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Executive Summary
Summary of the principal findings and recommendations.  

Objective of DQA: 
The DQA has been designed to assist the countries receiving GAVI support to improve the quality of their information systems for immunisation data.  In addition, it calculates a measure of the accuracy of reporting. It verifies the number of children under 1 year old receiving 3 doses of DTP3 and the accuracy of the system as regards the EPI.

Method: 

The DQA was undertaken by two auditors who worked at national level of the HMIS and the EPI before visiting four districts and six health facilities in each district.  All 24 health facilities were selected randomly.  The standard DQA method (GAVI, 2003) was applied, which included use of interviews, administration of questionnaires and recounting.

DQA Indicator Dashboard:
	
	2003
	2004
	2005
	 change since 2004 

	Verification Factor (>0.8) (Compares recounted to reported DPT3)
	
	97.4%
	
	NA

	Core Indicators:


	
	
	
	

	DTP3 Coverage
	78.30%
	87.93%
	
	09.63%

	Drop Out Rates
	18.9%
	13.05%
	
	-5.85%

	Safety of Injections and Vaccine Safety
	
	Yes
	
	

	Wastage Rate
	NA
	NA
	
	No change

	Completeness of Reporting
	100%
	100%
	
	0%

	Vaccine Stock-Outs
	
	NA
	
	NA

	Action Plans for Districts
	100%
	100%
	
	0%

	
	
	
	
	

	QSI at National Level
	
	77.4%
	
	NA

	Average QSI for Districts
	
	85.23%
	
	NA

	Average QSI for Health Units
	
	88.66%
	
	


Summary of principal findings and prioritised issues: 

Reporting
Reports are generated monthly at each health centre from information sheets, tick registers and a register of the management of vaccines and consumables. The reports are sent to district level before the 5th of the following month. The district compiles the information from the different health centres and sends this report to the regional level before the 10th of the month. The regional level sends all copies of the districts reports to national level for the final national compilation. It is noted that a copy of the report is kept at each level.

Also note that in 2005 allowance was made to calculate the vaccine wastage rate (unfortunately not completed by the health officials) but not in 2004 and so no health unit has calculated this variable. There is no standard method of analysing reports submitted late.

Use of Data
Graphs of the rate of vaccine coverage are displayed at each level. Monitoring of the different indicators including the wastage rate, drop out rates and vaccine stock-out rates are not always calculated and displayed.

Design
The reporting system for vaccination data and other health information from the health centres at district and national levels is not integrated. There are 3 documents: an EPI report that considers the different antigens and the management of vaccines and consumables, a monthly report on malaria and the diseases indicated in the EPI and a report from the Direction des Etudes et de la Planification (DEP) that considers both the preventative and curative data as well as all other activities of the health centres (marketing, laboratory, supervisory, management meetings, financial management ..). This last report does not undertake the management of vaccinations and is completed every three months by the Ministry and is used in the preparation of the yearly health reports. The other two reports are submitted monthly to the EPI.

After the 2002 audit, on the recommendation of the auditors, a document was developed at national level called “Dashboard for the Management of EPI Information.” This document gives directions for the utilisation of the different forms and the everyday activities of the EPI (registration, reporting, archiving). However, we note some failings of this document including how to complete the different forms (tally sheets and registers) and how to deal with late reports. During our audit we noted that this document was not displayed and utilised in the majority of the health centres visited except at national level and that most people were unaware of its existence.

Record documentation was not harmonised. For the registration of children and pregnant women some health centres used infant forms and Pre-birth Consultation (PBC) forms and others used registers or notebooks. The VAT recordings for pregnant women were not always available. Also the VAT timetable of the PBC form edited by the DEP was not always the same as the EPI timetable. In the first city the timetable stopped at VAT 2 as the DEP considered that the pregnant woman was immunised from this stage whereas the EPI timetable goes from VAT 1 to VAT 5.

In certain health centres, the tally sheets were not completed on a daily basis.

As for preceding years, this report does not contain a heading to cover the different strategy types (fixed, progressive, flexible).

