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Problem The earthquake that struck Haiti in January 2010 caused 1.5 million people to be displaced to temporary camps. The Haitian
Ministry of Public Health and Population and global immunization partners developed a plan to deliver vaccines to those residing in these
camps. A strategy was needed to determine whether the immunization targets set for the campaign were achieved.

Approach Following the vaccination campaign, staff from the Ministry of Public Health and Population interviewed convenience samples
of households — in specific predetermined locations in each of the camps — regarding receipt of the emergency vaccinations. A camp was
targeted for‘mop-up vaccination”— i.e. repeat mass vaccination — if more than 25% of the children aged 9 months to 7 years in the sample
were found not to have received the emergency vaccinations.

Local setting Rapid monitoring was implemented in camps located in the Port-au-Prince metropolitan area. Camps that housed more
than 5000 people were monitored first.

Relevant changes By the end of March 2010, 72 (23%) of the 310 vaccinated camps had been monitored. Although 32 (44%) of the
monitored camps were targeted for mop-up vaccination, only six of them had received such repeat mass vaccination when checked several
weeks after monitoring.

Lessons learnt Rapid monitoring was only marginally beneficial in achieving immunization targets in the temporary camps in Port-au-
Prince. More research is needed to evaluate the utility of conventional rapid monitoring, as well as other strategies, during post-disaster
vaccination campaigns that involve mobile populations, particularly when there is little capacity to conduct repeat mass vaccination.

Abstracts in LS5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

The severe earthquake that struck Haiti on 12 January 2010
led to the development of both planned and spontaneous tem-
porary camps that together housed an estimated 1.5 million
internally displaced children and adults.! To reduce the risk
of outbreaks of vaccine-preventable diseases in the temporary
camps, Haiti’s Ministry of Public Health and Population - in
collaboration with the World Health Organization (WHO),
the Pan American Health Organization (PAHO), the United
Nations Children’s Fund and the United States Centers for
Disease Control and Prevention - developed a plan for a vac-
cination campaign that targeted all of the people residing in
the temporary camps, regardless of their vaccination histories.”

Following a disease-specific risk assessment, three vac-
cines were recommended for use in the emergency campaign:
the diphtheria, tetanus and pertussis (DTP) vaccine for chil-
dren aged 6 weeks to 7 years; measles and rubella vaccine for
children aged 9 months to 7 years; and tetanus and diphtheria
vaccine for everyone aged 8 years or older. According to The
Sphere Handbook, the vaccination of infants and children
against measles is one of the most important public health
response measures during a humanitarian crisis when less
than 90% of the children - or an unknown percentage — have
already been vaccinated against measles.” In the context of
regional initiatives for the elimination of measles and rubella,

PAHO recommends using the measles and rubella vaccine
in post-disaster campaigns. In post-earthquake Haiti, the
Ministry of Public Health and Population decided to target
multiple age groups in the camps with either DTP or tetanus
and diphtheria vaccine because a diphtheria outbreak had oc-
curred in Haiti in 2009.” The emergency campaign started in
the Port-au-Prince metropolitan area in February 2010. Vac-
cinations were provided by teams from the Ministry of Public
Health and Population and several of the nongovernmental
organizations that were participating in the relief effort.*

Problem

Since no specific recommendations currently exist for moni-
toring post-disaster vaccination campaigns, a strategy was
needed to ensure that the immunization targets set for the
temporary camps in the Port-au-Prince metropolitan area
were achieved. In the Americas, PAHO recommends that rapid
monitoring should follow mass measles and rubella vaccina-
tion campaigns, as this makes it possible to identify potential
gaps in vaccination coverage and to determine whether
“mop-up vaccination” - i.e. repeat mass vaccination - should
be implemented in targeted geographical locations.”® In non-
emergency settings, mop-up vaccination is generally imple-
mented as soon as a single unvaccinated child is identified
among a convenience sample of children from 20 households
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located in an area that is considered to be
at high risk of poor vaccination cover-
age. The population of such an area may
have difficult access to a health clinic,
be underserved by the health service
or have a history of low vaccination
coverage.” Similar rapid-monitoring
approaches have been implemented in
other WHO regions. However, such
approaches have generally been applied
to stable populations in areas where the
risk of poor coverage has already been
estimated. In the months that followed
the earthquake in Haiti in 2010, the
Port-au-Prince metropolitan area did
not have either a stable population or
one in which the risks of poor coverage
could be reasonably estimated. In this
article, we present the approach that we
used to conduct rapid monitoring in the
temporary camps of post-earthquake
Haiti and discuss the effectiveness of
this approach in achieving the targets
that had been set for the emergency
vaccination campaign.

