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The Communication Initiative
This discussion document grows from the work and analysis of the Communication Review/Technical Advisory Groups and is based on field experience, recommendations and presentations from various partners within the polio programmes of India, Pakistan, Afghanistan, Nigeria and several other countries where polio is no longer endemic.  It is designed to provide a basis for discussion and further reflection towards the establishment of core standard indicators for polio communication.  The draft indicators presented below seek to provide a starting point for discussion towards the adoption of a common framework for measuring impact, tracking trends and planning for polio communication activities.  They have been selected to be simple and relatively few in number.   They recognise and build on the significant work underway in each of the endemic countries and make use of data being collected and programme resources already planned or deployed.  While it is noted that each country programme presents unique challenges and circumstances and will need to further define these indicators and possibly design and utilise others as well, these indicators provide a basis for discussion towards a standard approach to measuring and evaluating the use of communication resources focused on high-risk areas (HRAs).
Communication has been a significant part of the polio eradication programme since it began.  It has played a central role in getting the programme to where it is today with only 4 endemic countries remaining and eradication a real possibility in the near future.  However, as the programme moves into this final phase it faces some of the greatest communication challenges it has ever encountered.  Many of these have received attention in national and global media but they grow from discussions in homes and villages and amongst political, community and religious leaders.  Looking at events in Nigeria, India, Pakistan and Afghanistan, the importance of communication for eradicating polio has been underlined in harsh and very significant ways. There will never be a vaccine for resistance or refusals rooted in socio-cultural, religious and political contexts. No supply chain can ever address issues of gender based decision making in households. There is no medical approach for addressing communities that are starved for basic services questioning why they see polio vaccinators so often whilst other issues are ignored. These and other challenges require effective communication action – action which has in general been successful when applied in a planned and systematic way. 

It is obvious that effective communication strategies are needed to address the people-based challenges that are more acute and important the closer the world gets to eradicating polio.  Some of the most important communication questions emerging at this point are listed below.  Some of them are operational, others rest more in the realm of knowledge and behaviour change but all are important factors in determining communication strategies and understanding the impact of activities:
· Are key programme messages being heard and are they resonating with caregivers, health professionals and community leaders across a range of cultural, religious, ethnic, urban and rural differences:

· Are messages being appropriately tailored to different groups?

· Are those groups confident in the safety of OPV?

· Do they understand and believe the need for multiple doses and rounds?

· Do they accept and want their newborns to receive OPV?

· What are the reasons for missed children and are conversion rates improving?

· Is the programme building an environment of ownership and trust:

· Are communities and influencers participating in flag-offs/inaugurations?

· Do community meetings on polio have good attendance and real participation and do they achieve the kinds of positive action or outcome they were held to engender?

· Is the media covering polio accurately, how receptive is it to epidemiological and campaign information and is the overall tone of media coverage positive, negative or neutral?
· Are religious, political and other leaders behind the campaign at all levels but especially in HRAs?
· Does the programme have the people in place to do the work:

· Are the posts filled for all the roles the programme requires (these may vary from country to country but for example - national, regional and district polio coordinators, supervisors, vaccinators, underserved coordinators, independent monitors, CMCs, BMCs etc)

· Are they adequately trained and motivated to do the communication aspects of their jobs well?

· Are there enough of them and are they placed appropriately to cover the communication needs of especially though not exclusively prioritised HRAs and groups?

· Are they appropriate to the communities they are working with in terms of gender, religion, ethnicity etc.
· Is the programme well planned and monitored:
· Is essential programme data being collected accurately and analysed from a communication perspective?

· Are there national, regional and local communication plans in place?

· Does each micro-plan have a strong communication component which is reviewed and updated after each round?

· Is media tonality being monitored and are there plans in place to work with media regularly?

· Is there an accepted cycle of monitoring the programme that incorporates data collection, analysis, strategic reflection and revision of communication plans between each round at all levels?