Key Recommendations:

· System design :

· Reinforce and circulate the dashboard and check its effective use

· Reduce the number of reports by integrating the information system of the EPI into other programmes. However this may lead to a delay in the reporting system

· Harmonise supporting documentation. The use of registers for children and pregnant women will be more indicated. These registers should show the vaccination history

· Harmonise the DEP and EPI calendars for VAT for pregnant women

· Include within the report a heading that allows for the separate registration of the different strategy types (fixed and progressive)

· Reporting :

· Complete all headings within the reports including the wastage rate

· Develop a methods for the analysis of reports submitted late

· Use tally sheets daily

· Use of data :

· Monitor the different indicators at all levels (wastage rate, drop out rates and vaccine stock-outs)

1. Introduction

The Data Quality Verification (DQA) is part of the Global Alliance of Vaccines and Immunisation (GAVI) programme. It has been designed to assist the countries receiving GAVI support in improve the quality of their information systems for immunisation data. In addition, it calculates a measure of the accuracy of reporting, the country's 'verification factor' for reported DTP3 vaccinations given to children under one year of age (DTP3 <1). In 2004, the DQA is being performed in up to 14 countries. It is hoped that participation in the DQA will assist each country in understanding the extent and details of the verification while providing guidance on how the country's system for recording and reporting immunisation data can be improved. It is the explicit goal of the DQA to build capacities in the participating countries.

This DQA was undertaken Burkina Faso from 16 October to 6 November 2005 by the following team:

	Name
	Position
	Districts Visited 

	Dr Konan Claude
	External Auditor
	Dédougou, Sector 30

	Dr Djumo Clément
	External Auditor
	Zorgho, Léo

	Dr Savadogo Saidou
	National Auditor
	Dédougou, Sector 30

	Mr. Sayouba Somlare
	National Auditor
	Zorgho, Léo


All newly WHO trained auditors are accompanied by an experienced senior auditor in their first country DQA.
The team worked at the national level of HMIS and EPI before going to district and health facility levels. Based on a random selection carried out in advance, the following four districts were visited: Dédougou, Léo, Sector 30 and Zorgho and Six Health Units (HU) in each district. In total 24 health units were visited and travel throughout the country was without incident.

In the Zorgho district, three health centres (Korgho, Dawaka, and Koratinga) were declared ineligible due to safety concerns. In Dédougou, 2 health centres were ineligible because of inaccessibility of the roads. Also, we were told that road cutters had been seen the week before in the three centres in Zorgho. We could not contact the UN to confirm or deny this.

A debriefing meeting was held on the 2nd of November at the EPI centre, presided by the Health Minister, with representatives from the ICC.

A comprehensive list of persons met during the DQA including the debriefing is included in Annex 1 of this report. Major recommendations/action points discussed during the debriefing are discussed above. 

2. Background

2.1 Geographical and Administrative Information

Burkina Faso is a landlocked country in the heart of West Africa in the loop of the river Niger. It is a Sahelian country covering 274 200Km2 and shares its frontiers with Mali in the north and west, the Ivory Coast, Ghana, Togo and Benin in the south and Niger in the east. The Sudan tropical climate alternates a dry season from October until April and a rainy season from May to September. Vegetation is Sudanese – Sahelian.

The territory is split up into 25 provinces, 320 departments, 49 towns and about 8000 villages. Each province and town is a local community with legal status and autonomous finances. The administrative decentralisation process started in 1993 continues.

2.2 Organisation of the Health System

The health system in Burkina Faso is based on a policy of primary care through the district health authorities. The Bamako initiative (BI) has been adopted by the county to relaunch this policy.

The health system comprises a double pyramidal organisation, administrative and technical. Included within are:

· 765 Health and Social Promotion Centres (HSPC)
· 25 Medical Centres with Emergency Surgical Units

· 9 Regional Hospitals

· 3 National Hospitals: Yalgado Ouédraogo and Charles de Gaulle in Ouagadougou and Souro Sanou in Bobo-Dioulasso

In addition there are 130 dispensaries, 21 maternities and some residual medical centres.

Private “profit-making” health organisations are undergoing expansion but are mainly concentrated in the large towns. Private health sector of the segregated type have always been preferred. The traditional sector is attractive as much due to its accessibility geographically and economically as much as for its cultural acceptability. Practitioners in this sector are becoming more numerous and organised.

3.    General Information on Expanded Programme of Immunisation

3.1 History of the EPI

The EPI has seen a slow and difficult start but has progressively been introduced in all provinces. It was developed in 1979, the same year as the adoption of primary care in the country, and was rolled out in 1980 in Bobo-Dioulasso in June and then in other towns and provinces in following years. It saw a leap after the “Vaccination commando1” in December 1984 with a push from several multilateral, bilateral and Non-Governmental organisations. This push allowed the adoption of the EPI to the whole of the territory by offering the equipment and the means for carrying out the programme.

