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1. INTRORUCTION

1.1 The Global Advigory Group of the Expanded Programme on Immunization (EPIL)
consists of 12 members. All WHO Regions are represented, six members being
drawn ftrom panels nowminated by the Regional Offices sand gix members being
selected elther "at large” or from regional panels to provide geographical and
technical balance,. Representatives of collaborating agencles and deonor
sources are invited to Global Advisory Group Meetings as observers, and their
views are considered in preparing the report.

1.2 The eighth meeting of the EPI Global Advisory Group took place from
4=8 November 1985 in Copenhagen in the Regional O0Office for Europe. The
officers for the Group were:

Chairman: Professor J, Kostrzewski (Poland)
Vice—Chairman: Major General M.1. Burney {(Pakistan)
Rapporteur: Dr J. Ramphul (Mauritius)
R 686
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Arnaexes 1-3 contaim 2 list of participants, a list of documents used
during the meeting, and the terms of reference of the Global Advisory Group.

The meeting was opened by Dr J.E, Agvall, Wi0 Regional Director for
Europe. He recalled that Europe was a pioneer in the development of vaccines
and their use in {mmunization programmes., The European Reglon of WHO first
Adopted ipmunlization policies in 1959 atr the European Technical Conferchce on
the Contrel of Infecticus Diseases through Vaccination Programmes (in Habat,
Morocco), These were later reviewed by various expert meetings organized by
the Regional Office as well as by the Regional Committess (1984, 1985) and in
particular at the Second Conference on Immunization Policies in Europe
(Karlovy Vary, Czechoslovakia, 1984).

Brr Asvall drew attention to the Regional Health feor All rargets and
specifically to Target 5 which includes the fallowing goals: "By the year
2000, there should be ne indigenous measles, poliomyelitis, neonatal tetanus,
congenital rubella, diphtheria, congenital syphilis or indigenous malaria in
the Region”, This Larget was the subject of a resolution Fformulated by the
Regional Committee meetling in September 1985, and thus the European Region now
hag a clear mandate for intensified work in promoting immunization.

On behalf of Dr Halfdan Mahler, Director—Genera}l of WHG, Dr 8. Litvinov,
Asgistant Director=General, alse welcomed the participants and expressed
gracitude to the Regiomal Director for hosting the meeting. He noted that
this was 2 historlic wneeting of the Group, as thelr recommendations, as
reflected in the report of the Director~General, would be transmitted to the
Exccutive Eoard and World Health Assembly in 1986 and would ser the broad
programme strategies for the remainder of this decade. He also noted that
this weeting marked the ond of Professor Kogrrzewski's term as Chairman and
expressed appreciation for his most effective service., Dr Litvinov extended g
speeial weleome to the new wmembers of the Group: Dr Desawadi from Thailand,
Professor Fablyi from Migeria, Dr Fernando from 5ri Lanka (unable to attend
thig meeting), Dr Masar from Czechoslovakia and Dr Rigi from Brazil. He alseo
welecomed the other participants and thanked everyone for contributing their
time and their efforts to help guide the ylobal programme.

Professor Kostrzewski thenm assumed the Chair. He said that bils term ag
Chairman had bean the source of considerable pride and satisfaction, as during
his eight vears the EFI had achleved much progress, providing the foundation
for the acceleration which ig now occurring. He noted that the time before
1990 was short and tnat wanagers hoth at national and intervnaticmal level
would need to identify the most important problems which required solution and
to set about solving them as guickly as possible, Many problems relate to
poorly developed heslth infrastructures. Others relate to Ilvadeguate infor-
mation being provided to parents. Recent successful experiences with socilal
mohilizatlon wete demonstrating that one could inform and wmetivate a wide
spectrum of community leaders to make effective use of imnunization services,
and that thelr involvement could exert pressure in fiwmproving the performance
of the health infrastructure. Many innovations were now coming from the
experiences of national programmeg, underlylng the need for continuous opera=
tional research so as to identify and promote the use of the most successful
sulutions, He hoped that the discussions of the European programme might help
answer some questions still remaining in developing countries and would also
provide information on the extent to whigh the Region was committed to the
goals for eliminating neonatal tetanus, poliomyelitis, measles and congenital
rubella which had been endorsed at the Second Conference on Tmmunization
Policies in Europe in Karlevy Vary, Czechoslovakia in December 1984, The
dachievement of these goals in Burope would provide valuable information on the
advisabllity of congidering similac geals at gzlobal level,
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Professor Kostrzewskl informed the Group that he was unable to chair the
entire meeting, being obliged to return to Poland to participate in the first
meating of the newly elected parliament. BHe asked if the Group would accept
to nave Professor Leo Kaprio, designated as incoming Chairman of the Group by
the Director—-General, substitute for him during his absence. It was so
agrasd. At the conclusion of the final meering chaired by Professer
Kostrzewski, the Group presented him with a special certificate which noted
the appreciation of past and present members of the Group, as well as health
workers throughout the world, for the leadership and counsel he provided to
the EFI during the eight years he served as Chairman of the Global Adwvisory
Group.

