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measles, murnps and congenital rubelia in the Region and there should be a sustained and continuing
reduction in the incidence and adverse consequences of other communicable diseases, notably HIV
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ABSTRACT

The purposes of the Meeting were to introduce the European health for all policy for the
twenty-first century, to discuss measies elimination, to advocate the strengthening of
disease surveillance and development of laboratory networks, to present cost-benefit
analysis models as tools for decision-makers, to discuss the systerns. of reporting on
diseases covered by the WHQ Expanded Programme on immunization (EPI) and to
present progress on poliomyelitis eradication/certification and diphtheria control,
Essential components of a measles elimination plan for the WHO European Region
were presented ‘and the national programme managers endorsed the previous
recommendation of the EPI European Advisory Group, that the elimination strategy,
based on identification of susceptibility, was the most appropriate approach for the
Region. Countries would need io categorize the control achieved through their current
measles strategies, make appropriate analyses to estimate susceptibility and identify
the appropriate way forward. The national programme managers agreed that continued
efforts were needed. to improve surveillance, especially for poliomyelitis, measles,
hepatitis B and diphtheria. They acknowledged the progress towards poliomyelitis
elimination, recognized the obstacles and reviewed the certification process. ‘
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Introduction

The seventh meeting of national immunization programme managers was held from 10 to
12 November 1997 in Berlin, Germany. The meeting was chaired by Dr Norman Begg, the Vice-
Chairperson was Professor M. Koch, the Rapporteur was Dr David Salisbury and the Secretary
was Dr Colette Roure. Mr Franz Bindert welcomed participants on behalf of the German
Government, and drew attention to the needs and challenges of the wider Europe between
countries of the north and south and countries of the east and west.

Dr Bjém Melgaard welcomed participants on behalf of WHO, noting that this meeting was
an opportunity to look ahead to the future. Although global coverage meant that more than 80%
of the world’s children had access to at least one immunization and all countries have
immunization programmes, there was still much to achieve. As regards progress towards polio
eradication, the western Pacific was now virtually free of polio with notable impact being
reported in Cambodia and Vietnam. India had managed to achieve more than 126 million polio
immunizations in a day in early 1997 with cases dropping dramatically to below 1000 and no
nationwide epidemics. This year, there have only been three cases of wild virus polio reported in
the European Region, thanks in no small part to the success of Operation MECACAR. Although
success in measles control/elimination was being reported in PAHO, the southern cone of Africa,
the Gulf states and parts of the western Pacific, in Europe coverage was at a plateau. There
remained many gaps and opportunities and new potential from a range of new vaceines already
available and others soon to be available. However, there were systematic and technological
challenges, particularly in immunization service delivery, including safe injection, syringe
disposal and cold chain management. Health care provision was changing rapidly as health
service reforms were introduced, and the EPI would need to be maintained and promoted in this
changing environment.

Scope and purpose

The scope and purpose of the meeting were to:
+  introduce the health for all (HFA) policy for the twenty-first century for Europe;

= keep the EPI programme managers informed about the latest developments on measles
control/elimination;

»  claborate policies/strategies for the development of national plans for measles elimination;

+ advocate the strengthening of disease surveillance and development of laboratory network
(polio, measles, diphtheria, hepatitis);

+  present cost-benefit analysis models as tools for decision-makers;
+  discuss the reporting system for EPI diseases and appropriate feedback:

*  present progress reports on polio eradication/certification and diphtheria control in Europe.

Summary of recent EAG activities

The EAG activities since the last meeting of national programme managers were
summarized. A measles elimination target by 2007 had now been recommended for countries of
the WHO European Region and a strategy is being developed. This will be based on
identification of susceptibility with countries categorized according to their measles control
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activities and outcomes. The WHO Regional Director for Europe has proposed to bring the
measles elimination strategy to the Regional Committee in 1998.

For polio eradication, it has been recommended by EAG that there should be a minimum of
three annual national immunization days (NIDs) where there is evidence of recent polio virus
circulation. NIDs may need to continue to be held until sensitive surveillance shows that they are
no longer necessary. Since a number of recent polio outbreaks have been linked to 2ypsy
populations, it is recommended that there should be a regionwide initiative to work with gypsy
communities to ensure polio immunization. EAG reaffirmed that OPV was the vaccine of choice
for polio eradication purposes.

Whilst the diphtheria epidemic in the newly independent states (NIS) seemed to be waning,
it remained essential that high coverage be achieved with three doses of diphtheria-containing
vaccine by six months of age and three further doses be given before adulthood (16-36 months,
school entry and school leaving). Adult booster doses were not recommended as routine unless
there was a perceived risk of diphtheria, with opportunities for immunjzation where appropriate.

The EAG confumed that where there was evidence that high quality whole cell pertussis
vaccine was in use, then this should be the mainstay for routine immunization and that acellular
vaccines were most suitable as booster vaccines since they are costly and may not offer any
advantage in terms of efficacy. Where perceived reactogenicity to whole cell vaccine has been a
problem, acellular vaccines may be better accepted. The reported interference between acellular
vaccines and Hib vaccine requires further elucidation. In the case of Hib vaccine, it was considered
cssential that the burden of disease should be assessed so that the cost of introducing Hib vaccine
could be justified. There was a need for specialized laboratory support, and this may require
collaboration and cooperation between countries where such facilities may not already be present.