1 National vaccination campaign taking into account the principal antigens and general mobilisation of the population
3.2 Vision and Strategies of the EPI

After evaluation of the vaccination coverage in 1990 and following a dramatic fall in the incidence of EPI diseases within the age range 12 to 23 months, Burkina Faso, in agreement with the WHO and partners, changed the target to 0 to 11 months from 24 May 1991.

As for action priorities, after a decade of universal immunisation, the EPI have chosen:

· Elimination of neonatal tetanus in the African region of WHO by 1995

· Eradication of poliomyelitis by 2005

· At least a 90% reduction in morbidity and mortality due to measles

The resolutions of the WHO for these priorities have all been adopted by the health authorities in Burkina Faso. The activities were supported by the reinforcement of routine EPI, integrated surveillance, and the carrying out of mass vaccination against measles, poliomyelitis and tetanus.

At the operational level, the following steps were taken:

· The variable strategy has been progressively abandoned for fixed and progressive strategies. This option has been assisted by the extension of the health cover by the basic health centres (Health and Social Promotion Centres (HSPC), Medical Centres) and by the availability of a means of transport (motorbikes)

· The development of fixed vaccination centres has permitted the integration of EPI in the basic minimum level of activities

· The social mobilisation has always been an important axis in the EPI activities as much at national as at district level. Taking many forms, it targets the major participation of actors not only in the financing of the EPI but also in the vaccination activities.

As indicated by the different results within the EPI, the performance levels have remained relatively weak.

As regards the financing of the programme, certain important stages have been reached:

· Taking into account the resolution AFR/RC 42/R3 asking Member States to assume responsibility for the provision of vaccines for the EPI, Burkina Faso, with the backing of the European Union, signed a cooperation agreement on 22/06/96 for the provision of vaccines and consumables of the routine EPI. The national budget accepts responsibility for the purchase of EPI vaccines and consumables since 1995.

· At the level of peripheral health training, the participation of management committees has been progressively formalised: the purchase of fuel for the progressive strategy, maintenance of the motorbikes, the purchase of the gas for the refrigerators, to take on board the subsistence costs of those in charge of the progressive strategy.

· Putting into place the recommendations of the first DQA in 2002, including the institution of tick registers (tally sheets), the utilisation of infant and pregnant women vaccination cards, the use of registers to allow the study of the vaccination history of each child and the monitoring tools for vaccination coverage and drop out rates.

4. Key findings

4.1  Data Accuracy
The verification factor is the ratio between the DTP3<1 recounted from tally sheets or register during the DQA and the figures reported in the monthly summary reports: recounts/ reported. The verification factor found for Burkina Faso is 0.974 with a minimum confidence level of 0.873 and a maximum of 1.076.

Burkina Faso is undergoing its second DQA. The first DQA in 2002 scored 0.57. Also note that a DQS was undertaken in June 2005.

The present DQA score is higher than in 2002 due to the recommendations put into place including the tally sheets. This documentation is available and used in all the visited centres. Their use is daily apart from 3 health units that used them cumulatively. Following on from this, the quality of the storage system has permitted the use of all the documentation (forms, registers).

All districts are practically at the same level. Differences between reported data and recounted data are most often due to errors in the reporting system or in the transcription. Differences between the DTP3<1 doses reported and recounted found in the HSPC in Dassasgho are explained by a transcription error found in December (instead of 73, 739 was recorded). In the same way, a transcription error is seen in the HSPC in Silly in the Léo health district where in the district data September was noted as 34 instead of 93, which made 619 for the district instead of 679. In Dassasgho, the difference between reported and recounted data in 3 health centres was due to the fact the data was submitted too late and not include in the district data.

However, we find some insignificant differences due to counting errors in the tick registers.

The ratio between recounted and reported doses is 96.7% which is due to good performance in the different centres visited. In effect, in 22 of the 24 HSPC visited, the auditors counted more than 95% of reported doses.

This is illustrated in the following graph:

Graph 1. DTP3 Doses Reported/Recounted in the Different Health Centres


[image: image1.wmf]0%

20%

40%

60%

80%

100%

120%

Health Units

%


In addition, as advised earlier, differences between the data from the health centres and those found at district level were essentially only found in the district of Dassasgho. In effect, late reports are either not included or included in the following month. This is due to no written instruction for the use of data in late reports.

