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The EPI Coverage Assessment Survey — 2025 — Colombo District - 1

This is the first article of two in a series on “The

EPI  Coverage
Colombo District ”

Assessment  Survey—2025-

Strengthening evidence for a  high-
performing National Immunization Pro-
gramme

Immunization is one of the most successful and
cost-effective public health interventions world-
wide, preventing millions of deaths and protect-
ing individuals and communities from vaccine-
preventable diseases. Sri Lanka introduced the
Expanded Programme on Immunization (EPI)
in 1978, four years after its global launch, with
the aim of ensuring equitable access to life-
saving vaccines for all children. Over the past
four decades, the programme has expanded con-
siderably from protection against five childhood
diseases to protection against 12 vaccine-
preventable diseases, while also contributing to
the prevention of neonatal tetanus and congeni-
tal rubella syndrome.

Today, the EPI, referred to as the National Im-
munization Programme (NIP), remains a cor-
nerstone of Sri Lanka's public health system.
The country has maintained high immunization
coverage and very low incidence of vaccine-
preventable diseases. The Epidemiology Unit
serves as the national focal point for the NIP,
providing technical guidance, strategic direc-
tion, and monitoring and evaluation of pro-
gramme performance. Routine immunization
coverage is continuously monitored through
administrative data submitted by Medical Offic-
ers of Health through EPINET, the electronic
information management system of the Epide-
miology Unit. Historically, Sri Lanka has main-
tained vaccine coverage above 95% at both na-
tional and sub-national levels.

However, high reported administrative coverage
does not, by itself, guarantee that every eligible
individual has received the required vaccines.
Routine data can be affected by denominator
inaccuracies, incomplete documentation, report-
ing errors and other data-quality limitations.

Immunization coverage surveys therefore pro-
vide an important independent mechanism to
validate administrative data, identify missed
populations and understand factors affecting
access to and utilization of vaccination services.
WHO recommends periodic coverage surveys
using standardized methods for this purpose.

In Sri Lanka, EPI Coverage Assessment Sur-
veys are conducted periodically in selected dis-
tricts to independently validate the administra-
tive immunization coverage information gener-
ated from routinely collected programme data.

Why Colombo District?

The 2025 EPI Coverage Assessment Survey
was conducted in Colombo District, including
the Colombo Municipal Council (CMC) area.
Colombo provides a particularly important set-
ting for assessing immunization coverage be-
cause of its large and diverse population, com-
plex health-service environment and substantial
involvement of the private health sector.

According to the 2024 Census of Population
and Housing, Colombo District has a resident
population of 2,374,461 and one of the highest
population densities in the country. The district
includes metropolitan, urban, semi-urban and
rural communities with diverse socioeconomic
and educational characteristics. The CMC area
alone covers approximately 37 km? and repre-
sents a highly urbanized setting.

Colombo also has a well-developed and diverse
healthcare system comprising Medical Officer
of Health (MOH) services, government hospi-
tals, specialized and teaching hospitals, and a
substantial private health sector. While routine
immunization is primarily delivered through the
government public health system, private hospi-
tals make an important complementary contri-
bution. This makes Colombo an important set-
ting in which to assess the interface between
public and private immunization services.

The district was also selected in view of recent
programme concerns, including measles
transmission, localized vaccine hesitancy and
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misinformation. Approximately 40% of measles cases during
the outbreak that began in 2023 were reported from Colombo
District. Assessing vaccination coverage and reasons for non-
or partial immunization was therefore considered particularly
relevant for identifying opportunities to strengthen the pro-
gramme.

What did the survey aim to assess?

The overall objective of the survey was to assess routine im-
munization coverage in Colombo District, understand reasons
for non- or partial immunization, and assess the contribution
of the private sector to routine immunization.

The specific objectives were:

e To assess the immunization coverage for vaccines given
in infancy and protection against Congenital Rubella Syn-
drome (CRS) and Neonatal Tetanus (NNT) among 13-24-
month-old children.

e To assess coverages for the MMR 2 vaccine at 3 years,
and DT and OPV booster given at 5 years among 72-83
months old children.

e To assess HPV1, HPV2 vaccination coverages among
adolescents aged 13-15 years.

e To assess Measles and Rubella immunization coverage
among 16—44-year-old eligible females.

e To understand reasons for non- or partial immunization

A scientifically rigorous household survey

The survey methodology was based on the WHO Vaccination
Coverage Cluster Surveys Reference Manual (2018). A multi-
stage cluster sampling design using probability proportional
to size (PPS) was employed, with census enumeration areas
from the 2024 national census serving as the primary sam-
pling units. The survey covered 18 MOH areas, including six
MOH areas within the CMC.

