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1. Introduction

The Second| Conference on Immunization Policies im Europe teok place in Karlevy Vary,
Czechoslovakia, Fron 10 to 12 December 1984, organized jointly by the WHO Regronal Qffice for
Europe and the Ministry of Health of the Czech Socialist Republic.

The opening ceremony was presided aver by the Vice-Minister of Healeth, Professor V. Vacek, who
welcoped the participants on behalf of Dr J. Prokopec, Minister of Health of the Czech Socialist
Republic.

The Conference was opened by Dr J.E. Asvall, Regional Director for Europe of the World Health

Organization. Dr L. Syrucek was elected Chairmam of the Conference and Professor Minever Bertan
and Professor V.M. Zhdanov, Viece—Chairmen. Dr J. Almond and Dr 3. pittmann acted as Rapporteur and

Secretary respectively.

National delegates were present from Austria, Belgium, Bulgaria, Czechoslovakia, Denmark,
Finland, France, German Democratie Republic, Federal Republic of Germany, Greece, Hungary, lceland,
Italy, Luxembourg, Netherlands, Nerway, Foland, Romania, Spain, Sweden, Switzerland, Turkey, the
Uniom of Soviet Socialist Republics, the United Kingdom of Great Britaim and Northern Treland, and
Yugoslavia. Also pacrticipating were representatives of the Commission of the Buropean Communities,
the International Association of Pediatries , the International Children's Centre, the 5ave the
Children Fund as well as WHO headquarters and the Regionzl Office for Europe, ingluding temporary

advisers (Annex 4).

The meeting was a follow-up of several scientific meetings organized earlier by the WHO
Regional Office for Europe within the context of the WHO strategy of health for all by the
year 2000.

The zims of the Conference were a5 follows:
to review and analyse the present status of immunizatiou programmes in individual countries of
the Region and in the Region 43 a whole, with respect both to their achievements and to their

shortcomings;

to determine the actions necessary to eliminate indigenous measles, poliomyelitis, neonatal
tetanus, congenital rubella and diphtheria;

to consider appropriate policies for the control by immunization of other diseases of public
health importance;

to strengthen existing monitoring and surveillance systems as a sound basis for assessing
strategies and progress iu relation to the targets, or to gstablish additional systems;

re determine sctions necessary to improve national vaceinatiom programmes to the level
required te achieve natiomal and regienal targets;

to reipnforee the commitment of Member States to the goals and activities of the Expanded
Frograme on Immunization; and

to specify activities to be undertaken by the Regional Office in order te promote coordinated
regional action.

The three wain items of the meeting:
present status and general trends of immunization policies in the European Regiom;
elimination of target diseases;

- immunizatioun against other disesses of public health importance

were discussed in plenary and in four working groups {(Annex 3).
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2. Fresent gtatus and general trends of immunizacion policies in rhe European Region (WHQ/EURD)

2.1 Situation and trends in the Region

In the Eurcpean Region, after many long years of pioneering research and practical application
of immunization, remarkable results have been achieved ig the coutrol of infecrious diseazas
through vaccination. Immunizarien against poliomyelitis, diphtheria, pertussis, tetanus and
tuberculosis have been effective and these diseases have been brought under control in most parts
of the Region. In many countries not eone single case of indigenous diphtharia, indigenous
poliemyelitis or neonatal tetanus has occurred in the last few years, Pertussis morbidity has, in
some countries of the Region, decreased to figures below 1/100 000. Czechoslovakia is now not far
from the goal of eliminating indigenous measles. Other countries have alse set elimination targets
for measles znd/or rubella,

Vaccines againat diseases of public health importance, e.g. rubella, mumps, influenza,
hepatitis B, meningococcal and pneumococcal diseages, are used either widely in routine
immunization programmes, on a limited scale or for the protection of distinet risk groups,

The countries of the European Region have noted with satisfection the glebal eradicatien of
smallpox and the remarkable development of the WHO Expanded Programme on [mpunization and conaider
that the Europesn Region could contribute greatly to the future success of the programme.

However, in gpite of the progress achieved so far, several factors have a negative influence
on future developments and even on the maintenance of the present level of research, These include
the publie's change in attitude (now that diseasas pose less of a visible threat), the declining
dcceptance rate for certain immunization in some countries, variationms in antigens included in the
programmes, as well ae incomplete information on the incidence of diseases preventable by
immunization, vaccination coverage, quality of vaceines, and other relevant indicators. Lt has
also been mentionmed that in a few countries of the Region, the development of the immunization
gervice within the primary health care system still needs strengthening and cooperation between
these countries and WHO should be incressed.

During the last 25 years, the following gemeral reviews of immunization policies in the
European Region were made by the WHO Regional Office for Europe:

- in 1959, at the (Firsr) Eurcpean Technical Conference on the Control of Infectious Diseases
through Vaccination Programmes, in Rabat, Morocco;

= in 1967, in the Regional Committes for Europe technical discussions on the Pattern of Active
Immunization against Communicable Diseases in Europe, in Dublin, Ireland;

in 1976, by the Working Group (convened by the WHO Regional Office, inm conjunerien with the
Internarional Children's Centre, Paris) on Immunization Programmes for Childrem, in
Copenhagen, Denmark,

In addition a aumber of reviews of immunization against specific diseases have been made
includings

= méssles by the Working Group on Measles Vaccination, in Algiers, Algeria, in 1972;

rubella by the Working Group on Prevention of Rubella, in Budapest, Hungary, in 1972;

rabies at two Conferences on the Surveillance and Control of Rabias, in Frankfurt/Main,
Federal Republic of Germany, in 1968 and 1977;

bacterial vaccines by the Working Group on Productiem and Control of Bacterial Vaccines, in
Zagreb, Yugoslavia, in 1977:

influgnza, tetanus, hepatitis B, typhoid fever apd pneumocaccsl dizeases by the Werking Group
on the Immunization of the Elderly, in Zagreb, Yugoslavia, in 1983;

meazlas by the Working Group on Eliminstion of Messles, in Copenhagen, Demmark, in 1983; and

congenital rubella, diphtheria, poliomyelitis and neonaral tetanus by the Working Group on
Elumination of Congenital Rubella, Diphtheria, Peliomyelitis, Neonatal Tetanus, in Copenhagen,
Denmark, in 1983,
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All the activiries mentioned above reflect 2 let of work done by the Regional Office though 1t
sust also be considered that EURO has not, im the past, always used all its resources to provide a
strong coordination of the immupization movement in the Region and te provide technical support Lo

fhe Member Staces in close cooperation with WHO/HQ's Expanded Programme on Immunization.

2.7 Situation apd trends in rhe countries

2.2.1 lmmunization policies

Most ecountries of the Huropean Region have legal or other guidelines to assist them when facad
with various problems which arise in comnection with the expansion of immunization programmes. The
legislation or guidelines cover s wide ramge of matters, e.g. obligatory/mandatery or veluatary
immunization, vaccination schedules, organization of programmes, quality control of products,
contraindications, moaitoring of adverse reactioms. Immunization laws or procedures vary from
country to country and from immunizatica to immunization. Some specify the type of immunizatienm to
be performed, immunization schedules and techniques to be used, while others give authority to the
health sarvices or te the regional autherities to recommend or to implement immunization programmes
as needad.

In most of the countries in the European Region, ministries of health are responsible for the
coordination and implementation of ilmmunization programmes. All countries, except a few with
federal structure, have established national immunizztien policies. In Moroceo and Turkey the
targets of the Expanded Programme on Immunization are officially recognized as national
immunization policies.

Nine countries in Europe have already set naticnal jmmunization bargets, seven for the
elimination of measlas (Czechoslovakia, Finland, German Democratic Republic, Hungary, Norway,
Ireland and Sweden), three for the elimination of congenital rubella {Czechoslovakia, Iceland,
Norway), twe for the eliminacion of rubella (Finland and Sweden) aznd two for the elimination of
mumps (Finland and Sweden). Ireland and the United Kingdom are planning to establish 2 measles
elimination goal. In spproximately one third of the countries in the Regionm all vaccinations
included in the schedule are obligatory, inm a further third all vaccinations are voluntsry and in
rhe rest vaccinarions are both voluntary and obligatory (see Table l). Some countries, without
obligatery vaccination, make it mandarory for a child to produce evidence of immunization before
being admitted te a kindergarten or elementary school.

4.2, jumunization programmes and immunization schedules

Immunization schedules and vaccination programmes diffexr widely from country to country,
notably in terms of population coverage depending ou the level of development of the health
services and health policies. Generally speaking, the countries in the nerthern, central, and
egstern parts of the Region have long-standing programmes with rather elaborate immunization
schedules and high population coverages, This is not the case in some countries ip the southern
part of the Region. These differences are reflected in the effectiveness of the programmes.

table 7 indicates the immunization schedules currently used in the countries of the European
Region. The first impression of these 31 (33 countries in the Region; data from Israel and Monaco
are missing) different schedules in oune Region is really confusing but a careful analysis shows
many similarities amnd useful detzils. Immunization against 3 of the 5 European target diseases
(diphtheria, poliomyelitis and tetanus) iz imncluded in all 31 schedules. Twenty-eignt of them
include vaccinstion against measles (Denmark, Jreland and Malta excluded) and 21 have vaccination
against rubella.

The pertussis vaccination is included in 28 schedules {as DPT vzcecina, except for Denmark
which uses monovalent pertussis vaccine); only Italy (DPT only used in few regions) and Sweden
(iaterruption of the programme in 1979) do not use vaccinarion with whole cell pertussis vaccine,
while in the Federal Republic of Germany only children at increased risk aze recommended for
immunization.

BCC vaccinatiom is included in 25 countries, of which four uwse it omly fer children ot other
persons at increased risk and seven only for older children (non-reactors).

The mumps vaceine is included in 1) countries: three additional countries are using mumps
immunization for defined risk groups or in distinct regioms of the country. In a few countries,
the implementation of mumps vaccination is planned or still in an experimental stage.
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Timing of immupization and boosters in different schedules

Measzles

Measles vaccination is recommended in 32 countries during the gecond year of life, in twe
countries (Albania and Moroeco) at 9 months of age. In Bulgaria the vaccination is
recommended at 12 months of age, in Romania at 9-21 meonths and in Turkey at 12-15 months.
five countries (Bulgaria, Czechoslovakia, Finland, Norway and Sweden) a twoe-dose schedule
uged £o ensure that all children receive at least one dose or to reduce the proportion of
vaccination failures. The firast dose given in the second year of life, is followed by a
second dose 6-10 months later (Czechoslovakia), in the &th vear of life (Bulgaria), the S5th
year of life (Finland), the 12th year (Sweden) and the 13th year (Netway). In the German
Democratic Republie and Hungary, children vaccinated in the firsc vear of life receive a
gecond dose of measles vaccine,

iy

Eleven countries recommend only the primary DPT vaccination course with 3 injections, and that
the second dose be given 4-6 weeks after the first dose and the third injection berween &4
weeks and & months after the second. Eleven countries recommend ddditionally one booster doae
during the preschool age. In 6 countries the schedule indicates a second booster dose during
the preschool age.

Diphtharia

The schedule of one country shows diphtheria vaccination (as DPT) only in infsncy. In three
countries the last diphtheris component is recommended in the sacond year of life, in

Ll countries between 4 and 6 years of age and in 5 between 7 and 10 years. Booster doses
against diphtheria are given in 9 ecountries betwaen 12 and 14 vears and in ane country for
older children and adolescents between 16 and 21 years.

Tetanua .
The tetanus component (monovalent or in DPT/DT vaccine) is the most used in all vaccinarion
schedules. The schemes of 4 countries recommend 7 or 8 injections during childhood, in 19
schedules 5 or & injactions are indicated, in 5 schedules & injections and in 2 schedules 3
injections.

The last booster is foreseen in 16 countries for adolescents and in all other countries before
the age of 14 years. Moreover, many countries recommend booster doses for adults at intervals
of 10 years.

Poliomyelitis

Four countries in the Region use Inactivated Poliomyelitis Vaccine (IPV), three countries both
1PV and Oral Poliemyelitis Vaceine (OPV) and all other countries OPV. Most countries of the
last mentiomed group uwse only trivalent OPV but a few also use mono or bivalent vaccines,
preferably for the primary immunization course. Twelve countries recommend 1 to 2 booster
doses, & countries 3 to 4 booster doses.

Rubella and mumps

The different strategies, especially for immunization against rubella, are presented and
discugssed in connection with working papers "Eliminatiom of target digeeses" and "[mmunization
againat other diseages of public health importance”, Here it may be mentioned that the
two-doge approach (follewing the example of measles vaccination in some countries) seems to be
considered in &4 few countries as a usaful astrategy against rubella and mumps.

2.2.3 Immunization against other diseases of public health importance

Influenza

Eighteen countries carry out influenga vaccination campaigns or use the influenza vaccine on a
wide scale. The target groups are, in most ¢ountries, the chronically ill and the elderly. Some
countries glso recommend jmmunization for those providing essential community servicaas.
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Hepatitis 3

Seventeen countries recommend vaccination against hepatitis B for the following tarzget
groups: health care workers, persons whose health or lifestyles put them at high risk of
infection, the institutionalized retarded, and newborns of carrier-mothers. Four countries use

hepatitis B vaccine on a limited scale.

2.2.4 Quality of vaccine

All pational imsunization programmes must be based on vaccines of the highest quality and
safety. For the most common vaccines WHO has drawn up "technicsl requirements' based on &
consensus of national authorities. A natiomal health authority must establish and administer
control laboratories, Table 3 inelddes data from 29 countries in the European Reglon with tegard
fo the guality of locally-provided or imported vaccines, quality assessment based on examiration in
a national control laboratory, and evaluation of producers' certificate,

Twenty-three countries of the Region are producing vaccines; in 6 only imported vaccines are
used. All vaceines used in the immunization programmes of the countries of the Ewropean Region
meet WHO requirements. In 6 countries, quality assessment of imported vaccines 1s based only on
examination of producers' certificates, in 17 countries on both exsmimation im the nationsal contrel
laboretory snd evaluation of certificates and in 2 countries on examination of each bateh of an
imperted vaccine in the contrel laboratory.

2.2.5 Surveillance and evaluation

Morbidity data

Since mortslity data no lenger offer the possibility of judging the incidence and the
seriousness of infectious diseases in Europe, there is a need to refer to morbidity data. However,
the completeness and the accuracy of case reporting vary frem country to country and from disease
to disease, making international and national comparisons valid only for selected periods of time.
In notifying and recording cases of infectious disease, some of the shortcomings result from the
failure of patients to seek medical care for z disease which may be considered mild, as in the case
of wesslas, rubella or mumps. Another fault may be poor reporting by doctors or publie health
workers, except when a particular disease is of intevest to them. Improved reporting is observed
when an immunization campaign arouses their interest. Certain infectious diseases such as rtubella
or mumps are not notifiable in some countries, so that epidemiclogical data are nonexistent, even
though preventive vaccines are available. National and community data are oftan not published
until long after the data collection.

Some data covering ¢ perioed of 10 years were obtained wainly frowm questionnaires kindly
provided by the ministries (Tables 4-12). From a careful analysis of these tables some general
trends can be seem., Table 13 indicates notifiable diseases in the different countries of the
Region. The list is neither complete nor without mistakes.

Poliomyelitis, dipbtheria and tuberculosis are notifisble diseases in all countries of the
Region, whieh is also the case for pertussis and teranus in the majority of the countries. The
correct diagnosis ond clasasificatien of these diseases is another question, With regard to
tuberculozis there are different schedules for reperting. Neonatal tetanus is not a aotifiable
digease in Europe but the figures can easily be traced frow the total tetanus data if the countries
know the age distribution of cases. Rubella and mumps seem to be notifiable in less than half of
the countries: this is alse the case for separate notificatien of hepatitis B.

Coverage

Ihe sceurafe measurement of vaccination coverage is 2u essential step in determining expected
reductions in wmorbidity from the vaccine-preventable diseases. It is one of the ways to evaluate
the effective operation of a programme. Apart From investigating coverage, one should also analyse
the immune status by other means, e.g. serological surveys.

Table 14 indicates coverage rates from European countries and shows that approximately 304 of
data are available. Specific data collection on coverage on a nationwide basis should not be
expected in all countries of the Regiom. Surveys can be used for the measurement of coverage based
on the methodolegy elaborated by the Expanded Programme on Immunization.
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2.2.6 Health educarion

It is necessary to stress the need for better health aducation of tha public, This is
becoming more urgent and important since the increassing complexity of immuniszarien programmes has
some adverse effects. People are aow better educated and no longer ascept immunization
unquestioningly if they are not convineed of its effectiveness., This is undarstandable as the
disappearance of certain infectious diseases leads to decreased interest and coverage. In
addition, information given in confusing or false press statements or incomplete studies reported
in the teechnical literatuyre do not help towards greater population participation in EPI. Far
example in the United Kingdem, DPT-coverage decreasad by 30% after newspapers published abstracts
from a medical journal reporting 36 cases of encephalitis observed in a peried of 1l years
following whooping=cough immunization. :

Surveys carried out in past years have revealed that poorly presented information resulted in
low partieiparion rates in antipoliomyelitis programmes, Persons who are insufficiently wotivated,
even though they may not be actively reaistant, often neglect or defer their children's
immunizatien. Well presented educational material, written or oral, cffered by the communication
media and by physicians (especially paediatricians) stimulates increased programme participation.
Although the surveys were reported some years ago, these findings are still valid. Unfortunately
health professionals, whe should play a positive role in the field of health education, are usually
ill-prepared for this and conaider heglth education to be a field for specialists, They do not use
every posaible occasion in their daily work to disseminate relevant and comprehensible information
on immunization. Although much is written about health education, factual knowledge of concrate
educational programmes, properly implemented and carefully evaluated, is lacking. The only way to
reverse this situation is to start with a diagnosis of the community. By analysing the degree of
coverage for a giveu immunization, it becomes pessible to understand the motivation of people who
are in favour of immunization, these who simply submit to it, or those who try to aveid iE,
relating their acceptance or refusal te their sociceconomic and cultural backgrounds. This basic
analysis may help in planning a productive educaticnal programme for the community with clearly
defined objectives. Thus the cooperation of schoolteachers, health personnel, and the information
media can be based on true facts. This is the key to a successful PrOgramme .

The media obviously have a promiment role to play in such education. The mass mediz (press,
radio, talevision) should be provided with faetual information on the advigsability or
non-advigability of particular immunizaticn schemes and should be involved in preparing and
supporting both continuing programmes and intensive campaigns for particular immunization schemes.

3.  Elimination of target diseases {(WHD/EURO)

The following target was proposed to the Regional Committes at its annual meeting in 1983 as
one of those for achieving health for all by the year 2000 (HFA 2000) and adopted at the Regional
Committee meeting in 1984 in Copenhagen:

"By the year 2000, there should be no indigencus measles, policmyelitis, neonatal tetanus,
congenital rubella, diphtheris ... in the Region”.

Remarkable progress has been made in the European Region in the conquest of disease through
immunization. For example, comparing the pre-vaccine era with the period 1978-1982 there has been
8 decrease of more than 974 in the reported incidence of polio and diphtheria. Although reportced
morbidity figures must be viewed with caution, the magnitude of these changes indicates the
progress that has been made. Immunization services are widely available in most countries of the
Region. DdNenetheless, it is clear that morbidity reduction, coverage levels, and vaccine adequacy
vary substantially from countzry to country (and even within some countries)., In some countries
public attitudes are changing and acceptance rates for some vaceines are declining.

In the light of the progress that has been made, proposals have been put forward for the
elimination of certain diseases and accepted by the Regional Committee, Elimination of a disease
means the inrerruption of indigenous transmission; any case of the disease rhat occurs will be
traceable to a source outside the country (or Region). The fact that most infectious disesses are
highly transmigssible and that they still occur frequently in other parts of the world means that it
will be necessary to continue vaccination even afrer the disease is eliminated from a particular
area and that it will be important to ensure that travellers from the disease-free grea area immune
before travelling to areas where the disease still occurs. Cessation of immunization will only be
possible when the disease has been eliminated from other parts of the world,
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3.1 Elimination of indigenous measles

3.1.1 Epidemialogical and clinical importance of the disease in the pre-vaceine era

Before measles vaccine was available, the disease caused millions of cases and thoussnd of
deaths each year in the Region, not to mentiou the hundreds of thousamds of complications connectad
in 6 to 7% of cases (oritis, bronchitis, pneumonia, and encephalitis). Measles ranked ameng the
ten leading causes of death in children aged l-4 years in about half of the European counfries in
1966, The disezse still presents a more serious problem in these areas of the Region where the
average standard of living and facilities for primary health care are still not adequate. Factors
predisposing to complications and death are young age, maloutrition, chronic respiratory disease,
and congenital defects of the heart or the central nervous system. Worldwide, it 1z estimated that
spproximately 2.5 million children die each year from measles.

3.1.2 Vaccine development and efficacy

Live attenusted measles vaccines were Firsr yaed in 1963. Experience with measles vaccine has
indicated that vaccine which meets WHO requirements is highly effective. When given during the
second year of life, sero-conversion rates in excess of 90% are the rule. Indicarions to date are
thar vaceine—indyced immunity is durable and probably lifeleng, Cases of measles in vaccinated
individvals result from unsuccessful or faulty vaeccination rather than from less of immunity.
Problems sometimes observed with vaccine failures resulting from fragility of the vacecine can be
overcome by proper vaccine handling (especially the cold chain) and by using newer, more stable
vaceines. As immunization levels rise, the propertion of cases occurring in vaecinared iadividuals
wust be expected Lo rise, These cases do not reflect waning immunity but are confined to the
proportion of children who did not gseroconvert on initial vaccination. In some couuntries,
children vaccinated during the first year of life receive a second dose of measles vaccine. In a
few other countries, a two-dose schedule is used to ensure that all children receive at least one
dase or to reduce the proportion of vaccine failures, Epidemiclogical experience gained in
countries with succesafyl programmes seems to indicate that this two dose appreach has been a
useful strategy.

The effectiveness of measles vaccinzatfion in preventing disease in the face of exposure is high
if the vaccime is given in the first 3 to 4 days after exposure.