Differences in other antigens are similar to those for DTP3. The reduced confidence interval (0.836 - 1.102) is due to the good performance in the different centres.

It must be noted that the difference between the DTP3 data from the last compilation (488 134) and that of the JRF (486 489) is due to the fact that the national level did not have all of the data before submission.

During the audit, we saw no manifest sign of fraud.

4.2. Key Issues at National Level 

The quality index for national level is 0.77.

This index is the result of the inclusion of the 5 component areas: system design, recording practices, storage, M&E (including feedback & supervision) and the denominator.

Graph 2. Quality of the System Index by Component
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System Design
The data reporting system is not integrated. Three reports are completed each month by the agents in the health centres. This includes the monthly EPI report, the monthly report on malaria and diseases targeted by the EPI, and the DEP report (as reported earlier).

Recording Practices
Deliveries of vaccines are recorded for the audited year (2004) and are up to date for the current year (2005). Recording takes place through two media: register and computer. This is also the case for the consumables (syringes). The recording of children vaccinated by strategy (fixed or progressive) is not taken as the monthly report does not include a relevant heading.

Monitoring and Evaluation
The different indicators are monitored and displayed at national level except vaccine stock-outs. The country does not know the percentage of children affected by each type of vaccination strategy. The different regions were supervised at national level and there are retrospective reports.

Storing/Reporting
All documentation is well stored. The different reports are arranged by district and by date. The system is computerised and the data is saved on USB memory sticks and to cd monthly (at the end of every month). There is no network linking the different computers. The only backup is undertaken by the data manager. However he was unaware of the existence of the directive. There is no directive for the analysis of late reports.

The Denominator
The denominator (infant vaccination) for the audited year in the four districts is the same as at national level.

4.3  Key Issues at District Level

Graph 3.  District Quality Indices for Leo 
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Graph 4. Quality Indices for all four Districts
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The quality index score is 0.85 for the four districts visited.

Recording Practices
At district level, there is a good recording practice. All exits and entries of vaccines and consumables are registered. The health centres have a sufficient quantity of vaccination forms and all reports that are submitted are stamped and/or signed. All visited centres had forms or tally sheets that are used and up to date. In two centres, the tally forms are not sued daily. Concerned of the economics, the agents cumulate the data. Regarding the registering of children and pregnant women, some centres use the infantile forms and the PBC forms for pregnant women and others the registers. For pregnant women, all VAT vaccinations were not mentioned.

Monitoring and Evaluation
The different indicators are monitored and displayed except for the vaccine stock-out that is not recorded in three districts. As regards the wastage rate, it is not practised in the district of Sector 30. There is a retrospective information bulletin for the health centres. The different health centres receive district supervision.

Storing/Reporting
The different districts have a good storage system. All documentation for the audited year is available at district as well as national level. There is no clear system for transferring data. The directive for the backing up of computerised data is not displayed or even known by some agents. Regarding reporting, there is no written method for the analysis of late reports. In the Sector 30 and Zorgho districts, late reports are compiled in with those from the next month. Table and graphs are not dated.

In all districts we have noticed in 2003 and 2004 an increase in the number of DTP3 notified and the vaccination coverage rate. As for the dropout rate, it is in net regression compared to 2004 except for the Dédougou district. The EPI manager thinks this is due to the mobility of the population – he could not give any other explanation.

The quality index scores by district are:

Health district Dédougou
86.5%

Health district Léo
89.2%

Health district Sector 30
76.3%

Health district Zorgho
88.39%
4.4 Key Issues at Health Unit Level

Recording

Two types of documents are used to register children and pregnant women – infantile forms for the children and the PBC forms for the pregnant women. The different documents allow the viewing of the vaccination history except for in the Yamtenga health centre in the Sector 30 district who do not correctly use the registration forms. As for the pregnant women, vaccination history is not often mentioned.

The registration or tick forms are available, utilised and up to date. These forms are used correctly everyday except in 2 health centres where they are completed weekly. The vaccination management and consumable registration forms are available, correctly utilised and up to date for the current year.