The Group began its work with reviews of progress at global and Regional
level, considering revisions to be made in the draft report of the Director—
General which was being presented to the Executive Board ia January 1986
(Annex 4). It concluded with discussions of selected technical issues of
global relevance.

2. CONCLUSTONS AND RECOMMENDATIONS

2.1  Global

The EPI Global Advisory Group met in November 1985 to review the global
status of EPI ipm conjunction with detailed reports from each Region, some of
which included the conclusions and recommendations made by the BRegional
Committees in 1985, The Group also heard from other oxgeanizations inereas—
ingly iovelved in EPI on the national and internatiomal 1level. The Global
Advisory Group recommends that, 1in furtherance of the Five~Foint Action
Programme endorsed by the World Health Assembly in 1982, three general and
four specific actions be taken by national lmmunization programmes with the
support of WHO to accelerate EPI progress. These recommendations reflect
optimism that the 1990 goal of reducing morbidity and mortality by providing
immunizations for all children of the world can be achieved, but also acknow-
ledge that many fundamental problews of national programme management remain

to be resolved. The recent inereases in external support for EPI are welcome
but accentuate the necessity for concomitant increases in nationsl support and

in national abilities to implement programmes. Given the current financial
crisis, it will be necessary iun some countries for long term external support
to be provided, rtather than the usual c¢ounitment of 3-5 years. External
rosources may be needed to support recurrent expénses of programmes (e.g. per
diems for pational supervisory staff, transport maintenance and running costs).

As programmes achieve greater levels of immunization coverage, it becomes
increasingly important for targets to be set for reductions in morbidity and
mortality. Establishment of disease reduction targets will stimulate the
organization of national surveillance systems which are presently lackingz in
many countries and which are required for achievement of these goals.

2.1.1 The three general actiens needed are:
1) Promote the achievement of the 1990 immunization goal at mational and

international levels through collaberation among ministries, orgamizations and
individuals in both the publiec and private sectors.

Mobilize social action which creates effective consumer demand and which

provides rhe sustained resources and incentives to assure that this demand is
met rapidly and effectively.
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2} Adopt @ mix of complementary strategies for programme acceleration.

In countries where coverage is upsatisfactory or disease transmission
persists, use intensified approaches such as national immunization days to
strengthen existing services and bring about rapid and sustained increases in
immunization coverage, BSuch approaches should use all EPI antigens whenever
posglble and should alse consider provision of tetanus toxoid to women of
childbearing age. A single national day ¢ould be proclaimed, or a series of
single days, or several consecutive days or weeks. The joint WHO/UNICEF
statemeént Planning Principles for Accelerated Immunization Activities is a
useful gulde.

3) Ensure that rapid dncreagses in coverage can be sustalned through
mechanisms which strengthen the delivery of other primary health care
interventions.

Accelerated efforts often represent extraordinary efforts. A major
challenge will be to ensure that the progress made iz maintained and that all
immunization activities serve to strengthen the development of primary health
care, Complete immunization of all newhorns on a continuing basis must be
enaured.

2,1.2 The four specific actions needed are:

1) Provide immunization at every contact point.

Immunization should be offered by all curative and preventive health
services, even to children suffering from malnutrition or mipox illness.
Health workers should review the immunization needs of mothetr 4and child and
provide the ripght immunizations at the right time. To ensure maximum possible
protection at minimum cost, simplified schedules should be used in keipiig with
naticnal needs, and excessive contralndications ghould be removedd/ 2 Lf
it 1is not possible to offer immunizations at a partiecular contact, referval
should be made to the first available opportunity.

%) Reduce drop—out rateg between first and last immunizations.

The measures recommended are to:

— determine the drop—out rate through systematic review of health facility
records or gurveys;

- identify reasons for non-participation and adopt measures to solve
problems. Actions may include:

- strengthening the participation of communities dn Inmunization
programmes, 1ncluding the public, private and veoluntary sectors,
apd schools

i/ AM, Galazka, et al — Indications and contraindications for vaccines used
in the Expanded Programme on Immunilzation. Bull, WHO Vel, 62, Ne. 3,
PPp 357-366 (1984).

