Somalia Outbreak Response
Assessment

1210 19" Oct, 2015



Objectives

« Determine as accurately as possible whether or not polio
transmission has been stopped

 Determine the level of support the country requiresin
order to achieve or maintain levels of surveillance
sensitivity and population immunity sufficient enough to
reliably maintain a polio-free status

 Provide recommendations for strengthening AFP
surveillance and to ensure that a comprehensive and
adequate outbreak preparedness plan isin place.



Schedule

11t Oct.  Arrival of the Assessment Team to -
Nairobi

12th Oct  Briefingof the Assessment Team and UNICH-Somalia
Logistical Arrangementsby Country ~ Board Room
Team

13-15thOct  + Held Visit to Somalia (Mogadishu, Held activity
Garoway and Hargeza) Somalia

15th& 16" Oct » Teams Returnsto Nairobi -

17t Oct » Report Writing & Gompilation. UNICH- Somalia

Board Foom
19t Oct  Fnal HOA debriefing UNICE Somalia

Board Foom
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Methodology

* Desk Review of relevant documents

« Key informant interviews of national level
officials, NGOs and other partner organizations
involved in polio eradication activities

* Provide feedback to the Government authorities
and partner teams



Questionsto be answered

Were recommendations of previous outbreak response
assessment fully implemented?

Did the outbreak response activities meet the outbreak
response standards?

Have the National authorities and supporting partners
played their role aslaid down in the WHA resolutions?

How likely isit that the country has stopped polio
transmission based on analysis of surveillance, A and
other programme data?

Is population immunity sufficient enough to reliably
maintain a polio-free status?

Is AFP surveillance sensitivity currently adequate to
detect all transmission?



Questionsto be answered

Is country well prepared for responding to any new
outbreak?

Was the communication response to outbreak
adequate?

Isthere strong outbreak response communication
strategy in place?

Does the country have additional unmet financial or
resource needsthat need to be addressed to sustain/
strengthen the implementation of immunization and
surveillance activities?

What are the risks to maintaining polio free status?



Qubject areas of assessment

Implementation of recommendation from previous assessment
Quality of outbreak response

AFP surveillance sensitivity
— Hsk of undetected transmission
— Ability to detect any new transmission at earliest

Quality of SAs carried out so far and assessment of need for
additional SAs

Communication strategy

Plansto strengthen / maintain population immunity with special
focus on known high risk areas and populations

Cutbreak preparedness and response plan



Satus of implementation of June 2015
OBR Assessment

Atotal of 19 Recommendations were made
10 were FULLY IMPLEMENTED
8 were PARTIALLY IMPLEMENTED

1 NOT IMPLEMENTED

— Drawing up targeted R improvement plans in high
risk/ High priority districts with full ownership of
government (Objective 2 of End Game Pan)




Implementation Satus June 2015 OBR Assessment

Recommendations|[1]
Qurent Satus

Coordination 1. WHO Team Leader placed as soon as Achieved: Team Leader in
possible. place since Aug 2015

2. Revitalize National Coordination mechanism Achieved: Coordinator Room

& Share meeting minutes with WHO HOA established UNICH Somaliain

Coordinator Nairobi. 1% Joint VCT
(UNICEH WHO) held on 10th
Sept. UNICH-coordinates
meeting every Thursday.

3. Publication of weekly STREPSto be shared  Achieved and ongoing: 4

with all partners and be used as atool for STREs dispatched to
communication & reporting on progress partners since Aug, latest
against set objectives. update on 01/10/2015.

4. bin[GoVv’ 1] parner reviews should be Partially achieved: Evidence
conducted after each campaign at National of review meetingsin

and zonal level with agreed actions for Puntland, Somaliland and
improvement and feedback to RPEOs and Central zone.

DPEOs for corrective action to improve
performance for vaccinators and supervisors.



Implementation Satus June 2015 OBR Assessment
Recommendations [2]

Activity Qurrent Satus

Implementation of 5. By end of July develop 6 months

earlier work plan to operationalize

recommendations. manageable list of outstanding
recommendations with documented
evidence of implementation.

QOutbreak 6. Outbreak preparedness and

Preparednessand  response plan to be finalized by end

Response of duly- to include coordinated risk
assessment of high risk districts and
aligned with new SOP

Qurveillance 7. Urgently improve stool adequacy in
Sool and Nugal.

8. Validation of AFP cases by RPEQ,
ZPEO, IFP must be documented with
the %of cases validated in each zone
reported to the next TAG.

Achieved: Developed during the
planning work shop held in
Nairobi, 26-30 July 2015.
Implementation ongoing

Achieved: Final draft circulated
to stakeholders through the HOA
coordinator office on 18 Oct
2015.

Partially achieved: Sool
adequacy in Sool (86%) and
Sanaq (80%). Further
Improvement in Sanaq required.
Data as 1% Oct.

Partially achieved: Proportion of
cases validated by zone Target
20%: Puntland 19%, Somaliland
5%, Central 2%and South 14%



Activity

Implementation Satus June 2015 OBR Assessment
Recommendations [ 3]

Recommendations

Qurveillance 9. Recruitment by August of the NPO

Cont

Improving
population
immunity

surveillance coordinator to focus on HTR

10. Validate that AHP cases detected are
representative of proportion of population
by lifestyle and by zone.

11. Delayed SAs should be rapidly
implemented. Revised timeline should be
rapidly fixed and should be implemented
under direct oversight of the HOA
coordinator.