Storing and Reporting
In all centres visited, we noted good conduct and good storage of documents. The vaccination registration forms, the monthly reports, the monitoring forms, of the audited year and often the previous year were classed by date and file. The monthly reports are correctly completed except in the Sector 30 district where the column referring to the wastage rate is not always filled in.

Monitoring and Evaluation
All health centres visited have good monitoring of the vaccination cover for the different antigens and this is displayed in all the centres visited. Monitoring of the wastage rate and the drop out rate is not undertaken in all health centres. All staff were aware of the calculation.

The denominators and the target populations were known by the health staff. In general, the denominator calculation was based on the national directive by taking into account the percentage in relation to the population of the particular zone: 4.1% for children aged 0-11 months and 5% for pregnant women.

All health centres have action plans. However, staff had some difficulties establishing realist and coherent objectives.

All centres had methods of tracking down missing people, in collaboration with Management Committees and community health staff. Monthly meetings with the Management Committees, health weeks and general meeting were carried out by staff with the population.

All centres had notification forms for taking charge of Adverse Events Following Immunisation (AEFI) cases. Of the 24 health centres visited, only 2 were unaware of the procedures.
Graph 5. HU Quality Indices Average
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4.5 Core indicators
Vaccine Safety

AB syringes and security boxes are available and utilised in all the visited health centres. No stock outs were reported. Stock transactions of the AB syringes were registered.

Notification of AEFI cases is allowed for in the monthly reporting form and notification forms are available in the different centres visited. Only 2 centres were unaware of the procedures.

Wastage (half page)
Table 1
DQA Vaccine Wastage Rates (Weighted Means)

	
	Dédougou 
	Léo
	Sector 30
	Zorgho

	District WR (unopened)
	0%
	1.1%
	0%
	0,.5%

	Average WR for HUs(opened and unopened) 

	8.42%
	10.85%
	10.276%
	12.82%


National WR (unopened):

0.0%

Weighted Mean of the 24 HU wastage rates:

1.76%

Vaccine stock ledgers are available and utilised at all levels (national, district and health centre). The national wastage rate was not able to be calculated as not all health centres recorded their wastage rates (this heading is not often completed). In the four visited districts, Sector 30 did not monitor wastage rates of their health centres. In this district, centres did not report wastage rates.

According to staff at health centre levels, wastage generally involved unopened doses.

Completeness of Reporting

Data reporting at national level is 100%.

· The health centres reported to the district from the 30th to the 5th of the following month. Receipts usually arrived within the deadline. It must be noted that the health centre managers had access to motorbikes given by the government. Monthly reports were taken directly to district by the staff themselves. Data transmission is reliable at this level.

· The districts received the data, compiled a report and sent this data to regional level from the 5th to the 10th of the same month. This compiled data is either computerised for those districts having access to computers or manually compiled. In the majority of cases, the EPI manager sent the reports to the region.

· The regions received these reports and sent them to national level from the 10th to the 20th of the same month.

· The reports are received at national level and compiled into one report for the country. All reports are available at all levels.

	Completeness of reporting
	Dédougou
	Léo
	Secteur 30
	Zorgho

	
	100%
	100%
	100%
	100%


Other Core Indicators (half page)
The national coverage rate for DTP3<1 and the dropout rate (DTP1<1 to DTP3<1) are 87.93% and 13.05% respectively, and the variation in the notified DTP3 count (2003-2004) is 66 766. The percentage of districts with a proportion of DTP3<1 greater than 80% has gone from 30.91% to 56.36% and the percentage of districts having a dropout rate DTP1<1 to DTP3<1 less than 10% is 36.36% in 2004 compared to 1.82% in 2003. These figures show vaccination activity performance of the EPI in Burkina Faso.

The following table lists these indicators for 2004 for the visited districts:

	District


	Coverage rate
	Drop out rate
	Variation 2003-2004

	Dédougou
	82.2%
	6.9%
	724

	Léo
	98.3%
	13.2%
	3373

	Sector 30
	79.8%
	10%
	2216

	Zorgho
	77.5%
	19%
	2626


4.6  Changes Since last DQA

Since the last DQA in 2002, actions carried out following auditor recommendations have improved the quality of the data. The authorities created a guide called ”Dashboard for the Management of EPI Information.” This guide is a collection of instructions aimed at improving data quality. The introduction of tick registers has improved the different notifications. Registers were also established for the management of vaccines and consumables.