2/ Weekly Epidemiological Record, 1985, No. 3, pages 13~l6.




WHO/EP1/GEN/86/2
Page 5

- providing immunization services at more convenient times and places
and increasing the use of regularly scheduled "gutreach” ¢linics

- better informing parents of the need to return for further immuni-
zations and of the times and places for deing so

- better identifying children who are eligible for immunization and
actively seeking out those who have been missed

3) Improve immunization services to the disadvantaged in urban areas.

Half the population of the world is expected to live in large urban axeas
in the year 2000. Despite the relative abundance of health facilities and
health personnel in urban as compared with rural areas, immunization coverage
in the disadvantaged populations surrounding major cities is typically poor.
High migratiou rates, lack of gocial cohesion, and friction hetween new im=
migrants and established authorities pose barriers which have proved difficult
to overcome. DNonetheless, accessible services can be provided with few finan-
cial or legistic problems. Increased priority should be given to accomplish-
ing this in the short term while continuing efforets to provide more equiltable
services to rural areas.

4) Increass priority for the control of measles, poliomyelitis snd neo=
natal tetanus. '

- Measles causes the highest worldwide mortality among the EPI target
diseases. In some areas, however, coverage with measles vaccine is
iower than with DPT or polio vaccine. Children in the age group at
highest risk for measles often have limited access to health facili-
ries and health facilities themselves cam be major sources of
measles transmission. All sick and well children attending health
facilities should be screened for measles vaccine eligibility and
immunized on the spot 4if iIndicated. Efforts should be made to
assure that measles vaccine is available on a daily basis at all
health facilities seeing eligible children. A vial of vaccine
should ba opened even if only a single child presents. Health care
ptoviders should focus on every measles case as a learning oppot-
tunity te improve measles vaccine coverage. Increased emphasis on
immunizing children against wmeasles will not only help increase
measles vaccine coverage, but will help ralse coverage for DPT and
polio vaccines, patrticularly second or third doses, as these can be
given with measles vaccine.

- The crippling effects of poliomyelitis are known and feared 1n wmost
communities where this disease persists. Global reductions in the
reported incidence of poliomyelitis are already being recorded as a
result of EPI and dramatic further reductions can be anticipated in
coming years as immunization coverage improves, Administration of
oral polic vaccine as early as birth may assist in accelerating the
reductions. Regional targets for elimination of poliomyelitis by
1990 have beepn set in the European and American Regions.

- Very little progress has yet been achieved in the control of neo-
natal tetanus. This remains a neglected disease although it causes
almost & million deaths a year, Cases can be prevented both by
ensuring clean delivery and postnatal care and by maternal immuni=
zation, Bach case testifies to multiple failures in waternal and
child health care. This disease has disappeared from industrialized
countries and should no longer be tolerated anywhere in the world.
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Increased pricrity for the control of measles, peliomyelitis, and
neonatal tetanus should not diminish emphasis on BCG and DPT
lmmunization.

2.1.3 Continued efforts are also required tot

~ strengthen disease surveillance and outbreak control. The goal of EPI ig
to pravent disease and death. To assess the impact of EPI activities It
iz essentisl to have adequate diseage surveillance systems and labovatory
support. Similarly, it is Important to have mechanisms to regpond
rapidly to disease outbreaks im orxder to limit spread. In cases where
routine survelllance gystemg are not adequate for preogramme management,
the development of sentinel surveillance should be vigorously pursued.
Outbreak investigations should be increasingly promoted as the EPI target
digeases are brought under control, [Regional offjices should support
national programmes 1in ensuring that survelllance data are used to
maximum effect by operational managers.

~ engure quality of vacecine production, management, and administration.
All vaccines ugsed should meer WHO requirements. Cold chain systems
should be strengthened. Efforts must be made to énsure that each person
to be immunized receives a vaccine properly administered (using & sterile
needle and a sterile syrimge, 1f an injectable product).

2.1.4 Collaberation with UNICEF

WHO and UNICEF have actively collaberated in support of the EPI gince the
early days of the programme. The acceleration of national efforts hightens
the importance of this collaboration, particularly at national level. It wmay
be further facilitated by the provision of pollicy guldances from global and
Regional levels (as exemplified by the Planning Principles for Accelervated
Ipmunizatlon Activities), by WHO and UNICEF collaborative agreements at
regional level (as has been done In AFR, AMR and EMR) and by country agree-
ments jointly signed by goverament, WHO, UNICEF and other major partners in
the immunization effort., In addition, WHO and UNICEF should strive to coordi-
nate administrative and budgetary procedures at country level.