3.1.3 Reactions, gide-affects and contraindications

Reactions £o the vaccine are few and generally invelve transient fever or rash in 5-25% of the
recipients. Serious complications are rare. Encephalitis has been reported following measles
vaceination with a frequency of approximately one in every one million doses of vaccine
gdministered: less than one half of these individuals have permanent sequelae,

3.1.4 Immunization policies in the counrries of the Eurepean Region

In 1972, when the meerting of a WHO/EURC working group on measles vaccination took place in
Algiers, only about half of the countries of the European Region had started official measles
vaccination programmes. The Algiers meeting was held approximately 8 years after measles vaccine
had been accepted as providing protection. Nowadays, although there has been general agreement
about the desirability of measles vaccination, immunization policies throughout the Region still
vary considerably. Measles immunization is included in the vaccination schedules of 28 countries
but vaceine coverage ranges from 5% to 98%4. Three countries do nof use measles vaccine routinely.
Measles vaccipation is obligatory in nine countries (Albanis, Bulgaria, Czechoslovakia, German
Democratie Republie, Hungary, Poland, Romania, USSR and Yugoslavia). In all countries of the
Region, locally produced or imported measles vaccines are considered by the national control
authorities to meet WHO requirements, Quality assessment of imported vaccines is carried out in
most countries by testing the vaccine ia the national control laboratories and in only a few
countries by evaluation of the producer's certificate.

3.1.5 Success of vaccinstion programmes

in general, the impact on measles incidence has parallelled vaccine coverage. Great guyccess
in reducing measles morbidity and mortality has been reported from several countries. Declines in
subacute selerosing panencephalitis have parallelled declines in morbidity. In countries with
well-developed measles immunization programmes, reported incidence compared with the prevaceine aera
has declined 10-1000 times within little more than 10 years of vaccination. 1In the European Region
a3 a whole, comparing the period before vaccines were applied and 1983 shows & 4-times reduction in
the annual average reported incidence rate and an approximately 90% reduction in the annual average
reported daath rate due to measles. Studies have demonstrated the highly favourable cost-benefit
ratic resulting from measles vaccination. In many countries the use of combined measles-rubella
and measles-mumps~rubella vaccine has resulted in further benefits.
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3.1.6 Programmes for the alimination of indigenous measles

The success met in reducing the occurrence of measles has encouraged 7 countries to set the
target of elimination of indigenous measles: Czechoslovakia, Finland, German Demoeratic Republic,
tHungary, ILc¢eland, Norway and Sweden. Ireland and the United Kingdom are planning to establish a
measles elimination target. In Czecheslovakia measles incidence for 1982 and 1983 was reduced to 2
morhidity level under 0G.3/100 000. The programme started in the German Demoecratie Republie in 1970
has been successful and the annual average reported incidence has declined more than 90%, as
compared with the prevaccine era. Nevertheless, there were some gaps in the immunizarion policy

and the programme hias been strengthened recently. GSweden and Finland have only recently begun
their programmes,

Cutside the Region, the United States has also had very positive experiences. After
reorientation and strengthening of the programme in 1977, reported incidence declined more than 99%
compared with rhe period before measles vaccines were available. Although the declared goal to
eliminate indigenous wmeasles by October 1982 was not achieved, morbidiry pates for the 1982-33
period (less than 1/000 Q0Q) show that elimination is imminent.

3.1.7 WHO's action and the European regiomal target for HFA2000: eliminstion of indigenous measles

Tha Regional Qffice for Europe of the World Health Organization organized a working gzroup on
meszsles vaccination in Algiers, from 23 ro 29 April 1972, to review the measles problem in the
countries of the Region, the efficacy and safety of measles vaccination and the policies and
practices in the Region. When the successes of the elimination programmes in Czechoslovakia and
the United States became known, the Regiomal Office organized an informel ad hec consulation on a
possible programme for the elimination of measles in Europe (Copenhagen, 17-18 January l983). The
participants of the consultation concluded that "indigenous measles can and should be eliminated
from Europe" and that "Elimination strategies will invelve high immunizarion levels, effective
surveillance and aggressive control measures in response to cases. Vaccines used should meet WHO
eriteris and be handled properly. Major education efforts will be necessary both for the general
publiec and for health professionals. WHO should play a major role in coordinating regzional measles
elimination activities”,

3.1.8 Targets

To accomplish elimination of indigenous measles, operational targets for actions and policies
are proposed (see recommendations point 5.},

3.1.9 Selected references

1. Measles vaccination: report on a working group. Copenhagen, WHO Regional Office for Europe,
1972 (unpublished document EURG 1902).

2. Messles surveillance. Feasibility of measzles elimination in Europe. Weekly epidemicleogical
record, 58 (30): 229-230 (1983).

3. Fatz, S.L., et al. Intermational Symposium on Measles Immunization. Rev, Inf, Dis., 5:
389-625 (1983).

4. Taranger, J. Vaccination programme for eradicatiom of meazles, mumps and rubella (letter),
Lancet, 915~916 (1982).

5. Hopkins, D.R., et al. The case for global meagles ervadication. Lancet, i: 1396398 (1982},

6. Measlea surveillauce, Intervuptiom of natural transmission. Czechoslovakia. Weekly
epidemiclogical record, 58 (12): 85-86 (1983).

3.2 Elimination of poliomyelitis

3.2.1 Epidemiolegical and clinical importance of the disease in the prevaccine era

Before polio vaccines were available, poliomyelitis occurred in the Eyrepean Region in major
epidemic waves causing thousands of cases of paralytic disease in an epidemic¢ vear, The disease
currently presents a aerious problem only in developing countries wirhout fully implementaed
immunization programmes. Worldwide, it iz estimated that nearly 500 000 cases of paralytic
poliomyelitis oceur each year,
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3.2.7 Vaccine development and efficacy

The introduction of inactivated polio vaccinme (IPV) in the mid~1950s and the oral live
attenuated vaccine (OPV) in the late 1950s was followed by rhe widespread use of the vaccines and a
dramatie decline in the reported incidence of polio, Each of the vaccines has been demonstrated to
be highly effective in protecting both the individual and the community. OPV is given orally and
induces seroconversion against all 3 types of poliovirus following the first dose in more than 703
af recipients, Following the third dose of OPV, seropositivity against all 3 types is seen in move
than 90% of recipienta. OPV stimulates immunity that is thought to be lifelong and induces strong
local intestinal immynity that markedly reduces the likelihood (and duration) of carriage of wild
poliovirus by the vaccinee. Use of OPV has a dramatic impact on the circulation of wild
polioviruses and mass administration can terminate transmission during an epidemic. An additienal
feature of OPV iz that the vaccine virus is exeraeted in the stool of the vaececinee and can spread to
contacts of the vaceinee,

IPV is given by injection and can be administered with DTP in the same syringe. Recent
improvements in production and atandardization have resulted in a product whieh ipduces
seroconversion te all 3 types of poliovirus in more than 75% of 6 mwonth olds following a single
injection, with virtually 100% developing antibedies to all 3 types following a second injeetion &
months later. Experience has shown that the protection induced by IPV is longlasting and that
ecireulation of wild poliovirus in the community can be markedly reduced (and perhaps even
eliminated) if high levels of coverage with IPV are achieved. IPV is net thought to induce the

same degree of local intestinal immunity as OPV. IPV is currently substantizlly mors expensive
than OPV, :

Each of the vacc¢inmes is highly effective in protecting the individual and each has been shown
to markedly reduce the incidence of pelic in a community when used widely. Only OPV has been shown
to be effective in terminating an outbreak,

3.2.3 Reactions, side-effects and contraindications

Reactiens te IPV are few and generally invelve local discomfort and swelling at the site of
injection. IPFV io current use is not known o be associated with severe reactions. The only koown
side~effect from OPV is the rare occurrence of permanent paralysis in the vageinee or clese
cgntacts of the vacceinee. This parzlysis has been observed with a2 frequency of approximately 1 in
1-3 million doses of OPV distributed. Immunocempromised individuals are at particular risk of
vaccine—associated polio, whether as vaccine recipients or contaets of recipients.

There are no known contraindications to the use of IPY. The only contraindication to the use
of OFV is compromise of the immune system or living in the same household with an immynocompromised
individual. Pregnancy is uot considered an absolute contraindication to administration of OBV but
most auvthorities would defer immunization until afrer delivery unless there was immediate need for
pretection.

3.2.4 Immunizarien policies in the countries of the European Region

At present, all Member States use polio vaccine in children and most of them use OPFV.
Finland, Nerherlands, Norway and Sweden use IPV; Denmark, France and Netherlands use both [PV and
OPV. Polie vaceination is obligatory in 14 countries {Albania, Belgium, Bulgaria, Czechoslovakia,
France, German Democratic Republic, Greace, Hungary, Italy, Poland, Romania, Sen Marino, USSR,
Yugoslavia). Vaccination coverage varies from country to country (59-99%Z) but is in general high.
In all eountries of the European Region, locally produced or imported polio vacecines are considered
by the national centrel authorities to meet WHOQ requirements. Quality assessmeat of imported
vaccines is carried out in most countries by testing the vaeeine in the national control
laboratories and in ouly a few countries by evaluation of the producer’s certificate.

3.2,5 Suecess of vaccination programmes

In gemeral, the impact on polio incidence has parallelled vaccine ecoverage. Greal success in
reducing polic merbidity has been veported from most countries, A comparison of the periods
1954-19%8 (before vaccines were widely applied) and 1978-1982 shows that, in the European Reglon as
& whole, the annual average veported incidence rate has reduced l46 times over, OFf the countries
which have provided morbidity data to WHO for the periods 1954-1958 and 1958-1982, the majoriry
have reported declines in incidence greater than 99%. In the last few years, mogt of the cases
reported were from Merocce, Spain, Turkey and Romania. Focal outbreaks of disesse have occurred in
groups of unimmmized individuals even in countries with high overall vaeeine intake (e.g.
Netherlands). Few formal analyses of cost-benefit rarios for polioc vaccination have been carried
out becaugse of the obvious benefits of vaccination,
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3.2.6 Programmes for the elimination of poliemyelitis

As a result of rhe successas experienced in readueing the ocecurrence of poliec, the possibility
of glebal eradication of pelio was raised at am InCernational Sympesium on Poliemyelitis held in
1383, Formal policies for eradication or eliminationm have not been formulated. Howaver, polio has
apparently disappeaved from several countries of the Region: 5 ¢ountries reperted neo cases duriog
the perieod 1974-1983 (Czechoslovakia, German Democratic¢ Republic, Iceland, Luxembourg, Maltal.

3.2.7 WHO action and the Eurcopean regional rarget for HFA2000: elimination of poliomyelitis

Ar rhe time of the 1959 Eurcpean Technical Conference on the Control of Infectious Diseases
through Vaccination Programmes, polio vaccination was azlready being carried out in all countries of
the Region except one. However, planned immunization with full coverage began in the aarly 1960s.

At the Technical DHscussiouns of the Thirteenth World Health Agsembly in 1960, it was gtated thar
"poliomyelitis should also be included among those infectious diseases of which it is possible to

achieve virtual eradication'.

The Regional Office for Europe organized a meeting in June 1983 which considered, among other
things, rhe feasibility of eliminating poliomyelitis from the Region. The participants concluded
that “Paralytic disease due to indigenous trasnmission of wild poliovirus can and should be
eliminated from the countries of rhe Eurepean Region by 1990. In the few areas where transmission
persista, services should be strengthened to interrupt it. In other areas, current immunization
levels must be meintained to ensure that the progress made is not lost"

3.2.8 Targets

To accomplish elimination of poliomyelitis, operational targets for actions and policies are
proposed (see Recommendations point 5.).

Selected references

1. WHO Technical Report Series, No 198, 1960 (Control of infeetious diseases through vaccination
programmea: report of a Furopean technical conference).

2.  QCruickshank, G. et al, The role of immunization in commmnicable disease control, Genevs,
World Health Organization, 1961 (Public Health Papers Neo. 8), p. 10

3. EfI. Feasibility of elimination of vaccine-preveutable diseases. Weekly Epidemiological
Record 59(19): 143-145 (1984)

4. Horstmann, D.M., et al. International Symposium on Poliomyelitiz Contral. Rev. Inf, Dis, 6
(suppl. 2): § 301-5 600 (1984).

3.3 Elimination of neonatal tetaous

3.3.1 Epidemiological and elinical importance of rhe disease in rhe prevaccine era

Neonatal tetanus is primarily a problem in develaping areas of the world where tetanus
immunization has not heen widely practised and where childbirth and neonatal care take place in
unganitary conditions. The disease results from contamination of the uymbilical stump in an infanc
who i3 not protected by transplacentally acquired maternal antibodies. It is estimated on a
worldwide basis that approximately 1 million deaths occur each year due to neonatal tetanus. In
Europe before 1960 about 4000 persona (1000 of them in the USSR} died annually from tetanus.

During the period 1951-1965, the mean general mortality from tetanus for the continent of Europe
was 0.3. In Greece, Morocco, Portugal, Spain and Turkey, about 50X of those who died were newborns.

3.3.2 Vaceine development and efficacy

Tetanus toxold is one of the most pobent antigens available for human protection.
Administration of a primary course of 3 doses of toxoid will confer protection to nearly l00% of
reciplients for a period of several years. Administration of 2 doses of toxoid (separated by a
period of 2 wonths} will induce protection in virtually all previously unimmunized pregnant women
and provide them with sufficiently high circulating levels of antitexin ao that thelr infants will
be passively protected throughout the newborn periaed.

Improving the circumstances of childbirth and the period immediately afterwards are also
important aspects in the prevention of neonatal tetanus. This can be accomplished through training

of traditional birth attendants, educating prospective mothers in the proper care of the umbilical
atump, providing sanitary childbirth facilities, ete.
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3.3.3 Reactions, side—effects and contreindicatilons

Reactions to tetanus toxoid primarily invelve local discomfort and rednass. Systemie

redctions are rare (approximately oue in every 100 000 doses of toxeid adminisrered). In
individuals who have received repeated doses of tetanus toxoid, anaphylaxis and arthus—like

reactions are occasionally seen. There are almost no contraindications to receipt of tetanus
toxoid.

3.3.4 Immunizaticn pelicies in the eountries of the European Region

At the time of the European Technical Conference on the Control of Infectious Diseases through
Vaccination Programmes in 1959, all Member States were administering tetanus toxeid to at least
some segments of their populations and neonatal tetanus was nobt recognized as g serious problem in
most of the Region. Tetanus Immunization has primarily been carried out as a programme of
immnization of children although population-wide programmes have been initiated in some
countries. Specific immunization programmes aimed at pregnant women do not exXist at present in
this Region. Tetanus toxoid (as DFT or DT) is a routine part of the immunization programme for
children in all Member States and iz obligatory im 13 countries {(Albaniz, Bulgaria, Czecheoslovakia,
France, German Democratic Republic, Greece, Hungary, Italy, Poland, Romaniaz, San Marino, USSR,
Yugoslavia).

3.3.5 Buccess of vaccination programmes

Because neonatal tetanus is not reported separately as a condition or coded separately as a
cause of death, it is not possible to give precise statistics on the present situation. Most of
the countries of the Region have reported no tetanus deaths in infants less than one year of age in
the most recent five year period for which data are available, Tetanus deaths in infants less
than one year of age play a distinet role in Morocco, Portugal, Spain, Turkey and Yugoslavia. The
positive changes in tetanus and especially in neonatal tetanus morbidity in Yugoslavia are
remarkable (see background material ke this working paper).

3.3.6 Programmes for elimination of neonatal tetanus

The Global Advisory Group of the Expanded Programme on Tmmunization has endorsed the
recommendations of the 1982 Lahore meeting on the prevention of neonatal tetanus. Segments of
those recommendations, of relevance to the countries of the European Region, include:

" . Neonatal teranus szhould become 4 notifiable disease and should be reported separately from
non-neonatal tetanus,..™.

3.3.7 WHO action and the Eurcpean regional target for HFA2000: elimination of neounstal tetanus

The Regional Qffice for Europe of the World Health Organization convened a meeting in June
1983 which considered, among other things, the feasibility of eliminating neonatal tetanus from the
European Region. The participants concluded that "Neonatal tetanns is now a rarity in mest of the

European Region and can be eliminated entirely from the few remaining areas through feasible
improvements in immunization services. This should be accomplished by 1%90".

3.3.8 Targets

To accomwplish elimination of neonatal tetanus, operational targets for action and policies sre
proposed {see Recommendations point 5.).

Selected references:

1. WHO Technical Report Series, No. 198, 1960 (Coatrol of infectious diseases through vaccination
programmes: report on 4 European technical confecrencel.

2. EPI. Prevention of neonatal tetanus. Weekly epidemiological record, 57: 137-142 (1982).

3. Bytchenko B.D. Tetanus. Medizina (R), 1932.

4. EPI. Feasibility of elimination of vaccine-preventable diseases. Weekly epidemiological
record, 5%(1%9)+ 143-145 (1984).
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3.4. Elimination of congenital rubella

3.4.1 Epidemiplogical and clinical importance of the disease in the prevaccine era

Rubella is usually a mild disease. However, in & pregnant woman there is a very great
likelihood that the fetus will be adversely affected. Fetal dearh, spontansous abortien,
gtillbirch, and livebirth with a variety of congenital anomalies, are all common outcomesz of
rubella during pregnancy. A worldwide epideomie ¢ceurred in 1964-65 and, in the United States
alone, it was estimated that there were 11 000 instances of fetal wastage and 20 000 infants born
alive with severe c¢ongenital ancmalies as a result of rubella acquivred in utero. Congenital
tubella infection is probably the most common cause of sensorineural deafress in children,

In the European Region, epidemics of rubella with its predictable sequelea have been reported
from several countries, including Iceland, Norway, Sweden, and the United Kingdom. Annual
occcurrences of rubella infection during pregmancy are zlso reported from other countries where
tubella is notifiable. WMo global estimates of cthe impacr of congenital rubella infection have been
made. It is of some interest that for every case of congenital rubella syndrome reported in
England and Wales, there are approximately 10 abortions induced in women who have either developed
rubella or been in contact with a case,

3.4.2 Vaccine development and efficacy

The introduction of live attenuated rubella virus vaccines in 1969 introduced the possibility
of preventing congenital rubella infection. Two different strategies were developed for the
pravention of congenital rubella infection:

(a) vaccination only of girls at about the time of puberty to provide individual protection during
childbearing years and

(k) vaccination of all children of both sexes at an early age to interrupt transmission as well as
to provide protection during the girls' subsequent childbearing period.

Combinations of these strategies have been undertaken in some countries, with vaccination of
all ehildrven at age 1l as well as vaccination of adoleseent girls in order to reduce rubella
transmission and provide future protection of those about to enter the childbearing peried. In
pome other countries, programmes have been undertaken with vaccination of children of both sexes at
age 1 and age 6-12. The primary purpese of this approach has been to shorten the period necessary
te achieve a fully immunized childheod population and interrupt tramsmissiom. Unfortumately, in
mest countries less emphasis has been placed on vaccinating thosa at immediate risk of rubella
infection during pregnancy - women currently of childbearing age.

Rubella vaceine is effective - more than 95% of vaccinees who have passed their first birthday
will develop antibodies in response to vaceination. Vaccine-induced immunity is long-lasting.
Although antibody levels decline over the years and may become undectable by routine tests,
stabilicy of immunity for at least 16 years has been documented and those whose antibedy titres had
digsappeared give booater responses, indicating that they were atill protected,

3.4.3 Reactions, side-effects and contraindications

Local discomfort, transient rash, or mild fever are reported in approximately 5% of
vaceiness, Arthralgia is reported with increasing frequency in older veccinees and may occur in up
to 40% of adult female vaceinees. Although recurrences may be noted, loug-term persistence of
arthritis has only rarely been reported. Vaccine virus can be recovered from the nasopharynx of
some vaceinges but extensive experience indicates that vaccine virus is not transmitted to
contacts., Major concern about the safety of rubella vaccine has been related to the possibiliry
that the vaccine virus itself might be reratogenic. Experience new totals more than 300 women who
were known to be susceptible, received vaccine within three mouths pricor te or after conception,
and carried their pregnancies to term. None of these women gave birth to an infant with coagenital
Tubella syndrome although a few of the infants had serological evidence indicating they had bean
infected in utere. These dats indicate that immunizstion during pregnancy should not be considered
an autematic indication for termination of the pregnancy. Nonetheless, data are net yet sufficient
te state that immunization during pregnancy poses no risk to the fetus and immunization of women
known to be pregnant should be avoided. The only other contraindication to the use of rubella
vaceine iz an immunccompromised state,
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3.4,4 Immunization pelicies in the countries of the Eurepesn Region

At present, only a few countries {including Czeechoslovakia, Finland, leeland, Norway,
Netherlands, Sweden, San Marino, Spain and the United Kinpdom) report the widespraad use of rubella
vaccine and most of them are using the strategy of vaccinating only susceptible adolescent girls
and adult women. Finland, Federal Republic of Germany, Nerway, and Sweden are using combiped
measles-mumps-rubella vaccine administered to all children in the second year of life as well as
vaccination of adolescents and adult females, In severazl other countries limited use of rubella
vaccine 15 reperted.

3.4.5 GSuccess of vaccination programmes

The strategy adopted by most countries is such that there i1s a delay of several years from the
start of the programme and demonstration of its impact. Nonetheless, dara from England indicate
that the proportion of women of childbearing age who are susceptible to rubella has been decreasing
while the proportion of men in the same age group who are susceptible is unchanged. The
well=established programmes in Finland, Norway and Sweden are too new te have demonstrated an
effect., Cost—benefit analyses of rubella vaccination in European countries and in the United
$tates have shown that any appresch is cost-effective,

3.4.6 Programmes for the elimination of ¢Gn§enital rubella or rubella

The three countries in Eurcpe known to have adepted targets for the elimination of congenital
rubeila are Czechoslovakia, Iceland and Norway. Finland and Sweden have done the same regarding
rubella. At a2 recent International Sympeosium on Prevention of Coagenital Rubella Infection, the
possibility of & wider scale attack was discussed but no eradication target was agreed to.