12. Use data from Tally sheet analysis/ IM
/ LOASfor both positive and negative
feedback to implementers

13. BExpand successful pilot LQASto high
risk areas where security allows. Avoid
duplicating IM in places where LQAS are
done.

Qurrent Satus

Partially done but past due:
Awaiting interviews for recruiting
SA, Qurveillance and OPSofficer
NPCs.

Achieved. Analysis being done and
documented.

Achieved: Delayed SAs conducted
Qurrent schedule hasbeen on

target except Oct 2015 round being
postponed — WHO Fnancial delays.

Achieved: Tally sheet analysis/IM is
conducted regularly Feedback
provided to implementers, LOAS
data analysis done in Puntland.

Partially achieved: in Puntland but
not other zones. Goal isto expand
to Somaliland next ensuring LOAS &
IM are done every NID and SNID.




Implementation Satus June 2015 OBR Assessment

Activity

Improving Pop
immunity cont.

Communication

Recommendations [4].

Qurrent Satus

14. Draw up targeted R improvement
plan in high risk/ high priority districts
(Objective 2 end game) with full
ownership of government.

15. Explore sustainability of gains
made in vaccine management
through R support systemsin 2016

16. Urgently source additional
funding for Soc Mob network -
funding for Somalia communication
program should be placed on the next
BEMG meeting agenda.

17. Prioritize recruitment of new
UNICH-teams in Puntland and South/
Central zones-new teamsto be in
place by August 2016

Not done yet. Discussed during 6-
months planning meeting.

Achieved. Funding to support and
sustain the cold chain and vaccine
management in 2016 identified.
GAVI Business plan funds available to
upgrade the cold chain system.

Partially Achieved: Funding is
secured till March 2016, beyond that
additional need is being projected to
UNICEHQ.

Achieved: Polio coordinators are on
board for Puntland and SCZ Offer
letter for C4D coordinator has been
issued, going to join 1% week of

Nlnviamhar



Implementation Satus June 2015 OBR Assessment

Recommendations[5]

Communication
cont

18. Srengthen the quality of SV network  Ongoing: Micro-planning
by conducting a workshop in each zone  validation workshop

to review the quality of the District conducted in March 28-29,
communication plans and S\ activity 2015in Puntland and
plan-before each round. District resulted in the identification
communication plans should be assessed of 203 new Nomadic

for completeness-sub-optimal plans settlements.

should be returned to RV Cand DSVIC
for corrections.

19. Begin planning for an independent Achieved: Impact
assessment of VI network performance  assessment of VI network
and make out a best fit case for performance will be
transitioning to other servicesincluding  conducted in early 2016.

R in early 2016.



ubject areas of assessment

Implementation of recommendation from previous assessment
Partner Coordination
Quality of outbreak response

AFP surveillance sensitivity
— Rskof undetected transmission
— Ability to detect any new transmission at earliest

Quality of SAs carried out so far and assessment of need for
additional SAs

Communication strategy

Plansto strengthen / maintain population immunity with special
focus on known high risk areas and populations

Qutbreak preparedness and response plan



Partner Coordination

* Coordina

'ion Mechanism between WHO

and UNICH-re-established at Nairobi level.
» Weekly VICfrom Nairobi with All zones.

» /onal coordination between govt. and
partnersis established but is complicated
by logistics and security




Soeed and appropriateness of outbreak response
activities as per WHA Resolution, 2006 (WHAS59.1)

Indicators

Initial response SA conducted within 4 wks. of notification \es
Alest2Shssnececfont ol WA Vs

Rapid analysis of AFP and lab data conducted \es

Response plan was followed during outbreak response




What hasbeen the impact of the
response on the outbreak?



Impact of the Response on the Qutbreak:

)| curve, 2013-2015

45

40

35

30

25

m Penddass 1 PendlLab m Discarded 1 Compatible m WPV m cVVDPV

Over 12 months since most recent case




ubject areas of assessment

Implementation of recommendation from previous assessment
Quality of outbreak response

AFP surveillance sensitivity
— Risk of undetected transmission
— Ability to detect any new transmission at earliest

Quality of SAs carried out so far and assessment of need for
additional SAs

Communication strategy

Plansto strengthen / maintain population immunity with special
focus on known high risk areas and populations

Qutbreak preparedness and response plan



AFP reporting network as at Sept 2015

AFP reporting sites in Somalia, Sept. 2015 Distribution of VPVs across districts of Somalia, Sept. 2015

« 671 Active surveillance sites & 456 Village Polio Volunteers (VPVs)
 57%VPVsarelocatedin § Czones
- VPVsreported 37%of AFPcases. in 2015 to date:




National AFP Qurveillance Indicators 2011-2015

Indicators Target | 2011 2012 2013 2014 2015

NP-AFP Rate Per 100,000 < 15 Years (162) (145) (352) (415) (223)

(annualized) 20 3.2 2.8 6.5 7.3 5.1
Percent of AFP cases with adequate 80% (168) (145) (474) (406) (216)
specimen ° 97.6% | 98.0% || 86.8% 96.7% 97%
216
Investigated <2 Days of Notification 80% (170) (145) (531) (398) (216)

98.8% | 98.0% || 97.3% | 94.8% 97%

(169) (146) | (537) (412) (219)