2.1.5 Collaboration with Non Governmental Organizations (NGO's)

In the light of the current accelerated immunization activities, Invelve-
ment of NGO's is of special importance, Good cooperation already exists
between many organizations at international level and in country programmes.
Nevertheless, several problem areas were 1dentified, giving rise to the
following recommendations:

1}  NGU's have a vital role to play in EPI. That rele needs te be clearly
defined within each country programme. This will ensure optimum use of
each agency's stvength whilst avoiding duplication of effort.

National action plans should be drawn up with agreement between all

parties concerned as to thelr individual responsibilities within the
programme. Coordinating committees of all concerned agencles should be

established.

Appropriate recognition of the involvemeut of NGO's is esgential to thelr
fund raising and soecial mobilization efforts.
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2.1.6 Training Strate;ies

The Group noted the significant numbers of health workers in all of the
WHO Regions who have received EPI training in courses organized om an inter-
country or national basis, using adaptations of EPI prototype materials. For
the basic managerial and operational agpects of EPI, training materials are
now available. The priority for future strategles must be to conceatrate on
the dissemination of these materials, in appropriate form and content, to the
following categories of health workers:

Sraff at the health services delivery level

Volunteer community workers

Students being trained in national health training ingtitutions
including those in medical facultles

Practitioners outside of the public health systen

|

For peripheral staff and volunteer workers national training requirements
must be assessed and training materials adapted or designed to meet specific
local needs, both for routine services and for special accelerated Immuni-
zation efforts. When required, WHO, UNICEF, and prlvate sector resources
should be called upon to collaborate inm the production of materials and the
organization of training.

Immunization training in schools for health personnel needs to be
improved. This can lmprove the performance of graduates, but can also help to
secure the active support of leaders within the health professions, particu-

larly if those leaders can be involved with the teachinz. Teaching content

can be improved by assurlng that teaching alds are avallable which provide
current information on Immunization schedules, on vaccine administration, on
vaccine indications and contraindications, and on requirements for vaccine
storage and transpert. Teaching metheds can be improved by stressing practice
rather rhan lectures. National immunization programmes should develop liaison
with medical schools, schools of nursing, and pediatric and nursiag assocla-
tions to ensure that personnel at all levels, from student to sealor profes—
sor, are all informed and participating in the achievement of the natienal
immunization goals.

Continuing educarion should also be promoted for practitioners who are
not in the public health system to obtain support for EPTI in the private
medical sector and to improve immunization practices in that sector.

2.1.7 Operational Research

Technologies are available to achieve the 1990 disease reduction and
coverage targets. Their effective Implementation will, however, require the
adaptation of these technelogles to the epidemiologic, logistic, eultural, and
sconcmic realities at the country level. Supervision, monitoring, evalua-
tions, and programme reviews should acrively seak out operational constrainta.

Examples of operational problems requiring research include:!
- gecurrence of disease in immunized children

- vaceine efficacy (with special attention to age—specific efficacy
for messles vaccine in individual countries)

— identification of non-covered populations, barriers te coverage, and
approaches to facilitate immunization
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= identification and sclution of problems {equipment, training,
supervision) to¢ ensure the delivery of every injection with a
sterile needle and sterile syringe

— appreoaches to improve mobilization of political and comunity
commi tmant

- optimum approaches to training/retraining
— cost-affective methods of vaccine delivery

2.1,8 Administration of Vaccines

The discovery of LAV/HTLV-III virus as the cause of Acquired Immune
Deficiency Syndrome (AIDS), coupled with the increasing recognition that
retroviruges are circulating in many c¢ountries, has raised the question
whether unsterile immunization techniques might contribute to LAV/HTLV-III
transmission. Thus far, there has been no demopstrated cransmission of
LAV/HTLV-III as a result of immunization. Given the benefits of immunization,
pProgramies should continue to try to achieve the highest levels of coverage
possible, Since the possibility exigts that unsterile needles and unsterile
eyringes can transmit not only LAV/HTLV-III, but other infectious agents
in¢luding hepatitis viruses, Iimmunization programmes have the obligation to

ensure that a sterile needle and a sterile syringe are used with each
Injection.

Research and development efforts which facllitate sterile injection
practices are an urgent need and deserve strong gupport,

2.1.9 Acute Regpiratory Infections (ARI)

The EPI and the ARI programme share commen objectives with other compo-—
nents of primary health care. These common objectives provide incentives for
collaboration between the programmes. The present EFI collaboration with
other primary health care components should be extended to the ARI programme
ag it evolves towards full-fledged implementation. When feasible, accivities
such as training courszes, surveillance of disease, surveys on mortality, and
operational evaluation can be underraken jeintly to the benefitr of all preo-
grammes invelved.