As we get closer to stopping transmission and three years later eradication while also facing the possibility of fewer resources, it is essential for polio communication to be able to demonstrate its impact and strategic importance to the entire programme. Meeting the challenges and addressing the questions raised above will require a tighter approach to planning, monitoring and measuring the impact of communication programmes.  It will also require a stronger set of communication indicators for each country built around a basic framework of indicators that are shared. Furthermore, being able to establish base lines and monitor trends and outcomes will require improvements in data collection in all endemic countries.  What follows is a basic framework of indicators and data sources to verify impact and develop trend analysis to respond more effectively to the specific communication needs of the programme in HRAs and populations.
We begin by including the data required to establish base lines and to identify the level and extent of different issues within the programme that require a communication response.  Not all of these are purely communication indicators and many are already collected and utilised by other parts of the programme to monitor such things as overall coverage and the quality of operations.  However, within this data are the base lines that are needed to identify HRAs (defined by each country, usually incorporating a combination of virus circulation, high numbers of missed children and missed households, low dose rates and poor access), the susceptible populations within those areas and the reasons for inadequate levels of immunisation.  The central issue for the polio communication programme is how to interpret this base line data to focus communication resources where they are most needed, identify the issues and problems that require a communication response and then build and implement an appropriate communication strategy.

Indicator Summary
A fuller explanation of each indicator is found below, along with an explanation of a suggested micro-surveying technique that can be utilised to verify data and findings using a targeted and low resource approach.
	Data Type
	Programme Indicators/Data Important for Communication.  Source

	Communication Indicator
	Rationale

	Base Line
	Total # of eligible children broken down to lowest administrative level.
Source: Government population statistics and micro-plans.
	
	Provides a base line for target populations in each area.  It should be refined over time using both official population figures and micro-plan.  

	
	# and location of HRAs as defined by the country programme.

Source: Government and WHO
	1. % of HRAs with financial resources in place prior to the round according to the level set in the micro-plan. 
Target: 100%
	Communication resources need to be appropriately allocated to address the specific issues in each HRA.  HRAs are identified using existing definitions in each country. 

	
	Case characteristics and geographic areas of Non-polio AFP cases and polio cases to lowest administrative level.
Source: AFP Surveillance
	2. % of HRAs with communication strategies, activities and messaging specifically designed and targeted at ‘under-served’ populations.

Target: 100%
	Provides basic information on specific polio and non-polio case characteristics such as religion, caste, ethnicity, language, urban/rural etc which can be used to reveal gaps in ‘under-served’ populations.  Once defined, communication strategies can be tailored to improve access, messaging and influence strategies in existing problem areas and flag areas hopefully before they emerge as problems. 

	
	% of 0 dose and % of low dose (under 7 doses) children broken down to lowest administrative level.

Source: Surveillance and Control Room and PCM.
	3.  % of HRAs with specific communication strategies to increase vaccination of newborns and reduce numbers of low dose children.
Target: 100%
	These children represent the most susceptible population and where the %’s are high there is often a communication related reason – appropriate communication strategies should be in place to reduce levels of 0 dose children (target >5%) and low dose children (target >1%).

	
	% and # of missed children by reason.

Source: Control Room and PCM
	4. % of communication micro-plan in HRAs adjusted to address reasons for missed children. 
Target: 100%
	% and # of children missed each round provide a base line which should trend downwards.  Analysis of reasons for children being missed (e.g. from Nigeria tally sheets
: OPV Safety, Child Sick, Religious Belief, Political Differences, No Caregiver, No Felt Need, Too Many Rounds, Unhappy with Vaccinators or No Reason)  or team didn’t come helps identify what kinds of communication information and strategy will be required. Strategies may target communities, teams or influencers.

	
	% of children and % of households converted between rounds.

Source: PCM and Independent Monitoring
	5. % of HRAs with social maps
 that track conversions by reason. 
Target: 100%
	This reflects the quality of follow up communication with caregivers. Where possible this data should distinguish between households and children for operational reasons (e.g. team did not visit) and for communication reasons (e.g. OPV safety).

	
	# and location of areas with poor coverage
 by reason.
Source: PCM
	6.  % of areas with poor coverage in previous round targeted for intensive activities in current round.
Target 100%
	This defines where coverage is low and therefore high-risk for transmission and looks at the reasons why to identify appropriate communication responses. If the area is large, then it may point to mass media strategies or training response. If the area is small it may point to intensified inter-personal communication.

	
	% and location of areas where teams did not visit.

Source: PCM
	7. % of teams in these missed areas from previous round, receiving refresher/IPC training prior to current round. 
Target: 80%
	Defines where teams are not getting out and identifies areas that should be looked at for potential communication issues such as poor morale, training or supervision.

	Knowledge
	
	8. % of households that know about the round before hand by source of information.
Source: PCM correlated with other data such as that from ‘conversions’
Target: 80%
	Determines where people are getting information, what sources are most effective and what sources are most influential.