Approach

The larger temporary camps - those
that each had more than 5000 residents
— were targeted first for the vaccination
campaign and the same camps were
prioritized for rapid monitoring. To
facilitate monitoring activities, these
camps were divided into sections, each
of which had about 2000 households.
In each camp section, we recruited a
convenience sample at three locations:
the area in the section nearest the vac-
cination post, the centre of the section,
and the area in the section that was
farthest from the vaccination post. In
each of these sections, a minimum of 10
households had to be visited, and eight
of them had to include at least one child
aged 9 months to 7 years.

In all camps, monitors used a stan-
dard paper monitoring form to collect
information about the number and age
of each visited household’s occupants,
whether each household member had
been vaccinated during the campaign,
and, if applicable, the reasons for not
participating in the campaign. Par-
ticipation was assessed using the data
recorded on campaign-specific vacci-
nation cards and the statements made
either by those who should have been
vaccinated or their caregivers. We en-
tered data from the paper monitoring
forms into a database created in Excel
(Microsoft, Redmond, United States
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of America) and reviewed the results
weekly, by camp and age group. For each
camp, we compared our monitoring
results with the administrative coverage
that was determined - by the Ministry
of Public Health and Population - by
dividing the number of doses of vaccine
administered in the camp during the
campaign by the number of age-eligible
individuals in the camp. The latter
number was based on the estimated
number of people in the camp and the
assumption that the age distribution of
the camp’s population was similar to that
of the whole population of Haiti.

Following a review of the monitor-
ing results for each age group, camps in
which more than25% of the children
aged 9 months to 7 years in the conve-
nience sample had not been vaccinated
in the campaign were targeted for mop-
up vaccination. The threshold of 25%
used to determine the need for mop-up
vaccination was based on a review of
the initial monitoring results — which
suggested substantial coverage gaps
in a large number of camps - and the
anticipated availability of vaccination
teams in the weeks following the main
campaign. This threshold was based
on reported campaign participation
among children aged 9 months to
7 years because children in this age
group were considered at greatest
risk of infection if the measles virus
were imported into Haiti. However,
mop-up vaccination provided another
opportunity for all camp residents to
receive the vaccines recommended
for their age group. The campaign-
specific vaccination cards frequently
indicated that a camp resident had been
vaccinated without specifying the vac-
cine or vaccines that the resident had
received. We therefore simply assumed
that each camp resident who claimed to
have participated in the campaign had
received all of the vaccines that were ap-
propriate for a resident of his or her age.
Monitoring results from the other age
groups - including camp residents who
were at least 8 years old — were used to
assess and improve social mobilization
or other campaign implementation is-
sues, such as the time and location of
vaccine delivery.

Relevant changes

By 31 March 2010, the campaign had
been implemented in 310 temporary
camps. Rapid monitoring had been
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conducted in 72 (23%) of these camps,
including 39 large camps that had more
than 5000 residents each. The mean
interval between campaign completion
and monitoring was 8 days (range: 1-17)
and 4811 households (31 to 220 per
camp) had been visited by the monitors.
The mean number of residents in each
visited household was 7.4 (range: 1-35).

Monitoring results varied greatly
by camp. Overall, 32 (44%) of the 72
monitored camps were targeted for
mop-up vaccination (Table 1). Among
these 32 camps, 14 (44%) had admin-
istrative coverage among children
aged 9 months to 7 years that was
greater than 75%. This included seven
camps with administrative coverage
greater than 100%. According to our
convenience samples, campaign par-
ticipation was similar in each of the
three camp locations visited (data not
shown). However, participation varied
with age group and was relatively low
among camp residents who were aged
8 years or older. The percentage of
residents in this age group who were
not vaccinated in the campaign ranged
from 1% to 86% across the 72 moni-
tored camps. Among all age groups,
the most frequently reported reason
for not being vaccinated during the
campaign was being away from the
camp at the time of vaccine delivery.
This was the reason given by 44% of all
unvaccinated residents who provided a
reason for not participating in the cam-
paign. Of the unvaccinated children
aged 9 months to 7 years, 42% were
reported to be away from the camp at
the time of vaccine delivery, 18% had
caregivers who were unaware of the
campaign, and 3% were members of
families who had not been living in
the camp at the time of the campaign.