Measles
Global measles overview

Measles coverage at global level appeared now to be static at around 80% and is of concern.
The proportion of countries with more than §0% coverage is declining and the number of notified
cases has increased in 1996 compared with 1995, There were still an estimated one million measles
deaths globally, half of them in Africa, Major issues that were holding back measles immunization
in industrialized countries were misconceptions about disease severity, although studies in a
number of those countries revealed 10-20% of cases to be associated with complications and 2%
were hospitalized. As large parts of the world are achieving measles control or elimination, the role
of international seeding of measles becomes increasingly important.

European Region

An analysis was presented of the 1996 regionwide survey of measles. Ninety per cent of
countries, representing 98% of the population of the Region, had returned the questionnaires,
These dealt with the national history of measles immunization, service provision, coverage,
epidemiology, surveillance and elimination goals. This survey will be published in the very near
future. However, poor surveillance was noted including lack of statutory notification,
particularly in three European countries. The lack of specificity of clinical diagnosis requires
laboratory services to be employed for case confirmation. In some countries, measles control was
hampered by low coverage, whilst even in high coverage countries, outbreaks continue to occur
because of gradual accumulation of susceptibles. The strategic plan for the WHO European
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Region, designed to further reduce the morbidity and mortality for measles in the Region and
eventually to eliminate indigenous measles from Europe by the year 2007, was described. The
objectives of the strategy were to reduce the estimated proportion of measles susceptibles in the
population to low levels by the year 2005, and to maintain these low levels of susceptibility until
2007, by when elimination was estimated to be attained. The proportion of susceptibles in each
age group must not exceed 15% in children aged 1-4 years, 10% in 3-9-year-olds, 5% in 10-14-
year-olds and 5% in each cohort of adults above this age. These levels of susceptibility are those
felt to be sufficient to lead to interruption of measles transmission. Key steps in the achievement
of the objectives are:

1. establishment of political commitment to measles elimination;
2. developing a measles elimination plan based upon assessment of local epidemiology;

5. achieving and maintaining high routine immunization coverage for the first dose of measles
vaccine, and ensuring high coverage in all geopolitical units:

4. strengthening the surveillance of measles by:
» monitoring measles vaccination coverage;
+ instituting or continuing the national statutory reporting of suspected measles;
« use of a standard case definition;
* cstablishing the laboratory resources to assist measles surveillance tasks;

+ laboratory support to perform confirmation of diagnosis, to attempt virus isolation and to
assist with serological surveillance;

+ providing regular analysis and feedback of surveillance and coverage data;
estimating the age specific proportion of the population who are susceptible to measles;
6. choosing an appropriate strategy to accelerate measles control;

7. choosing an appropriate strategy to maintain measles elimination.

Based on the national epidemiological data and coverage data, countries will be classified into
three groups, namely those countries close to elimination, those with good control but with
potential for future outbreaks and those with poor control. In the case of each category, there are
specific tasks necessary either to remain in Group 1, or to move progressively from Jower groups
to higher groups.

Mathematical modelling of data available in France demonstrated that the present strategy,
involving the two dose programme administered after the first birthday and at age 11-13 years,
with a catch-up programme available at 6 years, would not suffice at present levels of coverage
to prevent regular measles epidemics. With reduced but not interrupted transmission, there
would be a progressive shift of measles towards cases in older ages, with consequent higher
morbidity and mortality. Operational difficulties meant that a nationwide campaign to reduce the
pools of susceptibles and interrupt transmission would be extremely difficult. It had therefore
been recommended that the second dose of MMR. vaccine should be given routinely at age 6
years along with efforts continuing to be made to raise routine coverage.

The economics of different measles interventions were presented, using economic analysis to
provide a basis for priority setting in relation to measles vaccination. The model was based on an
economic evaluation of different strategies in a hypothetical western European country examining
two different scenarios, namely a past history of routine single-dose vaceination with 70%
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coverage and also with 90% coverage, Policy options examined were: no change in policy;
addition of a second dose at either 70% or 90% coverage; increase in coverage of the first dose to
95%; a two-dose policy with higher coverage for both doses; a two-dose policy with higher
coverage for both doses with the implementation of one-time mass vaccination campaign aimed at
older age groups with susceptibility levels higher than 5%, It was found that any of the options
were better than that of maintaining pre-existing coverage at either 70 or 90%. With either starting
coverage, it is better to increase coverage of single dose vaccination to 95% than to introduce a
two-dose strategy, particularly with poor coverage of both doses of a two-dose programme. With a
history of low coverage (i.e. 70% or less) and once coverage of 95% is established for the first
dose, it is preferable to move on to a strategy with both a routine second dose and a mass campaign
to reduce susceptibles, than a strategy employing two doses without a campaign to eliminate
susceptibility in older age groups. With a history of high coverage (i.e. 90% or more), sustained for
a long period, it seems more cost effective to attain a 95% two-dose vaccination strategy without
an additional mass campaign, than with an additional campaign.