Soecimen Arriving in “Good-Condilion 90% 100% 100% | 100% 100% 96%

(25) (30) (64) (56) (39)

Non-Polio Entero-virus Isolation Rate 10% 14.8% | 206% | 11.7% 13.5% 17%

(17) (12) (62) (30) (17)

Sabin Like Virus Isolation Rate 10.1% 820 | 114 239 8%




Key Qurveillance Indicators by Region-2015

Non Polio AFP rate

Stool adequacy

B <50%

(] 50-79.9%
W >50%




A

> Qurveillance Indicators Zonal level- 2015

NP-AFPRRLE o, o ARP cases Investigated < -P20™e" | Non-Polio .
Operational Felr 100D = with adequate| 2 Days of AT Entero-virus Sabin Like
15 Years 9 ~ayS ¢ “Good- . Virus Isolation
Zones . specimen | Notification o Isolation Rate
(annualized) (>80%) (>80%) Condition (>10%) Rate
(Target >2) 9 K (>90%) K
Puntland (43) (41/43) (43/43) (43/43) (10/43) (6/43)
(Northeast) 13.6 95% 100% 100% 23% 14%
Somaliland (35) (35/37) (36/37) (36/36) (6/36) (4/ 36)
(Northwest) 3.5 95% 97% 100% 17% 1%
Central (88) (91/92) (91/92) (88/88) (12/88) (2/88)
4.3 99% 99% 100% 14% 2%
Suth (48) (51/51) (46/51) (48/ 48) (11/48) (5/48)
4.6 100% 90% 100% 23% 10%
Smalia (214%) (216/223) (217/223) | (215/215*) | (39/215") (17/215%)
52 97% 97% 100% 18% 8%




Qurveillance indicators, by district, 2013-2015

N PAFP rat e NP AFP rate by district, Somalia. 2013

N

+ NP AFP rate by district, Somalia. 2014 A%ullm NP AFP rate by district, Somalia. 2015
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AFP Indicatorsin Districts with accessibility issues

NO of | NP-AFP|Sool NPEV | NO days from

N Accessibility of districts as of Sept. 2015 AFP adequacy [2015 |Collectionto

cases 2015 Lab

17 districts 30 6.0 100% 23% Median7

inaccessible Average 10
22 districts 40 3.8 95% 22% Median 6
partially Average 11
accessible

» Mainly South and Central zones;

» 30%of AFP cases are from inaccessible/ partially
accessible districts

»  65%o0f cases reported by communities (including
: = VPVs); 37%reported by VPVs

[ Fully accessible o Miles i @Od SUFVGI I I anCe IndlcatOFS

0051 2 3 4
» Delay in sending specimen to NBO (but good NPEV
rate).



Additional Srategiesto improve
surveillance sensitivity



Additional strategies- 2015 [1]: Contact sampling

Contacts samples | Bigible AFP :
Total |collected <7days oficases with at| Contacts under 5 C:tnlicﬁgggéal wﬁ?]n;lgtin Sargg In;:?vith %
Zones Sl Ind.e?( case least 3 yearsof age condition Isolation NPEV Contacts
&rnples Notification contacts with WPV,
Qollected
NO. % No. No. % NO % No | % | No. %
Puntland 123 | 117 | 95% 117 121 | 98% [104| 100% | 8 |8%| 24 23% 0%
(Northeast)
Somaliland | 102 | 91 89% 93 98 | 96% (88| 100% | 9 [10% 12 [14% 0%
(Northwest)
Central 270 |260| 96% | 270 | 256 | 99% |240| 100% | 9 [4%| 24 [10% 0%
Suth 146 | 132 | 90% 141 132 | 90% [125| 100% | 10 [8%| 29 [23% 0%
Somalia 641 |600| 94% | 621 | 607 | 95% |557| 100% | 36 | 6%| 89 |[16% 0%




Additional strategies-2015 [2]: Community sampling

Weekly AFP by Region and Operational Zones Somlia 2014-15

21 Weekly AFP cases 2015 2015

Region | ™ | 1|2 |3 [ 4[5 6|7 [8[9[10] 1112131415/ 16(17[18]19]20(21[22]2324|25/26|27|28|20|30|31]32/33|34 (35|36 |37|38]39]Total
Nugal 1 2 1 1 1]1 1 1 8
B u 1(af2) [t] o[t 1 ReRiel 4] | 1]1]2)2]1 Gl 11 5
Mudug % 1 3 1]1 2 1 1 10
Topwtend | 6 [ 0011220222 )4[2[0]0[0)2)6]0[4[2[2[2/2/0[0[1][0[0j0 01|t [t[1][0f0/1j0]jO0]|0 &
Galbeed 1 1 1 2 2 1 1 8
Sahil 1 1 1 1 ¥ 3
Sanag 7 2 || ' 111 1 5
Sl ; 1)1 gl 1 1]2 1 7
Ancl 1 1 111 1 1 111 1 8
Togdher 9 1 1 1 1 1 1 6
TotaSomaland | 6 | 0|1 21211 03[ 2[0[2/0)0 213 [ (30 [ttt [ojo 3|11 [0[1[0f0j0j0jO0[0]%
Midde Shabelle | 25 1 2 1 1 1 111]1 1 2 1113
Hiran %1 1 22 1 2 2 1 1 1 14
Galgadd 5 112011 2 1 2 101 2|1 1 1 2|21 pA]
Banadi 8 112]2]2)21[1[1]1 1 1 2|1 101 1)1 1 2 %
LowerShabelle | %2 1 1111 1)1 1 111]1 1 1 17
ToalCenizone | 88 | 1| 1] 1122 (3 [ 4[5 )3 7 [4[2[3[3[2]01[4[3[2[1 |5 /4] 1[4]2[2[1|1]2]1[3[3[1[1]2]2]2][1]|®
Middle Juba " 1 1 1 1 1 5
Bakool 6 1 1 1 11 1 1 7
Gedo 51 1 1 2 2 1 1 111 1
Bay ki 1]1]1 2|11 1)1 1 1 1 12
Lower uba 3 2 2|1 11111 1 2 2 1 16
Tosounzone | [ 1[0 0 1[4 2322 3311211 2[0[3[1[3 0 110 [2[0f/0 01 ]2[1[3][0[1]2/1]0]0]5
GrandSomala | 0 | 2| 2 [ 46106 /10)10] 8 [ 14125 (4 [T7 5[ 7[5 [9[MN[6]9]|7 636521 4[5[5]5[8|1]2]5]3[2]1|28