5. RECOMMENDATIONS 

5.1 Priority recommendations

· Standardise the registration forms for children and pregnant women

· Establish directives for the treatment of late information

· Harmonise the EPI timetable with the DEP timetable as regards the VAT of pregnant women

5.2 Other recommendations

Recording

· Use tally sheets on a daily basis in all centres

· Use registration forms for the registering of children and pregnant women as these are easier to use and store than infant and PBC forms

Storing/Reporting

· Complete the wastage rate at monthly report level

· Standardise the treatment of reports transmitted late

· Display the directives issued by national level in 2002

· Improve the backup system (servers, networks, availability of CDs and USB memory sticks)

Monitoring/Evaluation

· Monitor the wastage rate

· Monitor the dropout rate

· Monitor the vaccine stock-out rate

· Record the creation date on graphs and tables

Demographics and planning

· Train staff to understand how to set objectives

System Design

· Reinforce the 2002 directive by including the method of analysis for late reports, data backup, utilisation of registration forms and tally sheets (registration forms should allow the vaccination history to be displayed)

· Register separately the different strategy types (progressive and fixed)

ANNEXES

I. Key Informants  - names and functions of those seen/visited and place and time of each visit to a facility : includes central and district staff, those attending the debriefing, and a list of the facilities visited, but not the names of each HU staff.

II. Quality Index Analysis Table

III. Core Indicator Tables (national and 4 Districts)

a. National, district and HU performance indicators (any additional analysis that is not presented in the body of the report) represented by facility, district and country of the data quality questionnaire.

Annex I

Key Informants (District and National) and Health units visited

Health Units by District

	DEDOUGOU
	LEO
	SECTOR 30
	ZORGHO

	CMU Dédougou
	CSPS Silly
	CSPS Sect. 30
	CSPS Wayalgui

	CM Sapané
	CSPS Kayero
	CSPS Dassasgho
	CSPS Tuire

	CSPS Kari
	CSPS Bihea
	CSPS Yamtenga
	CSPS Bombore

	CSPS Kera
	CSPS Nebiel
	CSPS Koubri
	CSPS Kougri

	CSPS Comunale
	CSPS Boura
	CSPS Trame d’accueil
	CSPS Rap T

	CSPS Poundou
	CSPS Sanga
	CSPS Balkuy
	CSPS Digre


Dédougou

	Name
	Position

	Dr SANOU
	Head Doctor of District

	Mr DRABO Idrissa
	EPI Manager

	Mr SONDA Florentin
	Statistics Manager

	Mrs TRAORE Claire
	Midwife

	Léo
	

	Name
	Position

	Dr Kambire Jean Luc
	Head Doctor of District

	Dr Ilbondo Léopold
	Supervisory Doctor

	Dr Sawadogo
	Supervisory Doctor

	Mr. Nana Ousmane
	EPI Manager

	Mr. Sandaogo Bazombié
	Manager of « Centre d’Information Sanitaire et de la Surveillance épidémiologique ( CISSE)” (Health Information Centre and Epidemiology Monitoring)

	Sector 30
	

	Name
	Position

	Dr LOMPO François
	Head Doctor of District

	Mr ZEBA Saïdou
	EPI Manager

	Mrs SANGARE Elizabeth
	Deputy EPI Manager

	Mr DJIBO Tidiane
	CISSE Employee

	Zorgho
	

	Name 
	Position

	Dr Sawadogo Romial
	Head Doctor of District

	Dr Kaboré
	Supervisory Doctor

	Mr. Kaboré Hamado
	EPI Manager

	Guigma Nicolas
	CISSE Manager

	
	


	National Level
	

	Name
	Position

	Prof. G. Jean Gabriel Ouango
	Secretary General of the Ministry of Health

	Dr Sosthène D. Zombré
	Director General Health

	Dr Hien Sie Roger
	Director DEP

	Dr Djamila K. Cabral
	Representative of WHO

	Dr Saïdou Savadogo
	EPI Head of Planning

	Mr. Somlare Sayouba
	EPI Data Manager

	Mr. Sessouma N. Abdoulaye
	EPI Data Manager

	Mrs Pare Bibata
	EPI Logistics Manager

	Dr Coulibaly
	Manager EPI/WHO

	
	