OQutcome of measles workgroups

Group A (mostly EU and northern European countries)

Problems 1dentified, that were inhibiting measles elimination, included the application of
false contraindications, difficulty in access for immigrant populations, refusals from “informed”
parents, paucity of data from private sector providers and lack of appreciated severity of measles.
Specific actions needed included working with “hard to reach” groups, maintaining coverage
when perceived risk of diseases is low, providing practitioner or nurse training on counselling for
parents, working with media and marketing experts, and providing updated information for
parents, particularly on adverse events. Efforts to improve surveillance would include heightened
primary carc reporting, the use of salivary diagnosis for confirming measles infection rather than
blood samples, increasing laboratory testing, and ensuring consistency in diagnostic methods
used in laboratories.

Group B countries (mostly central or south European countries)

Countries in this grouping were categorized as either I11 or II status and all except five
representatives disagreed with these classifications. Causes for disagreement were relatively
minor, usually centred on the interval between epidemics, or length of time that high coverage
had been attained. Although laboratory testing was available in all countries, the rate was usually
unknown. Frequency and quality of coverage measurement needed improvement, There was
general agreement that the main priorities were to achieve high coverage and political
commitment. Perceived obstacles to measles elimination were professional and public
perceptions over measles severity, divided responsibilities between different government
departments with responsibility for immunization or resource provision, vaccine safety concerns,
infrastructure weaknesses in immunization service provision, especially where there was a
significant contribution from the private sector, competing resource needs and scepticism over
the feasibility of measles elimination. Greater publicity should be given to international
importations of measles.

Group C (central European and Baltic countries)

These countries were all in categories If and 111, The first priority was to improve coverage
for the first dose and it was appreciated that two countries (Albania and the Republic of
Moldova) would need to introduce a routine second dose. Five countries identified a need for
measles immunization campaigns to interrupt transmission. Although there was political
commitment, it was appreciated that there was often tension between competing programmes for
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resources. Seven out of nine countries would need further laboratory support to improve measies
surveillance and seven out of nine would require external support. The importance of achieving
high coverage in all geopolitical units, rather than national averages, was stressed.

Group D (eastern European and central Asian countries)

These countries were all classified as group III countries although one was approaching
group II. There was no disagreement with the categorization. Priorities wete the achieverment of
high coverage, achievement of the implementation of appropriate strategies, improving
surveillance including laboratory services and the requirement for external resources. Coverage
would need to be increased along with public awareness and social mobilization, particularly to
deny false rumours over vaceine safety. National immunization days (NIDs) may be needed
along with catch up initiatives in high-risk groups, and polio NIDs could be used for some catch
up work but not for joint measles and polio NIDs. Surveillance and coverage monitoring
required improvement and laboratory services would need to be upgraded along with efforts to
improve human resources. External support would be particularly needed for cold chain
equipment.

Recommendations

At the 1997 meeting of EURO national programme managers, the March 1997
recommendations of the EAG were endorsed.

The EAG was convinced that the elimination strategy, based on identification of
susceptibility, was the most appropriate approach for the European Region. Countries will
need to categorize their present measles strategies and make appropriate analyses to estimate
susceptibility and identify the appropriate way forward. In some countries this will be done
using serological surveillance, while in others it will be done on the basis of estimates using
imrpunization coverage data and disease-reporting data. Countries that do not have such
historic data could proceed rapidly to identification of susceptibility through the use of sero-
sampling. The elimination of measles will require the maintenance of high coverage and the
absence of disease in some countries for a significantly long period of time. Under such
circumstances, the potential seriousness of the disease is no longer apparent and parental and
professional concems of adverse events appear more significant. The global eradication of
measles would then allow the stopping of measles immunization and such concerns would
no longer be relevant. The EAG agreed that the target date for elimination should be set at
2007 but this could be accelerated especially if some western European countries, where
measles contral is presently of low political priority, were to make a full commitment to
elimination,

A number of actions will be necessary for implementation of the measles elimination
objective. A plan of action will be necessary for regional activities, including operational
milestones and cost estimates. This will require endorsement by the Regional Committee and
referral to national governments for action. Each country will have to interpret the regional
plan of action in the light of its own circumstances and develop its national plan of action.
All opportunities should be sought to recruit support of pational and international agencies as
s00N as possible.

