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Summary

PHRplus Technical Officers, James Setzer and Christopher Tetteh, traveled to Ghana from 14 – 27 February 2003 in order to facilitate a workshop and discussions with partners/stakeholders to define and plan PHRplus  support to IDSR introduction and operation in eight designated districts in the country’s three northernmost regions (Upper East, Upper West and Northern).

In December 2002, a meeting with NSU and Ghana Health Services (GHS) officials agreed that PHRplus support should now be focused on assisting the three designated regions to implement IDSR in 8 selected districts (see Trip Report 21 December 2002). A workshop was planned at that time to bring together regional and district stakeholders to:

· Define precisely PHRplus support to IDSR implementation; and

· Develop an action plan for introduction and support in the eight districts.

Setzer and Tetteh were designated as the key/lead facilitators for the workshop. Plans for the workshop were developed via email and involved the broader group of partners that met in December. The Regional Directors selected the initial eight districts
.

The workshop was organized in Wa, Upper West Region, 18-20 February 2003. All three regions and eight districts were represented. The national level was represented by the NSU and the Public Health Reference Laboratory (PHRL). The workshop was successful in:

· Developing an understanding of PHRplus support to IDSR introduction and support in the regions (capacity building, continuous assessment and problem solving, strengthening supervision systems and information/experience sharing);

· Defining the exact nature and timing of PHRplus support;

· Developing individual district level plans for IDSR introduction; and

· Development of a series of preparatory activities to be carried out in advance of the first scheduled capacity building activity jointed planned for 15 May- 15 June 2003.

PHRplus now has a clear plan to collaborate in strengthening surveillance at the district (and their facilities) level. The plan is accepted by a wider circle of stakeholder/partners than previous. Their engagement in the process is clear and enthusiastic. The way forward is clear. Now we must (to paraphrase Nike Shoes) Just Do It!
Background

At the request of USAID/Ghana PHRplus developed a plan of support to IDSR implementation in Ghana. The plan was developed in close collaboration with the NSU and attempted to reflect other partner support to NSU implementation efforts (see NSU 5-year workplan, November 2000).  Through December 2002, that support was  focused on building the capacity of the NSU and supporting activities to lay the necessary technical foundation for future implementation of the national IDSR strategy. This support was provided in collaboration with other partners/supporters of this process (most notably WHO/AFRO and CDC). 

By December 2002:

· National IDSR guidelines had been finalized and 500 copies printed and distributed (an additional 1000 copies are currently being printed with UNF funds);

· Standard Case Definition (SCD) handbooks developed and submitted to the printers;

· Computerized data entry templates developed and email capacity installed in all regional offices to permit rapid, electronic transmission of IDSR data to the NSU;

· Efforts were underway to produce weekly and monthly epidemiologic bulletins from the analysis of IDSR data;

· Efforts had been made to adapt generic IDSR training materials developed by WHO/AFRO but final versions not yet produced; and

· Local area network and other communications equipment installed at the NSU offices in Accra.

These accomplishments can be seen as necessary IDSR building blocks. By December 2002 there had been only limited progress made to introduce health facilities and districts to actually apply the IDSR principals and actions defined by the national guidelines (facilities were using the IDSR case-based and line listing forms for a limited subset of the 23 diseases covered by the strategy
). 

PHRplus efforts to support the NSU in the rollout of IDSR to facilities and districts had met an impasse over questions of the approach and methods to be used in the rollout.  PHRplus proposed an initial phase to conduct a situation analysis in several districts. The analysis was intended to allow PHRplus and local stakeholders to elucidate capacity, resource and institutional/system constraints to the successful introduction and operation of IDSR. The NSU resisted this approach as too time consuming, unnecessary
 and “outside the mainstream” of its plansfor IDSR implementation
. 

In December 2002 meetings were held which intended to wider the circle of stakeholders and partners to include the GHS and regional directors of health services in 3 regions where PHRplus was instructed to focus its support. The three regions chosen were Upper East, Upper West and Northern. The meetings agreed that PHRplus should work with both the central NSU but also the regions and their districts to produce a plan to accelerate the introduction of IDSR in all of the 24 districts in the three regions. Subsequent discussions with the region agreed that rollout would start in eight districts based upon agreed upon criteria for the selection of these initial districts. The districts chosen are:

( Upper East:


Bawku East


Kessena Nakana

( Upper West:


Wa 


Nadawli

( Northern:


Tamale


West Gonga (Damango)


West Mamprusi (Walewale)


Tolon/Kumbungu

The partners agreed that a workshop would be organized and facilitated by PHRplus to further define the nature of PHRplus support to IDSR in the districts and plan for rollout. The agenda for the workshop was developed jointly using email communications with the regional and national level partners.