Thegretical considerationa of the dynamics of rubella indicate that anticipated vaccine uptakes
must he a very important factor in selectimg a vaccination strategy. If compliance is expected to
be below 70%, the universgal vaccination approach may produce lopg-term results significantly worse
thar the schoolgirl immunization system, whereas uptakes greater than 704 should produce better
results. Moreover, uptake rates less than 70% in a universal vaccination appreoach could produce
oscillations such that medium—term results would be worse than if no immunization programme had
been started at all. The most rapid eliminationm of congenital rubella would be achieved by a
programme including immediate wvaccination of a1l adult women and all children l-l4 years of age
with subsequent vaccination of all children at age 1.

3.4,7 WHG acrion and the Furopean regional target for HFA2000: elimination of congenital rubella

The Regional Office for Europe of the World Health Organization organized a Working Group on
Prevention of Rubella in 1972 in Budapest. The Group recommended that "provision af rubella
vaccination should have a high priority in public health programmes in those countries where
congenital rubella was now a problem, or was likely to become oune"., A Working Group on Prenaksl
and Perinatal Infections, held in Graz, 24-26 May 1982, concluded that: "All possible steps should
be taken to eradicate congenitally-acquired rubella through a vaccination programme appropriste to
the health organization of each country”. The European Regional Office also convened a weeting in
June 1983, whiech considered, among other things, the feasibility of eliminating cengenital rubella
from the Eurcpean Region. The participants concluded that "prenatal rubella infection can and
should be eliminated from Europe before the end of this century. Achievement of this objective
will require attainment of immunization levels in excess of 904 in designated target populations™.

The participants did not recommend any single strategy for achievement of the target but did
point out that "it is essential that, within individual countries, and possibly within Europe
itself, a comparibiliry of policy should be sought, such that ome district or country does not find
itself in the position of trying to reduce the transmission rates, while another neighbouring
district or countzy is trying te maiantain them. Countries or districts which opt for interrupting
transmission will face the subsequent task of protecting their populations from reintroduction of
ruballa and of maintaining high uptake rates for the indefinite future in the absence of the local
stimulus of the continued presence of the disease, For many countries, it is doubtful whether this
can be achieved without the introduction of compulsory immunization, e.g. for school entry',

3.4.8 Targets

To acecomplish eliminarion of congenital rubella, operational targets for action and policies
are proposed {see recommendations point 5.).
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3.5 Elimination of diphtheria

3.5.1 Epidemiclogical and eclinical importance of the disease in the prevaccine era,

In the past diphtheria has been a major cause of infectious disease morbidity and mortality in
the European Regiou. In England and Wales, for example, an annual average of 55 125 cases and 2783
deaths were reported in the pericd 1933-1942. A nmajor epidemic wave swept the European Region in
the period 1943-1945. During the period 1950-1954 the annual average number of cases reported in
France was 2843 and in Yugealavia 4932, On a world basis, it has been estimated that during the
period 1931-1960 about 1 270 000 persons suffered from diphtheria and at least 127 000 of them died
annually,

3.5.2 Vaecine development and efficacy

Diphtheria toxoid is a very effective antigen for protection against disease although it will
not always prevent acquisition or carriage of the organism. Administration of a primary course of
3 doses of toxeid will coufer protection to nearly 100% of recipienta for several vears.

3.5.3 Reactions, side—effects and contraindications

Reactions to diphtheria vaccine primarily involve local discomfort and redmess but fever may
alse be seen, particularly in persons who have previously received doses of the toxeid. Because of
the increased frequency and severity of reactions, adults are commonly given & reduced dose of
diphtheria toxoid. Serious systemic reactions are very rare. There are almest no
contraindicationa to the use of diphtheria toxoid.

3.53.4 Immunization policies in the countries of the European Region

Diphtheria immunization is carried out in all countriea of the European Regiom. It is
obligatery in 13 countries (Albania, Bulgeria, Czechoslovakia, France, Germsan Democraetic Republic,
Greece, Hungary, Italy, Poland, Romauia, San Marino, USSR, Yugoslavia). In most countries
immunization is carried out only during the first year of life (the basic EPI approach) but in some
industrialized countries booster doses of diphtheria toxoid in reduced dosage (to reduce the
likelihood of adverse reactions) are recommended, These are usually given in combination with
tetanus toxaid, as TD.

3.5.5 Bueccess of vaccination programmes

Although marked declines have been noted even earlier, the overall decline in reported annual
incidence was 82 times for the period 1978-1982 as compared with the period 1950-1954.
Notwithstanding the progress made, an ennual average of 350 cases per year was reported during the
period 1978-1982 with 80% of cases cowing from four countries (Italy, Morocce, Portugal, Turkay).
Alrtheough localized outbresks have been reported in areas with low vaccine uptake, the disease
currently presents a serious problem only in developing countries without fully implemented
immunization programmes,




ICP/EPL Q01 w0l
14306
page 15

Immunization levels among children vary in the countries of the Region but they are in general
kigh. Nonetheless, studiles have shown that 40% or more adults may lack "protective" levels of
cireulating antitexie antibodies.

3.5.6 Programmez for the elimination of diphtheria

Diphtheria has been e¢liminated from most countries in the Regiom, although formal eliminatioen
targets have not been established,.

3.5.7 WHO actioun and the European regional target for HFA2000: elimination of indigenous
respiratory diphtheria

At the time of the Europesn Technical Conference on the Control of Infectious Diseases through
Vaccinatlon Programmes in 1959, all Member States were administering diphtheria toxoid to at least
some gegments of their populations and diphtharia had been brought under control in mest parts of
the Region. At the technical discuszions of the Thirteenth World Health Assembly inm 1960, it was
staced that "properly organized and systematic immunization and re-immunization of children against
diphtheria leads to the virtusl ersdication of this infection among the populatien,..", The
Regional OQffice for Europe of the World Health Organization convened g meeting in June 1983 which
considered, among other things, the feasibility of elimination of diphtheria from the Eurepean
Region. The participants concluded that “Elimination of indigencus respirarory diphtheria ean and
should be accomplished in the Region by 1990 through maintenance and strengthening of immunizatien
services",

3.35.8 TargeLs

To accomplish the elimination of diphtheris, operational targets for actien and policies are
proposed (see Recommendations, point 5. ).
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4, Immunization against other diseases of public health importance

4.l Fertussis

4.1.1 Epidemiological and clinisal importance of the disease in the prevaeceine era

Pertusgis has been responsible for high morbidity and mortality rates in young children; it
is particularly severe in the first year of life. In developing countries 2% of all newborns can
be expected to die from pertfussis, and the annual worldwide death toll is estimated at 1 million.
Death rates in the first year of life are 10 times greater than in the 1-4 years age group aund at
least 100 times greater than in the 5-9 years age group. The diseasze is often connected with
complications such as bronchopneumonia, broachiectasis, convulsions and encephalopathy. These
epidemiolegical patterns have not changed very much in developing countries, and high morbidity
rates still oceur in Europesn and other developed countries where immunization programmes are
insufficient. Due to the improved possibilities for treatment, the mortality rates in developed
countries have been brought to very low levels.

4.1.2 Vaccine development and efficacy

The results of the carefully plammed and controlled field studies in the UNK (1951, 1956 and
195%9), under the auspices of the British Medical Research Council, clearly showed that it was
pessible to attain, by vaccination, a high degree of protection against the disease, as shown by
the substantial reduction in the attack rate amongst home contacts (secondary attaek rate
approximately 15 compared with 90Z in the unvaccinated control group).

Whole-cell pertussis vaccines in use throughout the world are produced from a variety of
different strains of Bordetella pertussis, cultivated in stationary or submerged liquid culture or
om s0lid media. Most whole—cell pertussis vacecines contain inaectivated exotoxin (lymphocytosis




ICP/EPI 001 mOl
L4306
page 16

promoting factor, LPF), endotoxin (lypopolysaccharide, LPS), and many other antigenms. (onventional
vaccine potency is measured by Che intracerebral ¢hallenge mouse potency assay and freedom from
toxicity is usually determined with the mouse weight gain test, Most pertussis vaccines are
compined with diphtheria and tetanus toxoids and absorbed on an aluminium or calcium carrier. The
age at which immunigzation starts, the interval between injections, the immunizatien route (i.m. or
s.c.) and the number of doses which coustitute a totzl immunizing schedule, vary between

countries. EPI recommendations call for the edministration of 3 doses of DPT given at intervals of
at least 4 weeks, beginning at 6-12 weeks of age.

Information gathered from different parts of the world shows that existring whola-cell
pertussis vacecines produce individual az well as herd immunity. Nonetheleas, vaccines in use at
present can vary as far as efficacy is concerned, although thesze vaccines have met WHC minimum
requirements. Different methods of production cem result in different potencies and variacions in
the properties of the vaccine produced. A WHO ad hoc Working Group on Developments in Pertussis
Vaccine, 25-27 October 1983, Geneva, counsidered additionally that:

- the stability of vaccines in use is not well enough known; the potaency of some of the
vaceines used might well deteriorate rather rapidly;

there is no firwmly reliable laborarery or animal test for protective capacity of the
vaccines; the duration of the vaccine induced immunity is not well studied and there are no
merthoeds to monitor immunity to the disease (recently introduced serological methods seem
promising, but whether they ean be reliably used for this purpose still remains to be
established).

Recent researvch has identifed prospective immunogens for incluaion in an geellular vaccine,
There is nearly universzl agreement that the lymphocytosis promoting factor {LFP) iz an imporfant
protective antigen. There are othar potentially important protective antigens which require
further studies.

Interest in an improved pertussis vaccine to replace the current whole-cell vaccine centres,
in part, on the acellular vaccines prepared in Japan. A field trial conducted by the Committee on
Improved Pertussis Vaceine in Japan demonstrated that the acellular pertussis vaccine was
effective, with fewer side—effects than the conventional whole-cell vaceine., The acellular vaccine
(named "Precipitated Purified Pertussis Vaccine") has been used in mass immunization in Japan since
the autumn of 1981. There is an urgent ueed for further studies both of efficacy and safety of
this vaccine, Following the recommendations of the WHGQ ad hoc Warking Group on Developments in
Pertussis Vaccine, Geneva, 25-27 October 1983, a WHO collaborative study oun the Japanese gcellular
vaccine was carried out, A working group held in Geneva, 28-30 May 1984, recommended that,
although a clinical trial was in progresa in Japan, further clinical trials should also be carried
out in other areas of the world. This would also allow the results from Japan to be compared with
those obtained in other countriea. A draft protocol for clinical trials with acellular pertussis
vacelnes was prepared during the WHO meeting in Geneva on 28 and 29 September 1984. A rrial in
Sweden started in aurumn 1984,

4,1.3 Reactions, side~effects and contraindications

Faver and mild local reactions following DPT immunization are common, It is esrimated that
2-6% of vaccinees develop fever of 39°C or higher and that 5-10% experience swelling and induration
or pain lasting more than 48 hours at the site of injection. In studies in the USA and Australia,
about 504 of the children vaccinated had local or mild syarewic reactions. The most severe
complications following DPT immunization are neurological disorders and these are thought to be
primarily due to the pertussis component of the vaccine. The discussion on side-effects of
pertussis vaccination has a long history, begioning with the publications of Madsea (1933) and
Byers and Moll {1948} in the United States and Strom in Sweden (1960), There has been heated
debate, particularly in the UNK, regarding the frequency and severity of CNS complications and this
debate is still far from settled. There were also vigorous discussions in other countries,
espacially in Japan, Sweden, the USA and the Federal Republic of Germany. Some of these resulted
in the ¢hanging of immunization policies. The risk of neurological disorders follewing DPT
immunization, or the degree to which they are causally related to immunization, are difficult to
agsess since the neurclogical conditiems fall within the spectrum of neurological conditions that
may occ¢ur among unimmunized childrem of a similar age.
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In a recent large sfudy in the United Hindgem, i.e. the National Childhood Encephalopathy
Study, the immunization histories of children two months te three years of age, hospitalized with
serious acute neurological illnesses (encephalitis/encephalopathy, prolonged convulsions, infantile
spasms and Reye syndrome), were reviewed and compared with a control group., Based on an analysis
of the first 1000 ecases, it was estimated that a gevere neurological illness attribucable ro DET
occurred in 11110 000 DPT immunization doses and that lasting neurological damage occurred ia
13310 000 immunization doses. In the continuation of the study, where altogether 1182 cases of
neurological illness were analysed, the estimated risk of acute encephalopathy atributable to DPT
was 1:140 000 doses administered, while that for permaneat sequelae was 1:330 Q00 doses. Na
gvidence was found that pertussis vaceine is g direct causal factor for infantile spasms although
it was suggested that the vaccine may trigger the onset of infantile spasms in these children in
whom the disease is destined to develop. The EPI has published estimated rates of adverse
reactions feollowing DPT immunization compared to complication rates of natural pertussis (see
background material "Indications and econtraindications to vaccines used ia the EPI"™), Although
some of the data given, e.g. for the death rate in natural pertussis, differ from the situation in
developed coyntries, such comparisons based on national data might be useful to evaluate the
benefits and risks of pertussis vaceination. A recent US study estimated the benefit-cost ratio to
be 11.1:1.

With zegard to contraindications to DPT vaccines, there is general agreement that immumization
should he deferred in the presence of a febrile illness and should not be repeated if a severe
reaction ocecurred after a previous dose. Suoch resctions include collapse or shock-like state,
persistent screaming, temperature above 40.5°C, convuisions, severs alterations in consciousness or
other neurcological symptows, znaphylactic reactions., Different authors stress the need to avoid
DPT vaccination in e¢hildren with a persomal history of any neurclogical disorder and some recommend
net using pertussis vaccine if there is a family history of neurological disorder. The
Immunization Practices Advisory Committee {USA), reviewing the available data concerning the risks
of pertussis disesse and pertussis vaccination, considered ()984) zs contraindicariens:
hypersensitivity to vacc¢ine components, presence of an evolving neurological diseorder or a history
of severe reaction fellowing a previous dose. They alse stated that a personal histery of a prior
couvulsion should be evaluated before initiating or continuing DPT or pertussis vaccination.

4.1.4 Imounization pelicies in the countries of the European Region

When the European Technical Conference on the Control of Infectious Disesses through
Vaccination Programmes was held im Rabat, Morocco inm 1959, 23 of the 24 reperting countries of the
Region had already included pertussis vaccination in their vaccination programme. There were no
data on coverage but it is esatimated low in most countries. Pertussis immunization iz now included
in the schedules of 28 countries of the Region (not in Italy and Sweden) but vaccine coverage
ranges from 304 to 95%. Sweden iaterrupted its pertussis vaccination programme in 1979, in the
Federal Republic of Germany pertussis vaccine is only recommended for children at special risk, and
in most regions of Italy enly DT vaccination is used. Following the benefit-risk debates in UNK,
coverage decressed dramatically from greater than 70% down te less than 30%.

Most countries administer pertussis vaceine during the first year of life only (the basic EFI
approach)., Others, however, administer one or two boostar doses at age 3-6 years fo extend

individyal protection as well as to reduce the likelihood of transmission of pertussis, either at
school or &t home.

4.1.9 BSuccess of vacecination programmes

In general, the impact on pertussis incidence seems to reflect vaaecine coverage, although not
entirely since improvements in socioeconomic levels and housing standards alsc play a rele. Great
sue¢ess in reducing pertussis morbidity has been reported from several countries, €.g. reported
ineidence compared with the prevaccine or vaccine implementation era was 133 times less in
Czechoslovakia, 50 times in Denmark, 75 times in the German Demceratic Republic and 700 times in
Hungsry. In the European Region as a whole, a comparison of the periods 1958-1962 (before
pertussis vaccines were applied or while the programmes were still in the implementation stages)
and 1978-1982 shows a six-fold reductiow in the zonual average reported incidence rate.

Data from the UNK indicate that reported pertussis incidence had decreasad by about 75% within
five years after the iotroduction of immunization and that by 1970-73 the decrsase was 90%. During
197274, the propotrtion of children who were fully immunized against pertussis was estimated to be
72-80%, Following extensive media coverage of alleged risks of pertussis vaccine, vaccine coverage
began to decline in 1974, declining te approximately 30% in 1977. The decrease in coverage
resulted in pertussis epidemics.
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5.1.6 Coneclusions

Whole-cell pertusais vaccines are clearly effective immunizing agents able to produce
individual as well as commupnity ptoteerion. However, immunization with whole-cell pertussis
vaceines is associated with an appreciable rate of side—effects. The majority of these are local
or mild systemic reactions of no real consequence, such as fever. Neurological complicaticns have
rarely been associated with vaceine administration. The question of side-effects, and especially
the severity amd frequency of CNS complications, has been debated by physicians as well 22 by the
genersl public in some countries. Despite these side-effects and complications, most publie health
scientists and clinicians agree that the benefits of pertussis vaccination outweigh the risks of
its administration, taking inte conzideration that it is more reasonable to accept the probability
of some discomfort and the possibility of a serious untoward reaction than to risk the certainty of
pertugsais disease with its high morbidity and possible mortality. Vaccinationm is the most
effective method for the control of wheooping cough., Chemotherapeutics are of proven value enly if
given during the early stages of disease. However, they are valuable for the treatment of
bacterial complicationa, secondary to pertussis, at any stage.

Altheaugh each country should formulate its own policy, based on the advice of a breoadly
constituted advisory group, the benefits of immunization programmes with currently available
pertussis vaccines outweigh the risks. The decision te withhold immunization with whole-cell
pertussis vaccine should be taken only after serious consideration of the potential consequences
for the individuyal c¢hild and the ¢community. Recent research has succeeded in the development of
acellular pertussis vaccines which have been used in vaccination programmes in Japan since 1981,
Further clinical trials in other areas of the world are needed to asszess the efficacy and safety of
this new type of pertuasis vaccine.
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4,2 Tetanus (not necnatal)

4,2.1 Epidemiological and elinical importance of the disease in the prevaccine era

Before the advent of tetanus toxoid, tetanus was a common problem in the European Region,
affecting people of all ages. Tetaous had, and still has, a high case-fatality ratio
(approximately 50%). Even after the introduction of toxoid there were still a significant number
of cases of tetanus often resulting in death. 3Since the beginning of widespread vaceination,
teranus has almost disappeared as a disease of children and young adults. Tn 1983 in the European
Region, 920 tetanus cases were reported (1l countries did not report te WHQ).

4,2.2 Vaeeine development and efficacy

Tatanus toxoid is one of the most potent antigens available for human protection.
Adminisrration of a primary course of 3 doses of toxeid will confer protection to nearly 100%Z of
recipients for a period of several years., Periodic boosters (approximately every 10 years) will
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maintain protection. It is extremely rare for tetanus Lo occur in & persen who has ever had a
complece primary series with a booster in the preceding 10 years.

4,2.3 Reactions, side-~effects and contraindications

Reactions to tetanus toxeid primarily invelve local discomfort and redmess. Systemic
reactions are rare. Io individuzls who have received repeated doses of tetanus toxoid, arthus-like
Teactions are secasionally seen. There are almost no contraindications to receipt of tetanus
toxozd.

4.2.4 Immunization policies in the seountries of the European Region

At the time of the first European Technical Conference on the Contrel of Infectiocus Diseases
through Vaccination Programmes in 1959, all Member States were administering tekanus toxoid to some
of the population. Tetanus immunizatien has primarily been carried out as a programme of
immunization of children, although population-wide programmes have been carried out in some
countries, Tetanus toxeid (as DIP eor DT) is a routine part of the immunization programme for
children in all Mewber Staces and is obligatery inm 13 ecountries (Albania, Bulgaria, Czechoslovakia,
France, German Democtatic Republie, Greece, Hungary, ltaly, Poland, Rowmania, San Marine, USSR,
Yugoeslavial,

Since’ administering tetanus toxoid in combination with diphtheria (as DPFT or DT in children,
or with reduced diphtheria toxoid content as Td in adults) is both easy and economical, some
countries have recommended the use of combined tetanus—diphtheria toxoids in all situation where
tetanus toxoid is indicated.

4.2.5 Buccess of vaccinaticn programmes

The widespread use of Cetanus toxoid has virtually eliminated tetanus in children (and young
adults) in most couatries of the Region. During the peried 1951-1970, the loss of life due to
tefapus ameong the European population exceeded 3000 per year; however, during the period
1971-1980, this aumber has fallen to less than 1000 per year. In most countries, tetanus is now
predominantly seen in older persouns who have never received a primary immunizing course.

4.,2.6 Conclusions

Tetanus toxeid is a highly effective immunizing agent. Its widespread use has resulted in a
dramatie decrease in the number of tetanus cases. Tetanus now ocours mainly in older persons who
have never been immunized. Because of this, it is appropriate to consider taking steps to increase
the protection of the adult pepulations. Counsideration should asle be given to the desirabiliry af
using ecombined tetanus and diphtheris toxoids in immunization programmes for adulrs,
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4.3 Pneumococcal disease

5.3.1 Epidemiological and eclinical importance of the disease in the prevaccine ara

Streptococcus pneumonize is the most common cause of bacterial pneumonia acquired outside the
hospital. Although antimicrobial drugs have brought about singificant reductions in the mortality
of pneumonia ¢caused by the pneumococcus and by a number of other bacteria, there is no convinecing
evidence that a decline in the incidence of such infectiens has resulted from their yse. The
fatality rate from bacteremic paeumococeal infection is still umacceptably high: in excess of 25%
in those over 50 years of age and in the chrenically ill (in spite of appropriate antimicrobial
therapy). The group at high risk of death from bacteremic pneumococcal pneumonia is quite similar
to that at high risk of death from viral influenza. Some of the conditions that can place an
individual at increased risk include: sickle cell anaemia, Hodgkin's disease, multiple myeloma,
eirrchosis, alcoholism, nephrotic syndrome, remal failure, chronic pulmonary disease, splenic
dysfunetion, previous splenectomy or organ transplant, diabetes mellitus, congestive heart failure,
or ¢ompromiged immune system.
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Because pneumococcal disease is not specifically required te be reported and because the

etiologic agent is not isolated in a substantial proportion of cases of pneumonia, 1f 14 not
possible to make a precise estimate of the magnitude of the problem posed by poneumococcal digeasze
in the countries of the European Regiom.