Mop-up vaccination was conducted
in only six (19%) of the 32 camps target-
ed for such vaccination and took place
about 2-4 weeks after monitoring ended
(F Lacapeére, unpublished data, 2010).
All of the campaign activities, including
mop-up vaccination, were terminated
in May 2010.° Time and resources were
then allocated to a second phase of the
emergency vaccination plan, which
aimed to provide vaccinations to all resi-
dents in the earthquake-impacted area.
The second phase was implemented
during the recovery stage of the humani-
tarian response to the earthquake, after
the population in the area affected by
the earthquake had stabilized.

doi: http://dx.doi.org/10.2471/BLT.12.117044
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Lessons learnt

Despite the complex nature of the post-
earthquake environment in Haiti, we
developed and implemented a rapid
monitoring approach for the mass vac-
cination campaign that was used in 72
temporary camps. We identified gaps in
campaign quality as well as limitations
in interpreting administrative cover-
age. Rapid monitoring was originally
developed for use during vaccination
campaigns in relatively stable commu-
nity settings with little - or, at least, no
major - immigration or emigration. In
contrast, the target population for the
post-earthquake campaign in Haiti was
constantly changing and, at the camp-
level, almost impossible to quantify
accurately. There were daily changes
in camp populations, new camps ap-
pearing, older camps disappearing, and
displaced people moving from camp to
camp. Inaccuracies in the estimates of
the numbers of residents in the camps
probably account for some of the differ-
ences between our rapid-monitoring
results — which were based on household
visits — and the estimates of administra-
tive coverage.

Rapid monitoring had only a slight-
ly beneficial impact on our efforts to
achieve the immunization targets set for
the campaign in the Port-au-Prince met-
ropolitan area, partially because too few
vaccination teams were available for the
mop-up vaccination (Box 1). Although
the threshold that we used as an indica-
tor of the need for mop-up vaccination
- over 25% unvaccinated children in the
convenience sample — was substantially
higher than the corresponding value of
over 5% recommended by PAHO for
mass measles and rubella vaccination
campaigns, we still found that almost
half of the monitored camps needed
mop-up vaccination. If we assume that
the unmonitored camps were similar to
the monitored, more than 200 camps
would have been targeted for mop-up
vaccination once all the camps had been
monitored. As a result of the shortage of
vaccination teams, the frequent move-
ment of people from camp to camp and
the identification of camps that had
not been recorded when the campaign
began, this level of mop-up vaccination
was determined to be impractical.

After the earthquake, the monthly
numbers of humanitarian workers
travelling to Haiti from countries where
measles remained endemic gradually
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Table 1. Post-disaster emergency vaccination campaign, Port-au-Prince metropolitan
area, Haiti, 2 February to 30 March, 2010

Commune® Administrative No. of camps
coverage® (%) Vaccinated Monitored Targeted for Provided mop-up
mop-up‘ vaccination

Carrefour 2.9-405.1 90 10 2 0

Cité Soleil 16.9-345.7 16 3 2 0
Croix des 43.0-95.8 7 3 1 0
Bouquets

Delmas 10.8-162.1 51 22 10 2
Pétion-Ville 15.0-318.2 43 10 3 0
Port-au-Prince 57-5143 103 24 15 4
Total 2.9-5143 310 72 32 6

¢ A commune is a geopolitical unit in Haiti. The Port-au-Prince metropolitan area comprises seven
communes. One of the seven —Tabarre — is not shown here because rapid monitoring was not
implemented there during the post-disaster vaccination campaign.

® For the measles and rubella vaccine. Calculated by dividing the number of doses of vaccine administered
to children aged 9 months to 7 years in a camp by the number of children of the same age group in the
camp — assumed to be 15.7% of the estimated camp population — and then multiplying by 100.

¢ A camp was targeted for mop-up vaccination if, according to vaccination cards and caregiver recall, more
than 25% of the children aged 9 months to 7 years included in the convenience sample used for rapid

monitoring had not participated in the campaign.

Box 1.Summary of main lessons learnt

- Inthe post-disaster emergency vaccination campaign in the temporary camps in Port-au-
Prince, Haiti, rapid monitoring was only marginally beneficial for achieving immunization

targets.

