joms qusue ;-
Tha cenirs was ioe far i)
Tha fims wes notin frrar -1
(Was afreid of xids offerte I
Bekziras Sacinl ohstzries. 14
(Woaenot- o home- ~i5
Othisrs {speciiv}




13, Ask modher spasdim

mm:’r‘f% | GOS Oy corporetions Fwisn 01

NE0 worker Visit Lo

Dtker volmtess Vist i

Family neighbor Fiznds -5

Eafie -g7

Alohil=Midnz =10

&

‘Tald darisg Srstround iz

Otlher {speci)




Measles Follow-up C:mpllgn
(Pelio) | .
Applicable for those children who born 1n between 16/272005 and 10/1/2010

14 Asc-mothercers micer, © T vour child: receive polia drops ¥e=1 2l
dmingmnlukﬂﬂw mhﬂdm Febmmry 14 to
Fabroazy 28, 20107 W 3 3z 3
Skipw| 1 I E S 3 |& T
14§ Tk child (050 mohs)  [TWasvery busy H
i mtt Varcinred fain
meastes  follew  up | :
cemprizn; ask Wy was Wentin- & syeling e
nog your child varcimmed
diming mexsler follow up o % sl
compuznT  [IF the )
rEpoma e nhrlit.mm
then ack = witich of thos Tha child was fid in the previade time
i ﬁs mest  imgoria
:I'!!Eﬂli_ mui zode b child s sick ve he ik oot Takmn: e
The child wes 5ok, 30°VACCMS Wes not EIvEn 1 06
e Veocine
o Vaczinztar o
There was 2 lanz quens -
The castrz i toe far Lig
N 1
Fearof sida =fmo 2 E
W azzed fir hame 1510 S}
Fsliziras Socnl ohataciss D14
Tnm 21 hams 13
Crners { speciiy) -




(Measles)
Applicable for those children who bom in between 16/2/2005 and 20/5/2009

15 Ask mofhericare teker, = Did your child Mssues vaccine duries: | 1osl 111
measiss cumignizn held on 14th February 1o 28tk H10%

No 2 111 =2

151 Hthe child (09-39 monfo) was
fbinne i i Dan't ko about ke campaizn o

1o 28th February, 2050 then adk
& messle: mprizn I the | Woms vErybusy =0
answEr o omote then are then = = _

askc " which af those s the st Went m mveling i
Dumperiomt rezson ané code | Dipean'tbebeveinvaccns. 03
accondingly]®

The chilfwas &4 ir the previves Hms o4

The chilfwircirk , sa‘bs wasootmizz 02

The child wis tick, s0.vaccies wes mot given - 06

p Vacons o7
Mo Vaccimsor o8
Thers w2t 2 long gasns L
The centre was fe0 S i
Time wis fnr omvmant 11

Fear pf side eFecy 3
TWaired far hame vizit 13

FeliiprSpcial ohetmcies 1z

ez oot o bome 13

Othrers { =pectfy]




16 A<k mother zoardion How did

learn mheut the ‘measles
Tl sy ‘;‘lﬂ ity corornians FW vt
:Ieln:n"j 1 ?Bﬂ: Mlm.']t e |
Teacher v @
Oty valurtesrs Visi o
-
B
o
13
&
Hezlth Warkers” home visir v 1 B
Told during St roond 13:
Crier {epecifi)
T, “Whaa 15 the monthly meams of
o feenily? { incinde 71 spures}
Thamk You
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