4.3.2 Vaeccine development and efficacy

Development of pneumncoccal polysaccharide vaccines began in the 19303 and 19408 and ctrial
vaccines were shown to be safe and effacrive in certain situations {motably military recruits).
The advent of effective antimicrobial therapy led to virtual abandonment of research on thesge
vaceines. MHowever, the persistence of aignificant case—farality ratios evan in appropriately
tregted patients and the emergence of penicillin-resistant strains of pneumococcl led to a
reavrgence of interest in the 19702 culminating in the development of a polyvalent vaccine in the
latter part of that decade.

The currently available pneumococcal polysaccharide vaccine contains peolysaccharides from the
23 pneumococcal serotypes responsible for approximately 90% of all bacteregmic pneumococcal
disease. Field investigations have indicated varying degrees of efficacy in the chronically ill
and the elderly; most recent studies have indicated efficacies of 60 to BOX. Higher degrees of
efficacy have been found in specific groups (e.g. South African gold miners). The duration of
vaceine induced protection is unknown although antibody titres have been shown to persist at least
53 years after immunization.

4,3.3 Reactions, side-effects and contraindications

Approximately one half of recipienta will develop mild side-effects, such as erythema and pain
ar the jinjecfion sife. Fever, myalgia, and severe local reactions have been reported in less than
1 % of vaccineas. Severe systemic effectfs such a3 anaphylactic rTeactions, have rarely been
observed. Revaceination with pneumococcal polysaccharide vaceine 15 associated with a high

frequency of both arthus and systemic reactions. Consequantly, second or "booster" doses should
not be given. The safety of pneumococcal vaccine for pregnant women hag not been evaluated.

4.3.4 TImmunization policies in the European Region

Although pneumococcal vaceine is available in many countries in the Region, organized
programmes for its admipistration are not known Lo exist. Available dats indicate a substantial
upder-utilization of the vaccine in targat groups.

4.3.5 Buccess of vaccination programmes

Thare is no information at present available from within the European Regiom on the impact of
pneumococeal vaccination programmes.

4,3.6 Conclusions

Pneumocweccal polysaccharide vaccine is effective in preventing bacteremic disease due to the
13 serotypes of pneumococeil represented in the vaccine, Although its use has been recommended for
several target groups (including those without spleniec function, the chronically ill, and the
elderly), available data indicate that coverage in these groups is not satisfactory.
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4.4 Mumps

4,4,1 Epidemiological and clinical importance of the disease in the prevaccine era

Mumps is virtually a universal infection except in isolated populations. The illness is
uwsually mild, although up te 13%2 of ¢ases may have benign meningeal signs (almost always without
sequalae). Nerve deafness iz one of the most serious of the rare complications invelving the
central nerveus system, Qrehitis (usually unilateral) has been reported io up te 20% of clinical
mumps c&ses in pestpubertal males, although sterility i1s a rare sequels, In Finland, mumps
infection in military recruits has been an important cause of acute morbidity. Mumps is notifiable
only in some countries of the European Region.

4.4.72 Vaccine development and efficacy

An inactivated mumps vaccine was developed in the 1950s and used to some extent. It provided
protection for & limited period. Live, attenuated mumps virus vaccine became available in the late
1960s and induces protection in more than %0% of recipients who have passed their first birthday.
Vaceine-induced protection appears to be lifeleng, An additional feature of the vaceine is thatr it
can ba combined with measles and/or rubella vaecine to inerease its cost-effactivenass.

4.4.3 Reactions, side-effects and contraindications

Mumps vaccine is virtwally free of side-effeets or reactions, The only known
contraindications sre pregraney (on rheoretical grounds) and immunocompromised state. Some live
mumps vacclne is produced in chick embryo cell eculture. Persons with a history of anaphylactic
reactions subsequent to egg ingestion should be vaccinated only with extreme caution. There is no
evidence ro indicate that persons are atb inereased risk of reactions if they have zllergies to eggs
that are not anaphylactic in nature or if they are allergic te chickens or feathers., Since mumps
vaccine contalns trace amounts of neomycin, persons who have experienced anaphylactic reactions to
topically or systemically zdministered neomycin should nof receive mumps vaccine.

G&.4,4 Immunization policies in the European Region

Mumps vac¢ine is ilncluded in the vaccination schedules of 11 countries: three additional

countries are using wumps immunization for defined groups at risk. In & few other countries the
implemenration of mumps vaccination is planned,

Finland, Norway and Sweden are using combined measles-mumps-rubella vaceine administered to

all ¢hildren in the second year of 1ife, The programmes in Finland and Sweden aim to eliminate
mumps from these countries.

4.4.5 Buccess of vaccination programmes

Immunization programmes in the countries of the European Region are too recently iniriated for
an impact to have been demonstrated,

4.4,.6 Conclusions

Mumps vacciae is a highly effective and safe immunizing agent. Its cost—-effectiveness can be
enhanced by administering it in combinmation with measles and/er rubella vaceines,
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4.5 Smallpox

WHO has been informed that 160 of its 162 Member Strates and one Associate Member have now

officially discontinued toutine vaccination. In Albania, vaccination is being continued. In a
number of countries which have stopped routine vacecination, vaccine 1z stil)l made available, on
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request, to those wishing re use it, Eight countries have informed WHD that smallpox vaccipation
of military personnel has been discontinued. There are regular reports of persons with vaccine
complications following recent contact with military persomnel.

4.5.1 Conclusions

Smallpox vaccination should cease since it is no lenger required or justified (except for a
few professionally exposed laboratory wvorkers) and since serious adverse reactions do sometimes
oscur following both primary vaceination and revaccinatien,
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Recommendations

Recommendations (in Eaglish)

Immunization policies and practices

1.1 By the end of 19853, all countries should have made a formal declaration rthat they are
committed to the goals and activities of the Expanded Programwe on Immunization and to

target 5 of the European health for all strategy. By 1985 all countries should have
established narionsl targets for morbidity reductiom for 1990 for each disease in the Expanded
Frograwme on Immunizaticn of the Regional Qffica,

1.2 By 1990 at least 90% of children in all countries should have completed the basie
immunizatien series by their second birthday.

1.3 By 1985 all countries should have designated an individual or office responsible for the
immunization programme,

l.4 By 1985 all ecuntries should have established natiomal vaccine quality control procedures
and should be using vaceines that meet WHO ¢riteria. Countries should use WHO recommended
vaccine management and WHO recommended immunizatien procedures.

1.5 By 1985 all countries should be reporting their immunizatriew coversge annually and should
indicate the merhods used in the collection of data.

1.6 By 1935 all countries should be reporting the incidence of all the target diseases ia 2
standard fashion and/or have established a national system to measure the impact of

vaccination programmes for target diseases. This will include development of standard case
definitions.

1.7 By 1987 all countries should have a continuing mechanism for reviewing the immunization
status of children (through the review of records or serological studies) at appropriate times
{e.gz. on entry to créches, kindergartens, schools, ete,).

1.8 By 1986 all countries should have established a system for monitoring the suspected
adverse effects of immunization.,

1.9 By 1986 all countries should have adopted a programme of health education to increase
community participation, particularly directed at families and health professionals.

L.16  All countries should conduet periodic internal programme evalustions, starting before
1987,

1.11 By 1986 countries should have developed a programme to maintain immunization protection
throughout life.

1.12 By 1986 all countries showld have carefully reviewed their list of contraindications to
immunization, which should be simplified and minimized wherever possible,

1.13 By 1985 the WHO Regional Qffice for Europe should have gssigned responsibility for
immunizarion activities to a single individusl,

1.14 By 1985 the Regional Office should have coordinated regional immunizetion activities and
should be providing a regular feedback of information to Member 5tates.

1.15 By 1985 the Regional Office, in close cooperaciom with WHO headquarters, should be
providing technical collaboration to Member States.

1.16 By 1986 the Regional Office, in close cooperation with WHO headquarters, should be

providing support for the necessary training of national personnel in relevant immunization
programme activities.

1.17 The Regional Office should convene regional immunization conferences periodically, the
first ene preferably by 1987, to monitor progress towards targets and to strengthen
coordinated action,

1.18 By 1985 a small European Advisory Group on Immunizstion should have besen formed to
provide support to the Regional Office,
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1.19 By 1986 the Regional Office should have developed, im congultarion with its ImmunizaCion

Advisory Group, a demonstration immunization schedule that could be used to optimize the
various immunization schedules used by Member States,

1.20 ALl vaccines used in the elimination programme should be pravided ko the papulations of
the Regiou by their governments free of charge,

Z. Elimination of targeb diseases

2.1 Measles

Morbidity and mortality rargets

2.1.1 1Ir these countries of the Region where measles immunization programmes are already
effective indigenous measles should be eliminated by 1%%0.

2.1.2 1In the remainder of the countries of the European Region indigenous measles should be
eliminated by 1995,

Operational targets

2.1.3 By 1985 all countries should inelude messles veceination in their national immunization
programmes .

2,1.4 By 1988 all countries that now have well established national measles immunization
programmes should have achieved (and should subsequently maintain) immunization coverage of at
least 93% of children before their second birthday.

2.1.5 All other countries should have reached immunization levels of at leaast 50% of children
before their second birthday by 1988 and at least 95% by 1990, These levels should
subgsequently be maintained. In countries that are just initiaring measles immunizatiecn
programmes, optimal results will be obrained if it is possible to vaccinate other susceptible
children up to five years of age in addition to rhese under two years of age.

2.1.6 By 1985 all countries should have included measles on the list of notifiable diseases
or, where this is not posaible, have eatablished some other mechanism for monitoring measles
incidence.

2.1.7 Not later than 1988, all countries should have established or strengthened an effective
measles aurveillance and investigation system.

2.1.8 By 1988 all countries that now have & successful measles immunization programme should
have investigated all reported suspected cases of measles and taken outbreak control measures,

2.1.9 By 1990 all other countries should have investigated all such cases and taken outbreak
control measures.

2.2 Poliomyelicis

Morbidity and mertality targets

2.2.1 By 1990 ipdigencus poliomyelitis should have been eliminated from all countriea of the
Region.

Operational targets

2.2.2 By 1990 all countries should have achieved (and should subsequently meintain)

immunization coverage against all three types of poliovirus of at least 90% of children befare
their secend birthday,

2.2.3 By 1985 countries that srill have endemic eor epidemic polio should have reviewed the
situation critically and have made appropriate programme modifications. It is recommended
that this be done in collaboratien with WHO.

2.2.4 By 1986 all countyies should have establighed or atrengthened effective polic
surveillance and investigation systems.
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2.2.5 By 1987 all countries should be investigating zll suspected cases of poliomyelitis and
taking outbreak contrel measures when appropriate.

2.3 Neonsatal tetagus

Morbidity and mortality targets

2.3.1 By 1%90 neonatal tetanus should have been eliminated from the European Region.

Operational targets

2.,3.2 By 1988 all countries that still have neonatal tetanus should have inscituted
programmes Lo ensure that at least 90%, and if possible 1004, of women have been adequately
immunized against tetanus prior to giving birth.

2.3.3 By 1985 all countries should be reporting neonatal tetanus separataly from nop=neonatal
cetanus.

2.3.4 By 1987 all countries should be investigating all suspected cases of neonatal tetzanus
23 & gulde to strengthening preventive measures. Such measures relate not only to

immunization but also to ensuring clean conditions during delivery.

2.4 Congenital rubella

Morbidity and mortality targets

2.4.) By the year 2000 congenital rubella should have been eliminated from all countries of
the Regiom.

Operationsl targets

2.4.2 By 1990 all countries should be using rubella vaccines in their national programmes.

2.4.3 All countries that now have well established national rubella immunization programmes
should have achieved (and should subsequently maintain) immunization coverage of 100% of women
of childbearing age by 1999 or of 93% of preschool children by 1995.

2.,4.4 All other countries should have achieved (and should subsequently maintain) immunization
coverage of at least 90X of the target population by 1995.

2.4.5 HNot later than 1995 all countries should be regularly reviewing the rubella vaccination
status of target populations at appropriate times (e.g. at school entry and school leaving,

college entry or premarital examination for adults).

2.4.6 By 1990 =ll countries should pave established or strengthened effective surveillance
for congenital rubella.

2.4.7 By 1993 all countries should have an effective surveillance and investigation system
for rubeila.

2.4.8 By 1996 all countries should be investigating all reported suspected cases of
congenital rubella.

2.5 Diphtheria

Morbidiry and mertality targets

2.5.1 By 1990 diphtheria should have been eliminated from the Eurcopean Region.

Operational targets

2.5.2 By 1%%0 all ecountrias should be fully protecting by immunization at leasr 95% of
children before their second birthday, and subsequently maintaining their immunity. The
diphtheria immunity status of the population and the epidemielogical situation should be
assessad to determine whether periodic diphtheria immunization is needed in the adult
population,
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2.3.3 By 1983 countries where diphtheria still occurs should have reviewed the situatbi~= apd

made appropriate programme modificacions. It is recommended that this be deme in cellaberatio-
with WHO.

2.5.4 By 1987 all countries should be investigating all suspected cases of diphtheris ag -
gulde bo strengthening preventive measures.

3. Other diseases of public health impertance

3.1 Parxtussiz

In some countries whole—cell pertussis vaceines have been associated with a higher rate of
adverse effects than other commonly used vaccines. Nonatheless, the benefit of immunization
programmes with currently available pertussis vaccines greatly outweighs the risks., It is
recomoended that all countries should use the available vaccines., If a country decides to
withhold whole-cell vaccine, this decision should be taken only after careful congideration of
the c¢consequences to the child and the community. Development and alinical testing of
acellular pertussis vaccines within the Region should be encouraged.

3.2 Tuberculosis

Each country should develop its own policy, based on the safery and efficacy of the vaccine
and the rizks of tuberculosis within the country (or in subgroups within the country).

3.3 Non—-neaonatal tetanus

By 1988 all countries should have achieved immunization coverage of at least 90% of children
before their second birthday amd maintain these levels thereafrer. Each country should
establish targets for coverage with tetanus roxeid of voung and adult populations.
Congideration should be given to the use of combined tatanus—diphtheria toxoid (Td) in the
programme., Receords should be developed to avoid éxcessive immunization.

3.4 Influenza

Each country should set cargets for the annual coverage with influenza vaccine of high-risk
population groups (e.g. those with chronic heart disesse or chronic pulmonary disease).

Those who provide eéssential community services should also be considered for annual influenza
immupization.

3.5 Hepatitis B

Each country should initiate the vaccination of special risk groups as scon as possible (e,g.
health ¢are workers in contact with blood or needles, newborn babies of carrier mothers,
pecple whose health or lifestyle puts them at high risk of infection, and the
Lnstitutionalized mencally handicapped). Realistic coverage targets should be set. Any
vaccine used should be prepared according to WHO requirements. Each country should establish
a surveillance system with identification of the type of hepatitis (A, B, non-A, non-B, delta
agent).

3.6 Mumps

Consideration should be given to the inclusion of mumpa vaccine in the routine immunization
schedule, This would be particularly relevant in countries that could use combined
measles-mumps or measles-mumps-rubella vaccines as part of the immunization of all children.
Each country using mumps vasccine should set targets for the coverage of the relevant
popularion,

3.7 Pneumococcal disease

Each country may get priorities and coverage targers for use of pneumococcal polysaccharide
vaceine in high-risk population groups (e.g. those without splaenic function).

3.8 GSmallpox

Vaccination sheould cease since it is no longer required ot justified (except for
profeasionally exposed laboratory workers).
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5.2 Recommendations (in Freach)

1. Politiques et pratiques en matidre de vaccinakiom

1.1 D'iei & la fin de 1983, tous les pays devraient avolr officiellement déciaré leuwr
adhésion aux objectifs et aux activités du programme &largi de vaccination et au but 5 de la
stratégie européenne de la Santé pour tous. D'ici & la fin de 1983, tous les pays devralent s'Stre
fixé des buts & atiteindre en 1990, concernant la véduction de la morbidité pour chacune des
maladies du programme £largl de vaccination du Bureau régional.

1.2 D'ici & 1990, dans tous les pays, 90% au moins des enfants devraient avoir re¢u la série
deg vateing de base avant la fin de leur deuxigme année,

1.3 D'iei 3 la fin de 1985, tous les pays devraient avoir désigné un individu ou un service
responsable du programme de vaccinacion.

1.4 D'ici 2 la fin de 1985, tous les pays devraient avoir &tabli des proeddyres nationmales de
contrile de la qualité des vaccins et utiliser des vaceins qui correspondent aux critdres de

1'0OMS. Les pays devraient utiliser les mérhodes recommandées par 1'OM$ en matidre de surveillance
de la fabrication des vaccins et de vaccination. '

1.5 D'ici & la fin de 1985, tous les pays devraient faire rapport annuellement sur leur taux
de ecouverture vaccinale et ipdiquer les méthodes utilisées pour le rassemblement des données.

1.6 D'ici & la fin de 1983, tous les pays devraient faire rapport de manidre analogue sur
1'incidence de toutes les maladies cibles et/ou aveir é&tabli un systéme national de mesure de

1'impact des programmes de vaceinationm ¢ontre ces maladies. Il faudrait, pour cela, notamment
&laborer des définitions normalisées dea aas.

1.7 D'ici 2 1987, tous les pays devraient &tre dotés d'un mécanisme permanent de surveillance
de la couverture vaccinzle chez les enfants (par l'exawmen des dossiers ou grice & des é&tudes
sérologiques} en temps utile (4 l'entrée & la créche, au jardin d'enfants, & 1l'école, etec.).

1.8 D'ici i 1986, tous les pays devraient avoir mis en place un systdme de surveillance des
rézctions défavorables aux vaccinations.

1.9 D'ici 2 1986, tous les pays devraient avoir adopté un programme d'éducarion sanitaire qui

vise & accroitre la participartion communautaire et qui soit plus particuli®rement dirigé vers les
familles et les professionnels de la santé,

1.10 Avant 1987, tous les pays devraient commencer i procéder 3 des examens périodiques de
leurs programmes internes.

1.11 D'iei 2 1986, les pays devraient avoir &laboré un programme de maintien de la protecticn
vac¢inale tout gu long de la vie,

1.12 D'iei & 1986, tous les pays devraient avoir seigneusement revu leur liste des contre-
indications & la vaccination, qui devrait &tre aussi simple et rédulte que peossible.

1.13 D'ici 3 1a fin de 1985, le Buresu régional de 1'OMS pour 1'Europe devrait avoir désigné
un responsable des activités en matidre de vaceination.

1.14 D'ici A la fin de 1985, le Bureau régional devrait aveir coordonné les activités

régionales en matidre de vaccination et devrait fournir régulidrement des informations sur ces
activités aux Etats Membras.

1.15 D'ici & la fin de 1985, en étroite coopération avec le Sidge de 1'OMS, le Bureau régional
devrait fournir ume collaboration technigue aux Etats Membres.

1.16 D'ici & 1986, en &treite coopératiom avec le Sidge de 1'OMS, le Bureau régional devrait
fournir un appui pour la formation voulue du personnel natienal aux sctivités pertinentes du
programme de vaceination,

1.17 Le Bureau régional devrait organiser périodiquement des conférences sur la vaccination,
la premigre devant aveir lieu de préférence d'ici A 1987, afin de juger les progras accomplis dans
la réalisation des buts viséds et de renforcer l'action ecoordonnéde.

1.18 D'ied & la fin de 1985, un petit groupe consultatif européen sur la vaccination devrait
avoir £té& constitué afin d'apporter un appui au Bureau régional.
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1.19 D'iei & 1986, en consultation avec son groupe consultatif sur la vaccination, le Bureau
régional devrait avoir é&tabli un mod2le de caleadrier de vaccination qui pourrait servir 2 opEi-
miser les divers calendriers utilisés dans les Erats Membres.

1.20 Tous les vaceins utilisés dans le programme d'élimination devraient @tre fournis
gratuitement aux populations de la Région par les pouvoirs publics.

2. Elimination des maladies cibles

2.1 Rougeole

Buts 3 atteindre en matiére de morbidité ot de mortalité

2.1.1 Dans les pays de la Région ol il existe des programmes de vaccination contre la
trougeole, les cas autochtones de rougeole devraient &tre &liminés d'ici & 1990.

2.1.2 Dans le reste des pays de la Région, les cas autochtones de tougecle devraient dtre
éliminés d'ici 2 1995,

Buts opdratiounels

2,1.3 D'ici A la fin de 1985, des programmes de vaccinatiom contre la rougeole devraient &tre
ineluy dans les programmes nationaux de vaccination de tous les pays.

2,1.4 D'ici 3 1988, dans tous les pays ol il existe déja des programmes nationaux bien

établis de vaccination contre la rougeole, un taux de ¢ouverfure maximale d'au moins 95% das
enfants #gés de moins de deux ans devra avoir été atteint (et devra &tre ultérieurement maintenu).

2.1.5 Tous les actres pays devraiemb avoiy atteint des taux de vaccination d'au meins 50% des
enfants avant la fin de la deuxi2me année, d'ici 3 1988, et d'au moins 95%, d'ici 2 1990. Ces taux
devraient &tre ensuite mainrenus. Dans les pays ol des programmes de vaccination contre la
rougeole viennent seulement d'2tre instituds, les résultats les meilleurs seront obtenus s'il est
possible de vacciner en plus des enfants de moins de deux ans, les autres enfants A risque Jusqu'a
1'3ge de cing ans.

2.1.6 D'ici A la fin de 1985, tous les pays devraient avoir imscrit la rougeole dans la liste
des maladies 4 déclaration obligatoire ou, si cela n'est pas possible, avoir mis en place un
mécanisme quelconque de surveillance de l'incidence de cette maladie.

2.1.7 Avant 1988 au plus tard, tous les pays devraient avoir mis en place un systéme efficace
de surveillance et d'investigation sur la vougeole, ou avoir renforcé le systime existant.

2,1.8 D'ici a 1988, tous les pays qui possiddent un programme efficace de vaccination contre

la rougeole devrsient avoir &tudié tous les cas suspects signalés et pris des mesures pour lutter
contre les épidémies.

2.1.9 D'ici 2 1990, tous les zutres pays devraient avoir examiné tous les cas suspacts at
Pris des mesures pour lutter contre les épidémies.