Starting from the existing scheme of country categorization, national programme managers
will need to 1dentify the steps needed to achieve country Group 1 status, By autumn 1998,
countties should have developed operational plans for measles elimination activities, ready for
submission to WHO/EURQ. By this time, WHO/EURQ will have completed a regional plan of
action for measles elimination with key milestones identified and resource requiremnents detailed.
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Strengthening surveillance — laboratory support

Poliomyelitis

The Global Commission for the Certification of Eradication of Poliomyelitis has jdentified
the critical importance of laboratory surveillance in the process of eradication of wild polio virus.
All Iaboratories in the European Region will require WHO accreditation and the process starts
this year. Transportation of specimens will need to be monitored with appropriate performance
indicators, particularly in countries where AFP surveillance will be the mainstay. The laboratory
network in the European Region will have four specialized reference laboratories (Bilthoven,
Helsinki, London, Paris) and these laboratories and one in Moscow will act as regional reference
laboratories. Sub-regional laboratories will be in Rome and Sofia and possibly Almaty and
Tashkent. At the beginning of the laboratory network development in 1993 proficiency testing
scores were around 65%; in 1997 these had risen to 91%.

Measles

Many rash and fever illnesses have similar clinical presentations as measles and as the
disease incidence declines, so does diagnostic specificity; at younger ages, specificity of
diagnosis 1s also low. The role of measles laboratories will include monitoring and verifying
transmission through confirmation of outbreaks, confirmation of cases, and sequencing and
mapping of isolates. Laboratories will also contribute to the monitoring of susceptibility profiles
through identification of age distribution of susceptibles, ideally through opportunistic sero-
sampling rather than dedicated studies, measuring the impact of campaigns and providing
validation of model predictions. As with polio, there will be national laboratories that can
confirm diagnoses, undertake quality assurance and epidemiological surveys; regional
laboratories will have training responsibilities, do further quality assurance work, and undertake
virus detection and research. Global laboratories will undertake quality control, set up strain
banks, undertake proficiency testing and provide technical advice and research.

Hepatitis B

Hepatitis A, B, C, D, E and G cannot be differentiated on clinical grounds and laboratory
services are essential. Although services are available to identify HbsAg to separate B and non-B
cases, diagnostic facilities for other types are not available in much of the Region. Nevertheless,
special studies can be implemented to define the relative contribution of the different types.
Since acute disease surveillance considerably underestimates the disease burden, and there is an
mverse relationship between the likelihood of chronic infection and symptomatic presentations,
Jaboratory facilities are of utmost importance. Except for Hepatitis B vaccine coverage, routine
surveillance is not a major factor in hepatitis B control. Hepatitis B screening and Hepatitis C
screening of blood products is however essential. Routine surveillance does play a part in
identification of outbreaks of hepatitis A and E,

Diphtheria

The European Laboratory Working Group on Diphtheria (ELWGD), initially developed to
contribute to laboratory diagnostic services in response to the NIS diphtheria epidemic, now
involves 18 countries of west and east Europe, USA, Australia and south-east Asja. The
objectives of the working group are: to define a network of laboratories that collaborate in
diphtheria surveillance, to improve information exchange and laboratory surveillance, to
standardize methodologies, to develop novel or new techniques for diagnosis (including rapid
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tests), train personnel, undertake quality assurance for diagnosis and typing methods, and to

cstablish international databases of strains classified by molecular methods. As part of its work
in contributing to services in response to the NIS diphtheria epidemic, the working group, in ;
collaboration with the WHO Regional Office for Europe, has coordinated the provision of more
than 60 laboratory kits to NIS countries, each sufficient for the microbiological investigation of
100 index cases investigations and 1000 contacts or secondary cases. The working group has ii
been involved in workshops in all NIS countries. Due to the collaboration between the group i
members, a new Corynebacterium species was identified, and has been named Corynebacterium [
imitans. i

EPI reporting and feedback

The objectives of the surveillance system include:

« determining the effectiveness of disease control strategies; |
» identifying problems in immunization delivery:

+ identifying high risk areas in population groups;

» demonstrating the impact of immunization services at district and country level;
+ Increasing motivation of reporting facilities by giving feedback; and

= helping sustain or increase financial support by showing effectiveness of immunization in
reducing morbidity and mortality.

Effective use of surveillance data includes input into the allocation of cost-effective
resources; determining priorities for vaccines; supporting vaccine research and development; |
monitoring of immunization safety; and assessment of disease reduction targets. ]

The present information system comprises a cycle for provision of annual data on diseases,
coverage and performance indicators with data collected in February, analysed and processed i
and made available in May of each year. For diphtheria, measles, polio and acute flaccid
paralysis surveillance data is collected on a monthly basis. Performance indicators include i
completeness of annual or monthly reporting and timeliness of annual or meonthly reporting. i
Targets are 90%. There is high compliance for reporting of diphtheria and polio with over 95% ]
performance indicators attained. Reporting compliance for measles is lower at 70-80% and for 1
hepatitis B reports are considerably in arrears. Approximately 20% of Hib reports are achieved in i
a timely fashion. Goals therefore are for more efficient reporting and management of data with
improved quality and relevance of data. At present, much information is provided in paper form
and this needs to be exchanged for an electronic information system.