- More research is needed to assess the utility of conventional rapid monitoring during
post-disaster vaccination campaigns, especially when targeting displaced and mobile

populations.

- Other approaches, with greater flexibility and capacity to adapt to the evolving nature of
the emergency, may be necessary to achieve immunization targets in future post-disaster

campaigns.

increased. This elevated the risk that
the measles virus would be introduced
and this elevated risk - along with the
identification of several suspected diph-
theria cases in Haiti - led the Ministry of
Public Health and Population to halt the
emergency vaccination campaign that
was focused on the temporary camps.
The camp-based campaign was replaced
with a more wide-ranging campaign that
covered all of the area affected by the
earthquake.*

Rapid monitoring is typically con-
ducted in communities or neighbour-
hoods that are known to be at high
risk of low vaccination coverage.”® The
large population movements in post-
earthquake Haiti made it impossible to
identify areas of low coverage with any
accuracy. Therefore, at the start of the
emergency vaccination campaign, we
assumed that there would be problems
in achieving immunization targets in
all communities in Port-au-Prince and
so planned for rapid monitoring in
every camp.’” For our rapid monitoring
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approach, we divided the large camps
into smaller sections and ensured that
data on campaign participation were
collected consistently from three differ-
ent locations in each camp section. This
provided a standard protocol that was
easily adapted to differences in camp size
and organization and captured informa-
tion on all age groups. Additionally, the
approach allowed us to determine that
many children had not been vaccinated
during the campaign - generally because
their caregivers were unaware of the
campaign or were not present at the time
of vaccine delivery. Within a camp, the
distance or location of households in
relation to the point of vaccine delivery
did not appear to have affected campaign
participation.

Our approach would also have al-
lowed Haiti’s Ministry of Public Health
and Population to adjust the threshold
for mop-up vaccination - or to address
observed coverage gaps in additional age
groups — as the situation evolved. The
threshold that was initially set for mop-
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up vaccination was based on feasibility
and programmatic issues. However, if
monitors had identified only a few
unvaccinated children later in the cam-
paign - or additional vaccination teams
had become available - this threshold
could easily have been lowered.
Achieving high measles vaccination
coverage remains one of the most im-
portant public health measures to pro-
tect children following a natural disaster,
such as the Haitian earthquake.’ Post-
disaster vaccination campaigns were
implemented in Aceh province, Indone-
sia, following the 2004 tsunami (M Bren-
nan and R Nandy, unpublished data,
2005)® and in Bihar province, India, after
flooding of the Kosi River in 2008.” Ac-
cording to coverage surveys conducted
after completion of these post-disaster
campaigns, the estimated coverage for
measles vaccination reached 72% in
Aceh® and 75% in Bihar.” Although we
are unable to assess the role of rapid
monitoring in achieving these cover-
age estimates, each of the post-disaster

campaigns involved similar challenges.
These challenges included a highly
mobile population, limited information
on the location of the target population,
and shortages in the health workforce to
assist with campaign implementation.
These challenges probably limited the
usefulness of rapid monitoring during
the post-earthquake campaign in Haiti.
Many aspects of the planning and imple-
menting of post-disaster vaccination
campaigns - including the role of rapid
monitoring - have recently been de-
scribed in a report prepared by WHO’s
Scientific Advisory Group of Experts for
the Working Group on Vaccination in
Humanitarian Emergencies."’

Conclusion

Rapid monitoring of vaccination cam-
paigns can provide important decision-
making information but could have
limitations in achieving vaccination
targets in certain post-disaster settings.
In Haiti, the large number of camps,
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continued population migration and
the small number of vaccination teams
reduced the usefulness of such moni-
toring. Given the unpredictable nature
of post-disaster health emergencies,
more research is needed to evaluate the
utility of rapid monitoring in these set-
tings. Other approaches for achieving
vaccination targets could be required.
Global immunization organizations and
international humanitarian agencies
should develop policy recommenda-
tions for achieving targets in vaccination
campaigns during complex emergencies
- ideally before the next disaster-related
health emergency. H
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Résumé

Suivi rapide des campagnes de vaccination pendant les situations d’'urgence: la campagne post-séisme en Haiti

Probléme Le séisme qui a frappé Haiti en janvier 2010 a causé le
déplacementde 1,5 million de personnes dans des camps temporaires.
Le ministere de la Santé publique et de la Population d'Haiti et les
partenaires mondiaux de vaccination ont élaboré un plan pour fournir
des vaccins aux personnes qui résident dans ces camps. Une stratégie
a été nécessaire pour déterminer si les objectifs de vaccination définis
pour la campagne ont été atteints.