	
	
	9. % of households that recall 1, 2 or 3 of 3 key messages
.
Target: 80% should recall 2+
	This reveals gaps in PEI knowledge and attitudes regarding hoped for behaviours.  It should be tracking gaps in areas heavily promoted in IEC e.g. OPV safety, multiple rounds, immunising each child each round, immunising newborns, immunising regardless of the number of doses and where to go for immunisation services (fixed post, booth, border). 

	Operation
	
	10. % of HRAs with micro-plan revised and implemented according to the plan. 
Target: 80%

Source: PCM and reports from partners
	This tracks the development of stronger planning at the local level and establishes trends between those areas with strong communication components in their micro-plan and those without.  Each plan should be well conceived (as determined by skilled polio communication staff in the programme) and contain timelines, name of person(s) responsible and planned actions.  Outcomes from actions should be reviewed between rounds leading to recommendations for future rounds.

	
	
	11. # and % of HRAs with dedicated and trained polio personnel demonstrating effective coordination and analytic capacity.
Target: 80% 
Source: PCM and reports from partners
	This tracks implementation capacity ensuring the human resources are in place to coordinate activities and analyse data. Actual numbers of staff will need to be related to the level of the problem as determined through analysis of the Base Line data listed above.

	
	
	12. % of vaccinators, supervisors, and monitors proficient in answering campaign FAQs, knowing the date of the next round and knowing what to do when they don’t know an answer.
Target: 90%

Source: Pre/Post training tests, supervisory reports.
	The knowledge of all these people is essential to the delivery and monitoring of the programme.  Gaps in basic knowledge can also impact on less tangible things such as morale.  What is most important here is the communication that happens at the doorway of each household.  If it is poor or uncertain it can reinforce rumours, leave caregivers suspicious of the skills of people asking to vaccinate their children and leave children unidentified and unvaccinated.  

	
	
	13. % of non-converted refusal households in prior round visited by an influential person between rounds.

Target: 80%

Source: Staff performance reports. 
	This tracks the effectiveness of between round revisiting plans and activities which are important for converting households outside of the pressure of a round and requires the influential person to have specific communication skills. Measuring the involvement of influential people also provides an indicator for the level of civil society engagement.

	Media
	
	14. % of media articles by tonality.
Source: Regular reviews of international, national and local media.
Target: 80% should be positive or neutral.
	This tracks optimism, pessimism or uncertainty as reflected in the ‘headlines’.  This is important for advocacy efforts at local, national and international levels where the media environment impacts on political commitment, public confidence, and funding decisions.

	
	
	15. % of news articles with one or more error of polio fact.

Source: Regular reviews of national and local media.
Target: less than 5%
	This data is critical for informing media management strategies that build positive relationships with editors and journalists and lead to accurate reporting.


Base Line Programme Indicators and Data Important for Communication 
The focus on HRAs and populations demands communication activities geared to the specific needs of each area.  In order to plan and use limited resources effectively in each new vaccination round, it is increasingly important to know where problems (low coverage, missed children, inaccessibility, refusal etc) have occurred in previous rounds. This allows the identification of HRAs, but can be extended through analysis to identify what the specific communication aspects of the problems may be.  It is therefore important that this process of utilising base line data for problem identification be as localised as possible.  Because building such a detailed understanding of an entire country is impractical at this point in the programme the focus chosen here is on identifying and detailing the response required in HRAs.
A HRA
 can be defined as one where the virus is circulating and/or where immunization rates are low and significant or growing numbers of children are being missed though each country should utilise the indicators it has established for identifying such areas.  The main programme indicators or important data for communication and the sources where this information can be found are:
Base Line 1: The total number of eligible children broken down to the lowest administrative level.

Source: Government population statistics and micro-plan.
There is no related communication indicator for this but it is of obvious importance for establishing the base lines for target populations.  This number should be established as accurately as possible and then refined from round to round based on micro-plan information.  It is essential to ensure this is as accurate as possible.

Communication Indicator 1:
Percentage of HRAs with financial resources in place prior to the round according to the level set in the micro-plan.  Target = 100%.
From Base Line 2: The number and location of HRAs as defined by the country programme.

Source: Government and WHO.
Communication resources need to be appropriately allocated to address the specific issues in each HRA.  This indicator will track the allocation of resources in relation to the changing situation on the ground in each country.  As noted above HRAs are identified using existing definitions in each country. 