2.2. THE EPI IN THE EUROPEAN REGION

The Glabal Advisory Group customarily reviews the iImmunization programme
in the Reglon in which the meeting takes place. This was the turn of the
European Region.

The Regiaonal overview and the reports on eight countries (Czechoslovakia,
German Democratic Republic, Hungary, Italy, Portugal, Romanla, Sweden and
Turkey) underline the remarkable results achieved through Immunization.
Poliomyelitis, diphtheris, pertussis, tetanus and tuberculosis have been
brought under control in most of the Region. Pertussis morbidity has, in some
countries of the Reglon, decreased to figures below 1/100 000. Albania has
already declared the ahgence of measleg, and several other countries have
Individually set measles elimination targete, A few countries have also
established elimination targets for rubella or c<ongenital rubella and for
mumps .
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However, some constralnts and Impediments influence further development
of the Regional EPI. These include:

-~ pontinued occurrence of target diseases in many countries

- delayed inclusion or incomplete wutilizatiom of all appropriate
vaccines (especially measles, pertussis, and rubella vaccines),

- jinsdequate information and reporting omn disease incidence and
immunization coverage,

~ {igsufficient attention by some public health authorities towards
wanagement factors required for full implementation of EPI (vaccine
managetent, simplified schemes of immunizatien, etc),

— insufficient faecilities for vaccine guality control in some
countries,

- imgufficient persomnel and financial resources for proper management
of the programme at Regiomal level and in some countries.

Target No 5 of the European Health for All strategy a2ims at the elimi-
nation by the year 2 000 of ipndigenous measles, poliomyelitis, neonatal
tetanus, congenital rubella and diphtheria, and has been adopted by the Member
States of the Region (34th session of the Regional Coumittes, Copenhagen,
1984). The Second Conference on Immunization Policies in Europe (Karlovy
Vary, December 1984) made recommendations essential for achieving the nationsl
and regiomal EPI targets (Annex 5) and established specific target dates for
the elimination of each of the above diseases. These recommendations were

endorsed at the 35th session of the Regionmal Cownittee, Amsterdam, 1385
(Regolution 1985 EUR/RC35/R5)).

A1l possible efforts should be wade to assure accomplishment of the
recommendations of the Second Conference on Immunization Pollcies in Eurepe,
and the timetable for their implementation.

In order to reach the Regionel and national EPI targets, the coordinating
role of the Regional QOffice should be stremgthened to accelerate the develop—
ment of the programme in close cooperation with Member States, WHO Head-
quarters, UNICEF and other internatiomal organizations and NGO's. Allocaticn
of adequate persomnel snd financial resources is eszential for proper manage-—
ment of the programme at the Regional level.

A Regional advisory group on immunization should be formed teo provide
techuical expertise to the Regional Qffice.

Regional meetings of all national EPL managers should be convened perio-

dically. They are an important means of increasing communication and selving
problems.

Increased emphasis is required within European countries te monitor
vaccine temperature so as to ensure their potency during storage, transpor—
tation and delivery to the consumer. In Europe, protectlion of vaccines from
low temperatures as well as from high temperatures is a concexn.
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EPI training courses should be organized for senior and wmid-level manage-
rial staff from those countries which are interested Iin such training.
At the national level, efforts should be undertaken to increase communi=-

catlon between public and private sectors in order to improve appropriate uge
of vaceines, reporting of diseases and assessment of immunization coverage.

3. SUMMARY OF THE GLOBAL AND REGIONAL PROGRAMMES

3.1 Global Overview

The glebal overview 1s contained in the report of the Director—General to
the Txecutive Beard (Anmex 4)

3.2 African Region

1985 was a significant year for the African Expanded Programme on Immuni-
zation. First, a mid-decade evaluation of the EFI was carried our and
reflects Regional progress =ince 1974. Second, in September 1983, the
Regilonal Committe at its 35th sitting in Lusaka, afrer examining the Reglonal
Director's evaluation report, unanimously adopted Resolutionm AFR/RC3IS/RI to
declare 1986 African Imwunization Year.

In 1985, EPI is being implemented im virtually all the countries of the
Region. However, certain countries are carrying out setivities inm cthe capital
city and getting up costly programmes which they are not in a position to
extend througheut the country, given the funds available. Furthermore,
countries often set up or strengthen independent vertical structures to admi-
nister immunlzations, while paying little attention to integratiom. To date,
in 22 ¢ountries out of 45, EPI covers the entire country (see Figure 1); 39
countrieg have integrated EPI into either PHC or MCH gervices.