Approche Apres la campagne de vaccination, le personnel du ministere
de la Santé publique et de la Population a interrogé un échantillon
représentatif de ménages — dans des lieux prédéterminés spécifiques
dans chacun des camps — en ce qui concernait la réception des
vaccinations d'urgence. Un camp faisait lobjet d'une «campagne de
vaccination de ratissage» — Cest-a-dire une vaccination de masse répétée
— si plus de 25% des enfants 4gés de 9 mois a 7 ans dans I'échantillon
n‘avaient pas requ les vaccinations d'urgence.

Environnement local Le suivi rapide a été mis en ceuvre dans les

camps situés dans la zone métropolitaine de Port-au-Prince. Les camps
accueillant plus de 5 000 personnes étaient surveillés en premier.
Changements significatifs A la fin du mois de mars 2010, 72 (23,2%)
des 310 camps vaccinés avaient été surveillés. Bien que 32 (44%)
des camps surveillés aient fait l'objet d’'une campagne de ratissage,
seulement 6 dentre eux avaient bénéficié d'une telle vaccination de
masse répétée lors du controle effectué plusieurs semaines apres le suivi.
Lecons tirées Le suivi rapide n'a été que peu bénéfique dans la
réalisation des objectifs de vaccination dans les camps temporaires
de Port-au-Prince. Il est nécessaire d'effectuer plus de recherches pour
évaluer I'utilité du suivi rapide traditionnel, ainsi que de mettre en
place d'autres stratégies, pendant les campagnes de vaccination post-
catastrophe, qui impliquent des populations mobiles, en particulier
lorsquil y a peu de capacité pour mener a bien des vaccinations de
masse répétées.

Pestome

OnepaTMBHbIVI MOHWTOPUWHI BO BpemA KaMMaHUI No BaKLMHaLUn B l-Ipe3BI>I‘-IaI7IHbIX CNTyaumAax: onbiT B Fantn

nocne semneTpaceHnA

Mpob6nema B pe3ynbrate 3emneTpaceHiia Ha fany B aHsape 2010 rofa
1,5 MWUINMOHA YenoBek b0 pa3MelleHo B arepax BpeMeHHOro
NPOXMBaHMA. MYHWUCTEPCTBO 34PaBOOXPAHEHNA 1 HaceneHWA [antn
1 rnobanbHble NapTHePb! B 061ACTN MMMYHI3aLMK pa3paboTani iaH
MO JOCTaBKe BaKLWH MNOCTP3AABLUMIM, Pa3MELLEHHbBIM B 3TUX flarepsx.
Heobxoavmo 6bin0 BbipaboTaTh CTpaTeruio, Kotopas No3Bonuia
6bl onpenennTb, AOCTUTHYTHI K ObINK e UMMYHM3aLUK,
NOCTaBNEHHbIE Nepes] STON KaMhaHWen.

Moaxop [Mocne KamnaHWy NO BaKUMHAUUN COTPYAHUKaMM
MWHMCTEPCTBA 34PaBOOXPaHEHMA W HaceNeHna NpoBoaMICA
OMpoC Hepenpe3eHTaTUBHbLIX BbIOOPOK [JOMOXO3ANCTB — B
KOHKPEeTHbIX, NpeABapUTeNbHO YCTaHOBEHHbIX MeCTax B
KaKOOM narepe — O NPOXOXAEHWN SKCTPEHHOW BaKUMHaLMW.
“Moaumaioladn BakUMHaLMA — T.e. NTOBTOPHaA MacCOBaA BakLMHALWA
— MNaHVpoBanach B narepsx, rae obHapymnBanoch, uto bonee 25%
fleTel B BO3pacTe OT 9 MecALieB 10 7 1eT B BbIOOPKe He MpoxXoamnm
SKCTPEHHYIO BaKLIMHALMIO.

MecTHble ycnoBua OnepaTtriBHbIA MOHUTOPUHI OCYLIECTBAANCA
B narepsx, PaCnoNOXKEHHbIX B OKpeCTHOCTAX [lopT-o-lpeHca.