Communication Indicator 2:
Percentage of HRAs with communication strategies, activities and messaging specifically designed and targeted at ‘under-served’ populations.  Target = 100%
From Base Line 3: Case characteristics and geographic areas of Non-polio AFP cases and polio cases to lowest administrative level.

Source: AFP Surveillance.

This provides basic information on specific polio and non-polio case characteristics such as religion, caste, ethnicity, language, urban/rural etc which can be used to reveal gaps in ‘under-served’ populations.  Once defined, communication strategies can be tailored to improve access, messaging and influence strategies in existing problem areas and flag areas that may emerge as problems.

Communication Indicator 3:

Percentage of HRAs with specific communication strategies designed to increase vaccination of newborns and reduce numbers of low dose children.  Target = 100%
From Base Line 4: Percentage of 0 dose and percentage of low dose (under 7 doses) children broken down to lowest administrative level.

Source: Surveillance and Control Room and PCM.

0 and low dose children represent the most susceptible population and where the percentages are high there is often a communication related reason – appropriate communication strategies should be in place to reduce levels of 0 dose children to levels defined as adequate by the programme in each country (target >5%) and low dose children (target >1%).

Communication Indicator 4:

Percentage of communication micro-plans in HRAs adjusted to address reasons for missed children. 

Target = 100%
From Base Line 5: Percentage and number of missed children by reason.

Source: Control Room and PCM

The percentage and number of children missed each round provides a base line which should trend downwards.  Analysis of reasons for children being missed (e.g. from Nigeria tally sheets : OPV Safety, Child Sick, Religious Belief, Political Differences, No Caregiver, No Felt Need, Too Many Rounds, Unhappy with Vaccinators or No Reason)  or team didn’t come helps identify what kinds of communication information and strategy will be required.  As specific reasons differ from country to country the reasons used for this indicator should reflect those already in use in each country.  Strategies may target communities, teams or influencers.

Communication Indicator 5:

Percentage of HRAs with social maps that track conversions by reason. 

Target = 100%
From Base Line 6: Percentage of children and percentage of households converted between rounds.

Source: PCM and Independent Monitoring.

This reflects the quality of follow up communication with caregivers.  Where possible this data should distinguish between households and children for operational reasons (e.g. team did not visit) and for communication reasons (e.g. OPV safety).   For the purposes of this discussion a social map is defined as a visual representation of relationships between converted households, location attributes, social variables e.g. religion, ethnicity, caste, occupation and other unique data sets of information such as followers of a particular leader, political party or readers of a newspaper.

Since households with missed children are a central concern of the programme, it is important to know whether, round by round, the number of households with missed children is going up, or down, or remaining unchanged.   The conversion rate (as used in India) is a useful marker of impact (that is, positive deviance among households with respect to programme coverage in each round). 

Over time, understanding what’s driving ‘conversion’ in these households will become increasingly important. What made them change their mind from refusing (or not making children available) to having their children vaccinated? If the reasons for changing vaccination behaviour are known, then communication strategies can be adopted to reinforce such positive influences (with the proviso that what works in one location may not work as well elsewhere).  This leads back to the critical importance, alongside more widespread generic communication activities, of focusing on HRAs, using data to understand why each one is high risk and developing differential strategies to address each HRA, and its programme barriers.  To this end, it is vital that to look at the specific barriers in each HRA and amongst each population group rather than assuming that all areas have the same kinds of barriers.

The importance of having ‘by reason’ here is to show how specific reasons for missed children are being affected (inferring programme and communications impact, where plausible). The reasons should be the same (or similar ones being utilised by different country programmes) as those listed under Indicator 4 above.

Communication Indicator 6:

Percentage of areas with poor coverage in previous round targeted for intensive activities in current round.  Target = 100%
From Base Line 7: Percentage and location of areas with poor coverage by reason.

Source: PCM
This defines where coverage is low and therefore high-risk for transmission and looks at the reasons why to identify appropriate communication responses. If the area is large, then it may point to mass media strategies or training response. If the area is small it may point to intensified inter-personal communication.  Note that the designation of an area with ‘poor coverage’ should be defined using the standards set by each country programme e.g. less than 95%.
Communication Indicator 7:

Percentage of teams in these missed areas from previous round, receiving refresher/IPC training prior to current round.   Target = 80%
From Base Line 8: Percentage and location of areas where teams did not visit.