2.2 Poliomyélite

Buts 3 atteindre en matidre de morbidité et de mortalité

2.2.1 D'iei 3 1990, les cas autochtones de poliomydlite devraient aveir &té &liminés de tous
les pays de la Régionm.

Buts opérationnalsa

2.2.2 D'ici 3 1990, tous les pays devraient aveir atteint (et devraieat par la suite
maintenir) une couverture vaccinale coutre les trois typea de poliovirus atteignant au moins 90%
des enfants 8gés de moins de deux ans.

2,2.3 D'ici 4 la fin de 1985, les pays ol la poliomyélite existe encore a 1'é&tat endémique ou
épidémique, un examen ¢rifique de la situation devrait avoir &té fait et les programmes devraient

avoir été modifids en conséquence, Il est recommandé de faire appel pour ecela 2 la collsboration
de 1'0OMS.
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2.2.4 D'ici A 1986, tous les pays devraient avoir mis en place un systdme efficace de
surveillance et d'investigation des cas de poliomyélite ou aveir renforcé le systéme existant.

2.2, D'iei & 1987, tous les pays devraient étudier teus les cas suspects de poliomyélitve et
prendre, la cas dchdant, les mesuraes vouluss pour maltriser koute Spidémie.

2.3 Tétanos du nouveau-nd

Buts & stteindre en matidre de morbidité et de mortalitd

2.3.1 D'ied & 1990, le tétancs du nouveau-né devrait avoir été éliminé de la Région
européenne.

Buts opdrationnels

2.3.2 D'ici 2 1988, tous les pays oll le tétanos du nouveau-né existe epcore devraient gveir
mis sur pied des programmes garantissant une immunisation de 90 au moins, et si possible de 100%,
des femmes contre le tétanos avant l'accouchement.

2.3.3 D'ici 2 la fin de 1585, tous les pays devraient déclarer séparément les cas de t&tanas
du nouveau-né et les autres cas de tétanos.

2.3.4 D'ici A 1987, tous les pays devraient érudier tous les cas suspects de tétanas duy
nouveau-nd, afin de renforcer les mesures de prévention. 1l ue suffit pas de vacciner les femmes;

il faut aussi assurer des conditious hygzifniques d'accouchement.

Z.4 Rubéole congénitale

Buts 3 atteindre an matidre de morbidité er de mortalitd

2.4.1 D'ici 2 1l'an 2000, la rubdole congénitale devrair avoir &ré &liminée de tous les pays
de la Régiom.

Buts opérationnels

2.4.2 D'ici A 1990, tous les pays devraient utiliser le vaccin contve la rubdole dans leurs
programmes nationaux.

2.4.3 Tous les pays ot il existe maintenant des programmes nationaux bien dtablis de
vaccination contre la rubéole devraient avoir atteint (et devraient par la suite maintenir) usne

couverture vaccinale de 1l00% des femmes an 3ge de procréer d'ici 4 1999 ou de 95% des enfamts d'dge
présceolalre d'ici & 1995,

2.4,4 Tous les avtres pays devraient avoir atteint (et devraient ultérieurement maintenir)
une couverture vaccinale de 90% au moins de la population cible d'iei 2 1995,

2.4.3 Avant 1995 au plus tard, tous les pays devraient régulidrement réexaminer le taux de
coyverture antirub&olique des populations cibles, en temps utile (au début et & la fin des &tudes

primaires, au début des &tudes secondaires ou lors de l'examen prénuptial des adultes).

2.4.86 Dfici & 1990, tous les pays devraient avoir mis en place un systdme efficace de
surveillance contre la rubdole congénitale ou renforcer leur systdme existant.

2.4.7 D'iei & 1995, tous les pays devraient posséder un systdme efficace de surveillance et
d'investigation de la rubéole.

2.4.8 D'ici A 1996, tous les pays devralent étudier tous les cas suspects signalds de rubdole
congénitale.

2.5 DiEhtérie

Buts A stteindre en matidre de morbiditd et de mortzlitd

2.5.1 D'ici i 1990, la diphtérie devrait avoir &té éliminde de la Région europdenne.
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Buts opératjounels

2.5.2 D'ici A 1990, tous les pays devraient assurer la protection vaccinale totale de 95% au
wmoing des enfants avant la fin de leur deuxi®me annéde, puis maintenir ce taux d'immunité. L'écat
d'immunisation de la population contre la diphtérie et la situatiom épidémiclogique devraient faire
l'objet d'une &valuation afin de décider de 1'opportunité d'une vaccination péricdique de la
pepulation adulte ¢ontre la diphtérie.

2.5.3 D'ici 2 la fin de 1983, les pays ol la diphtérie se manifesre encore devraient avoir
fair le point de la situation er modifié leurs programmes, en conséquence. Il est recommandd de
faire appel pour cela 2 la collsgboration de 1'OMS,

2.5.4 D'ici A 1987, tous les pays devraient &tudier tous les cas suspects de diphtérie, afin
de renforcer les mesures de prévention.

3. Autres maladies d'importance pour la santé publique

3.1 Coqueluche

Dang certains pays, les vaceins anticoquelucheux préparés A partir de callules eptidres ont
douné davantage d'effets secondaires que les autres vaccins commundment utilisés. Les bienfaits
des programmes de vaccination utilisant les vaccins anticoquelucheux actuellement disponibles
dépassent néaunmoins de beaucoup les risques ef il est recommandé que tous les pays utilisent les

vaceing disponibles, S1 un pays décide de ne pas utiliser le vaccin anticoquelucheux préparé 3
partir de cellules entires, cette décision ne devrait @tre prise qu'apris &tude soigneuse de ses

conséquences pour l'enfant et pour la collectivité, I) faudrait encourager la miase au point et
l'expérimentation clinique de vaccins anticoquelucheux acellulaires dans la Régionm.

1.2 Tuberculose

Chaque pays devrair dlaborer sa propre politique, compte teny de la sbeuritéd et de l'effica=-
cit& du vaccin et dea risques de tuberculose sur zon tervitoire (ou daps certains groupes de la
population).

3.3 Tétanos

D'ici A 1988, tous les pays devraient avoir atteinr un taux de couverture vaccinale de 90% au
moing des enfants avant la fin de leur deuxilme année et maintenir par la suite ce taux. Chaque
pays devrait se fixer des buts précis concernant la vaccination des jeunes et des adultes & 1'ana—
toxine tétanique. Il faudrait étudier la possibilitd d'utiliser des anatoxines tétaniques et

diphtériques assccides dans les programmes. Des registres devraient &tre tenus pour éviter une
vaccination excessive.

3.4 GriEEe

Chaque pays devrait se fixer des buts eén matidre de vaccinatien annuelle des populations &
haut risque (individus atteints de cardiopathie ou de maladie pulmonaire chronique, par exemple)
contre la grippe. Il faudrait asussi envisager de vaeciner chaque année contre la grippe les indi-
vidus dont les services sont essentiels 2 la collectivité.

3.5 Hépatite B

Chaque pays devrait entreprendre de vacciner le plus tdt possible certains groupes particu-
lidrement i risque (traveilleurs de santé en contact avec des produits sanguins ou des aiguilles,
nouveau-nés de midres porteuses de virus, individus 3 haut risque du fait de leur &tat de santé ou
de leur mode de vie et malades mentaux ¢u institutions, par exemple)}, Des buts réalistes en
matiére de couverture vaccinale devrsient Btre fixds. Tous les vaceins utilisés devraient 8tre
préparés conformément aux recommandations de 1'OMS, Chaque pays devrait mettre sur pied un systime
de surveillance avec identification du type d'hépatite (A, B, non-A, non-B, delta).

3.6 Oreillons

Il faudrait étudier la possibilité d'ineclure la vaccination contre les oreillons dans le
calendrier normal des vaccinations. Cela serait particuli2rement opportun dans les pays qui
peuvent utiliser des vaccins associés rougeole-oreillons ou rougeole-oreillana-rubéole dans le
cadre de leurs programmes de vaccination des enfants. Tous les pays utilisast le vacein eontre las
oreillons devraient se fixer des buts concernant ls couverture de la population visde,
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3.7 Infections pReumococclgues

Chaque pays peut Fixer des priorités et des buts en matidre d'immuniszation des groupes de
population 3 haut risque (individus splénectomisés par exemple) A 1'aide du vaccin antipneumo-
coccique polyosidique.

3.8 Variele

La vaccination devrait cesser car elle n'est plus requise ni justifide (sauf pour les
travailleurs de laboratoire professionnellement exposés).
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5.3 Recommendations (in German)

1. Immunisierungspolitik und Praxis

1.1 Bis Ende 1985 sollten alle Linder offiziell erkldiren, dass sie sich fiir die Ziele und

Aktivitdten des Erweiterten Immunisierungsprogramms und fiir Einzelziel Nr. 5 der europiischen
Strategie "Gesundheit 2000" einsetzen. Bis 1985 sollten alle LiEnder ihre Linderzisle Fiir 1980 in

bezug auf die Senkung der Morbiditdt fir alle im Erweiterten Immunisierungsprogramm des
Regionalbiiros angegebenen Krankheiten festgelegt haben.

1.2 Bis 1990 sollten in gllen Lindern mindestens 90 Prozent der ¥Yinder vor Abachluss ihras
tweliten Lebensjahres die Grundimmunisierung durchlaufen haban,

1.3 Bia 1985 sollte es in allen Lindern eine Person oder eine Stelle geben, die fiir das
Immynisierungsprogramm verantwortlich ist.

1.4 Bis 1985 sollte es in allen Lindern landesdeckende Qualititssicherungsverfahren fiir
Vakzine geben; die angewandten Vakzine sollten die Bedimgungen der WEO erfijllen. Ausserdem
sollten bei der Handhabung der Impfstoffe und in begzug auf Immunisierungverfahren die
WGO-Empfehlungen beachtet werden.

1.5 Bis 1985 sollten alle Linder ihre jihrliche Durchimpfungsrate und die bei der
Datenerfassung angewandten Methoden mitteilen,

1.6 Bis 1985 sollten alle Linder nach einer Standardmechode die Inzidenz der Zielkrankheiten
mitteilen und/oder ein landesdeckendes System zur Bemessung der Durchschlagskraft von Impfprogram-
men fir die Zielkrankheirten fertigstellen. Darunter fdllt auch die Ausarbeitung von einhairlichen
Falldefinitionen,

1.7 Bis 1937 solliten alle Linder Uber ein kontinuierliches Verfahren zur HUberpriifung des
Ineunisierungsstandes der Kinder (Uberpriifung der Unterlagen oder serologische Untersuchungen) zu
bestimmten Zeitpumkren verfiigen (z.B3. bei der Aufnahme in Kinderkrippe, Kindergarten, Schule usw.)

1.8 Bis 1986 soliten alle Linder ein Verfahren zuy Uberwachung vermuteter unerwiinschter
Nebenwirkungen der Impfungen entwickelt haben.

1.9 Bis 1986 sollten alle Linder zwecks Intensivierung der Bevdlkerungsteilnahme ein Gesund-
heitserziehungaprogramm eingefiihct haben, das sich besondeys an die Familie und Cesundheitsfach-
krifte wendet.

1.10 Alle Linder sollten bereits vor 1987 in regelmissigen Abstinden interne
Programmevaluierungen durchfiihren.

1.11 RBis 1986 sollten die Linder ein Programm entwickelt haben, um einen lebenslangen
Iumpfachutz zu gewdhren.

1.12 Bis 1986 seollten alle Linder ihr Verzeichnis der Impfkontraindikationen sorgfiltig liber-
arbeiten, vereinfachen und mbglichst straffen.

1.13 Bis 1985 sollte innerhalb des WGO-Regionzlbiros fir Europa die Verantwortung fiir
Immunisierungstitigheiten in der Hand einer einzigen Peraon liagen.

1.14 Bis 1985 gollte das Hegionalbliro die regiomalen Tmmenigierungsaktivititen koordinieren
und regelmissig an die Mitgliedztaaten zurilickberichten.

‘ 1.15 Bis 1985 sollte das Regionalbiiro in enger Zusammenarbeit mit der WGO-Hauptverwaltung eine
fachliche Zusammenarbeit mit den Mitglisdsrasten batreiben.

1,16 Bis 1986 sollte das Regionalbiire in enger Zusammenarbeit mit der WGO-Hauptverwaltung zur

Ausbildung des Personals in den einzelnen L¥ndern in bezug auf relevante Immunisierungsprogramme
beitragen.

1.17 Das Regionalbiire sollte zwecks Fortschrittstiberwachung der Ziele und zur Stirkung einer
koordinierten Aktion in regelmissigen Abstinden regiouale Immunisierungskonferenzen einbarufen,
wobei die arste miiglichst 1987 scattfinden sollte,

1.18 Bis 1985 sollte mam zur Unterstiitzung des Regionalbiitos eine zahlenmissig begrenzte
Europiische Immunisierungsberatergruppe einrichten,
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1.19 Bis 1986 scllte das Regionalbiire mit Beteiligung seiner Immunisierungsberatergruppe sinen

Demonstrationsimpfschema ausarbeiten, der eine Qptimisrung der verschiedenen Immunisie~
rungszeitplEne der Mirgliedstaaten erméglicht.

1.20 Alle im Zuge der Ausmerzung von Krankheiten anzuwendenden Vakzine sollten der Bevdlkerung
von der jewelligen Regierung keostenlos zur Verfiigung gestellt werden.

2, Ausmerzung der Zjelkrankheiten

2.1 Masern

Morbidit#ts~ und Mortalitftsziele

2.1.1 In den Linder der Region, wo bereits Immunisierungsprogramme gegen Masern effektiv
betrieben wezrden, sollten die gutochthonen Masern bis 1990 ausgerottet sein.

2,1,2 In den tibrigen Lindern der EuropHischen Region sollten die einheimischen Masern bis 1995
ausgemerzt seiln.

Quantitative Ziele

2.1.3 Bis 1983 sollten die Immunisierungsprogramme sller Linder eine Impfung gegen Masern ein-
schliessen.

2.1.4 Bis 1988 sollten alle Linder, in denen fegte, landesdeckende [mmunisierungsproeglamse

betrieban werden, bis zur Vollendung des zweiten Lebensjahres eine Durchimpfungsrate von mindestens
95 Prozent der Kinder erreicht haben und anschliessend beibehalten.

2,1.5 In allen anderen Lindern sollten bis 1958 mindestens 50 Prozent der Kinder vor
Vollendung des zweiten Lebensjahres und mindestens 95 Prozent bis zum Jahr 1990 geimpft sein.
Diege Durchimpfungsraten sollten danm beibehalten werden. In den Lindern, die gerade ein
Immunisierungsprogram gegen Masern einfiihren, werden optimale Ergebnisse erzielt, wenn ausser den
Kindern unter zwel Jahren auch die anfdlligen Kinder bis zum Alter von finf Jahren geimpft werden.

2.1.6 Bis 1985 sollten in allen Lindern die Masern in das Verzeichnis der meldepflichtigén
Krankheiten aufgenommen sein; falls dies nicht wmdglich ist, sollte ein anderweitiges System zur
Yberwachung der Maserninzidenz aufgebaut werden. :

2.1.7 Bis spHtestens 1988 sollte in allen Lindern ein effektives Uberwachungs=- und Erfassungs—
system fiir Maszern eingerichtet bzw. ausgebaut sein,

2.1.8 Bis 1988 sollten alle Lénder, die bereits iiber ein wirksames Immunisierungsprogramm
gegen Masern verfiigen, alle gemeldeten Masernverdachtsfidlle untersuchen und Massnabmen gegen ginen

Ausbruch unternehmen.

2.1.9 Bis 1990 sollten alle Linder derartige F¥lle untersuchen und entsprechende
Gepgenmassnahmen ergreifen.

2,2 Poliomyelikis

Morbidit§ts~ und Mortalitdtsziele

_2,2.1 Big 1990 sollte in allen LEndern der Region die autochthone Poliomyelitis ausgemerszt
Selk.

Quantitative Ziala

2:2.2 Bis 1990 sollte in allen Lindern in bezug auf alle drai Poliovirustypen fiir mindestens
90 Prozent der Kinder unter zwei Jahren eine Durchimpfungsrate von mindestens 90 Prozent erreicht
(und anschliessend aufrechterhalten) werden.

2.2.3 Bis 1985 sollten alle Linder, in denen Polio endemisch oder epidemisch noch vorkommt,
die Situation kritisch iberpriifen und entsprechende Programminderungen vornehmen. Es wircd
empfohlen, dies in Zusammenarbeit mit der WGO durchzufiihren.
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2.2.4 Bis 1986 sollten in allen Lindern effektive Polioiiberwachungs— und Erfassungsverfahren
bestehen bzw. ausgebaut sein.

2.2.5 Bis 1987 sollten in allen Lindern alle Poliomyelitisverdachtsfille untersucht und ggf.
entsprechende Gegenmassnahmen durchgefiihrt werden,

2.3 Tetanus neonatorum

Morbidicdts= und Mortalititsziele

2.3.1 Bis 1990 sollte Tetanus neonatorum in der Europdischen Reglon ausgemerzt sein.

Quantitative Ziala

2.3.2 Bis 1988 sollten alle Linder, in denen Tetanus neonatorum noch vorkommt, Programme
eingefiinrt haben, die gewdhrleisten, dass mindestens 90 Prozent, und mdglichst 100 Prozent, der
Frauen gegen Tatanus geimpft sind, bevor sie gebiren.

2.3.3 Bis 1985 sollten alle Linder die Fille von Tetanus neonztorum getrennt berichten.
2,3.4 Big 1987 soliter alle Linder swecks Intensivierung der Priventivmassnahmen alle
Verdachtafille von Tetanus neonatorum untersuchen; dies dient nicht aur der Immunisierung, sondern

auch elner verbesserten Hygiene widhrend der Entbindung.

2.4 FHKongenitale Riikeln

Morbiditdts— und Mortalititsziele

2.4,1 Bis zum Jahr 2000 acllten die kongenitalen R&teln in allen Lindern der Region
auggercttet sein.

Quantitative Ziele

2,4,2 Big zum Jahr 1990 sollren die Impfprogramme aller Ldnder auch Rételnvakzine umfassen.

2.4.3 In allen Lindern, in denen bereits feste, landesdeckende Ipmunisierungsprogramme gegen
Riteln bestehen, sollte bis 1990 bei den gebirfihigen Frauven ein Durchimpfungsgred von 100 Prozent
oder bis 1995 bel Kindern im Vorschulalter vem 93 Prozent erveicht {(und anschliessend aufrechter-
halten) werden.

2.4.4 Alle anderen Linder sollten biz 1995 einen Durchimpfungagrad ven mindestens 90 Prozent
dar Zielpopulation erreichen {und anschliessend beibehalten),

2.4.5 Bis gplitestens 1995 sollte in allen Lindern in regelmissigen Abstdnden und zu geeigneten
Zeitpunkten (Schulbeginn, Schulabschluss, Studienbeginm, vor der Eheschliessung) der Impfstand der

Zielpopulationen in begug auf Rbteln lberpriift werden.

2.4.6 Bis 1990 sollte in allen Lindern ein effektives Uberwachungssystem fiir kongenitale
Riteln bestehen bzw. ausgebaur zein.

2.4.,7 Bis 1995 aollte es in allen Lindern ein effektives Uberwachungs~ und Erhebungssystem fiir
Riételn gehen.

2.4.8 Bia 1996 sollten alle Linder die gemeldeten Vardachtsfille von kongenitalen Rételn
untersuchen.,

2.5, Diphtherie

Morbiditdts- und Mortalititsziele

2.5.1 Bis 1990 sollte es in der Europdischen Region keine Diphtherie mehr gaben,

Quantitative Fiele

2.5,2 Bis 1990 sollten mindestens 95 Prozent der Kinder unter zwei Jahran voll immunisiert und
ihre ansehliessende ImmunitHt gewdhrleistet sein., Man sollte den ImmunitHtastand der Beviélkerung
fiir Diphtherie und die epidemiologische Situation beurteilen, um eatacheiden zu kSnnen, ob die
Erwachaenenbevdlkerung periodisch gegen Diphtherie geimpft werden muss.,
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2.5.3 Bis 1985 sollten die Linder, in denen die¢ Diphtherie noeh vorkommt, die Lage iiberprufen

und entsprecheénde Programminderungen durcehifhren; es wird empfohlen, dies in Zusammenarbeit mit
der WGO zu tun.

2.5.4 Bis 1987 sollten alle Linder Erhebungen iiber die Diphrherieverdachtsfille anstellea,
damit die Vorbeugungsmassnahmen evtl, ausgebaut werden kbnnen.

3. Weitere Krankheiten veon volksgesundheitlicher Bedeutung

3.1 FKeuchhusten

Iz einigen Lidndern wird angenommen, duss Vollbakterienimpstaffe gegen Keuchhusten mehr
Nebenwirkungen haben als andere gebriuchliche Vakzine, Trotzdem sind die Varreile ven
Immunisierungspro~ grammen mit gepenwdrtig verfilgbaren Keuchhustenvakzinen weit wichtiger als die
Risiken. E£s wird empfohlen, dass alle Linder die verfiigharen Vakzime einsetzen., Falls ein Land
Vollbakterienimpstoffe nicht zulassen will, sollten zuerst die Folgen fiir das Kind und die
Gemeingchaft sorgfiltig abgewo- gen werxden, Die Entwicklung vund klinisehe Priifung von
nichtzelluldren Keuchhustenvakzinen scllten in der Region gefiirdert werden.

3.2 Tuberkulose

Jedes Land sollte je nach der Sicherheit und Wirksamkeit des Impstoffes und in Abhiagigkeit
des Tuberkuloserisikos im ganzen Land oder in Teilhereichen seine eigene Politik verfolgen.

3.3, Tetanus negnatorum

Bis 1988 sollten glle L¥nder fir Kinder unter zwei Jahren eine Durchimpfungsrate vom minde-
stens 90 Prozent erraichen uwnd anschliessend beibehalten. Jedes Land sollte Durchimpfungszielver—
stellungen zur Immunisierung jUngerer und dlterer BevBlkerungsgruppen mit Tetanustoxoid festlegen.
Dabei sollte auch die Anwendumg eines kowbinierten Tetanus-Diphtherie-Toxoids (TD) erwogen werden.
Zur Vermeidung einer iibertriebenen Immunisierung sollte man Unterlagen fihren.