The survey plan included 65 clusters and approximately 6,064
households, with three respondents targeted per cluster. Se-
lected census blocks were visited systematically, with all
households within selected clusters included. Closed house-
holds were revisited on the next day.

The Department of Census and Statistics supported the sam-
pling process following a formal agreement with the Ministry

of Health.

Ensuring quality and reliability

Considerable emphasis was placed on data quality. Survey
teams underwent classroom and field training covering the
use of maps, interviewing techniques, completion of question-
naires, verification of vaccination records and use of the mo-
bile data collection application. A total of 65 survey teams
were deployed, supported by supervisors, while Public Health
Midwives served as local guides to facilitate access and par-
ticipation.

Data was entered via a mobile application. Hard copies were
also made available as a backup. There were a total of five
main forms and three additional forms, as listed below:
(Tablel)

Vaccination information was obtained primarily from the
Child Health Development Record or other available vaccina-
tion records, with parental recall used when documentation
was unavailable. Photographs of vaccination records were
collected for evidence, and selected information was cross-
checked against facility registers. Digital data collection in-
corporated built-in validation checks and enabled near real-
time monitoring of field progress and data quality.

The analysis included crude and valid vaccination coverage,
age-appropriate vaccination, access to immunization services,
dropout between selected vaccine doses, private-sector utili-
zation and reasons for non-vaccination. It incorporated the
cluster sampling design and unequal probabilities of selection.
Weighted estimates were therefore calculated to provide pop-
ulation-representative coverage estimates, with 95% confi-
dence intervals.

Compiled By:

Dr Sashimali Wickramasinghe
Consultant Epidemiologist
Epidemiology Unit

Ministry of Health

Form 1 Tally Sheet — to collect household information from all the households visited
Form 2 To collect information from children between 13 months — 24 months

Form 3 To collect information from children between 72 months — 83 months

Form 4 To collect information from adolescents aged 13-15 years

Form$§ To collect information from females 16-44 years

Form (Pvt Sector)

Form to collect information on private sector vaccination

Form (AEFI) Form to collect information on serious AEFI (this form was to be completed by the
SUPERVISOR).
Form 6 Reasons for inability to provide immunization

Table 1

Page 2.

To be Continued....
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Table 2: Selected Vaccine Preventable Diseases & AFP 26th—02nd July 2026 (315t Week)

Difference
Total num-  between
ber of cases the number

Number of Number of
cases cases
during during

Total
number of
cases to

No. of Cases by Province

Disease

current same date in to date in of cases to

week in week in 2026 2025 date in 2026

2026 2025 & 2025
AFP1 00 00 00 00 00 00 00 00 00 00 02 42 39 7.7%
Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Mumps?2 00 00 00 00 00 02 00 00 01 01 03 88 97 -9.3
Measles? 00 00 00 00 00 00 00 00 00 00 00 39 02 1850 %
Rubella3 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
CRS? 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Tetanus? 00 00 00 00 00 00 00 00 00 00 00 04 03 33.3%
Neonatal Tetanus2 00 00 00 00 00 00 00 00 00 00 00 00 00 0 %
R HiS 00 00 00 00 00 00 00 00 00 00 01 00 04 -100 %
cephalitis®
Whooping Cough? 00 00 00 00 00 00 00 00 00 00 01 19 13 46.1 %
Key to Table 2

Provinces: ~ W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Western, U: Uva, Sab: Sabaragamuwa.

Data Sources:
Weekly Return of Communicable Diseases: Diphtheria, Mumps, Tetanus, Neonatal Tetanus, Whooping Cough.
Special Surveillance: AFP, Measles, Rubella, CRS.

AFP* = No Polio cases
Mumps?, CRS?, Tetanus?, Neonatal Tetanus2, Whooping Cough2—Clinically and/ or laboratory confirmed cases
Measles?, Rubella3, Japanese Encephalitis®— Laboratory Confirmed cases

AFP—Acute Flaccid Paralysis
CRS = Congenital Rubella Syndrome
NA = Not Available

AFP and all Vaccine Preventable Diseases should be investigated by the MOH Personally.

All patients presenting with fever and a maculopapular rash must be
promptly notified and investigated. Blood samples and throat swabs

should be collected at the appropriate time window

Comments and contributions for publication in the WER Sri Lanka are welcome. However, the editor reserves the right to accept or reject
items for publication. All correspondence should be mailed to The Editor, WER Sri Lanka, Epidemiology Unit, P.O. Box 1567, Colombo or sent
by E-mail to chepid@sltnet.lk. The Epidemiology Unit should be formally acknowledged in all resulting publications as the primary data
source.
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