Areas in RED more than 8 weeks without AFP case reported hence community sampling isrequired



Additional strategies- 2015 [3]: AFP case validation

» (uidelinescirculated and process
started in uly 2015

Validation through visits or phone

ARP AFP
cases validated vahdated

Somaliland 37 5% interviews, by IFHP and ZPCs.
19 casesvalidated

AUTIETE] | A€ 8 19% — 11 urban, 5 rural, 3 nomads
— 11 Accessible, 3 partially accessible, 5
Central 92 2 2% inaccessible.
» Results: No major discrepancies,
South 51 7 14% .
except for 1 case (trauma/fall prior
el 253 9 - onset). Some issuesin terms of

recalling exact date.

« (uster investigationsdone in 3
regions (10 districts) of Puntland



Key finding in AFP surveillance sensitivity

» Qurveillance sensitivity
— Indicators at national and zonal level have been sustained above global
standards since the outbreak started.
— There has been definite improvement in surveillance stool adequacy for
both Nugal (86%) and Sool (80%) but this needsto be sustained.

— Additional strategies have been initiated to increase surveillance sensitivity

(Contact sampling for all AFP cases, Community sampling in districtsthat remain silent
for more than 8 weeks, AFP case validation, Monitoring of Zero dose children is being
conducted)

* Reporting network
— Village Polio Volunteers (VPV) increased to 469 VPVs (19%additional in
2015)
— 108/ 115 districts have at least one VPV; with 57%VPVsin § Czones
» Inaccessible Districts:
— AFP Cases are reported with indicators above recommended levels
« Data analysis & Feedback
— Weekly Qurveillance update/ StRep are again regular since August 2015



ubject areas of assessment

Implementation of recommendation from previous assessment
Quality of outbreak response

AFP surveillance sensitivity
— Rskof undetected transmission
— Ability to detect any new transmission at earliest

Quality of SAscarried out so far and assessment of need for
additional SAs

Communication strategy

Plansto strengthen / maintain population immunity with special
focus on known high risk areas and populations

Qutbreak preparedness and response plan



Accessibility - Complex environment to operate in

» (Ceiling for international staff in the 3 zones
« Limited movements for international staff
(Z NEJ
— Security clearance to be requested 7 days
ahead (72 hours for local movements)

— Armoured vehicles + 2 convoys vehicle
with security officers for any movement
outside office

— Personal protection equipment (bullet
proof vest, helmet, VHF)

— Prior approval for route maps + location
« Limited movement for national staff

— security clearance before goinginto
UNICE WHO offices

— Limited movements within the zones due
to security and clan issues

UNDSSsecurity maps, Sept 2015




Trendsin district and population accessibility for
SAs, 2009-2015

NO of districts
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District by accessibility status and inaccessible under 5 population, 2009
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-2015
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Axis Title
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- Est. Under 5 pop inaccessible

~ 300,000 children under 5 newly
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SAs Access Satusasat Sept 2015

 \latile security situation -
Decreased accessibility in 3
districts (Qoryoley, Aden
Yabal, Awdheegle) preventing
access to 60,000 children.

« Asof Sept 2015, an estimated
397,000 inaccessible children

— 17 districts inaccessible with
full ban on vaccination

— 22 districts partially accessible
— 76 districts fully accessible




Number of SAs by Zone

Somaliland

15
Number of rounds since the outbreak 0
(April 2013 - June 2019)

Number of rounds after the last case
(August 2014 - June 2015)

Number of tOPV round since 2013*

Number of rounds postponed*, J&an-dun 21 NIDs (tOPV), 2 NIDs (tOPV, bOPV), 2 H R (Puntland]

* NIDswith tOPV currently beingimplemented in Somaliland, South and Central zones.