3.4 Influenza

Jedes Land sollte fur besonders gefihrdete Bevdlkerungsgruppen (chromische Herz— und Lungen-
krankheiten) Ziele fiir die jHhrliche Durchimpfungsrate aufstellen. Perspnen, die wichtige kommuna-
l2 Dienstleistungen erbringen, sollten u.U. ebenfalls in die jHhrliche Influenzaimpfung einbezogen
warden,

3.3 Hepatitis B

Jedes Land sollte baldmiglichst Impfprogramme fiir besondera Risikogruppen starten (z.3, Ge—
sundheitspersonal, das mit Blut oder Nadeln in Beriihrung kommt, Siuglinge, deren Miitter Ausscheider
sind, Persomen, deren Lebensstil ein hohes Infektionsrisike mit sich bringt und geistig Behinderte
in Institutionen). Es sollten realistische Durchimpfungsraten vorgeégeben werden. Jede angewandte
Vakzine sollte entsprechend den WG0O-Forderungen hergestellt sein. Jedes Land sollte ein Uberws-
chungssystem einrichten, wobei die Hepatitisarten (A, B, Nicht-A, Nicht-B, Deltaagenz) getrannt
angegeben werden.

3.6 Mumps

Die Eingliederung eines Mumpsvakzins in die routinemiissigen Impfpléne sollte erwogen wer-
den, Dies ist besonders fiir die Linder relevant, die im Rahmen der generellen Kinderschutzimp—
fung kombinierte Masern/Mumps oder Masern/Mumps/RSteln—Vakzine verwenden kinnten. Jedes Land, das
Mumpsvakzine einsetzt, sollte Zielwerte fiir die Durchimpfung der relevanten Population aufstellen.

3.7 Prneumokokken-Krankheiten

Jedes Land sollte Priorititen und Durchimpfungsziele fiir die Anwendung ven Pneumokokken—
Polysaccharidvakzine bel anfHlligen Bevilkerungsgruppen (2z.B. bei fehlender Milzfunktion)

festsetzen.

3.8 Pocken

Die Pockenschutzimpfung sollte eingestellt werden, da sie, abgesehen von beruflich exponier—
ten Labaratoriumskridfcen, nicht mehr erforderlich ist.
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Recommendationg (in Russian)

1. NoUnITHKA HMMYHHMIALHHY H e HDEIHTH;-IECKHE ACTTEKTH

1.1 K woHLy 1985 rola BCe CTRAHM LOMAHN OPMIMAMEHO SaABMTE © CROSH MPHBEDEeHHOOTH LefaAM M
MepCNPHATHAM PACWHPeHHCOH NMROrPAaMME UMMYHMSAlNdl, DoOTOBHOCTH BRIOSHMTE 3044y 5 Eoponeforon
STparerti Mo AOCToReHM BHODOERA WA Beex. K 1985 romy Boe oTpaMik JOJEEN pazpadicraTh
HAtMOHANBHNE 38789, [MpedyCMATPHEANNHMEe COKpageHHe K 1990 roly 3afoneBaeMCCTH KamIOoHr H2
SOnesHaSd, YNOMAHYTHX B PAacrMpeHHOR NPOrpaMMe HMMYHHISLMH PerHoHAMEHOrS Copo.

1.2 K 1920 rony o xpadnelt Mepe 90% peTell Bo BOEX CTpaHAX JORHA ONTE CIefiaHa cepdd OCHOBHBIX
MPHEWBOK 10 HOTSUEHHR ATOPpOrd roga XHIHH-

1.3 K 1985 rogoy BCe CTPAHH OOMTAHE ONMPeles/MTh MU0 WM yupeXIeHMe, OTBETCTESHHOS 3a
OCYMeCTENEHHE [IDOIPRMME HMMYHHZAIH .

1.4 K 1985 ropy BCce CTpaHM IOMKHE PaspatoTaTh HalMOHAMLMNE MPoUedyEH KOHTROMA KadeoTEa
EAKLMH H HCTIONMBESOBATE BaKITHm, COOTBEeTOTBYNIME onpenseneHHsM BOSR xpurepwAM. CTpaHp OOJUKHD
HCTOMRAOBATE DEKOMEHIOBARHNSe BOD npoUemyRsl KONTPONA BAKUMH M HMMYHHIALIH.

1.5 K 1985 rogy Bee CTpaHH OOMAEHN @XelCIHC MPeloCTABRNATE HHPopMALRm of YpoEHe OXBaTa
HECEnSHYA BAKNMHANDER M CcOofMRTE © MEeTORX Cfopa JAHHEK.

1.6 K 1285 rogy BCe OTRaHE LOUDRHN COOSHATE O YACTOTES BCEX henepnX SOMesHel 8 CTAHNApTHON
dopme H/Hnn CORAATH HATMOHAMRHYE CHCOTEeMY OINA CINPpeleseHHA CTener BOINefNCTPEHA NporpaMMm
BaxUMHRULM H3 DACTIPOCTPAHSNHOCTE Nefebny Soneadefl, DTH Mepi DIINTaleT paspaloTHy CTaHIapTHLHX
onpepeneHidi Cnyuacer satonepanHiat,

1.7 K 1987 rogy BCP CTDANH OOIAHE HMeTE IOCTOAHHEE MEeXaHM3IM INA AHAIME2A BAKUMHRUTEHOO
cTaTyca nerTed (¢ [MOMOMEN AHATIEA UCTODHA CONe3HM WM pPe3yNETATCE COpOJIOTHYEeCKHX HoCHelOBHAMMA )
B COOTReTCTRYRIHEe CpokH (HAMpHMep, NpH DOCTYIUEHMH B ACTM, JeTCKHe CAfb, LKOM M T.0. ).

1.8 K 1986 rogy BCe OTPaHH OMTEHN COSIATH CHOETEMY MOHMTODMHTE NONCIPEBAEMEX CIyvaes
NOCTREAKMHHAEHNY  OCORHEHT .

1.2 K 1986 rofy Bee oTpadHyd JOTEHN [IPHMHATE NPCUpaMMy CaHMTAPHORO NPOCHENEeHMA LTH AKTHEHSBALHM
VHacrHA HACENeHHA, KOTOPaEA B OCHOBHOM IOMRHA OHTE HAMPABNeHA HA PaACHMpeHHe IHAHMHA ceMel] M
padSoTHHECE 3JPaBOOXDaHeHHA .

1.10 Bce oTparn MOMKHU DPpOBOMMTE PeryiHpHyln BHYTREHHKD COLEHKY NPOTpaMMil, COYHMEeCTBNEHHE
KOTOPOH cneoveT HayaTh oo 1987 rons.

1.11 K 1986 rony orpaHs notfiehl paspaforaTh NPerpaMMy, NMPeiyCMATRHEBANYHN ZamMTy HACENe A
IIYTEM HMMYHMBAITM Ha OPOTMEeHi poedi apmHi.

1.12 K 1986 rony Bce OrpaHN AOIKHN BEMMATENEHC NPOAHATHIMDOBATE HMENNHeCod ITDOTHBCIIOKRZAHUA K
NPUMBHBKAM, MMPHYEM YO0 STHX NPDOTHEONOKASAMMT [JOMmEO ONTE MHMEHMAEHNM, & CTIocod HIIoOMeHMA
TTEMOCTRIM -

1.13 K 1985 rogy EEpoNeiCKoe perdoHREHOSe Ohpo BOS OOMFHO HasSHAMMTE ONHOTG KOHKPETHONO
COTRYIHMKS, ROTCpHY SyneT OTBEYATE 323 MEDONDHATHA 10 HMMYHHBALTMH,

1.14 K 1885 ropy PeruoHANEHOE (PO OOMEHG IOOHTECH CKOOPIOHHHPOBAHHOCTH PerHOHSJTEHLX
MepONPHATHA 11O MMMYHH3AIMHY M ReCyIapHO HanpaBRATE B MocyaporBac-wwieHH QomydYaeMmyl) MM HEHGORMALEo.

1.15 K 1985 rony Permckasinioe COpO B TeCHOM COTDYIHMYECTEe ©0 MTal-KERpTHpCoR BOD DomeHo
OK23HPATE TEXHIMEOHOS CONeRACTAHE IoCYNapCTBaM—LUIeHaM.

1.16 K 1986 ropy PervcHammHoe SWRO B TeCHOM COTPYIHMECTBEE o0 MTal~KEBApTHpOR BOS JonsHo
CKAZKNBATE HECONCIHMMOS CODSHOTBHE B MOMMOTORKES HAMOHAMLHOO MepooHaNa K MPoBefaHI
COOTBESTCTEYIMMXY MEPONPUATHE [0 NPOIPaMMe HMMYyHHDALMH -

1.17 PeruoHam:Hoe CHPO NOMXHO DErYIADHO COZMBATE DerHOHANEHHEe KOHGODSHLIM MO HMMYHHIALMM,
TMEPEYY HI KOTOPMX ZBelaTelLHO OpraHMa30BaTe B 1987 rofy, A MOHMTORPHHE Xona palorrh 1o
BHITOSTHEHMI0 3anay M A YKDEIMeH s COBMeCTHRDX OelfcTHMA.

1.18 K 1985 rooy HeoOXOmMMO COZ0ATEH HeSOMBMYD 110 UHMOIeHHOCTH eRpolefickyiy ROHOYTETaTHEHYID
IPYITY 10 UMMYHHSAIM, KoTopad DOMRHA OKAasSaTh cofelcThHe patore PerHOHAIEHOND GOPO.
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1.19 K 1986 rony PernoHamescse GHPO NPH KOHCYIETAIHY & &8 KOHCYALTATHWBHOH MRYIMoH o
HMMYHHZALMH OOEHO COCTABHTE MNOKASATENBIRN KaNeHIAD: NPWEHBOK, KOTORHE MOEHO GSHIO O
HCMOJIBRCBATE AN OMTHMHIAIMH PASJHYHEN CXeM HWMMYHMmALMHM, HCOIONESYSMHX ocyiapCTBAMH—INeHaM .

1.20 Bce sampii, HONOIMEIYEMHE [IPH NPOBENSHWM NPOTDaMME JHKBHOSIMM aS0neRamiai, JOMEHL
APeNCCTAENATECA HACeNSHHN NPAdHTeNECTEaMH CTRaH PervoHz SeCcrimaTHO.

2. JMKBHIAUMHA LeneBl® SonesHel
2.1 Kope

Fanaur oo CHiReHHn 3a00NeBasMocTH M CMEpTHOOTH

2.1.1 B oTpasRX, TOe NpOTPaMMb MMMYHH3AIGH MPOTHE KOPH ¢ Y(TIEXOM CCYMeCTENANTCH, MeCTHNe
QITYyYaH KODH OOMRHE OLTE MMkcElimposady K 1990 rogoy.

2.1.2 B oCTANEHHX oTpaHax Ebponeficwors DErHOHA MECTHHE CUTywid 3aoMeBaHMA KODLYH JOJEHN OHTE
KB mpoBatE K 1995 ropy.

CepaTHENLE IaOavm

2.1.3 K 1985 rony Bce CTPadM OONFHE BRIMOUMTE B OBOH HAMOHATEHHE [TROCDPSMME MMMYHHSELTH
BAKUMHALMY OPOTHE KOPH.

2.1.4 K 1988 rogy Bce CIPaHH, Iie nefcTEyOT obdexTHRHHE HALWOHAMRMNE NROTDAMME WMMYLZISaLiH
TIPOTHE KODH, OOMAHN OOeChewiTsh BAKIHMHALMG He MeHee 95% IeTell no vOTeyYeHHMA mEYX NeT oo OHA
pozErerHa (M NPHEEDEMBATECA STOTO VEOBHA BUOC/ISDCTEHH) .

2.1.5 Bce mpyrHe CTPaHN IOMKHE OGECTIEUHTE OXBaT BAKIMHAIMER He MeHee 0% neTell 0O HOTEUeHMA
IRYX JeT co aHA pornedHA k 1988 rooy u He MeHee 95% r 1990 rony. 9THX YpOBHe# cregveT
MPHOSRFHBATHCA ¥ B DaneHeimes. B oTpaHaxX, CIe NporpavMe HMMYHHSSIMM fHcrHs KOPH TONBKS
HAR'MHART [IPOBGIHTESA, ONTHMAMLINE DESYSETATH MOTYT ChTh HOCTHUHYTH, eclH HMeSTeA BORMOEHOCTE
Denarh IPHBKMEKH IPYTHM NONEBCDESHHLM pPHOxY 3a00neRaHHA JeTAM B BOSpACTE OO OATH JIeT B
IOMOMHeHHe K JeTAM B BOSPacTs Do IBYX JeT.

2.1.6 K 1985 romy Bce COTPAaHi JONMAHH BIIOMNTE KODE B HepeveHy ConesHedt, NOINEKRAMUX DPerHCTRALMH,
H, &I 510 HeBOIMOERO, COSOATE KakHe—Jbo ApyrHe MeXaHMSMH A KONTDONA 2a800NeBRSMOCTH HOPED.

2,1.7 He nosgree 1988 ropa BCe CTRAIR DOMAHN COSIATE HIMH YRPEMHTH SOOEKTHEHYD CHCTEMY
SIHIHAASORE M DACCISNOBAHMA BCTEIIEK KODH.

2.1.8 K 1988 rooy Boe oTRpaMN, MMekmme SHGEKTHEHME MPOTPEMME HMMYHHMSRIGH TROTHE KOPH, DOJIKHL
HSYYHTE BOS 3APErHCTDHPOBAHHLE MOAOSPHTENRHLS YYaH KOPH M (IPMHATE MepH, MpeIyTIpeXOamme
BCIDmEKH 3a00neBasyia.

2.1.9 K 1990 rony Boe OpyrMe CTPEHH OOMTAHM MIYUMTE BOS TaKHe OVMAH ¥ OPMHATE MEDH [0
FIMKEMOAIEM BCIMNEeX 2a00neBaHMuA.

2.2 TOJHOMHEINT

JamvH 0 CHERSHHMN 3260NSBASMOCTH M CMEDTHOCTH

2.2.1 K 1990 rooy secriue cnyvas 3a00NeBaHHA MOMHOMMETITOM JOMKHE GHTEL JCEHIMDOEAHN BQ BCEX
CTpaHax Permona.

ONepaTHEHHS 32 0auM

2,2.2 K 1990 rogy Boe CTPaMM AOIEHH OSECTIEWHTE OXBAT BaxlMbalmed NPOTWE BOeX TPeX TMIOE BHDYCA
NOMHOMHENTHT2 He MeHee 90% nerefl Do MoTeweHMA MRyX neT OO OHA POXIeHMA (M B maneHefmeM
MPUOSRIUBATECA STOrC YPOBHA).

2.2.3 K 1985 rofy crpaHk, SHIEMHMHHE NO MONMOMMEUTHTY HTH HMEeWHHE BOIMAmKM STOMC 3a60JIeRaHNA,
OOITREHS! KPHTHYSOKH NPORHAIHMIHDOBATE CHTYALDM M BHECTH B NPOrpaMMy HeoOxoMMHE MOMeHeHHA. STy
pafoTy pPeKOMEHIVETCH NPOBOIMTE B COTDYIHMMYECTES ¢ BOS.

2.2-4 K 1986 romy Boe cTpaHM JOMSHN COSOATEL MMM YKDEITHTE SOMEKTHEHHE CHOTEMS SIHIHAaOIOoRa H
PACCreoBaMA BOMEK TOMHMOMHeNHTS .
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2.2.5 K 1987 rony BCe COTPAHE JIOJTKHE ndeD,EHTb HAYYeHHe BCeX MOU03PeBaeMhX Clydael rOTOMHeILTa
¥ B CAYYSS HeoOXOOHMOCTH NMPHHMMATE MepH M0 JHMKBHOURM! BOTHMMEK.

2.3 CTONCHAK HOBORORISHHOIQ

Tapaut o0 CHMKEHM 3200MeBReMOCTH M CMEpRTHOCTH

2.3.1 K 1990 rooy cTonfHAK HOBOPOXRIEHHOrC OomeeH OuTh JHKBHIMPOBAH BO BCEX cTpaHax
EBpOMNERcCKOre perdoHa.

CrepaTHEHRES Sadavud

2.3.2 K 1988 rogy pce CTRAHM, FOe BCE eMe BOTPeuanTod CVHEH Safuenatd CTOACHAKOM
HOBOPOROSHHODO, DOMKHN COSIATE NpOrDaMMu, OOecieuuBamnmye OXBAT He MeHee 90% M rpy BOBMOFHOCOTH
100% zewmH COOTEETCTHYRmME! DAKIMHALMEH NMPOTHE CTONOHAKA 4O DOOOR.

2.3.3 K 1985 romy Boe orpath JOMKHN CoolMAaTE © CNyYanx orofSHAKA HOBOPORDeHHOTD QTRENEHO OT
CAYYASE OPYTHX KIHHHYeCHHX $opM CcrondHaxa.

2.2.4 K 1987 roay poe OTDaHN [OJGHH MpOBOIMTE HIVYeHHe BCeX [OfI0APEBacMHX CNYYaeE CTOACHAKA
HOBOPOANSHHOTO B LERAX ONpegeneqpy HeoOXOomMMiX Mep npodunaxTiiM. TaxkHe MePH KacaWToH He
TOMBKSO MMMyHUBSINE, HO M ofecreyeHHA COOTESTCTBYERDEK YCNOBMH THIHEeHM NP poAOpaspemeHidd.

2.4  BpompeHHAA KDACHYXa

SRV [0 CHHEeHMH 3ad0JIeBaeMOocTH M CMePTHOCOTH

2.4,1 K 2000 rooy safoneBlemocTs BpoEneHBoll xpacHYXol Jo/mrHa CHTE JFKBEHIMpOBata Bo BoeX
cTpaHax PertcHz.

OnepaTHRHNE 2aTaYH

2.4.2 K 1990 romoy sce oTpatbh JOMAXHR HoIoMBESOEATE BRKIFHN OpoTHE KPacHyXH IpH NpPORemeH M
HALMOHATEHID. [TROTRaMM .

2.4.3 Bre crpaxm, rhe neficTEyVT odderTHDHNE HAUHMCHAMEHHE MPorpaMMa MMMYHWSALLM MRPOTHE
KPRCHYXM, ONEHN ODecretssis oXBaT BakIMHaliMen 100% FeMmpH B DeTOPOIHOM BOSpPRcTe K 1999 rooy
KK 95% peTell DONKONEHOPG BO3pacta k 1995 rooy (M B DAanEHeVmeM MpHAepAMBaSTRCA YKASAHHRX
YpoBHeR ) . .

2.4.4 Boe ppyrHe cTpaHK OOMARHN ODSCTISYHTE OXBAT MMMYHHZIMEH He MeHes 90% Henepore HACENSHMA K
1995 rogy (M B DaUmRHeiMeM NPHMISPEIMBATECA NEHHONO YPOBHA).

2.4.5 He nosmiee 1995 roga BCe CTPAHH JOMEHK [POBOIMTL DEryIARMNH AHMHI MNONOEEHHA C
PEKIMHALMEN NPOTHE KDACHYOH LenefnX TPyl Hacelstia B COOTBETCTEYHUME CpokM (Hanpymep, MR
TIOCTYTUEHM B MKOIY W MPH OKOHYaHMH DKOIHE, TPH NOCTYIEHHH B yyelHOe SapeleHHe WK [PH
MEMMUMHOKOM QCMOTDE OO BOTYrNeHwA B Gpax).

2.4.6 K 1920 rofy Bee oTPpaih JGOMAHN CO3OATE HIH YKPEIMTE DOOGeXTHEHLE CHCTEMY SMOMOHAISORA 53
BRORISHHON KPacHyXon.

2,4,.7 K 1995 rogy Boe CTPAHM JOMXHK HMeTh SOQeKTUBHYID cHOTeMY SIHINRIIoP2 H PaconenoBarid
ECTRMEK KDRCHYXH.

2.4.8 K 1996 rogy Bce CTPaHN JONEHN [POPOOMTE HayUeHMe BCeX PerHCTRHPYEMHY [OL03PeBaeMin
QIyUAeH BPOEOSHHON KpacHyXi.

2.5 Iufrepun

Jajaud 10 CHHASHHK 3a00esaeMOocTi M CMepTHOCTH

2.5.1 K 1990 rogy mebTepur pomea OWTL JHMKBMIGPOBSHA B EBponefickoM perUoHe.
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OHepatHEHNE 2a0aYH

2.3.2 K 1990 rooy poe CTpaHH JOMKHN COECHevHTh HOMHYH HMMYHHM3ALMY He MeHee 90% neTed no
JOCTHACHHA MMH IEYXNeTHEro BOSPACTAE W B JANEHeHmeM NOLISPEMEATD HX HOBCCTIDIHMUMBOCTL X
zafoneBaHHn. HeoOXOMHMO CUSHHBATE MMMyHHED! CTaTVE HACENSHHSE U SMHOSMHONOTHYSCKYH CHTYaLHMO 110
MEAPTEPHH 01 onperneneHHA NOTPEeCHOCTEN B MPORSNSHMM HepHOMMUecKHX Mep Mo HMMYHHIALH BEROCTOro
HaCeneHHA,

2.5.3 K 1985 romy <TpaHn, e BOTROYAKTOR QIYYEH Sato/eBaHHA DHpTepHer, OOIKEL
MPOSHAMEHDORATE CHTYGINMD H BHECTH COOTBETCTEYNMME WIMEHEHMA B [DOCDAMMY HMMYHUSZIfai, DTy
patoTy DeKOMeHIVeTOA IpUBCIMTE B COTpyldrecTEe o BOI.

2.5.4 K 1987 Bce CoTpatil DOMEHN MPOBEOMHMTE HIYYSHHE Doox TNOOIPeBASMIX CTYYAEE 5afceBaAHNA
maprepHell B USNAX ONpeleneilA HEOOKOMMMOCTH B YKOEIUEHHH MeD NpOduAanTHIM.