Poliomyelitis

In 1957, there have been only three confirmed isolations to date of wild polio virus with the
last occurring in Turkey on 5 September, Provided that there are no more confirmed wild virus
cases, the Region could be certified by September 2000, It is therefore appropriate that efforts
are now accelerated to prepare documentation for polio certification in EURO countries. Critical
steps in the regional polio elimination process have included attainment of high coverage,
national immunization days, AFP surveillance (in 31 countries), mopping up and supplemental
activitics (done in all MECACAR countries). Operation MECACAR has had a dramatic impact
brought about through political commitment, public health mitiatives, and epidemiologically
appropriate strategies.
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@ Poliomyelitis in Europe:

- Countries Participating in Operation MECACAR, 1994-97
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With the apparent decline in polio in the Region, increasing emphasis will now need to be
put on the quality of surveillance indicators and the preparation of certification data, The process
will start in 1998, beginning with Denmark, Poland, Sweden and the United Kingdom with

western European countries in the first main tranche and culminating in 2000 with the Russian
[ederation and recently endemic countries.

Diphtheria

The diphtheria epidemic in the Russian Federation and NIS is now declining, reflecting the

resource mobilization and immunization activities undertaken by affected countries in
collaboration with international agencies.

Europaan Region: Diphtheria Reported Cases;
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In 1996, 80% of the global cases of diphtheria came from the European Region; projected
estimates for 1997 suggest that this will fall to 50%. Further work is still required to consolidate
the successes achieved, completing mass immunization in affected countries, following the
principles outlined in the WHO/UNICEF strategy, and employing the now expanded laboratory
support.

Pertussis

Despite more than 95% coverage, there were more than 1000 cases of pertussis in the
Netherlands in the first three months of 1997. There were no deaths. This epidemic is thought to
be explained by genetic shift in B perfussis involving a pertactin gene and less efficacious
protection from the RIVM-manufactured pertussis vaccine, known to have high pertactin content
but low PT content. The Dutch national authorities are presently considering an appropriate
response which may include bringing forward the date of first immunization from three to two
months, adding a booster dose at four years and possibly changing to an acellular rather than
whole cell vaccine. This epidemic attracted considerable media interest with fears raised over
Europe-wide pertussis epidemics, but there has been very little evidence to support these fears
from other countries. After achieving excellent control of pertussis in Poland, there appears to
have been a very small increase in the number of cases during the 1990s, particularly in younger
children, This may be a result of the relatively Jate starting date for pertussis immunization with
some fajlures to complete immunization. Although there had been media reporting of increased
pertussis in Denmark, cases in 1997 did not appear significantly different from those reported in
other years recently. The continuing cases were thought possibly to be related to a poor quality
vaccine and excessive application of contra indications, with significant drop out rates due to
adverse events. The Danish immunization schedule had recently been modified to provide three
doses of diphtheria, tetanus, acellular pertussis vaccine and IPV, with Hib vaccine, at 3, 5 and 12
months. Consideration was now being given to introduce an acellular booster at five years.

Hepatitis B — countries of east Europe and newly independent states (CEE and NIS)

Although original estimates had suggested HbsAg prevalence of 2-8%, results ranged from
2% carriers in Baltic and northern countries, 2-7% in the Russian F ederation, and 5-10% in
Albania, Bulgaria, the Republic of Moldova, Romania and some central Asian republics.
Mathematical modelling, using conservative assumptions on disease burden and costs suggested
that in countries of ¢entral and eastern Europe and NIS, average costs per death averted were
$543 (not discounted), and $2055 discounted, assuming 95% vaccine efficacy and hepatitis B
vaccine coverage equivalent to DTP3 coverage. The cost pet life year saved was on average $22
not discounted and $138 discounted. Thus, implementation of hepatitis B vaccine in these
countries could be seen as highly effective use of health resources. F urthermore, a number of
other factors, in addition to traditional patterns of transmission of hepatitis B, reinforced the
likely benefits from routine provision of hepatitis B immunization. In a number of parts of the
CEE/NIS, there are inadequate supplies of needles and syringes, injections are often given
outside of health settings, there are inadequate or non-functioning sterilization facilities, and
there is great popularity of injections as a routine form of therapy.

Health for all in the 21 century

In 1984 immunization targets for the European Region were developed at the Karlovy Vary
Conference and were in turn adopted as health for all by the year 2000 targets. These were
agreed by all EURO Member States but, despite the optimism when they were developed, have
not yet been attained. Factors that have led to these difficulties were the political, social and
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economic changes in the 1990s along with some underestimation of the difficulties of achieving
the targets. As the new HFA 2020 strategy is being developed, so there will be a need to
prioritize infectious disease targets 50 as to build on those identified as achievable from HFA
2000 along with new objectives reflecting the likely changes over the next 20 years, Early
indications suggest that there will be a limited number of elimination targets, operational targets
that will include the provision of immunization services and encouragement of opportunities to
introduce new vaccines in the control of diseases not presently controlled through immunization.
Cornerstones of the new strategy will be political will, resource allocation, strategic planning and
multi-agency collaboration.
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Director General 994 12 947012 Telex 142214
Republican Centre of Hygiene and Epidemiology ans=SHARG SU
34, J. Jabbarly Str,

370065 Baku

Belgitm

Dr Béatrice Swennen 322 555 4076 3225554049
Ecole de santé publique/U.L.B. '

route de Lennik 808, CP 590/5

B-1070 Brussels
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Bosnia and Herzegovina

Prolessor Zlatko Puvacic

EPI Coordinator for Boznia and Herzegovina
Institute for Epidemiclogy -

Medical Faculty

Cekalusa 6

71000 Sarajevo

Bulgaria

Dr Tanja Bahtchevanova
Focal point for EPY
Ministry of Health

5, Sveta Nedelja Square
BG-1000 Sofia

Croatia

Prafessor Berislav Borcic

Head, Department of Epidemiology
Croatian National Institute of Public Health
Rockefellerova ).