Campaign quality - IM Coverage

» Expansion of
 |Improved performance with decrease in overall percentage of
districts with lessthan 90%IM coverage (from 44%in NIDs-1

to 26%in NIDs-3 and 2%during SNIDs

« Chronicissuesin IM coverage in Somaliland; Some areas
remain inaccessible for Vaccination

Data as of 10 Sept 2015



IM data (NIDs), reasons for missed children

Reasons for missed children, IM,
March & June NIDs, 2015

100%

155 151 47
80% 365 51 113
619 195
91
298 469 &7
60% 19
322
38
40%
226
- I I I
0%
March June March June March June March June
Central Puntland Somaliland South

m Team Performance Not Available Refusal

> 50% of the children missed due to poor team performances



LQASimplementation in Puntland
SeEGEEE  LO/splan:

Bargal
Alula
Iskushuban
Qandala
Ufayn
B/Bayla
Qardho
Waya
Burtinle
Dangoryo
Garowe
Galkayo
Galdogob
Hobyo
Jariban

Data from Aug, 2015, Puntland

1 passed

1 passed
2 passed
1 passed
1 passed
1 passed
1 passed

4 passed
2 passed
2 passed

1 satisfactory

2 satisfactory

1 satisfactory

1 satisfactory

2 satisfactory

1 satisfactory
1 satisfactory

— conducted in Puntland, Aug. 2015;
planned in Somaliland, Oct 2015

— (Carried out using hand held devices

| Failed lots

— 2/16lot 1 (urban) failed, 2/ 11 lot 2
(rural) failed, 3/5 lot 3 (scattered
settlements) failed

— Failed lotswith >20 kids missed
were re-vaccinated:;

. LQAs provide more independent and

valid data (real time) than IM.

Lot results were classified using 3 bands

High coverage (PASS coverage = 90%)
(SATISFACTORY, coverage 80to <90%)
Low coverage (FAIL coverage probably < 80%)




Routine Immunization Performance
DPT Coverage National level, 2015

Monthly DPT-1 and DPT-3 Coverage Monitoring for Somalia, 2015
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12,942
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34053 38309 | 425066 | 46822

510,79

Monthly DPT-3 Immunizations

16,122

15,751

17822

16,496

17,196

17,9%

11,340

e Cumm. DPT-3 Performnace

16,122

31873

49,69%

66,191

83,387

101,38
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Additional Srategies



Transit/ Permanent Vaccination Points ( TPVs)

N Distribution of TPVs in Somalia, Jan-July/2015

/
i )
j
|
j
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= O — — ]
® TPVs 1Dot=1 T e

353 TPVs since January 2015

- Mostly around inaccessible/ partially accessible
districts & along international borders

- 86%o0f TPV [argelclildren ‘on [Te move

Airport &
Others* rt
Health 6% Se:g}oo
facility
7%
Market Check point
6% 18%

crossing

point
Public 20%
transport/
bus station
39%

*Othersinclude 15 unknown, 1 healer, 6 IDP camp




SAs Targeting Hard to Reach Populations (HtR)

H'[Rby Zone, 201 4-15 m 0dose m already vaccinated
100%
Total read‘@dé 53 55, 55, 20, 21, 22, 71 7 8

60%

40%

20%

0%

HtR-A1 HtR2 HtR-3 HtR-1 HtR-2 HtR-3 HtR1 HtR-2 HtR-3
Central South Somaliland

« 3 HtRSAimplemented, under 5 yearsold targeted
« Around 52,200 Zero-dose reached
 Increased in overall coverage & decrease in %0f 0-dose Rd1->Rd3




SADsin Newly Accessible Districts 2013-2015

Pop under 5 yearsold
Year | DISRCT|Targe Accessble Date 2Bl

7 # % | aessble —qpn T gAp2 | 9AD3 | SADA Comments
2013MAHAS 7927 5775 73%  Jin-13  19-ll-14] 26-Ll-14] 07-Aug14)  16-Aug14
2013|MAHADAY 15836 15836 100%  Sep13 15-Oct-13) 17-Oct-13) 26-Oct-13|  04-Now-13 Partially accessible
2013|BARDERA 25667 5618 229  Dec-13 23-Feb-14] 20-Mar-14| 22-Apr-14|  15-May-14
2014 WAID 12887 64000  50%  Mar-14] 20-Nov-14| 04-Dec-14| 03-Feb-15  09-Mar-15 Partially accessble
2014/HUDUR 17020 6,750  40%  Apr-14 11-Apr-14 286May-14| 15-Uin-14]  09-ll-14 Partially acessible
2014/BURDUBO 7566 55300  73%  May-14] 28-Aug14] 10-Sp-14] 12-Oct-14)  22-Nov-14
2014/ TEGLO 13917 8363  60%  Aug-14| 30-Nov-14| 18-Dec-14| 03-Feb-15  09-Mar-15 Partially accessible
2014/BULOBUR 15931 6,014/  38%  Qct-14] 15-Feb-15) 04-Mar-15 22-Mar-15  05-Apr-15 Partially accessble
2014/ JALALAQS 9027 7073 784 Oct-14] 30-Aug15] 08-Sep-15] 19-Sep-15]  01-Oct-15|Previously issue in vaccine & cold chain
2014|BRAVA 20229 9172 45%  Oct-14] 16-Aug15] 19-Sep-15]Funding management issue|security threat after Rd2- before OO/ Vace
2014/ KURTUNW 35418 15713 44%  Oct-14| 10-Nov-14| 22-Feb-15 18-Mar-15  05-Apr-15 Partially accessble
2014 MARKA 85407 58801  69%  Oct-14 10-Nov-14| 22-Feb-15| 18-Mar-15  05-Apr-15 Fully accessible
2014|QORYOLEY 51779 21,794 4%  Oct-14| 10-Nov-14 22-Feb-15/ 18-Mar-15  05-Apr-15 Partially accessible
2014/ WANLEWE 53133 53133  100%  Qct-14] 10-Nov-14| 22-Feb-15| 18-Mar-15)  05-Apr-15 Fully accessble
2014/ADALE 16772 10626  63%  Oct-14] 10-Nov-14| 22-Feb-15) 18-Mar-15  05-Apr-15 Partially accessible
2015/DINSOR 32548 32548  63%  Aug1b Being planned (old chain and vaccine supply issues
2015|BAFDERA 5667 25667  67%  Aug1h 17-Sep-t5| | Partially accesshle
2015 MAHAS 7927 7927 100%  Aug15 Funding management issue Fully accessible (partially before) -