The workshop was scheduled for 18-20 February 2003 to take place in Wa, Upper West.  District teams, regional teams and national level technical persons were invited to participate. 

Report on Activities, Meetings and Findings

 Regional/District Workshop to Plan PHRplus support to IDSR Implementation
The workshop was held in Wa, regional capital of Upper West Region 18-20 February 2003. Teams from the three regional health directorates and two representatives from each of the eight selected/first tier districts attended despite very busy and hectic schedules. Personnel from the NSU and PHRL traveled from Accra (a 12 hour journey) to participate as well. Dr. Jan Paehler of USAID/Ghana attended the first day’s activities and lent the support of the USAID/Ghana mission to both IDSR rollout and PHRplus’ role in supporting rollout. His support was essential in helping partners understand the nature of support that a project such as PHRplus can provide.

Objectives, expected outcomes and workshop agenda were developed in advance of the event in collaboration with the NSU and the three regional directors. Their engagement and input in these preparatory discussions was seen as playing a key role in the success of the workshop and ultimately the success of efforts to rollout IDSR. 

A full report of the workshop is attached. However, a number of elements and outcomes of the workshop deserve additional discussion/commentary:

· Nature of PHRplus support to IDSR rollout: 

The workshop was successful in focusing PHRplus support in four principal areas:

1) capacity building and training;

2) continuous assessment and problem solving;

3) support to strengthen supervision; and

4) information/experience sharing.

Through a series of participatory activities, the workshop developed individual district level plans for IDSR rollout based upon a common timeline (March-Dec 2003). PHRplus inputs into these district plans were highlighted. PHRplus has consolidated/synthesized/boiled down these individual work-plans to produce a single roadmap for its activities in Ghana for the same period. This draft overall work-plan is attached.

1) capacity building and training;

The concept of breaking training/capacity building activities down by content and target audience was accepted. As such three major training “Blocks” are planned.  Block 1 will be targeted to facility level personnel and focus mainly on standardization of  diagnosis,  reporting and analysis functions at that level. Block 2 will target the role of district and regional teams and emphasize analysis, response, reporting and supervision functions with respect to epidemic prone diseases. Block 3 will address issues similar to those in Block 2 but with respect to endemic diseases and other diseases of public health importance. The districts have incorporated the Blocks into their plans and estimated the number of persons who will require training under Block 1. They also identified the need for less intensive but important “sensitization training” for a number of personnel categories (data registrars/clerks, dressers, etc.) beyond direct care providers. These personnel play a direct (but often overlooked) role  the successful operations of the system. PHRplus will undertake to develop such sensitization materials and methods and assist he districts to carry them out. The identification of this unforeseen need was a clear indication that the workshop had managed to effectively engage stakeholders in analyzing constraints to IDSR success and developing solutions to resolve them.

2) continuous assessment and problem solving;

PHRplus in collaboration with the NSU had previously discussed the need to conduct a “situation analysis” in several districts to develop an understanding of strengths and weaknesses of surveillance system operation beyond what had been identified in the 2000 National assessment. After much delay, this method of approach was dropped. PHRplus introduced the workshop participants to an alternative approach to assessment and problem solving. The approach (which was well received by participants) is to build a system of continuous assessment and problem solving (perhaps this constitutes an operationalization of the “culture of information” concept). Participants began the process through several exercises at the workshop and recognized the need for further assessment and understanding of constraints etc. before solutions can be developed. 

Within this strategy then, PHRplus will return to Ghana (April 2003) in order to deepen our understanding of skills and capacities of personnel so as to develop training materials and methods for IDSR rollout. It is clear that these activities will benefit from participation of local technical resources. Several of the district officers appear eager to play a role in these activities. 