3. JApyrve Sonesyd, fDeqCTABMANIME BARHOCTE [NA OSNeCTEEHHOMD 2 HRABOOX DA HSHHA

3.1 Ko mmm

B HEHOTODHX CTRaHAX NeNEHOKISTOWHNE BaKITHHH NPOTHE KOKIONS ACCOLMMPYRTCOR o SONSS BHCOOKON
HACTOTOH NOCOUMBIY DeaKlibi, YeM IpyrHe ofucynorpelHMMe BaKLM, TeM He Molee OOIOEWTETEHbE
Pe3yNETATH NPOTPAMM MMMYHHS2ITMY C HONOMLEIOBAHMEM HMEeKXHHXCA BakilH OPOTHE KOKIIMA HaMHoro
epePCUHBANT PHCK NOCTBAKLMHANEHMX OCNOXHeHMH. BoeM OTpaHaM peKOMEeHIVETCA HOTIONLSOBATE
HMEONHOCA BRKIHHH. Ponetie O HeNPHMeHe:nH UeIBHORISTONHON BaKLMHb ACYIRHO MDHMMMATLCA TOM WM
LPYyToll CTPRHOR TONMEKO OOCNe THRTESBHOMC HIVHEHHA NOCQNencTEHH Takoro DemeHMs N neTel u
HARCenetMA. B cTpaMax PerHoHa chRemyeT CTHMyMMPOBATE DagpadaTiy M KIMHWYECKHE HCITAHMS
CeCKAETOWHEN BaKiMH NMDOTHE KOKJSmMa .

3.2 TySeprynes

Kazman <TpaHa INoVmHA PaspatoTars CROW CobCTBeHHY®D TICIHMTHRY, VUHTHBAOMYH CTeNneHE
0e30nacHOCTH B SHGENTHBHOCTHY BAKIFHE, 2 TAKKE DHOK PAcTpOCTRaHeHHA TYOepkyneza B oTpaHe (o
CPenH MOOTPYINT HACSRSHMA B PaMKax DTol oTpads) .

3.3 Jpyrie xsnsmeckre $OPME CTONGHAKE, KPOME CTOnGHAKE HOBOPOEISHHOTO

K 1988 rofy Bee CTPaEM IOMNHE OOECTIEYHTL OXBAT EaKUWHALMEl e Mmenee 90% nerved fala)
HOCTHRCHHA MMH BTODCCO IOO2 XM$hy M B JaEHefmeM NPHOSPAHBaThOA STOrD YPobts. Kamoad corpabs
HOMEHA QUPEDeNHTE 3alE'H, KacaKiHecd MMMYHHISLMH MOMONOrQ H BIPOCHONS HACGNSHMA ¢ NOMOMER
CTONMOHAMHONY SHaTOKCHHR . (NenyeT PacoMOTDeTE SORMOFHOCTE HOMOMLSSOBERHMA B potpaMme
KOMOHHNPOBAHKOTO aHATOKCHEa NPOTHE oToNOHAKE M midrepi {(Cn). JIng npenyipeRoeqHs HeHYEHOTO
NOBTOpEHHA IIPHBMBOK (UIENVET BECTH COUTESTCTEYRNVE PelrHCOTDaLII OabHerK.

3.4 Tpurm

Kaxran cTpara IOAHA ONpeOelPTE DANAYH [0 eFeromHoH B FHALIM MROTHE TDHIMR TRYIO
MOBMMEFHOIO PHCKA (HANpHMep, JHU, CTPANAKMGDC XPOHHYeCKOH GONESHLI CEpIIR MM XpoHMYecKod
CORESHED JIECKMX). JMIE, S2HATHE B OCHOBHED KOMMYHANBHLX CNYFOIX, TAKKE DOMEHH YUMTHEATECA ik
IPOBENSIHH @RelLONHX KAMISHHA BakIMHAIMM [TPOTHE BHDYCHOTO IRMIE.

3.5 TI'enatur R

Kaxnas oTpaHa, K2k MOKMO DaHENE, JOMKMA HAYATEH BAKIMHAIGG J4l, IPVHALICKINMX K TOyITIaM
NOBEMEHHOID PHOKA (HANDMMED, MeMMIMHOGE NEPCOHAN, HMeNHH KOHTAKT O KPOBZI0 MIM HCHOaMH,
HOBOPORIEGHHNE OT MATePeH-HOCHTENel BUDYCA, JHUR, OTHOCANMECT K IPYINe NOBNMEHHOrO DHOKE 1o
ofipasy EWIHHM, 3 TaKAS FOCIHTAIMSHPODMHHNE ICIDGMIEcidd GOMEHHE) . Josmes SUHTE COOTARTEH
PeEHbH [UVAH HMMYIMSAIMM PaCYETHONO YMMGMA TAKHX JHMI. HONOIBESYSMHS SAKIPHS OOJIXHN SHTS
IPHCOTORASHN B COOTEETCTBHM ¢ TReGoRammme: BO3. Kaxmn CTRRHA forsHa CO3TATEH CHOTEeMY
BHINALS0RR, NPeOYyCMRTPHEIKMYN HIEHTHHKALMM Tvma renatwra (A, B, HMA, HME, penzTa).

3.6 [apoTHT

oo CWTE YOeNeHO BHMMAHME BKJINUSHMO NEPOTHTHOH BAKIMHN B KAMSHAADE TUTAHOBHX
MPHBHECK. 3TO OTHOCHWTCA NPEXDe BCErO K CTPAHAM, KOTODHE MOITM ON MCTIONLSOBATSH AcCOLMHPOBAHHNE
BEKIMHH:  KOPSBYW-IIRPOTHTHYHN MY KOPEeByw-TIAPOTHTHO-KDAECHYNHYI - IR MMMYHMS2ina:r neveli. Kawxnas
CTPRHA, HONOmR3YONaf MApOTHIHYR BAKUHHY, OOHRHAG YOTAHOBMTE KOHTPOMDHhE ImEDH ONA oXBaTa
APHBHBKAMH COOTBRTCTBYRMME IDYTIT HAaCeNemi.
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3.7 IHePMOKOKKOBAaA HEQeKImA

Kaaman crpaHa MOXeT ONpejenTE NMPHOPHTETHOCTEL M KOHTPOMbHNE tMOPH B OTHOWSHMM CDYTI
[OBMIEHHOTD IHCKa, HYAIERMHMXCA B HMMYEHM3aIni HEBMOKOKKOBOR NOIMCAXAPUIHOH BAKLMHOW (kanpuMep,
Te JiE, ¥ KOTOPHX YORJeHa CeneseHka).

3.8 Qcta

BAKIMHAIMA OOARHA CHTE NpexpaneHd, Tak Kak B Hell HeT HeoOXOIHMOCTH WM OHA He MomeT ObIk
ompasfada (sa HCKIUeHHeM Joal, patorakmiX B CTISLHRANEHNX JROOPaTOPMAX H NOOBePEJeHHHX PHOKY
SapaKeHHA ).
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annex 1
TABLES

Related to working paper "Pregent status and general trends of immunization policies in the

European Region {Data were obtained mainly from questionnaires kindly provided by the Ministries of
health and from othar relevant sources)
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Table 1

GENERAL INFORMATION ON VACCINATION SCHEDULES IN THE COUNTRIES OF THE EUROCPEAN REGION — 1985

Country Polie  Measles Diphtheria Tetanws Rubella Mumps Pertussis BCG
Albania o o @ o - - 0 o
Austria v v v v v v v v
Balgium o v v (a) v v v {a)
Bulgaria a o o o - o ) o
Czechoslovakia o o o o a - o o
Denmark v - v v = - v -
Finland o% v v o v 0% v v
France a v o o v - v ofar
German Dem.Rep, o o o o (w) e o o
Germany, Fed.Rep.of v v v v v v (v) (v)
Greece o v o o {(v) {v) o -
Hungary o o o o - - o =}
Iceland v v v v v - v -
Ireland v - v v v - y v/inr
Italy o v o o v v v (a)
Luxembourg v v v v v v v v/nr
Malta v - v v v - v v/nr
Monaco
Morocco v v v v - - v 0
Netherlands v v v v v - v -
Norway v v v v v v v o/nr
Peland o o o o - - o o
Fortugal v v v v - - v v
Romania o [+] o o - - o o
San Marino o v a o v - o -
Spain v v v v v v v -
Sweden v v v v v v - v/nr
Switzerland v v (o) v v v v v
Turkey v v v v - - v v
USSR o o o o - o L+ o
United Kingdem v v v v v - v v/nr
Yugoslavia o o o o (v) (v) o o

v voluntary

(v) voluntary (distinct groups)

v/ar voluntary for non-reactors (BCG)

o obligatory  for recruits

o obligatory

(o) obligatery (distinct groups, e.g. defined geographically, by occupation,

increased risk, ege.)
o/nr ebligatory for non-reactors (BCG)
e experimental

space

no vaccination performed;
no information available




VACCINATION SCHEDULES

Table 2

Age Vaccine
ALBANIA
At birth BCG
? monchs 0PV {(trivalenc)
3 months DPT -
4 montchs 0PV (trivalent), DPT
5 manths BPT
6 months 0PV (trivalent)
9 months measles
11-1& months DET
18 months OFV (trivalent)
3 years DFT
& vyears BCG
6-7 years DT
7 years OPV (trivalent)
10~12 vesrs diphtheria
12 years tetanus
AUSTRIA

first week ECG
3 months DPT (or 4 and 5 menths DT)
4 months DET (ar DT), OPV (trivalent)
5 months DPT {or DT)
6 wks. afr, 1 dosa DBV (trivalent)
6 wks. aft. 2 doge 0PV (trivaleut)
14 months measles, mumps
18 montha DT
7 years DT, OBV (trivalent)
13 years rubella (girls)

14/15 years
7-15 vyears

BELGI

3 months

4 months

5 months
13/14 months
15 months

6 years
11/12 years
15/16 years

drubella included since

tetanus (or DT),
QPV (trivalent)
BCG (non-reactors)

uM

DPT, OPV (trivalent)
LET

DPT, OPV (trivalent)
DPT, OPV {trivalent)
measles/mumps/rubella®
DT, OBV (trivalent)
tubella (girls)
tetanus

1 January 1985
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IN THE COUNTRIES QF THE EUROPEAN REGICON — 1984

Age Vaccine
BULGARIA
0=-2 months ECG
3 months IPT, OPV (trivalent)
4 months DET, OPV (trivalent)
5 months DPT, OPV (trivalent)
12 months measles, mumps
12-18 meunths DPT, OPV (trivalent))
2 years 0PV (trivalent)
3 years 0PV (trivslent)
4 years measles
7 years 0PV (trivalent)
12 years DT
14 years RCG
17 years BCG
17/13 years cetanus
adulteg tetanus (every 10 years)
CZECHOSLOVAKIA

4 days—6 weeks BCG
after 9 weeks DPT
6 wks, afrer lat dose DPT
6 months aft.2nd dose DPT
after 14 wmonths measles
6-10 wmonths after

last dose measles
3-15 months 0PV (type 1) :
6 weeks after type 1 OPV {(types 2 and 3)
16-28 months 0PV (type 1)
6 weeks afrer typé I OPV (types 2 and 3)
3 years DFT
6 years beT
7 years BCG {non-teactors)
7 years OPV (trivalent)
12 years rubella
13 years BCG {(non-reactors)
14/15 years retanus
18 years BCG (non-reactors)

DENMARK

3 weeks pertussis
9 weeks pertussis
5 mouths DT, IPV
6 months DT, IFV
10 months pertussis
15 months DT, LFV
2 years 0PV (trivalent)
3 years OFV {ctrivalant)
4 years QPV (trivalent)
7 years BCG
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Ape
FINLAND

0=1 months o
months
monuthy
months
monkha

14=18 months
20-24 montha

6 years

11 years

[+ IR R ]

16 years

FRANCE

3 months

4=6 weeks after
lst dose

4=-6 wesks after
2nd dose

12-15 months

15~18 months

5/6 years

6 years

11/12 years

16/2]1 years

Vaceine

BCG
DPT
DPT
DPT, IPV
IPV
measles, mumpsa, rubella
DPT, IPV
measles, mumps, rubella, IFV
IPV, tetannsa,
BCGC (non-resctors)
IFV

DBT, 0PV
DPT, 0PV

DPT, QFV

megsles, rubella

DPT, IBV

DT, IPV

BCG (children at riak)

DT, IPV, zubella (all girls)

DT, IRV

rubellaseronegative girls
and women)

BCG (non~reactors)

tetanus (every 10 vears)

rubells {seronegative
woman)

GERMAN DEMOCRATIC REFUBLIC

first week

2 months

4 weeks afrer
lst dose
weeks after
2nd dose
months
wmonths
months

13 montha

2 vears

3 years

8 years

16 years

£~

LI RN ]

BCG
0PV (type 1)
OFY (type 3)

0PV (type 2)

DPT

DET

DRT

measles

0PV (trivalent)

DPT

DT, 0PV (rrivalent)
tetanus, BCG

Age

Vaccine

FEDERAL REPUBLIC OF GERMANY

first week
3 montha

6 weeka afrer
lst dose

4 waeks after
2nd dose

Z years

&/7 years
10 years
11-15 years

GREECE

2/3 wmonths
4/5 months
&/7 months
13 months
18 months
4/5 years
8/9 years
12 years
13/14 years

HUNGARY

newborn

2-13 months

4-6 weeks after
lgt dose

4~6 weeks after
Znd dose

3 months

4 months

5 months

14 months

14-25 months

4-6 weeks after
15t dose

4=6 weeks after
Znd dose

3 years

6 years

7/8 years

12 years

13/14 years

16/17 years

18/30 years

BCG (children at risk)
DT (DPT enly for children at
risk}, OFV {trivalent)
DT, (DPT 4 weeks after
lst dose), OPV {(trivalent)
{DET)

DT {or DPT), OPV (trivalant},
measles, mumps, rubella

diphtheria

DT, OPV (trivalent)

rubella (girls)

DPT, OPV (trivalent)

DPT, OPV (trivalent)

DPT, COPV (trivalent)
measles, mumps, rubella

DPT (or DT), OPV (trivalent)
DT, OPV (trivalent)

teranua

BCG {non-reactors)
tetanus

BCG
0PV {type 1)
0PV (cype 3)

0PV (type 2)

DPT

DFT

DPT

measleg

OPV (type 1)
0PV (type 3)

OFV (ctype 2)

DET

DET

BCG (non-reactora)

DT

BCG (non-reactors)

BCG (non-reactaora)

BCG (non-reactors at risk)




Age

ICELAND

months
months
months
months
14 months
2 years
4 years
6 years
9 years
12 years
15 vears

~ 2 B oL

IRELAND

newborna
3 months
4/5 months
3/1l1 months
5 years
12-14 vears
10-14 years

ITALY

3 moathsa

4/5 meonths
10/12 months
15/18 months
3 years

6 years

8=12 vears

14 years
rectults

LUXEMBOURG

newborn

3/4 wonths
4/5 months
5/6 months
10/12 months
15/18 months
13/24 months
5=7 years
10-12 years
12-15 years

Vaccine

DPT

DFT

DPT, IFV
IPV

DET, IPV
measles
1PV

oT

IFV

rubella (seronegative girls)

IFV

BCG

BPT, OPV (trivalent)
DPT, OPV (trivalent)
DPT, OPV (trivalent)
DT, QPV {rrivalant)
BCG (non~reacters)
rubella {girls)

DT, OBV (trivelent)
DT, OPV (trivalent)
DT, OPV (trivalent)
measlesa

OPV (trivalent)

DT

rubella {girls)
mumps {(boys)
tefanus

TUmp &

BCG (children at risk)

DFT, OFV
DPT, 0PV
DET
IPV

messles, mumps, rubella

DPT, OBV

DT, OPV, BCG (non-reactors)

DT, OFV
mumps, rubella, BCG
{non-vesctors)

Age

MALTA

3 months
4~5 mounths
B=~11 wonths
4-6 years
12-14 years
10-13 years

MOROCCO

Urban areas
at birth
3 months
4 months
5 montha
9 months

Rural areas
3=5 months
6~8 months
9 months

NETHERLANDS

J months

4 months

5 months

1] or 14 months
14 months

4 yaoars

9 vyears

11 years
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Vagcine

DFT, GPV (trivalent)
DPT, OPV (trivalent)
DPT, OPV (trivalear)
DT, OPV (trivalent)
BCC {(nen-reactors)
rubella (girls)

BCG

DPT, OPV (trivalent
DPT, QPV (trivalent)
DPT, OPV {(trivalent)
measles

DeT, 0PV (trivalent), BCG
DPT, OPV {trivalent)
DPT, OPV (trivalent), measle:

DPT, polia®
DPT, polie

DPT, polio
DPT, polis
measlas

DT, polie

DT, pelio
rubella (girls)

S0PV and IPV used in the country
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Age
NORWAY

months
monchs
menths
months
10 months
13 months
14 months
7 vears

12 years
13 years
16 years

IR s BT )

FOLAND

4—-15 days

3 months

4/5 months

& months
11/12 montha
13/15 months
19/24 months
6 years

b years

12 years

14 years

18 years

PORTUGAL

first weelk
3 months

5 months
12 months
1l year

=7 years
10-12 years

11~13 years

Vaccine

DPT

RET

IFV

IPV

RET

measles, mumps, rubellae
IPV

irv

DT

messles, mumps, rubella
1PV, BCG (non-reactors)

BCG

DPT, OPV (ctrivalent)
DET, 0PV (trivalent)
DPT, OPV (trivalent)
RCG (non-reactors)
measles

DPT, QPV (trivalent)
DI, 0PV (trivalent)
ECG (non-reactors)
BCG (nen-reactors)
DT

BCG {non-reactors)

BCG
DPT, OPV (trivalant)
DPT, OPV (trivalent)
OPV (rrivalent)
DPT, OPY (trivalent),
measles
DPT, QPV (ftrivalent)
BCG {(non-reactors)
tetanus, OPV {(trivalent)

RCG (non-reactors)
rubella {girls)

Age
ROMANTA

4-60 days
3 months
4 months
5 months
11 months
1-1/2 = 12 1/? months

9-21 months

15-1/2 = 22 months
29 montha

6~7 years

9 years

13-14 years

17-19 years

Vaccine

BCG
DFT
DPT
DET
ner
L dose OPV (type 1)
2 doses 0PV (trivalent)
measlegd
OPV {trivalent)
DPT
BCG (non=reactors)
0PV (trivalent)
DT, BCG (non-reactors)
BCG (mon-rTeactors)

96 monihs
and revaceination
2nd year of life

in case of epidemics

SAN MARINO

compulsary DFT

pelia
voluntary measles

rubella

SPAIN

3 months DET, 0PV (type 1)
5 months DPY, OPV (trivaleat)
7 months DPT, 0PV (trivalent)
15 months meagles, mumps, rubella
18 months DT, OPV (trivalent)
o years tetanus, OFV (trivalent)
11 years tuballa (girls)
14 years tetanus, OFV (trivalent)




Age
SWEDEN

3 months
4/5 months
6 menths

9 months
10 months
13 months
6 vyears

10 years
12 years

15 years

SWITZERLAND

at birth
3 months
4 months
5 months
183 months

i~7 years

15 years

TURKEY

0=1 month

2 months

4 months

6 months
12-=15 months
2 vears

b years

10 years
14 yegrs
adults

Vacgine

DT

DT

DT

IPV

1FV

IPV, measles, mumps, rubella
IPV

DT

measles, wumps, rubella

BCG {(non-reactors)

BCG

DPT, OPV (trivalent)

peT, OBV (trivalent)

DPT, OPV {(trivalent)

measles or MMR, DT,
0PV (Erivalent)

DT, OPV {(trivalent},
BCG {non—reackteors)

bT, 0PV {trivalent),
BCG {non-reactors)

tubella (girls)
mumpe (boys)

BCG

DPT, OPV (trivalent)

beT, 0PV (trivalent)

DPT, OPV (trivalent)

measlag?