Source: PCM

This defines where teams are not getting out and identifies areas that should be looked at for potential communication issues such as poor morale, training or supervision.  The quality of the vaccinators as the people who communicate with households is absolutely vital. Communication programme staff should be actively involved in this. In particular, for example, if the communication programme staff are developing good analysis of the barriers to coverage in HRAs (with good understanding of the different kinds of problems presented in different places and different households), they can feed this into the training of new vaccinators to ensure understanding of the house-to-house strategy, motivation of the teams to cover their entire catchment area as well as developing the vaccinators’ skills in responding to the questions and complaints actually being articulated by the target households and communities.

Polio Knowledge
Communication Indicator 8:

Percentage of households that know about the round before hand by source of information

Source: PCM correlated with other data such as that from ‘conversions’.  Target = 80%
This determines where people are getting information, what sources are most effective and what sources are most influential.  It is important to measure where people are getting their information from, in order to know where to invest communication resources. For example, if traditional leaders are cited as the information source for 2% of people asked, resources may be used to better effect in other areas.  Equally, when the source people use for this practical aspect of the programme is known, it can be compared with other information sources such as cases where a refusal household converts to a covered household. This can assist in understanding the relationship between the sources people use for practical information, and the sources they invest with a stronger authority to influence their thinking and behaviour.

Communication Indicator 9:

Percentage of households that can recall 1, 2 or 3 of 3 key messages.  Target = 80% should recall 2+

Source: PCM and Independent Monitoring.

This reveals gaps in PEI knowledge and attitudes regarding hoped for behaviours.  It should be tracking gaps in areas heavily promoted in IEC e.g. OPV safety, multiple rounds, immunising each child each round, immunising newborns, immunising regardless of the number of doses and where to go for immunisation services (fixed post, booth, border).
Polio Communication Operations
Communication Indicator 10:
Percentage of HRAs with micro-plan revised and implemented according to the plan. 

Source: PCM and reports from partners. Target = 80%

This tracks the development of stronger planning at the local level and establishes trends between those areas with strong communication components in their micro-plan and those without.  Each plan should be well conceived (as determined by skilled polio communication staff in the programme) and contain timelines, name of person(s) responsible and planned actions.  Outcomes from actions should be reviewed between rounds leading to recommendations for future rounds.  Each country programme will have a sense of what kind of communication component the micro-plan need though particularly important is the updating of a local social and geographic map after each round.  Each country will have its own variation of this tools though as noted in Indicator 5 above these can be broadly defined as visual representations of relationships between converted households, location attributes, social variables e.g. religion, ethnicity, caste, occupation and other unique data sets of information such as followers of a particular leader, political party or readers of a newspaper.  These maps also often indicate streets, landmarks, houses, key community institutions, media and places of worship (and if they support and or obstruct the program), as well as location of community leaders and influencers, prior refusal families, nomadic populations, polio cases, AFP cases with zero OPV doses or low number of OPV doses, etc. They can be used, for instance, to identify households or streets or communities where barriers to vaccination were experienced in the last round, which is useful (especially if we know the reason for the barriers) in planning between-round communication efforts, and planning the deployment of vaccinators (so, for example, if households in one area had been resistant to male vaccinators, or young vaccinators, older, female vaccinators could be assigned to that area).
Communication Indicator 11:
Number and percentage of HRAs with dedicated and trained polio personnel demonstrating effective coordination and analytic capacity.

Source: PCM and reports from partners.  Target = 80% 

This tracks implementation capacity ensuring the human resources are in place to coordinate activities and analyse data.  Actual numbers of staff will need to be related to the level of the problem as determined through analysis of the Base Line data listed above.  Given the increasing need for targeted activities focused on HRAs and populations and the need to analyse the data collected to make strategic communication decisions and implement activities based on this analysis, there is also a need for skilled polio communication staff to oversee these processes. While it is unlikely that skilled communicators will be working at all levels it is important that each country programme have sufficiently skilled staff placed strategically and with the majority of their time dedicated to polio communication so as to be able to properly manage, monitor and analyse polio communication activities down the line from the national, provincial/state/district and sub-provincial/state/district programme teams.  These resources need to be strategically allocated to cover the HRAs and populations in such a way that the detailed analysis, planning, implementation and supervision required for the responsive and strategic communication approach outlined above can be effectively carried out.

Communication Indicator 12:
Percentage of vaccinators, supervisors, and monitors proficient in answering campaign FAQs, knowing the date of the next round and knowing what to do when they don’t know an answer.