Certain countries are speeding up implementation of the programme by
adopting & number of approaches:

- use of moblle tesms: these are operational in at last 29 counrries

- implementation of intensive activiries over a short perlod: for example
“vaccipation commando” operations in one country and other accelerated
strategies in several others.

Among the vaccines used in EFI, only BCC iz produced by two countries of
the Reglom., Consequently virtually all EPI vaccines used in the Region are
obtained from overseas, UNICEF being the main supplier.

Many immunization programmes in the African Region have failed because
insufficient attenmtion has been paid to the cold chain. Efferts by WHO and
UNICEF to identify, test and evaluate equipment, organize training courses for
the wmaintenance and vepair of equipment and set up routine procedures for
operating it, have improved the cold chain in most countries of Africa.

Operational research on immunization delivery strategles, epidemlological
surveillance of target diseases, celd chain components and sterilization
techniques 1z given high priority. In 1983-1984, 30 countries carrled out 150
sample surveys to measure imnmunization coverage in areas served by EPI. In
spite of the fact that in 1983, 10 countries achleved Immunization coverage of
the rarget group ranging from 45% to B87%, the level of coverage for the Reglon
as a whole is less than 20%.
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Figure 1

Countries with nationwide EPI Coverage in the African Regionm — 1985
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AFR(} and its Member countries have made gilgnificant progress in up-
grading the management skills of health gtaff. Current traipning priorities
are peripheral level personnel, on—the-job training, coatinuing education and
identification and correction of performance problems, The emphasis 1s being
shifted to the integration of EPI into training curricula for health personnel
and to the trainiag of village health workers whe interact with the family and
are directly involved in activities at community level.

Jince the inception of the programme in 1977, more than 25 thousand
health persomnnel have been trained in the African Region on the following
types of courses:

Senior Mid Peripheral Logiatics Refrigerator Others
level level lavel and Repair
Cold chain
209 8 552 i3 899 1 670 195 477

EPI modules are used or integrated in the curricula of 369 training
ingtitutions,

Programme efficacy in terms of veduced morbidity and mortality and of
social benefits camnot reasonably be measured at this stape, since fmmuni-
zation coverage has not yet attained the level that is normally reguired to
intexyupt transmission of the target diseases. In some cowntries or areas,
however, where the programme has satisfactorily been implemented apd there is
8 good system of surveillance, there are signs of disease reduction.

The recommendations of the Reglomal Director's Evaluation report, which
have been supported by the Regional Committee, call for the following priority

actions:

— strengthen pelitical coummitment at the highest level and foster com-
munity involvement

= ensure further integration of EPI into primary health care structures

= set targets Iin terms of reduction of morbidity and mortaliry from tha
diseases covered by EPI

- strengthen the management of national programmes, im particular by
organizing meetings of local, intermediate and national level person—
nel, and continue to held intercountry meetings of national EPI
managers at the subrepicnal level

~ review epldemiological surveillance systems, and in particular simplify
systems of data collection and ensure that feedback is available

- ensure sufficlently early planning of logistic reguirements, select
¢old chain equipment carefully, and ensure thet it is well maintained

= take advantage of every opportunity toe immunize children
- include EPI in training curricula for health personnel at =1l levels

- make the best possible use of available resources and mobilize extra-—
budgetary resourcesg
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~ continue with applied research in the fields of epidemiclegy and of rhe
cold chain
- undertake periodic reviews and evaluation of the programme

3.3 American Region

Since its inceptien in 1977, the EPI in the Americas has made consider—
able progress. More than 15 000 health workers have been trained in EPI work-
shops. A cold chain zeglional foeal peint in Cali, Colowmbia, has trained over
150 technicians in cold chain equipment, maintenance and repair. Schools of
Public Health in the Region have been actively involved im EFI trainimg. HMost
countries have made notable strides in improving and expanding the aquipment
and procedures used in the cold chain to assure the potency of vaccines, PAHO
created the EPI Revolving Fund which has assisted countries in the Region with
vaceine purchases worth more than US $19 million, This Fund has contributed
to improved vaccine quality and ready avallability of vaccines at the country
level. Since November 1980, 22 countries in the Region conducted comprehen=
eive EFI evaluatious. Ten countries have carried out follow-up evaluations.
The Organization has worked with countries to provide technical updates and
recent programme data through the PAHO EPI Newsletter, which is published
bi-monthly in English and Spanish and distributed to mere than 10,000 health
workers in the Americas. PAHO has collaborated with other organizations which
support immunization activities including UNICEF, USAID, the InterAmerican
Development Bank, Rotary International and the Bellagio Task Force for Child
Survival.