1000 Zagreb

Czech Republic

Dr Gustay Walter
Department of Epidemiology
Ministry of Health
Palackého nam. 4

128 01 Prague 2

Depmark

Dr Tove Ronne

lead, Department of Epidemiology
Statens Seruminstitut

Artillerivey 5

DE.-2300 Copenhagen §

Estonia

Dr Ants Jégiste

Deputy General Director

National Board for Health Protection

Paldiski mnt, §1
EEQQ06 Tallinn

Finland

Dr Kari 8, Lankinen

Senior Scientist, Department of Vaccines
National Public Health Institute
Mannerheimintie 166

FIN-00300 Helsinki

387 71 456 855

359 2 878504 or 880801

3851 46 83 005

420224972184

4532 68 34 44

372 2 476051

358 94744 667

Fax & phone
387 71 651 120

3592 800031

38514683004

420 2 2491 5996

4532683874

3722476051

358 94744 675




EURJACP/CMDS 01 01 04
page 13

France

Dr Martine Le Quellec-Nathan 33140564540 331405650 56
Bureau V3 2 Maladies transmissibles

Direction générale de la santé

Ministére de l'emploi et de la solidarité

8, avenue de Ségur

F-75350 Pans 07 SP

Georgia

Dr Georgey Arbolishvilj 995 32 389891 095 32 940485

Chief Epidermologist, National Centre for or MoH 995 32 998108
Disease Control

Ministry of Health

Department of Public Health

380077 Thilisi

Germany

Dr Lothar Janssen 49228 941 3259 49 228 9414935
Referent, “Uebertragbare Krankheiten AIDS,

Seuchenhygiene’

Ministry of Health

Am Propsthof 782

D-33121 Bonn

Hungary
Dr Adarmn Vass 361215 533)] 3612155311

Deputy Director E-mail: 11373
Head, Department of Epideriology VAS@ELLA.HU
Executive Office of Chief Medical Office of

State

P.O. Box 64

H-1966 Budapest

Israel

Dr Shmuel Rishpon 972 4 8526045 0724 853 1893
Head, Advisory Committee of the Department or 972 4 8610809
of Epidemiology

Haifa District Health Office

15 Hparsim Street

Haifa 35055

Italy

Dr Loredana Vellueet 396 599 44 280 390599 44 4242
Medical Officer, Department of Prevention

Mirustry of Health

Via Sierra Nevada 60

1-00144 Rome
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Kazakhstan

Dr Guinur Kembabanova
EFI Unit

Ministry of Health
Ablaikhan str. 63

Almaty 480003

Kyrgyzstan

Dr Viktor Glinenko
Deputy Minister
Ministry of Health
Maoslovskaya 148
720405 Bishkek

Latvia

Dr Yury Perevoshchikov

Head, Department of Epidemiology of
Infectious Diseases

National Environmenta} Health Centre
7 L. Klijanu Str.

1012 Riga

Lithuaniy

Dr Vytautas Bakasenas

EPI Manager

Deputy Director, Centre for Communicable
Diseases Prevention and Control

Ministry of Health

4a Roziu Avenus

LT-2682 Vilnius

Luxembourg

Pr Simone Steil

Médecin-chef de division

Division de 1a médecine préventive et sociale
22, rue Gocthe ‘

L-1637 Luxembourg

Malta

Dr Raymond Busuttil

Director, Department of Primary Health Care
and Health Promotion

Department of Health

7 Harper Lane

Floriana VLT 14

Netherlonds

Mrs A, Ambler-Huiskes
Deputy EPI Manager
Inspectorate for Health Care
Sir W, Churchilllaan 362
Postbus 5850

NL-2285 SJ Rijswijk

73272339427

7 3312265670

3712 376339

370222 56 34

352478 5560

356 251546/251547/
226579

31-70 340 7911

73272330210

73312228424

or LO 7 3312 293593

371 7 339006

3702227707

352291121

356 239993

31-70 340 5353
Telex: 31680 wverw nl
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Norway

Dr Hanne Nekleby 4722 04 22 60 47 2204 23 01
Director, Department of Vaccinology

National Institute of Public Health

P.O. Box 4403 Torshov

N-0404 Oslo

Poland

Professor Wieslaw Magdzik 48 22 493104 48 22 497484

Chief, Epidemiological Department E-mail:

National Institute of Hygiene pzh@medstat.nah,pl
24 Chocimska Street

00791 Warsaw

Portugal

Dr Maria da Graga Gregorio Freitas 3511 847 5515 351 1 847 6639/
Chief, Division of Communicable Diseases 8462967
General Health Directorate

Alameda D. Afonso Henriques 43

P-1056 Lisbon Codex

Republic of Meldova

Dr Valerie F. Chicu 37327299 83 3732729725

Deputy Minister of Health 3732729647 E-mail:

Director, National Centre for Epidemiology and cnspie@mieam.cri.md
Hygiene

Ministry of Health

l, Alexandri Str.