Srategy for newly accessible areas: 4 rounds of SADs
« 1% round targeting <5yrs;
o 20 <10yrs

« 3round all ages,
« 4thround <5 & uses OPV with Measles.




SADs Coverage in Newly Accessible Areas

Adminstrative coverage
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Joint Human/ Cattle Vaccination, Puntland Oct 2014
Partners: MOH, FAO, WHO, UNICH-

FAO Targeted animals: small-ruminants
only

Total targeted: 4 /13 million in Puntland
Conducted annually during rainy season

Targets easily accessible animals, near ,,
roads

100%

One team per district for 60 days .

Targeted children: <10 yrs

One team per district (30 days), 20%

Package: OPV, Measles, ORS Vit A

Cost is considerably higher than 0%

campaign

H 0dose M Already vaccinated

| | | | | |

MUDUG  NUGAL SANAG

Outcome: 26,400 <10 yrsvaccinated (31%zero dose)

Source: WHO



Impact of the Outbreak
Response



Immune status NP-AFP, 6-59 months by Zone - 2012-2015

Somaliland Puntland
100% 100%
80% 80%
60% 60%
40% 40%
6 7
20% 6 . 20% 4 4
- 75 % k2 6 .
2012 2013 2014 2015 2012 2013 2014 2015
Central South
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2015

100%

80%

60%
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H 0dose 1-2doses m 3-4doses M 5+doses

Data as of 10 Sept 2015




Population Immunity Profile
OPV status of NP AFP cases, by lifestyle, 2014-2015

100%
800 ’ l
60%

o

o~

40%

20

Oo I . l I l .
00/0 .

o~

Jan-un'14  Ql-Dec'14  Jan-dun'15 Jan-un'14 l-Dec'14  Jan-dun'15 Jan-un'14  l-Dec'14  Jan-dun'15
Nomadic Rural Town/Qty
m 0-dose 1-2 doses 3-4doses m 5+doses

« Major improvements between 13t and 2" semester of 2014 in nomadic & town.

* No change in rural setting
— 85%of the under immunized children are from inaccessible/ partially accessible areas

» Too early to see full impact of 2015, Hard to Reach strategy (HtR)

Data as of 10 Sept 2015




Key Andings— SAs|[1]

Overall 15 NID, 6 NIDs, 3 HTRSADs and 8 Mop ups conducted
since the outbreak started
— Persistent delaysin release of funds from WHO resulting in
postponement of rounds, including October 2015 round.
Micro plans validated and include nomadic and HtRpopulations
Qupervision is still problematic due to security restrictions
Several initiatives introduced to improve immunity levels
— SADsin newly accessible areas
— Joint FAOimmunization
— Population immunity by life style
— Zero dose monitoring of NP-AFP cases & children during SAs
— Mapping of settlements and identification of eldersto be
contacted; Nomadic Tracking with over 1700 groups tracked
— Immunization at Watering points
— Validation of Tally sheets
— Development of evidence based district communication plans.



Key findings—3As[2]
Monitoring of SAs:

* IM expanded from 36 districtsin August 2014 to 87
districts from March 2015
 Bvidence of use of truly Independent Monitors
 Bvidence of covering urban, rural and Hard to reach in Puntland

« (Coverage: based on IM data,:

— All zones except some districtsin Puntland have consistently
>95% coverage

« LQASpiloted and rolled out in Puntland
— Due to be conducted in Somaliland in Oct round

— Use of Hand held devises provides evidence for reaching
remote communities



Vaccine & Gold-chain management, Somalia, 2015

Cold Chain Capacity:

» Over 500 ILRs & 250 Deep Freezers workingin
Somalia

« 77 Slar Fridges purchased to replace
Kerosene fridges

Vaccine Management.

Rl vaccine utilization monitoring at zonal level

» Use of electronic temp loggers at
zonal/regional stores

Cold Rooms(WIC WIF) installation SC&Z

» Mogadishu cold room: Room construction
completed and awaiting cold room installation

 Baidoa hub: Construction in progress, work
expected to be completed by end October
2015

 Dusamareb: BOQready, awaiting bidding for
construction

Deep Freezer
o |LRefriaerator




ubject areas of assessment

Implementation of recommendation from previous assessment
Quality of outbreak response

AFP surveillance sensitivity
— Rskof undetected transmission
— Ability to detect any new transmission at earliest

Quality of SAs carried out so far and assessment of need for
additional SAs

Communication strategy

Plansto strengthen / maintain population immunity with special
focus on known high risk areas and populations

Qutbreak preparedness and response plan



Capacity: Social Mobilization Network

Recruited _
« Regional, District coordinators & Somalia

Community mobilizers recruited for all
accessible districts

« DIMGCs RIMICfor Lower Juba recruited

Trained

* 100%o0f Managers & Trainers (4D & ToT) . L .