Source: Pre/Post training tests, supervisory reports.  Target = 90%
The knowledge of all these people is essential to the delivery and monitoring of the programme.  Gaps in basic knowledge can also impact on less tangible things such as morale.  What is most important here is the communication that happens at the doorway of each household.  If it is poor or uncertain it can reinforce rumours, leave caregivers suspicious of the skills of people asking to vaccinate their children and leave children unidentified and unvaccinated.  
Communication Indicator 13:
Percentage of non-converted refusal households in prior round visited by an influential person between rounds.

Source: Staff performance reports. Target = 80%

This tracks the effectiveness of between round revisiting plans and activities which are important for converting households outside of the pressure of a round and requires the influential person to have specific communication skills. Measuring the involvement of influential people also provides an indicator for the level of civil society engagement.
Media
Communication Indicator 14:
Percentage of media articles by tonality.

Source: Regular reviews of international, national and local media.  Target = 80% should be positive or neutral

This tracks optimism, pessimism or uncertainty as reflected in the ‘headlines’.  This is important for advocacy efforts at local, national and international levels where the media environment impacts on political commitment, public confidence, and funding decisions.  Media tonality is an important measure of the impact of these efforts as well as a source of information on emerging issues.

Communication Indicator 15:
Percentage of news articles with one or more error of polio fact.

Source: Regular reviews of national and local media.  Target = less than 5%

This data is critical for informing media management strategies that build positive relationships with editors and journalists and lead to accurate reporting.
Building Reporting Formats and Refining Between Round Analysis
A major component of the work between each round will be to bring all the indicators together and analyse what they say about strategy for the next round.  Given the focus on HRAs and populations a lot of this analysis will be at the sub-national level with planning focused on the best strategies and activities for these specific areas and populations.  It will be important to bring these together to paint a picture of trends and directions at provincial/state/district and national levels but much of the planning and implementation will often be localised.  This means that it will be essential to track what’s happening within each HRA or population AND to gather an overall picture of trends, emerging issues, resource allocation and successful communication activities at provincial/state/district and national levels which can be reported back to the country programme and to international level meetings such as TAGs.  Communication staff should look at linking the indicators above with social mobilization and communication activities such as community dialogues and along with the tonality of media coverage to identify impact and guide modification of future plans. While the reports that synthesise the data, establish trends, outline communication strategy and review impact should become regular and ongoing components of the cycle of planning before rounds, implementing during rounds and analysing after rounds, it will of course, take some planning and discussion to develop an agreed reporting format.  This process of formulating the shape and structure of the report should begin in-country as soon as the basic indicators are agreed and then be further refined within communication review TAGs held at appropriate moments prior to TAGs and at times when the communication analysis can be discussed alongside other aspects of the programme and in the context of the epidemiological evidence.
Appendixes
Appendix 1.  Mini-Surveys
While many of the indicators will be tracked using existing data sources there will still be a requirement for polio communication staff to analyse these indicators and ask some fundamental questions about what the numbers mean in terms of a strategic communication response.  However, and particularly when developing responses for specific HRAs and populations it may be necessary to gather further information to either test the data from sources such as the PCM in particular areas or to gather more detailed information on a particular issue such as refusals.  For these reasons using very targeted and brief (no more than 20 minutes per household) micro-surveys using cluster sampling techniques may be useful.  

In the example of gathering information on missed children the data already found in the PCM could be enhanced or checked by conducting very quick, very simple household surveys – taking both households listed as missed, and households listed as converted.  While the PCM will have listed the reasons for households missed, it may, in some cases be useful to return to a small selection (either a specific but small number such as five households in each of five different communities or a small percentage between 1 and 5% depending on resources) of missed households to verify the reason, but also ask a few more questions to probe further into the attitudes of people in the household.  For example, if the reason given for a missed child in a household during the round had been that the child was asleep, it could be valuable to pursue that, and ask why the mother/parents/care-giver felt that waking the child was wrong.  It would also be useful, with a little more time than during the campaign, to ask a wider set of questions about the families thinking about the polio programme, whether they have heard anything negative about the programme or OPV, about their behaviour with respect to other diseases and antigens.  Of course, it may be that households missed through refusal, will – equally – refuse to open the door to a survey-taker but the same kinds of questions could be used in households that converted in the most recent round.