Chisinan 2028

Romania

Dz Nicolae lon-Nedeleu 401 613 1452 401613 6660
National Immunization Programme Manager

Preventive Medicine Department

Mimstry of Health

Str. Ministerului 1-3

Bucarest 70052

Russian Federation

Dr V.N. Sadovnikova 70959731626 70959731549
Chief, Unit of Diphthena Control, Polio

Eradication, and Immunization Programmes

Ministry of Health and Medical Industry

3, Rahmanovskij pereulok

101431 GSP-4 Moscow K-51

San Marino

Professor Giampaolo Rolli 378 994535 378 903706
Director, Primary Health Care

Responsible for Immunization Programme

San Marino State Hospital

Via La Toscana

47031 Cailungo
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Slovakia

Dr Margareta Slacikova

Head, Department of Epidemiology
State Public Health Institute
Trmavska ul. 52

226 45 Bratislava

Slovenin

Dr Alenka Kraigher

Head, Epidemiology Department
Centre for Communicable Diseases
National Institute of Public Health
Trubarjeva 2

61000 Ljubljana

Spain

Dr José de la Torre

Head, Communicable Disease Department
Ministry of Health and Consumer Affairs
Paseo de] Prado, no. 18 planta 15

E-28071 Madrid

Sweden

Dr Ragpar Jonsell

Child Health Officer

Child and Youth Health Clinic
Regional Hospital Ryhov
5-551 85 Jonkoping

Switzeriand

Dr H. Zimmermann

Division epidémiologie et maladies infectieuses
Office fédéral de la santé publique

Hess-Strasse 27E

CH-3003 Bemn-Liebefeld

Tajikistan

Dr LU Usmanov

First Deputy Minister

Coordinator of the AIDS Prevention
Programme and of the Expanded Programime of
Immunization and Control of Infectious
Dizeases

Ministry of Health

Szevezenko 69

734G25 Dushanbe

The Former Yugoslav Republic of Macedonia

Professor Nikola Sofijanov
Pediatric Clinic

Clinical Centre Skopje
Skopje

421-7 272 807
or421-7 273866

386 61 323940

3415964184

46 036-324216

41 31 323 8710

73772211248

389 91 147 484

421-7 272 64]

386 61 323940

E-mail;

alenka kraigher@ivz.sigo
v.mail si

3415961548

46 036 324190

41 31 3238795
Telex: 045912963
ans=QFSP CH

73772211248

38991121146




Turkey

Professor Suat Caglayan

General Director

Department of Primary Health Care
Ministry of Health

Sihhiye

Ankara

Turkmenistan

Dr Sapar Illiev
Deputy Minister
Chief Sanitary Doctor
Ministry of Health
Mahtumkuli pr. 95
744000 Ashgabat

Ukraine

Dr Sergei P, Berezhnov

Head, Main Sanitary Epidemiological
Departrnent

Ministry of Public Health

7, Hrushevsky St.

Kiev 252021

United Kingdom

Dr David M. Salisbury (Rapporteur)
Principal Medical Officer
Department of Health

Wellington Housa

135-155 Waterloo Road

London SE1 8UG

Uzbekistan

Dr Nurmat Atabekov

Director, Epidemiology Department
Ministry of Health

Novoi st. 12

7000011 Tashkent

Dr Norman Begg (Chairperson)
Public Health Laboratory Service

9013124342962

99312355838

380 44 293 9417

44 171 972 4488

73712 144 1041

Temporary Advisers

44 181 200 6868

Convnunicable Disease Surveillance Centre

61, Colindale Avenue
London NW9 5EQ
United Kingdom
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380 44 293 6975
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Professor Pierre C. Régué 3314473 6220/6901 3314473 6985
Chef de serviee

Hapital A, Trousseau

26, avenue du Dr Netter

F-75012 Paris

France

MTr Philippe Beutels 32 3 820 2658 323 8202640
Health Econornist '

Department of Epidemiology

University of Antwerp

Universiteitsplein 1

2610 Antwerp

Belgium

Dr Androulla Efstratiou 44 181 200 4400 44 181 205 6528
Head, Streptococeus & Diphtheria Reference ext. 4270

Unit

Public Health Laboratory Service

Central Public Health Laboratory

61 Colindale Avenue

London NW9 5EQ

United Kingdom

Professor A. Galazka 48 22 494051, ext. 375 48 22 493613
National Institute of Hygiene 48 22 815 3887 48 22 497484
Ul. Chocimska 24 4822 815 3887
00-791 Warsaw