	Debriefing
	

	Name 
	Position

	Dr Savadogo Saidou
	EPI Head of Planning

	Mrs. Yameogo Bibiane
	DPV

	Mr. Sorgho Miyiéba
	DPV

	Mr. Ouedrogo Alassane
	DPV

	Sanzan Bibata
	Consultant - WHO

	Mr. Pare Bibata
	DPV

	Dr Toe Fernand
	Unicef

	Dr Kiema B. Bérenger
	DPV

	Sessoume N. Abdoulaye
	DPV

	Dr Kambiré Chantal
	WHO

	Compaoré Prosper
	DPV

	Ouattara Ma
	WHO

	Bere Jean
	DPV

	Karaca Denis
	DPV

	Dr Yonli Tadjoa
	Director of Preventative Vaccinations

	Dr Zombré Daogo Sosthène
	Director General of Health

	Mr. Somlare Sayouba
	Data Manager

	Mr. Bonkounou P. Eric
	DPV

	Johnston Fro
	World Bank


Annex II

Core indicators tables 

Core indicators at National level

	
	JRF
	Reported at time of audit

	Districts with DTP3<1 coverage > 80%
	31
	31

	Districts with measles<1 coverage > 90%
	6
	6

	Drop-out rate
	
	13.05%

	Type of syringes
	Syringes AB
	AB

	Districts with AB syringes
	55
	55

	Introduction HVB
	No
	No

	Introduction Hib
	No
	No

	Vaccine wastage DTP
	Not Available
	Not Available

	Wastage rate HVB
	NA
	NA

	Wastage rate Hib
	NA
	NA

	Interruption in vaccine supply 2004
	N
	No

	Number of Districts with interruption in vaccine supply 2004
	0
	0

	% District disease surveillance reports received/expected
	100%
	100%

	% District coverage reports received/expected
	100%
	100%

	% District coverage reports received on time
	
	50%

	Number of District supervised at least once in 2004
	
	55

	Number of Districts which supervised all HUs in 2004
	55
	55

	Number of Districts with microplans including routine immunisation
	100%
	100%


Core indicators at District level

	
	
	Dédougou
	Léo
	Sector 30
	Zorgho

	District DTP3 coverage
	At national
	82.18%
	95.02%
	84.12%
	76.42%

	
	At District
	82.18%
	93.87%
	84.20%
	77.5%

	District measles coverage
	At national

	74.10%
	83.89%
	68.33%
	61.77%

	
	At District
	74.10%
	82.52%
	68.24%
	62.95%

	District Drop-out DTP1-3

	At national
	6.93%
	16.08%
	10.11%
	18.88%

	
	At District
	6.93%
	16.08%
	10.11%
	19%

	Syringes supplied in 2003
	At national
	NA
	NA
	NA
	NA

	
	At District
	NA
	35 480
	166 266
	43 400

	Number of District coverage reports received/sent
	At national
	12/12
	12/12
	12/12
	12/12

	
	At District
	12/12
	12/12
	12/12
	12/12

	Number of coverage reports received on time/sent on time
	At national
	33.33%
	66.67%
	33.33%
	58.33%

	
	At District
	100%
	100%
	100%
	100%

	Number of HU coverage reports received/sent
	At national
	12/12
	12/12
	12/12
	12/12

	
	At District
	12/12
	12/12
	12/12
	12/12

	Number of HU reports received/sent on time
	At national
	
	
	
	

	
	At District
	
	
	
	

	District vaccine stock out
	At national
	0
	0
	0
	0

	
	At District
	0
	0
	0
	0

	Has the District been supervised by higher level on 2003
	At national
	Yes
	Yes
	Yes
	Yes

	
	At District
	Yes
	Yes
	Yes
	Yes

	Has the District been able to supervise all HUs in 2003
	At national
	Yes
	Yes
	Yes
	Yes

	
	At District
	Yes
	Yes
	Yes
	Yes

	Did the District have a microplan for 2003
	At national
	Yes
	Yes
	Yes
	Yes

	
	At District
	Yes
	Yes
	Yes
	Yes

	
	
	
	
	
	


Annex III

Quality Index Analysis Table 

District Quality Indices and District average (over 5)
	
	Recording
	Stor/Repo
	Monitoring
	Demo/Pla

	Dédougou
	5,00
	3,13
	4,55
	4,44

	Leo
	5,00
	3,57
	5,00
	4,00

	Sector 30
	5,00
	2,50
	3,64
	4,00

	Zorgho
	5,00
	4,29
	4,55
	4,00

	District Average
	
	
	