While these surveys will need to be tailored to specific issues in HRAs and among high-risk populations there are some perhaps obvious questions that could be asked:

· What made you refuse to get your child/children vaccinated before (or why was your house missed),
· What made the difference this time (why did you change your mind, what happened so that the house was not missed).
The survey can then move on to probe, in exactly the same way, the underlying attitudes regarding OPV, PEI and routine immunisation, and allowing families and households to express issues, questions and concerns of their own which, again, may provide new insights into what households are thinking about the programme as the rounds intensify.

In terms of the indicators that could inform the survey:

· Detailed reasons for missed/poorly covered/low dose/inaccessible households.

· Percentage of households understanding the importance of polio vaccination.

· Percentage of households poorly informed about polio, OPV and PEI.
Equally important is the quality of the vaccinator teams that visited the households selected for the survey.  As background to the mini-surveys it would also be useful to interview the teams to identify such things as their knowledge of PEI and OPV, their understanding of the tally sheets and ability to fill them out correctly, their familiarity with the micro-plan for their area and their explanations for why households were missed.  Correlating this information with the household survey data could provide useful insights into the quality of data and implementation as well as helping to identify specific communication and IPC training needs for further rounds.
Appendix 2. Supplementary Indicators

Note: These are supplementary NOT secondary nor are they exhaustive or in a particular order.  Each can provide essential information but they depend on the needs and the level of development of specific areas of country or regional programmes.  If for instance a country has a well established Social Movement Network they may want to utilise indicators which will help define progress towards establishing active relationships with new network partners in HRAs not serviced by CMCs.  If a country is still working to improve the quality and training of vaccinator teams towards the collection of data or to ensure they present accurate and persuasive information at the doorstep they may want to focus on something like supplementary indicator 2 below.  The key thing about these indicators is that while it is important to establish a core group of indicators that all countries collect and use to monitor polio communication it is also important to recognise that there are differences between countries both in terms of communication issues and barriers and in terms of the development of different aspects of their programmes so the indicator emphasis will be different.
1. Level of local resources dedicated to PEI
This is likely a second-line issue in terms of communication indicators but it can be reflection of advocacy work if it has been so targeted. In some programmes, if it can be assessed, the active contributions (financial or non-monetary) of the local authorities can be a reflection of their engagement with and ownership of the programme.

2. The number (and percent) of already reported AFP cases from the past 4 weeks which were reported by vaccination teams.  
SIAs provide a unique opportunity for each and every household in the area to be visited by a vaccination team member. Therefore, ideally, it can also be utilized as a house-to-house search for AFP cases and for countries with frequent SIAs this will provide a very good safety net for any missed AFP cases and to identify any gaps in the AFP surveillance. However, this is highly dependent on the training of the teams to ask each community member and each household and on the supervisors checking on this activity and reminding teams during the activity. If existing AFP cases and polio cases in the area are not being documented and reported by the teams it indicates a need for better IPC training and stronger supervision. However, if new AFP cases are reported that did not exist on the linelist before it might indicate a gap in the reporting system due to lack of awareness among the community of care providers including non-traditional health providers such as religious healers requiring further sensitization. 
3. Percentage by location of 1 year olds with 7 or more doses and the percentage by location of newborns immunised within 72 hours of birth broken down by hospital and home births.
Newborns are the most susceptible and a likely source of transmission and there are varied issues related to being able to reach these children from cultural traditions sequestering children for 40 days after birth to lack of training or support from health care professionals and traditional birth attendants.  Tracking these numbers could assist in identifying where OPV coverage is lowest amongst this critical age group as well as providing information related to barriers requiring a communication response.
4. Relation between BCG1 and OPV0.
It is important to track the relation between polio coverage and Routine Immunisation.  This provides one indicator as to RI coverage (BCG) and OPV and can be used to track trends.
5. Percentage of people who know where to go for immunisation services (fixed posts, booths, border etc)
This was reflected above as part of a broader indicator covering other PEI knowledge.  However, it may also be useful to pull this out and track it separately as it reflects the level of knowledge of immunisation service delivery options and relates to RI knowledge levels.

6. Percentage of returning vaccinators.
This reflects on vaccinator motivation, has obvious implications for training and IPC skill development and influences the sophistication of messaging at the door.

7. % of vaccinator teams without supervision
This provides an important piece of information related to campaign delivery and data quality.  While this may be a strictly operational programme issue, it is also something that can affect the quality of the programme - the kind of communication that happens at the doorway of each household, the quality of data collected and overall coverage.  The standard should be a minimum of 1 supervisor visit per day but ideally 2 visits per day.  It is something the programme communication teams should be aware of given its potential impact on communication activities and planning.