Poland

I)r Nicole Guérin 33144302000 33145257387

WHO collaborating centre on immunization
Centre international de ’enfance et de la famille
Chiteau de Longchamp, Bois de Boulogne
F-75016 Paris

France

Dr Sonja Kiessling 49 30 4547 3451 49 30 4547 3566
Robert Koch-Institut

Postfach 65 02 80

D-13302 Berlin

Germany

Professar M A, Koch (Vice-Chairperson) 493030 533 80 493030533 80
Chairman

Stiindigen Impfkommission der BRD (STIK.O)

Tapianer Allee 3a

D-14055 Berlin

Germany

Dr Daniel Lévy-Brithl 33 143 966995 or 966620 33143966502
Réseau national de santé publique

14, rue du Val d'Qsne

F-94415 Saint Maurice Cedex

France




Dr Mary Ramsay 44 1812006868
Public Health Laboratory Service

Communjcable Disease Surveillance Centre

61 Colindale Avenue

GB-London NW9 3EQ

United Kingdom

Professor Vladimir K. Tatochenko Office 7 095 134 0345
Head, Department of Respiratory Infections '
[nstitute of Pediatrics

Academy of Medical Sciences

Lomonosovsky Pr. 2

Moscow 117963

Russian Federation

Representatives of Other OQrganizations

Dr Peter M. Strebel 1404 639 §764/8252
NIF/ESD

Mailstop E-61

Centers for Disease Control and Prevention

1600 Clifton Rd., NE

Atlanta, GA 30333

LUnited States of America

European Vaccines Manufacturers

Dr Francis Andre 3226568 335
SmuthKline Beecham

rue de I'Tnstitut 89

B-1330 Rixensart

Belgium

Mr Wiadimir Prihnenko 7502 222 5828
General Manager PMC/CIS

Pasteur Mérieux Connaught

Ulnasky Per 5

10100 Moscow

Russian Federation

Observers

Ministenaldirigent Franz J. Bindert
Leiter der Unterabteilung Ubertragbare
Mimstry of Health

D-53108 Bonn

Genmany

Dr Sabine Diedrich 49 30 4547 2378
Robert-Koch Institit

Nordufer 20

[3-13353 Beqlin

CGermany
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44 1812007868

7095134 1308

1 404 639 8573
E-mail: pmsd(@ede.gov

3226569134

7502 222 5804

49 228 941 45900

4930 4547 2617
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Dr Edith Gericke

National Raferance Centre for MMR
Robert-Koch-Institut

Postfach 650280

13-13302 Berlin

Germany

49 30 4547 2647

United Nations QOffices

UNICEF

Mr Stephane Guichard

EPI Officar, UNICEF CARK Area Office
P.O. Box 2885

[slamabad

Pakistan

Dr L Umit Kartoglu

Health Officar, UNICEF CARK Area Office
PO Box, 2885

Istamabad

Pakistan

Dt Bruno-Jacques Martin

Regional Advisar, Health

UNICEF Regional Office for CEE-CIS and the
Baltics

Palais des Nations

CH-1211 Geneva 10

Switzerland

9251279176

9551279176

41 22 909 5619

World Health Organization

Regioral Office for Europe

Dr M. Ciott
Medical Officer, Communicable Diseases and
Immunization

[r Sergej Deshevoi
EPI Focal Point in CARK
Almaty

Dr Sieghart Dittman

Coordinator, Communicable Diseases and
Imumunization

Dr George Oblapenko
Medical Officer, Poliomyelitis Eradication
Communicable Diseases and Imrmunization

Dr J.N. Ommsby
Medical Officer, Eurchealth (EUR/ISMS)

453917 1449

732723014 51

453917 1398

453917 1294

453917 1394

49 30 4547 2328

92 51 279178

9251279178

41 22 90% 5909
E-mail:
bmartin@unicef.ch

45 3917 1851

73272 30 1451

4539171851

45 3917 1851

4539171818




Dr Colette Roure (Secretary)
Regional Adviser, Expanded Programme on
[mmunization

Dr Steve Wassilak
Medical Officer, Communicable Diseases and
[mmunization

Mz Loreta Colatosti
Administrative Assistant, Communicable
Diseases and Immunization

Ms Elena Nivaro
Programme Assistant, Communicable Diseases
and [mmunization

Ms Jenny Birkjaer Madsen
Programme Assistant, Expanded Programme on
Immunization

Headguarters

Dr Mark Kane
Medical Officer, EPI

Dr Bjorn Melgaard
Chief, EPI

Dr Mark Miller
Medical Officer, CVI

Dr IM. Olivé
Medical Officer, EPI

453917 1534

453917 1258

453917 1415

453917 1518

453917 1476

41 22 7912605/4417

4122 791 4408/4410

41 22 791 2386/4469

41 22791 440%9/2657
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453917 1851

453917 1851

453917 1851

45 3917 1851

453017 1851

41227914185

41 22 791 4193

4122 791 4193

4122791 4193