Progress in the control of paralytic poliowyelitis In the Americas since
the start of the EPI initiative has been remarkable. In the Americas, the
proportion of c¢hildren less than one year of age who have received the recom~
mended three doses of polio vaccine has Increased from 35.9% in 1978 to more
than 75% in 1984 (Figure 2). The number of countries reporting cases de-
creased from 19 in 1975 to only 11 in 1984, and the number of cases decreased
by 10 times in the period 1975-1984 (Figure 3). A majox contributiou to the
increased polio vaccine coverage and decreased paralytic polio morbidity have
been special immunization programmes ewmphasizing oral polic vaccination in
Bolivia, Brazil, Colombia, Dominican Republic, Ecuador, El Salvador, Mexlco
and Nigaragua, during the last few years.

Given that all countries in the Region now have natiomal immunization
programmes and that 26 countries are c¢ongsidered to have already achieved
control of poliomyelitis, an additional effort is priority countries specifi-
cally directed at polio can lead to the interruption of indigenous polio virus
transmission in the Western Hemisphere in a short period of rime.

In September 1985 PAHO's Directing Council, which is the WHO Regienal

Committee for the Americas, adopted a plan of action with the following
obijectives:

- promote overall development of the EPI programme in the Americas

- gradicate indigenous transmission of wild poliovirus in the Americas by
the year 1990
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Figure 2

Proportion of Latin American children under 1 year of age in
countries where jmmunization coverage 1s at least 50 or 70 percent:
1978 and 1983 (reported coverages) and 1985 (coverage targets)
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~ improve disease surveillance in the Region and at country level to
assure that all suspected cases of polio are immediately investigated
and control measures instituted that will stop transmission within one
wonth of the first identification of an ocutbreak

The wost critical elements for the success of this iInitiative are poli-
tical commitment of the national govermments and suppert of internatlonal
agencies. PAHO will coordinate securing additicnal financial and technical
assistance. It is estimated that US$ 45 million will be needed over the next
five vyears to cover additional personnel, laboratory support, improved
surveillance and outbreak control, vaceine quality assurance, and cold chain
development.

Intensified surveillance iz oritical for the success of this indtlative
and the EPI in general. All suspect cases of poliomyelitis will be considered
public health emergencles sud thoroughly investigated immediately. The chain
of transmission must be identified and field investigations (with laboratory
support) carried out to determine the extent of the outbreak focus. The
laboratory support for virus isolation and serologie testing in the Region
will be stremgthened.

A Technical Advisory Group (TAG) was established to guide the Regional
Office on thiz initiative and the overall acceleration of EPI in the Americas.
An Inter—Agency Coordinating Committee (IACC), with representatives of all
participating agencles mentioned above was formed to assure the coordination
of gupport at regional and country levels.

3.4 EFastern Mediterranean Region

The progress of the EPI has been evidenced by the increased percentage of
children under one vear of aga in the Region who are fully immunized, and the
increase in activities directed towards implementation of the EPL Five—Foint
Action Programme.

3.4.1 Promotion of EPI within the context of Primary Health Care

The strategy is being promoted by the Regional Office and is being
adopted by Member States. It emphasizes that all national health outlets
ghould be equipped to deliver EFI services. Community partnership aud
promotion of intersectoral cooperation should be ensured. The integrated
approach is alsc being extended to training; elements relating to diarrhoeal
diseases and nutritiom are being introduced. A similar approach iz being
pursued in the area of monitoring: all programme reviews have included other
elements of primary health care,

In a meeting held during July 1985 between the Regioual Director, EMRO
and the Regional Director, UNICEF Middle East and North Africa (MENA}, it was
agreed that a joint WHO/UNICEF policy statement will be issuved for adeption by
both agencies in relatlon to their iavolvement in variouws health programmes,
Such a policy statement will ensure that both agencles coordinate closely at
both Regional and country levels. They will both develop a unified infor-
mation system, and a unified health education approach. They will closely
cooperate in programme tveviews, im training and in the development of school
curricula., The field visits of the staff from both ageucies will be coordi-
nated and there will be more meetings between the senior Regional staff of the
two agencles, UNICEF and WHO have adopted the recommendations of inter-—
country EPI and CDD meetings and have agreed that special efforts are needed
to assist certain countries facing difficult situatioms.
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3.4.2 Investment of adequate human resources in EPI

Twenty—one countries of the Region now have either a full-time or a part-
time manager or an EPI focal point. In 1982, there were EPI wmanagers in only
nine countries.