CHauana npoBOANICA MOHUTOPUHI Narepei, BMeLLaBLWWX bonee
5000 yenosex.

OcywecTBneHHble nepemeHbl K kKoHuUy mapTa 2010 roga 6bin
npoBeAeH MOHUTOPUHT 72 (23,2%) 13 310 narepeld, NpoLieaLmnx
BaKLMHaLUM0. HecMoTpsA Ha To, UTo 32 (44%) NpoBepeHHbIX Nareps
ObIN ONpeaeneHsl Ha NonydyeHvie NoaYMLIAOWLEN BaKLMHALWN,
TOMBbKO LIECTb M3 HUX NPOLWV MOAOOHYI0 MOBTOPHYIO MacCOBYIO
BaKLMHALMIO, YTO BbIACHWIOCH NPU NPOBEPKE, NPOBEAEHHOM
HECKOMbKO HeAEeNb CMyCTA NOC/1e MOHUTOPWMHTA.

BbiBoAbl OnepaTBHbIA MOHUTOPUHI MPUHEC NINLLIb HE3HAUMTENBbHYIO
BbIrOAY B AOCTUXKEHMM Lienern No NPOBEAEHNIO BaKUMHAUMML Ha
TeppuUTOpPUM Narepent BpeMeHHOro NpoXKmBaHNA B ropofe NopT-o-
MpeHc. HeobxoanMmo NpoBeCTV AOMOMHUTENbHbIE UCCNeA0BaHA
ANA OUEHKM LenecoobpasHoCTi TPaAULMOHHOMO OnepaTMBHOIO
MOHWTOPWVIHIA U APYTUX CTRATEMI, UCMOMBb3YIOLMXCA 1A KamMaHWi
No NPOBEAEHWIO BaKUMHALMN B NEPUOA NOCTE CTUXUIHbBIX
6eACTBUIN Cpean MOOUIbHBIX FPYNM HaceneHusa, 0COOEHHO B
CrlyYae OrpaHmyeHHbIX BO3MOXHOCTEN Mo NPoBeAeHIO MOBTOPHbIX
MACCOBbIX BaKLMHaLWI.

Resumen

Vigilancia rapida de las campaiias de vacunacion durante emergencias: la campaia tras el terremoto en Haiti

Situacion El terremoto que asolé Haiti en enero de 2010 provocd
el desplazamiento de 1,5 millones de personas a campamentos
provisionales. El Ministro de Sanidad Publica y Poblacién haitiano y las
partes implicadas internacionales desarrollaron un plan para el reparto
de vacunas entre los residentes de los campamentos. Fue necesario
desarrollar una estrategia a fin de determinar si se habfan logrado los
objetivos de inmunizacién de la campana.

Enfoque Siguiendo la camparia de vacunacion, el personal del Ministerio
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de Salud Publica y Poblacién entrevistd muestras por conveniencia de
hogares en emplazamientos predeterminados especificos de cada uno
de los campamentos sobre la recepcion de las vacunas de emergencia.
Se seleccionaron los campamentos en los que mas del 25 % de los
nifios con edades comprendidas entre 9 meses y 7 afios de la muestra
no habfan recibido las vacunas de emergencia para una inmunizacion
«de barrido», esto es, una vacunacién masiva repetida.

Marco regional La vigilancia rapida se puso en marcha en campamentos
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situados en lazona metropolitana de Port-au-Prince. En primer lugar se
supervisaron los campamentos que acogian a mas de 5000 personas.
Cambios importantes A finales de marzo de 2012 se habian vigilado
72 (23,2 %) de los 310 campamentos vacunados. Aunque se habfan
seleccionado 32 (44 %) de los campamentos supervisados para
la inmunizacion «de barrido», solo seis de ellos habian recibido la
vacunacion masiva cuando se efectud un control varias semanas tras
la supervision.

Jeanette J Rainey et al.

Lecciones aprendidas La supervision rdpida uUnicamente ofrecio
ventajas marginales en la consecucion de los objetivos de inmunizacién
en los campamentos temporales de Port-au-Prince. Es necesario llevar a
cabo més investigaciones para evaluar la utilidad de la vigilancia rdpida
tradicional y otras estrategias durante las campafas de vacunacién
tras desastres en los que se vean involucradas poblaciones moéviles, en
particular, en los casos en los que haya poca capacidad para efectuar
inmunizaciones masivas repetidas.
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