3) support to strengthen supervision

This is closely linked with the strategy of continuous assessment discussed above. Supervision of IDSR should be seen as but one way to assess operation and solve problems. It is one method that is an established and integral part of district and regional functions. By strengthening this process we can hope to build a sustainable approach to information collection, analysis and use. Improving supervision skills will be an important feature of the Block 2 and 3 training activities. It will be necessary to develop tools to assist/guide managers in an improved supervision process. All district and regional health plans call for supervision of facilities. PHRplus has therefore introduced no new processes. The role of supportive supervision is well understood, often repeated and rarely carried out. PHRplus will assist districts and regions to define the exact parameters of supervision with respect to IDSR. This will require additional/careful task analysis of IDSR operation. Some task analysis was performed during the workshop and participants were quick to recognize its importance to focus training, support materials and supervision frameworks. 

4) information/experience sharing.

There are already sharing and information exchange mechanisms built into existing district and regional work-plans. Currently, there are district, regional and national quarterly reviews which are part of existing action plans for all levels. PHRplus support, then, will be to encourage/reinforce the utility of these existing for as mechanisms to solve problems identified in system operation. It is important to note that collaboration will merely strengthen/reinforce these existing mechanisms rather than create new, questionably sustainable ones.

· Laboratory Issues:

Laboratory support is a key element of IDSR success. Building effective laboratory support has been recognized as outside of PHRplus’ mandate and comparative technical advantage(s). Another partner must be identified and engaged to provide support to this element. The CDC has been identified as such a partner. The time is now appropriate for CDC to define the nature and substance of its support to strengthen surveillance laboratory capacity in the context of IDSR. With such a definition, then concrete plans to provide that support may be developed and optimally folded into/piggy backed onto the district and PHRplus plans for rollout.

PHRL personnel also expressed some interest in exploring the potential role of new rapid diagnostic technologies in improving laboratory support to surveillance. PHRplus will facilitate the connection between the PHRL and PATH (Rapid Project) so that they may define a plan to study these questions and feedback results into a successfully functioning IDSR system.

· Estimating the Cost of IDSR and Discussions of Financial Sustainability of the System:

The question of the cost of IDSR introduction and operation in Ghana (or anywhere else for that matter) remains unknown. Donors and partners generally express their assumption that once operating national health systems will assume the recurrent costs of system operation. At present, such a commitment is equivalent to signing a blank check. In 2002, PHRplus had a number of discussions around this question with NSU head, Dr. Ahadzie. He acknowledged the need for more cost/recurrent cost information and it was agreed that PHRplus would assist the NSU in a study to estimate system costs. 

The question of system costs was raised again at the workshop by Regional Health Director, Dr. E. Sory. It was agreed that due to his interest in the question that he play a key role in the design and implementation of a costing study. PHRplus will now work collaboratively to develop and carry out the appropriate study methods. 

Immediate Next Steps for PHRplus Assistance

( Identify and hire local technical resources (long and short term) as necessary to assist PHRplus and partners in IDSR introduction and support: ASAP
( Facilitate connection between PHRL and PATH rapid diagnostics group (Terry Elliot): Contact made by email, will follow up week of 3 March.

( Discuss possible role for CDC in strengthening lab component in coordination with other rollout activities (Kathy Cavalaro, Helen Perry): Follow-up meeting/discussion anticipated week of 3 March.

( Develop skills/knowledge assessment methodologies and plan/carry out their implementation: Development of methods to begin immediately. Field phase activities anticipated during later half of April 2003.

( Using assessment results plan initial facility level training activities: Planning and discussions to begin immediately (and inform development of assessment methodologies). Main activity anticipated May, prior to commencement of actual training, last half May.

( Using assessment results develop initial set of support/job aide materials for facility level IDSR activities: Planning and discussions to begin immediately (and inform development of assessment methodologies). Review of handbooks to begin immediately. Main activity anticipated May, prior to commencement of actual training, last half May.

( Initiate discussion and plans for development of methods for costing study of IDSR: Contact made with Stephan Musau, follow-up discussions week of 10 March.

( Obtain bids and purchase vehicle: Ongoing.