» Social Mobilizerstrained on IPCin North 22 F;bgoml & 131, District Social
East & North West zone. Mobilization Cf)ordlnators k

» IPCTrainingin South Central Zone ongoing

Coordinated & Supervised

»  Community mobilizers Qupervised by DFAs §
before campaigns

» (Coordinated with vaccination teams by
DFAs

o
-

« Have movement & deployment plans -4 ’9

» JDint micro-plans including social maps . ’616.. 1 64541 1

Fquipped Social Mobilizers ﬁ houses-holds
bP covered

» With social mobilization flipcharts & visual
aidsthat includestopics on Polio, B etc.



Awareness about Polio campaigns, Somalia, 2014-15

50%

Recruitment of 131

97%

94% 93%

Update on Communication Trainings

* [PV communication orientation completed
for Somaliland &Puntland & planned for SCZ

* Orientation for newly recruited Zonal
Coordinators, RAVICs & DSMICs for Somalia
planned in October

District & 22 Regional Update on Communication Micro-planning
Social mobilization

Coordinators for

» Social mobilization micro-plan updated in all

supervising the Orientation & Capacity zones
community social building of the Social » Datadriven district communication plans for
mobilizers mobilization network October campaign completed

Jan.14

Feb.14 Mar.14 May.14 Jun.14 Jul.14 Aug.14 Oct.14 Dec.14 Feb.15 Mar.15 Jun.15 Aug.15

Source: Independent Monitoring (WHO)



Awareness about Folio campaigns by

Awareness
No SAs/ no IM

65-79.9%
280%

Source: Independent Monitoring data WHO* till Aug



Key Hndings

With the exception of few districtsin South-Central zone, high
campaign awareness and communication momentum have
been maintained with little campaign fatigue or refusals

RIMC' DIMCstructure isfully in place in all zones and
continue to gain its strength — better District Communication
Plans informed by IM, improved microplanning and
supervision, focus on mobile population and clan leaders

Better linkage between the third party community mobilizers
and RAVICG DV Cstructure in the South-Central Zone

Identified implementing partner for the newly opened district
(Dinsor/Bardera)



Key Hndings

However,

* In South-Central Zone, there hasbeen a gap in G4D human resources,
PCA with NGOs and contracts with the media management company
resulting in sub-optimal progress

» Thereisaconcerningtrend in missed children due to social reasons
(refusals, child not at home) in Lower Shabelle and Banadir regions

« Although training plans are in place, In South-Central zone only 10%
of social mobilizers have been trained; 2 newly recruited RAMCand 6
DIMGCs need on-board and training

 Analysis of social data at zonal level (IM and social mobilization check
lists) is not done regularly or thoroughly



ubject areas of assessment

« Plansto strengthen/ maintain population immunity with special
focus on known high risk areas and populations

« Qutbreak preparedness and response plan



6-months EPl/ Polio plan

Developed end of July 2015, during Somalia

planning meeting in Nairobi

— Aims to address the key challenges and risks to
the program

National and specific zonal activity plans, with

deliverables, focal persons and timelines

A national dashboard to monitor these
activities has been developed and will be
maintained at the Nairobi office

One-EPI Plan addressing Rl developed



Improving population immunity: SAs (1)

 Reaching all children during SAs:
— GISsatellite imagery project (pilot phase in Puntland, Nov)
— LQAsfully rolled out in Puntland and Somaliland
— Post campaign review meetingwith MoHto review
performances.
* Negotiating access
— Explore ways of improving accessto currently inaccessible areas
* Improving data management
— Develop a comprehensive SA database; Sandardised IM tools
« Srengthening R
— Micro plansfor Rl in 37 selected districts; MLM trainingin
priority districts; Launching IPVin R



Qutbreak preparedness plan

2015/2016

GLOBAL POLIO ERADICATION INITIATIVE

Plan has 2 key sections

— Preventing and detecting an
outbreak

— Responding to an outbreak
Qutlines key activities,
timelines, partners,
responsibilities, leadership
and a preliminary budget;
based on new GPH guideline.

Plan to be reviewed and
updated annually.

Plan to be field tested =>
Smulation.



What are the remaining risksto
stopping the outbreak and for
further spread ?



Trend in Zero dose (SAs) & Inaccessible children

Number of inaccessible children since 2012 by district,

Proportion of Zero dose Children )
vaccinated %

during SAs, by year !
5%

4%

3%

3%
2%
2%
1%

) .
0%

2013 2014 2015 [ 5001 - 10000

[ 10001 - 20000
m 0-dose I 20001 - 30000 O i

Data source: admin SAs data

* An estimated 325,000 children have not

ingtrend of Zer vaccin
Decreasing trend of Zero dose vaccinated been accessed Since 2012

during SAs, in accessible areas



Remaining risks to the program

e 325,000 children have never been accessed since
2012

 Delay in fund flow leading to postponement of SAs
 No hard to reach SAs conducted in Puntland

« Qb optimal quality of SAsin some areas
(insecurity, clan conflicts areas).

« |Inadequate supervision of active surveillance and
SAs (pre and Intra campaigns), even in accessible
areas, due to security restrictions.

 Low Routine Immunization which may result in
emergence of VDPVs and outbreak following
importation of wild poliovirus.



Response to the questions

supporting partners played their
role aslaid down in the WHA
resolutions?