DPT, QPV (rrivalent)

DT, OPV {(trivalent),
BCG (non-reactors)

tetanus

taCanus

tetanus (every 10 years)

46 months in case of epidemics
and revaceination 2nd year of life
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Age Vaceipe
USSR
3-7 months BGG .
3 months QPV (trivalent), DPT
4-3 months OFPV {trivalent}, DET
6~7 months OPV {trivalent), DPT
15-18 months measles, mumps
1=2 years 0PV {trivalent), 2 doses DPT
2=3 years 2 doses OPV (trivalear)
6 years DT
7 years BCG (non-reactors)
11-12 years BCG {non-~reactors)
16 years tetanus
UNITED KINGDOM

3 wonths DPT, 0PV (trivalent)
6-9 weeks after DPT, QPV (crivalenr}

lst dose

4=6 months after
ind dose

2 years

5 years

10~14 years

on laaving school

or before employment
or entering further
education

TUGOSLAVIA

first week
3 months

4 months

3 months
13 months
2 years

4 years

7 years

14 years
19 years

DPT, OPV {trivalent)

messles
BT, 0PV (trivalent)
rubella {girls),

BCG {non-reactors)
tetanus, 0PV (trivalent}

BCG
DPT, QPV (trivaleat}

DPT, OPV {trivalent)
bpr, 0PV (trivalent)

measlasg
DPT, OPV (trivalent), BCG
DPT, OPV (trivalent}

DT, OPV (trivalent), BCG
DT, OPV (trivalentl}, BGCG
tetanus, BCG




Table 3

QUALITY OF YACCIWNES USED IN THE EUROPEAN COUNTRIES

Guality of locally produced waccines Quality of imported vaccines Quality assessment of
BCG DPT DT T measles polio mumps rubella HepB Flu BCG DPT DT T measles polic mumps rtubella HepB Flu imported vaccines by
examination® evaluation®
ALRL X x % xC
AUT x x X 4 x X ® b} X ® x »
BEL ® X X X X x x x x 4 X X ® X X X x
BIL ® X x x X b1 x X
CEE X X x x X 4 ® X X 4
UEN x X X X x x X X X X x X
FLK X x X X X x X X X ® X
FRA x X X x 3 K X X X
DER - X X X X X ® x 4
DEU x x * x ® X x x X X x ®
GRE x x x X X X X b4 ® Hd ® X x
HUN X x X % X x x X X
ICE X ® X x x X X X X X
IRE X x ® X ® X X x ®
ITA X x X X X X X X x X X x x X x® X x x X zd X
Lux X X X X X ® x % X X
MAT x i X X ®
MON
MOR 1 b4 x 1 b4 X ® X X X
HET ® A X X X ® X x X X x x X x ®
HOR x X X x X X x X x x
POL X X x X X % X ® x
POR
ROM X ® X x X ®
SMR X x x X X X X X
SPA x x x x X X X X X x X X x x X
SWE X x *® X x X X X X x
SWI X X b4 x X X X X X x X X x X X X ® ®
THER e -] ] e ® 4 X X
LIEE % X X ® X * X ® X * X X
35R ® X X X X
YOG X x X x X X ® ® X X X
g
= ¥ Vaccine is considered Lo meet WHO requirements
= - Yaccine is nobt considered to meet WHO requirements
R 3 Blank space indicates information is oot available in WHO
B Examination of the vaccine in the national contrel lab
m m m Evaluation of producer's certificate

pertussis and BCG
Vaccine examined only at random on request
No information on quality assessment

o on &R
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Table 4
EUROPEAN IMMUNIZATION TARGET DISEASES AND OTHER EPI TARGET DISEASES
REPORYED NUMBER OF CASES IN 1983

Country Measles Polia Tet. N. Rubella Cong.Rub. Diphth. Pertussis Tuberc
Albania V] 1 126
Austria g 0 0 181 1825
Belgium 1 0 0 3 2180
Bulgaria 326 1 V] 12882 0 0] 66 434
Czechoslovakia 31 0 0 17968 0 0 123 5603
Denmark 31600 1 0 3937 2 0 1880 278
Finland 4751 0 0 2254 0 640 1476
France a70 4 33 2 107 14096
German Dem.Rep. 10138 0 0 22830 0 180
Germany ,Fed.Rep.
Greece 23723 g 0 18173 1] 5470
Hungarty 124 1 0 28661 0 9 5028
Iceland 0 0 109 0 0 535 39
Ireland al80 Q 2395 1728 238
Italy 19304 3 12308 6 16955 2265
Luxembourg 21 0 ] 0 20 34
Malta
Monaco
Morocco (82) 63180 69 95 48 12330 13267
Natherlands 480 1l 0 325 2 200 1452
Norway 6181 0 0 3658 0 2969 323
Poland 11271 2 v} 18602 1 185
Portugal (82) 1 1 i6 59 7309
Romania 4723 16 & 4346
San Marine (82) 156 0 0 3 0 5
Spain 301319 25 161772 o 35437 2987
Sweden 4626 0 0 2700 0 9778
Switzerland 0 16 1293
Turkey 31515 165 361 3706
United Kingdom 114943 5 0 16 & 21589 7793
USSR 233812 181 1411 19321
Yugoslavia 12580 B 1 5550 101
Total B81874 484 96 269779 51 1364 145511 74023
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Table 5

OTHER DISEASES OF PUBLIC HEALTH IMPORTANCE PREVENTABLE BY IMMUNIZATION
REPORTED NUMBER OF CASES IN THE COUNTRIES OF THE EURCPEAN REGION IN 1983

Countzry Tetanus Mutip s
Albania 4

Ausatria

Belgium 2

Bulgaria 26 1064
Cgachoslovakia a 69978
Denmark 2 31253
Finland 1443
France 120

German Dem,Rep. 7 90027
Germany ,Fed.Rep.

Greece 25 8363
Hungary 3l 41986
Iceland 0 1814
Ireland 92

Italy 188 22770
Luxembourg Q

Malta

Maonaco

Morocco (82) 300

Wetherlands g 8423
Norway 3 8682
Foland 146511
Portugal (82) 83

Romania 24

San Marinoe (82) 0 19
Spain 90 225408
Sweden 0 11000
Switzerland 4

Turkey 162

United Kingdom )

USSR 55

Yugoalavia 101

Tatal 1642 661157
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Table 6
MEASLES - REFPORTED WUMBER OF CASES IN THE COUNTRIES OF THE EUROPEAN RECION
1974-1983

Country 1974 1975 1976 1977 1978 1979 1980 1981 19882 1983
Albania
AustTia
Belgium
Bulgaria 41335 20162 16877 506 423 249 10763 9239 281 326
Czechoslovakia 13046 20230 28153 5335 3135 6561 3533 8800 33 31
Denmark 54581 14167 57156 52308 18593 66493 28249 35651 15656 332462
Finland 11353 3384 3706 2837 2325 2396 2147 3813 5402 4751
France 53235 1813 2607 2106 2026 1603 1244 1132 8iz 870
German Dem.Rep. 400 1453 3691 1067 941 2128 28745 9290 2029 10158
Germany, Fed.Rep )
Graece 5357 8931 8027 15717 2169 7822 13464 1339 3417 23723
Huagary 46790 6348 243 130 334 216 1198 10573 2521 124
Iceland 37 11 36 2994 240 3z 13 24 l4
Ireland 2040 1957 1651 1501 1585 1668 1106 1075 L5597 6180
Italy 24714 52033 55493 42112 67360 23270 23827 64884 21820 19304
Luxembourg 171 283 41 424 263 121 63 214 243 z1
Malta 7584 23 38 472 3348 30 14 1530
Monaco
Morocco 123366 143988 87011 1565938 94094 113486 79347 109486 63180
Netherlands 2512 1812 133 56 178 77 95 4B0
Norway 15370 3636 3204 13407 15942 2724 1322 4586 10974 6181
Poland 70857 146664 123272 44949 84073 30653 24882 35283 7620 11271
Portugal
Romania 122670 110703 113907 124227 110124 63800 10476 21584 61682 4723
Zan Marino
Spain 147793 179638 133060 129375 129712 93503 145322 146689 159562 301319
Sweden 1464 7841 8774 10313 6908 8667 1786 3540 6323 4626
Switzerland
Turkey 17036 24317 21740 16123 12517 11747 8618 26858 3778 31515
United XKingdom 118672 158619 68422 190393 133811 93371 147962 6L779 105642 114948
J8sy 374066 363748 320844 315304 545392 382647 355654 342819 466210 233812
Yugoslavia 24340 31487 27918 27667 18396 37441 20078 13437 12580
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Table 7
POLTOMYELITIS - REPORTED WUMEER OF CASES IN THE COUNTRIES OF THE EUROFEAN REGION
1974=1983

Country 1974 1975 1976 1977 1978 1479 1980 1981 1982 1983
Albania 1 1 0
Austria a 0 0 1 1 2 1 0 0 0
Balgium & 1 1 0 1 1 1 0 0 1
Bulgaria 0 0 0 0 0 0 15 0 1 1
Czechoslovakia 0 Q 0 0 0 0 0 0 0 0
Denmark 0 0 1 0 Q 0 0 1 0 1
Finland 4] 0 0 0 0 1 0 0 0 0
France 19 18 9 9 26 14 10 9 L 4
German Dem.Rep. 0 0 0 0 0 0 0 0 v, v]
Germany, Fed.Rep 33 22 40 25 13 9 7 8 3
Greece 0 0 7 3 0 0 0 2 4 0
Hungary 1 2 3 3 1 1 i 1 0 1
Teeland 0 0 0 (] 0 1] 1] 0 0 0
Ireland 0 0 0] 3 1] 0 1 Q 1 0
Icaly 9 4 9 10 2 2 i 1 3 3
Luxembourg 0 0 0 0 0 0 0 0 o] 0
Malta 0 0 0 0 0 1] 4] Q ¢]
Monaco
Morocco 576 28 269 151 207 52 58 69
Netherlands 0 Q 0 1 110 0 0 1 Q 1
Norway 3 0 1 0 0 0 0] 1 1 0
Poland 42 10 14 10 6 1 3 1 [ 2
Portugal 3 2 o 1 1 0 : 1] 1
Romania 10 k)| 15 23 22 0 125 125 39 1é
San Marino 0 0 0 0 0 0 0 0 0 0
Spain 195 261 41 39 - 82 17 17 17 21 25
Swedan 0 Q 1 3 0 1 0 0 0 0
Switzerland 1] 1 0 0 1 0 i 0 Q
Turkey 348 368 300 328 261 223 182 148 219 165
United Kingdom 6 3 11 19 3 [ p 2 3 5
USSR 139 133 106 264 152 214 165 307 237 181
Yugoslavia 36 7 & 141 20 3 4 0 8
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Table 8
DIPHTHERIA = REPORTED NUMBER OF CASBES IN THE COUNTRIES OF THE EUROPEAN REGION
1974-1933

Country 1474 1975 1976 1977 i978 1979 1980 1981 1982 1983
Albania 3 & 2 1
Aunstris 9 1l 5 9 1 1 0 1 Q 0
Belgium 16 14 5 3 3 0 1 0 0 3
Bulgaria 2 0 0 0 0 2 0 4] 0
Czachoslovakia 2 3 1 1 3 2 2 0 0 0
Denmark 0 ] 0 0 0 0 a 0] ]
Finland 0 4] 0 0 0] 0 0 a 0
France 22 19 26 20 14 ] 3 B 3 2
German Dem,Rep. 0 0 0 0 a 0 Q 0 ¢ 0
Germany, Fed.Rep. 17 46 a5 26 20 13 19 7 o
Greace 9 S 6 A 0 1 0 0 2 0
Hungary 10 & 17 2 3 2 6 1 ¥ 0
feeland 0 0] D Q 0 Q 0 0 0 0
Ireland 4] 4] 0 0 0 0 0 0 Q
Italy 258 256 194 173 97 46 30 34 19 &
Luxembourg 0 0 0 0 ¢ 0 0 L 0 9
Malka 0 0 Q Q 0 4] "] Q
Monaceo
Morocco 103 65 65 45 59 43 38 48
Netherlands 4] o 0 2z i 1 0 4] 0 2
Nerway 0 0 1 0 0 0 0 0 0 0
Poland 6 Q 3 0 1 0 v 0 0 l
Portugal 487 672 296 249 154 20 18 14
Romania 5 8 4] 9 8 12 ¥ 1 8
San Marino Q O 0 0 0 o] 4 0] 0 o
Spain 22 23 10 4 8 17 7 8 7 0
Sweden 0 0 1 Q 2 4 4 4 0 0
Switzerland 434 36 3 5 & & 1 2 Q 0]
Turkey 470 265 170 142 93 107 86 136 131 36l
United Kingdom 3 12 2 3 0 0 5 2 4 4
USSR 285 199 198 238 270 270 345 560 917 1411
Yugoslavia i0 8 15 4 0 8 z 0] 0
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Table 9
RUBELLA ~ REPORTED NUMBER OF CASES IN THE COUNTRIES OF THE EUROPEAN REGION
1974-1983

Country 1974 1973 1976 1977 1978 1979 1980 1981 1982 1983
Albania
Austria
Belgium
Bulgaria 43858 37482 7604 5495 10886 48763 69042 12485 17523 12882
Czechoslovakia 4469 6724 86332 126645 18787 20451 106681 55351 22868 L7968
Denmartk 13510 15842 31385 44255 13592 21952 41329 10169 6650 3937
Finland 1027 2738 2672 2192 1830 6418 12200 3780 3259 2254
France
German Dem. Rep | 12635 22830
Germany, Fed.Rep.
Greece 741 965 450 1352 4899 752 gl 742 806 18173
Hungzary 115333 16360 4916 4000 21132 199766 6128 7922 17119 28661
Iceland 507 127 104 121 3689 2879 119 62 54 109
Treland 189 134 179 9é 208 416 201 97 166 2395
Italy 6525 3569 §936 22253 51055 13798 6297 5043 17008 123048
Luxembourg
Malta
Monaco
Meorocco
Netharlands 329 1325 4365 768 854 3007 706 505 873 325
Norway 14499 4180 4316 7055 23521 6091 3063 2926 3658
Poland 40411 51956 127650 68678 49575 52318 143120 207029 14036 18602
Fortugal
Romanas 25396 28604 23176 23580 26978 26386 28916 40997 39607
San Marino ] 24 10 28 93z 45 33 19 il 3
Spain 74803 161772
Sweden 13000 5900 3500 2500 4600 12000 5400 3800 3200 2700
Switzerland
Turkey
United Kingdom
USSR

Yugoslavia
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Table 10
MUMPS — REPORTED NUMBER OF CASES IN THE COUNTRIES OF THE EURQFEAN REGION
1974=1983
Countrty 1974 1275 1976 1977 1978 1979 1980 19381 1982 1983
Albania
Austria
Belgium
fulgaria 22491 34954 15646 2715 1787 1546 6573 8619 3416 1064
Czechoslovakis 4122 128002 88133 56882 123508 62897 63383 117251 843265 69978
Denmark 30051 57137 5861 5306 38875 67135 14096 5227 23566 31253
Finland 7162 8944 8790 5076 4462 22324 12026 2924 2182 1468
France
German Dem.Rep. 83855 49656 58855 146212 60872 38648 126836 103385 26849 20027
Germany, Fed.Rep.
Greece 10961 6124 L1686 7076 7387 8380 5675 4438 8387 8363
Hungary 26035 38936 44718 39006 47909 418449 46034 36979 40230 41986
Iceland 1024 1058 411 295 747 3644 868 103 2425 1814
Ireland
Italy 37479 45708 17437 39666 68123 17343 25094 44478 54606 22770
Luxembourg
Maltg
Monaco
Morocco
Netherlands 1129 1550 1105 470 1117 753 405 822
Norway 26652 22394 12947 10230 22081 270%6 8615 6761 8682
Poland 99788 138118 82493 97847 170529 105072 116851 1l5362 56220 146311
Portugal
Romania 16007 112804 45250 73753 26978 69128 64333 71191 66776
San Marine 49 127 266 39 221 116 24 472 7 10
Spain 80399 225408
Sweden 8800 22200 10700 4300 8600 23200 17200 4900 5400 11000
Switzerland
Turkey

United Kingdom

USSR
Yugoslavia
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Table 11

PERTUSSIS - REPCRTED NUMBER OF CASES IN THE COUNTRIES OF THE EUROPEAN REGION
1974=-1933

Country

1975

1976

1977

1978

1979

1930

1981

1982

Albania
Ausztria
Eelgium
Bulgaria

Czechoslovakia

Denmark
Finland
France
German Dem.
Germany, Fe
Greece
Hungary
Iceland
Ireland
Ttaly
Luxembourg
Malta
Monaco
Moroceo
Netherlands
Norway
Poland
Fortugal
Romania
S8an Marino
Spain
Sweden
Switzerland
Turkey

Rep.
d.Rep.

United Kingdom

USSR
Yugoslavia

in

141
141
16453
105
3533
171
168
7777
67
91
308
19246
28
150

33636
A
1074
326
150
15602
18

1189
5
2440
4392
33022
6706
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Table 12
TETANUS - REPORTED WUMBER OF CASES IN THE COUNTRIES OF THE EUROPEAN REGIQN
1974=1983

Counkry 1974 1975 1976 1977 1978 1979 1980 1981 1982 1983
Albania 5 3 ! &
Austria
Belgium ki 5 7 3 4 3 10 2
Bulgaria 24 28 29 19 21 13 13 27 26
Czechoslavakia 40 23 10 12 13 11 11 9 ] 8
Denmark 5 14 8 8 4 z 4 3 2
Finland 5 14 & 12 il
France 276 317 289 268 268 183 208 158 142 120
German Dem. Rep. 18 23 27 & 13 10 & 8 ki 7
Germany, Fed,Rep, 46 34 34 27 24 13 14 16
Greece 31 21 47 53 38 48 24 30 31 23
Hungary 64 69 36 48 34 57 48 44 4l 31
Iceland 0 V] 0 0 0 0 a 0
Ireland 91
Italy 256 218 166 176 197 193 188
Luxembourg 2 i 2 o 0 1 v 0
Malta 0 8 5 8 1
Manaco
Morocco &4 44 83 103 107 8] 100 300
Netherlands 7 9 4 7 2 2 8 2 1 9
Norway 2 0 3 1 2 3 0] 1 3
Poland 111 115 1G5 104 89 21 123
Portugal 97 91 68 87 59 61 83
Romaniz 47 52 48 48 34 33 39 42 24
San Marinog 0 o] 0 0 0 0 0 4] 0 o
Spain 500 47 20
Sweden 6 5 6 3 4 5 5 0
Bwitzerland 2 1 1 0 2 2 1 4
Turkey 48 69 110 162
United Kingdem 16 24 15 16 15 20 18 15 20 6
USSR 539 490 427 421 361 412 304 346 345 355
Yugoslavia 167 169 127 124 99 112 101
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Table 13

DISEASES PREVENTABLE BY IMMUNLIZATION NOTIFTABLE
IN THE COUNTRIES OF THE EURQPEAN REGION

Countrey Measles Polio Tet.neon  Rubella  Diphth.  Pert. TB . Mumps HepB

Albania
Austria
Belgium
Bulgaria
GCzechoslovakia
Denmark
Finland

France

German PRem.Rep.
Germany,Fed.Rep.
Greece

Hungary
I¢eland
Ireland

Italy
Tuxembourg
Malta

Monaco

Morocco
Netherlends
Norway

Foland
Portugal
Romania

San Marino
Spain

Swedean
Bwitzerland
Turkey

United Kingdom
USSR
Yugoslavia

~

BB B bd B3
R E L L E R E L TS
B ba bt 3O Ba DO BE B BC B B BC DO BE B B
B B Be P b bd
B b Bd B¢ B B BE Bd 3K BSOS BE D 5 B e
BB BB DO BN
-

Ok BOoPe
B oMM OO MK
bR PS PE OB X

L - ]

L A ]

PO P oPE P Do PGP R RS PEMS
R Rk b

PCOPE DG P DG P P Pd P P KB
PTIRS PSP MBI R M
B b b BB BC bR DY DS ML D BG DO

F

X notcifiable

blank space indicates information is not avallable in WHO or
the digease is not notifiable
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Table 14
PERCENTAGE OF CHILDREN (TARGET POPULATION ACCORDING TO THE VACCINATION SCHEDULE)
IMMUNIZED IN THE COUNTRIES OF THE EUROPEAN REGION IN 1983

Country Measles Polio III DPT III DT II  Rubella BCG Mumps
Albania S6 92 93 40
Austria 25 90 90 90 23
Balgium 20 35 70
Bulgaria
Czechoslovakia 98 98 98 99 98
Denmark 94 94 B85
Finland 31 78 94 68 a0
France 25 92 90 Bl
German Dem. Rep. 96 95 EL 99
Germany, Fed. Rep.
Greece
Hungary 99 98 .99 99
Iceland 81 97 94 19
Ireland 10 91 45 93 75
Icaly 3 30 92 20
Luxembourg 39 90 75 a9 50 10
Malta
Monaco
Moroceco s 42 42 63
Netherlands 91 95 93 90
Norway 80 90 20 90 92 %0
Poland 75 95 a5
Partugal &4y 75 G4 76
Romania 83
San Marine 99 99
Spain g9 37
Sweden &7 99 99 80 3l 80
Switzerland )
Turkey 30 39 56 65
Unired Kingdom 58 83 53 83 83 T4
USSR

Yugeslavia 95 85 85 99 20 85 90
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Annex 7
LIST OF BACKGROUND MATERIAL

1. Related to working paper "Presenc status and general trends of impunization policies in the
European Region'

1.1 Eurcpean technical conference on the control of infectious diseases through vaccination
programmes, Rabat, 23-31 October 1959 (English}. WHQ TRS 198 (1960)

1.2 Provisional guidelines for the diagnosis and classification of the EPI target diseases for
primary health care surveillanee and special studies (English, Fremch)} WHO/EPI/GEN/83/4

1.3 Evaluate vaccination ceverage, WHO/EPI training for mid-~level managers (English) WHO/EPL/GEN

1,4 XVII International Congress of Pediatrics, WHO/IPA, Pre Congress Workshop on Immunization
(English, French, Spanish). Bull. Int. Ped., Ass. 3 (1984) p. 74

1.5 The WHO Collaborating Centre for Health and Diseases Surveillance (English, French) Wkly.
Epid. Ree. No 15 (1984) pp. 111-112 ’

1.6 Computer simulation of the EPI Survey Methodology, WHO/EPI (English, Freach). Wkly Epid. Rec.
Ne 39 (1984) pp. 297-300

1.7 Galazka, A.M. et al., Indications and contraindications for vaccines used in the Expanded
Programme on lmmunization {English, Frenmch). WHO Bull. 62 (1984) pp. 337-346

1.8 New cold chain monitor to be introduced on 1 January 1985 (English, French) WHO/EPI/CCIS/84.6

1.9 vassilevski, N. Present status and furure trends of immunoprophylaxis in Bulgaria (Russian)

2. Related to working paper "Elimination of target diseases”

2.1 Intarnational symposimm on measles immunization, Washington, 16-19 March 1982 (Eaglish).
Rev. Inf. Dir. 5 (1983) pp. 389-627

2.2 Possible programme for elimination of measles in Europe, informal ad hoc consultation,
Copenhagen, 17-18 January 1983 (English). WHO/EURO/ICP/ESD 008(1)

7.3 Integnational gymposium on poliomyelitis control, Washingten, 14-17 March, 1983. Rev. Iaf.
pis. 6 (1984) pp. 53Q01-5600

2.4 Problems of rubella prevemtion strategy in Europe and elimination from the European Region of
congenital rubella, diphtheria, neonatal tetanus and poliomyelitis. Report ¢m a WHO meeting,
Copenhagen, 27-28 June 1983 (English), WHO/EURO/ICP/ESD 008(2)

2.5 Feasibility of elimination of vaccine preventable diseases (Englisn, Fremch), Wkly. Epid.
Rec. No. 19 (1984) pp. 143-145

Z.6. Orstein W.4. et gl.:; The opportunity and obligation to eliminate rubella from the United
States., JAMA 2531 (1984) pp. 1988-19%4

2.7 Halsey N. & Galazka A.: The effectiveness of DPT and oral poliomyelitis lmmunization
sehedyles initiated from birth to 12 weeks of age. WHO/EPI/GEN/B4/8

2.8 Orstein, W.A. et al.: Field evaluation of vaccine afficacy {English}. WHO/EPL/GEN/84/10

2.9 Target 5 of the Regional Targets in support of the Regional Strategy for Health for All.
wno%EURO/ RC34/7

3.  Related to working paper "Ismmunization against other diseases of public health importance"

3.1 Indications for the use of Hepatitis B vaccine (Emglish). WHO/EURO/ICP/EVM 011

3.2 In focus: Hepatitis, World Health Forum 4 (1983) pp. 135-141