List of Contacts:
USAID/Ghana:

Dr. Jan Paehler, Child Health and Infectious Disease Advisor

Ghana Health Service/Ministry of Health: 
Dr. Lawson Ahadzie, Director, National Surveillance Unit, MoH

Dr. Elias Sory, Regional Director of Health Services, Northern Region, GHS

Dr. Erasmus Agongo, Regional Director of Health Services, Upper West Region, GHS

Dr  Joseph Amankwa , Regional Director of Health Services, Upper East Region, GHS

Mr. James Ado, Data Manager, National Surveillance Unit, MoH

Dr. Sangber Dery, District Director of Health Services, Wa district

Ms Basilia Salia, District Director of Health Services, Nadawli district

Dr Alexis Nangbeifubah, District Director of Health Services, Bawku East

 PHRplus Ghana and West Africa:

Mr. Isaac Gyamfi, PHRplus Coordinator

Mr. Patrick Addai, PHRplus Accountant

Consultant(s):


Dr. Dela Dovlo

Workshop Participants:
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Summary of IDSR Implementation Plans for 8 districts in the 3 northern regions of Ghana, 2003

	Objective
	Activity
	Time frame
	Person responsible
	Expected outcome
	Input
	Quantity

	1. Initiate  continuous assessment and problem solving of IDSR 


	1. Develop tools for training needs assessment

2. Pretest, and refine tools

3. Select and train team members to conduct assessment

4. Incorporate findings of needs assessment in revision of training modules  

5. Revise modules for block 1 training

6. Develop handbook for block 1 training

7. Prepare materials for IDSR sensitization of health staff

8. Design and produce curriculum for block 1 training

9. Revise modules for blocks 2 and 3 training

10. Prepare handbooks for block 2 and 3

11. Develop curriculum for block 2 and 3 training

Is something missing here???

Is something missing here??? 
	March 1 – April 30

April 1- May 14


	PHRplus (CT, JS, CQ, LF, CV)

GHS (RDHS, DDHS, SMO[PH])

Head, NSU

PHRplus (JS, CQ, LF, CT, CV)

Head, NSU

GHS (SMO[PH], DDHS) 
	1. Tools for training needs assessment developed

2. Needs assessment conducted

3. Training modules for block 1 revised 

4. Handbook developed

5. Materials for sensitization prepared

6. Curriculum for block 1 training developed

. Training modules for blocks 2 and 3 revised

2. Handbooks for block 2 and 3 prepared

3. curriculum for block 2 and 3 developed1
	
	


	Objective
	Activity
	Time frame
	Person responsible
	Expected outcome
	Input
	Quantity

	2. Build capacity of health staff (facility, district, region) on IDSR operations
	1. Identify participants and facilitators for blocks 1, 2, and 3 training and those for sensitization

2. Training for facility based and DHMT staff (block 1)

3. Sensitization of health staff on IDSR 

4. Training for DHMT/RHMT members (block 2)

5. Training for DHMT/RHMT members (block 3)
	April 15 – May 14

May 15 – June 15

May 15 – June 15

August 11 – August 15

Sept 22 – Sept 26
	GHS (RDHS, SMO [PH], DDHS)

Head, NSU

PHRplus (JS, CT, LF, CQ, CV)
	1. Participants and facilitators for blocks 1, 2, and 3 training identified

2. Participants for sensitization on IDSR identified
	
	


	Objective
	Activity
	Time frame
	Person responsible
	Expected outcome
	Input
	Quantity

	3.  Strengthen supervision and technical support for IDSR

4.  Share information and experience on IDSR implementation


	1. Develop supervisory checklist to include post training assignments

2. Pretest, refine, and produce checklist

3. Prepare schedule and distribute to health facilities

4. Conduct supervisory visit

1. Hold DHMT quarterly meeting

2. Hold IDSR review meeting (regional)

3. Hold national surveillance meeting


	April 1- May 14

June 1 – June 10

June 16 – July 31

July 1 – July 31
	PHRplus (JS, CQ, LF, CT, CV)

Head, NSU

GHS (SMO[PH], DDHS)

DDHS

SMO[PH]

Head, NSU


	1. Supervisory checklist produced

2. Schedule produced and distributed
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� The partners were adamant that PHRplus support not constitute either a “pilot” or a “project”. The eight were chosen as a feasible and significant start to the introduction process. PHRplus is committed to supporting the introduction of IDSR in the reaming 16 districts of the three regions and other regions as permitted by future resources.


� In fact it is unclear how universal the use of these new forms was/is. No evaluation or monitoring results seem available from the NSU.


� An general assessment had been done by WHO in 2000


� This is somewhat ironic since the NSU was never able/willing to share a well developed plan for IDSR rollout with PHRplus despite numerous requests and offers of assistance to develop one.