	


HU Quality indices and HU average (over 5)
	 
	D1
	 
	
	 
	D2
	 
	 

	
	Record.
	Stor/Rep.
	Mon/Eval
	
	
	Recording
	Stor/Repo
	Mon/Eval

	CMU Dédougou
	4,17
	5,00
	5,00
	
	CSPS Silly
	4,00
	3,75
	4,44

	CM Sapané
	4,58
	5,00
	4,44
	
	CSPS Kayero
	4,33
	5,00
	4,44

	CSPS Kari
	4,17
	5,00
	5,00
	
	CSPS Bihea
	4,33
	5,00
	3,89

	CSPS Kera
	4,17
	5,00
	4,44
	
	CSPS Nebiel
	4,33
	3,75
	3,89

	CSPS Comunale
	5,00
	2,50
	3,89
	
	CSPS Boura
	4,33
	5,00
	3,89

	CSPS Poundou
	4,58
	5,00
	5,00
	
	CSPS Sanga
	4,67
	5,00
	4,44

	HU average
	
	
	
	
	HU average
	
	
	

	
	
	
	
	
	
	
	
	

	 
	D3
	 
	
	 
	D4
	 

	
	Record.
	Stor/Rep.
	Mon/Eval
	
	
	Recording
	Stor/Repo
	Mon/Eval

	CSPS Sect. 30
	4,33
	5,00
	5,00
	
	CSPS Wayalgui
	4,00
	3,75
	3,89

	CSPS Dassasgho
	4,58
	5,00
	5,00
	
	CSPS Tuire
	4,33
	5,00
	5,00

	CSPS Yamtenga
	3,75
	5,00
	5,00
	
	CSPS Bombore
	4,00
	5,00
	5,00

	CSPS Koubri
	5,00
	3,75
	5,00
	
	CSPS Kougri
	4,67
	5,00
	4,44

	CSPS Trame d’accueil
	4,58
	5,00
	3,89
	
	CSPS RAP T
	4,67
	3,75
	4,44

	CSPS Balkuy
	4,58
	5,00
	3,89
	
	CSPS Digre
	4,00
	3,75
	3,89

	HU average
	
	
	
	
	HU average
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� Weighted mean of the 6 HUs in that district. Note beginning balance + receipts – ending balance = total use.  Total units used (at all 6 HUs)/Total wasted (at all 6 Hus) = weighted mean for district


� Information not collected at national level.


� Unable to estimate due to the fact that the HMIS does not routinely collect DTP1 data.
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				Dédougou

				Strata		HU name		HU Report		Recounted

				1		CMU Dédougou		1,149		1,156		CMU Dédougou		100.61%

						CM Sapané		754		752		CM Sapané		99.73%

				2		CSPS Kari		600		589		CSPS Kari		98.17%

						CSPS Kera		402		402		CSPS Kera		100.00%

				3		CSPS Comunale		256		256		CSPS Comunale		100.00%

						CSPS Poundou		240		240		CSPS Poundou		100.00%

				Léo

				1		SILLY		619		679		SILLY		109.69%

						KAYERO		466		481		KAYERO		103.22%

				2		BIHEA		416		416		BIHEA		100.00%

						NEBIEL		370		370		NEBIEL		100.00%

				3		BOURA		367		368		BOURA		100.27%

						SANGA		178		178		SANGA		100.00%

				Secteur 30

				1		CSPS SECT 30		1,544		1,544		CSPS SECT 30		100.00%

						CSPS DASSASGHO		1,275		684		CSPS DASSASGHO		53.65%

				2		CSPS YAMTENGA		845		845		CSPS YAMTENGA		100.00%

						CSPS KOUBRI		609		616		CSPS KOUBRI		101.15%

				3		CSPS TRAME D'ACC		504		463		CSPS TRAME D'ACC		91.87%

						BALKUY		287		277		BALKUY		96.52%

				Zorgho

				1		WAYALGUI		434		428		WAYALGUI		98.62%

						TUIRE		491		494		TUIRE		100.61%

				2		BOMBORE		418		417		BOMBORE		99.76%

						KOUGRI		352		353		KOUGRI		100.28%

				3		RAP T		310		312		RAP T		100.65%

						DIGRE		293		297		DIGRE		101.37%
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				DIGRE		101.37%

				Average		95.74%
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