8. Extent and quality of networks supporting the polio programme in different areas.
This can help measure the capacity of the programme outside of areas where there is a developed SM Net (or other direct programme polio communication resources) amongst professional groups such as teachers or health care workers or amongst religious institutions or NGOs. Such networks need to be involved in dialogue that builds understanding and ownership as well as supported in specific and clearly defined roles.  
9. Percentage of households visited by teams with missed children.
This can tell us something about the quality of the teams visiting the households and provide a source of data for following up on vaccinator training.  The communication indicators could involve measuring the success of training through pre/post testing and then measuring the change in missed children in households visited by teams who have received the training.

10. Number of inaccessible areas.
There are many reasons for areas being inaccessible but many of them require a communication response through advocacy, meetings with influential people etc.  This could be useful to track in countries where political and social issues reduce accessibility.  The communication indicator would have to first identify which areas require a communication response to gain access and then measure the success in terms of communication action and access on a round by round basis.
Appendix 3. Definitions
Control Room Data: this term is used to refer to official administrative coverage data obtained from the implementers (programme staff) immediately after each campaign for the entire area where SIAs were implemented. The source of the data is the tally sheet filled in by the vaccinators during the round. It often includes the number of children vaccinated by area, age group, and details the number of missed children by reason. 
Independent Monitoring: is coverage and outcome data conducted immediately after the SIA is completed by independent external individuals who have been trained and follow standard methods of collecting and compiling data from selected (usually high-risk) areas. All monitors attend a training and use standard forms and are supervised to ensure quality and independency of the results. Good examples of independent monitors are usually high school teachers, university and medical students, nursing and medical students, or members of a specialized institution. 
Post-campaign monitoring: (PCM) data refers to coverage and outcome data from selected areas, usually HRAs. If it is collected from trained external members (individuals not directly involved in the program and the implementation of the SIA activity) it can be considered independent monitoring. However, if it is conducted by the same staff involved in the program implementation and supervision it is referred to as post-campaign monitoring only.
Intra-campaign monitoring: same definition as above but the collection of data occurs during the campaign implementation phase in which individuals go to select areas and observe and document information regarding the activities such as method of vaccination, training and knowledge of vaccinators, quality of supervision in the field, recording of missed children by teams, cold-chain, etc.
AFP data: is the detailed information collected by surveillance program staff on each acute flaccid paralysis case reported (including polio cases) and entered systematically into a database. The data includes variables such as address, age, date of onset, number of OPV doses, etc. Sometimes ethnic and religious background of the cases is also collected and entered to utilize when conducting detailed epidemiological analysis to assist in identification of any gaps or risks involved.  





















� Definitions of these data sources can be found in Appendix 3.


� Specific reasons differ from country to country and the reasons used for this indicator should reflect those already in use in each country.


� A social map is a visual representation of relationships between converted households, location attributes, social variables e.g. religion, ethnicity, caste, occupation and other unique data sets of information such as followers of a particular leader, political party or readers of a newspaper.


� Poor coverage is defined by each country programme e.g. less than 95%.


� Key messages to be determined by country programme but should focus on core OPV knowledge and strategic campaign messaging as noted in the rationale.


� A note on analysing HRAs: Knowing the HRAs enables the use of data (from across the programme) to identify the underlying problems related to vaccine coverage in specific areas.  These will be different in different areas and could be related to difficult physical access, local leaders blocking vaccination teams, some communities refusing OPV, movement of nomadic populations or high rates of children absent or sick during a round.  In each case it is important to determine what this means and what response is required.  In some cases the response may not be communication – for instance if accessibility is an issue of transport - but in many cases there will be a communication response required.  If, for example, an area has high rates of absent children because teams are not identifying all under-fives in the households they visit, this could indicate a gap in training and supervision.  Improved IPC training could be one important response to help teams communicate with families, be better able to account for every child, including those sleeping or absent, and return to vaccinate them.  If an area has a significant rate of refusals, the communication response will need to be based on the reasons for refusal.  If refusals are based on concerns that too much OPV is being given, a localised plan will need to be developed which may include local media, working with local leaders, local medical practitioners delivering an ‘every child every round’ message or providing enhanced training to vaccinator teams.  The analysis of each HRA using the above data should be used to focus communication resources in the most effective way to address the localised barriers to vaccine delivery.  Each HRA should have its own communication micro-plan and strategy supported by the necessarily more generic national and sub-national communication activities.
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