Were recommendations of
previous outbreak response
assessment fully implemented?

Did the outbreak response
activities meet the outbreak
response standards?

Have the National authoritiesand Yes. Despite security challenges

Government has been fully
involved with support of
Partners.

No.

10 were fully implemented

8 were partially implemented 1
1 Not implemented

Partially. Commendable work
has been done to improve the
response over time. Several
innovationsimplemented and
IM has markedly improved.



Response to the questions
-

How likely isit that the country Most Likely. As evidenced by all
has stopped polio transmission data provided and no new WPV

based on analysis of for more than 12 months with
surveillance, SA and other good surveillance indicators.
programme data?

Is population immunity No. Population immunity is good

sufficient enough to reliably In some areas but not good
maintain a polio-free status?  enough in the inaccessible areas.
Further more Rl coverage islow.

Is AFP surveillance sensitivity  Yes. Qurveillance indicators have

currently adequate to detect  been above recommended levels

all transmission? even in the inaccessible areas for
JAs.



Response to the questions

Isthe country well prepared Yes. There isa an updated Qutbreak

for responding to any new
outbreak?

Was the communication
response to outbreak
adequate?

Isthere strong outbreak
response communication
strategy in place?

response plan consistent with the
new 30Ps and most of the
recommended staff are in place.

Yes. Srong mix of strategies which
have contributed to sustained high
level of vaccine acceptance despite
repeated campaigns.

Yes. Overall and specific plans have
been developed and are revised
depending on IM findings.
Implementation of the strategy may
be limited in inaccessible areas.



Response to the questions

Doesthe country
have additional
unmet financial or
resource needs?

What are the risks
to maintaining polio
free status?

Yes. UNICH-surge staff have funding only until
March 2016. There isneed to ensure funding to
sustain the current SURGE capacity until global
certification considering the context in Somalia

Over 325,000 children inaccessible for SAs

and Rl since 2012 (as of Sept 2015).

» Security challenges; Inadequate supervision
due to security constraints

« Hard to reach populations

« (an conflict areas

» Low Rl coverage

» Possible importations from an endemic
countriesinto Somalia.

 Failure to conduct remaining SAsdue to

Hnancial Delays



(Conclusions



Conclusions (1)

The assessment team recognizestha

has been significant improvement in the

' there

lon

'lon of communical

quality of SAs, applica

strategies, and reaching mobile aswell asthe

Hard to reach populations. Further tha

' the

quality of surveillance has been sustained over

the past three years.



Conclusions (2)

* From the evidence provided, the assessment
team concludesthat transmission in Somalia
has been interrupted.

 Overall the surveillance system isrobust enough to
pick up any transmission should it occur.

« Population immunity has improved in the accessible
and partially accessible areas as well asin the nomadic
populations but plansthat have been developed need
to be fully implemented as per strategiesinitiated.



Recommendations



Recommendations

1. The assessment team recommends that this outbreak be declared closed.
However, considering the context in Somalia and the need to sustain polio
free status, the assessment team urges the government and partnersto
ensure that:

— The surge capacity that has been put in place for this outbreak response is
maintained until Global certification.

— Issues of access need to be explored further.

Operations:

2.  Assessment team recommends that WHO/ EMRO putsinto place a lasting
solution to the PERISTENT funding delays that have continued to compromise
the smooth implementation of outbreak response activities.

Coordination and Supervision
3. Notingthe progress made in re-establishing the coordination mechanism at
Nairobi level, the assessment team recommends that
— The same arrangement be fully operationalized at the Zonal level takinginto
account the security restrictions.

— The Polio/ R Team Leads for WHO and UNICH- should conduct joint visitsto the
Zones, preferably on a quarterly basis.



Recommendations

Qurveillance

4. (Continue rationalising and expanding VPVs.

5. Conduct twice a year refresher trainings and formal
trainings for current and newly recruited staff within the
surveillance network. Build capacity

6. Develop and roll-out of comprehensive communication
component (pictorial IEG, mass communication and social
mobilization content) focused at communities and sentinel
sitesto improve detection, reporting, and referral of
children with suspected AFP. Prototype developed by end
December 2015.

7. WHO and UNICH-staff to visit priority 1 surveillance sites
and report on the implementation.



Recommendations

Population Immunity
8. Ensure implementation of the innovations and strategies that
have been put in place and have led to rapid improvement of
population immunity including conducting missed Hard to Reach
(HtR) SAsin Puntland over and above the planned SAs. These
strategiesinclude
— Review and validation of micro plansto ensure they capture
the nomadic as well as hard to reach populations
— 3ADsin newly accessible areas
— Expansion and rationalization of T/ PVP
— Mapping of settlements (satellite imagery)
— Identification of eldersto be contacted & nomadic tracking
— Immunization at Watering points
— Rolling out LQAs
— Zero dose tracking in SAs data.



Recommendations

Communications:

9.

10.

11.

Expedite completion of planned trainings; finalization of
PCAs with NGOs (including newly accessible districts),
LTAs with media management group; rapid on-boarding
and immediate deployment of C4D human resources
Maintain close oversight of missed children in the South-
Central Zone (Banadir and Lower Shabelle); capacity
building of zonal staff to review, analyze and use of social
data for planningand RIMC DM Cguidance

The assessment team finally recommendsthat all the
June 2015 recommendationsthat were either not
implemented or partially implemented should be fully
implemented.



Thank You