Mid-]level managers have also been Identified in the majority of the
countries; most of them are performing this job as part of thelr other PHC
responsibilities. 8¢ far, nearly one thousand mid-level managers have
received training in EPI. Training in cold chain maintenance has been given
to 694 national =staff,

The Regional Office 1is supporting national efferts to train peripheral
health workers. At health delivery points, immunizatjon is performed largely
by "multipurpose” health workers, although full-time vaccinators arve still
being used In some six countries. In many countries, all field workers
receive training using locally produced manuals and materials.

3.4.3 Investment of adedquate financial resources in EPY

A minimuem of US$ 55 million will be needed to fully vaccinate the 11.4
million children born annually in the Region and surviving their first year.
This astimate covers naterials, wmanpower and operations. Wastsge resulting
from poor management, misuse of resources, missed opportunities and vertical
administrarion of some national EPI programmes raises costs.

The financial needs of EPI in the Region are met meinly from national
resources. UNICEF, WHO and other international agencies supplement national
loputs in certain filelds., WHO has allocated US$ 3 million for EPI acti-
vities during 1984-1985 from the regular budger. In addirtion, AGFUND allo-
cated US$ 1 willion to support these efforts, and US§ 900 000 was provided
from extrabudgetary resources by WHO Headquarters,

WHO allocations are spent mainly on providing technical expertise (sraff
and congultants), plamning, training and f{mplementation of reviews. In some
countries, current national and international financial commitments are short
of programme requirements. Various efforts are being made to seek addirional
regoutces and to increase the effectiveness of what is available.

3.4.4 Ensure that programmes are continuously evaluated and adapted so as to

achieve high Ismunization covetage and maximum reduction din  target
disease deaths and cases.

Data on immunizationm performed by age and dose are now avallable from
most countries of the Reglon. The overall percentage of children 1in the
Region reported immunized by 12 moaths of age and pregmant women repotted
immunized againat tetanus for the period 1981 to 1984 is pregented in Figure 4,

Ten countries have been sending regular, annual dizsease information to
WHQ. Reports are received Iirregularly from the other countries. Steps are
being taken to improve digease sgurvelllance and reporting systems, which are
generally weak, The Regional Office hag been promoting the variouws disease
surveillance methodologies energerically. For example, special diseage
surveys for neonatal tetaanus, poliomyelitis and measles have been supported in
13 countries of the Region. Measures being promoted include:

— The development and use of disease recognition guidelines for peri-
pheral heaith workevs
- guldelines for control of EPI diseases




WHO/EFI/GEN/86/2
Page 17

health education for the public

- teaching that covers the target diseases as part of school curricula
continuwous training of personnel

- regearch aimed at greater understanding of disease patterns in the
different geographical areas and under warious ecological conditions

Figure 4
Immunization Coverage in the Eastern Mediterranmean Region
1981-1984
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The Regional Office, 1in collaboration with UNICEF, 1is assisting
Ministries of Health in the Region to evaluate EPI jeintly with selected
components of primary health care (PHC). In 1984-1983, reviews will have bheen
undertaken ic nine countries, representing 83% of the population of the Region.

3.4,5 Pursuit of research efforts as part of programme operations

Regional research efforts are directed towards applied research addres-
sing strategies, integration of services, community involvement and studies on
digseage trends. Epldemiological surveys were undertaken in Egypt, Islamic
Republic of Iran, Jordan, Owman, Pakistan, Sudan and Yemen. Studies on the
lifespan of measles maternal antribodies were conducted in Pakistan and Sudan.
Nine countries in the Region are studying the reasons for missed immunization

opportunities. Research is also continuing on the cold chaln system, includ-
ing testing of monitors and solar energy equipment.

3.5 B8Bouth Fast Asia Regilon

The EPI ig implemented in all of the eleven countries of the Region with
the support of WHO, UNICEF, UNDP and other multilateral, bilateral and private
agencies. SEARO gupports training programmes on the technical and management
aspactg of EPI, disseminates EPI related information and provides short term
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vonsultants and WHO staff for technlcal assistance. It promotes extending the
use of Llmmunization coverage surveys and strengchening the surveillance
systems for EPI target diseases, It also promotes developing flexible strate-—
gles and methodologies for implementing, monitoring and evaluating national
immunizaticon programmes.

3.5.1 Preomote EPI within the context of PHC

The EPT supports development of mechanisms to enable the community to
participate as an active partner {n programme planning, implementarion and
evaluatlon. SEARO is currently supporting research projects on community
participation in EPI in Indonesia and in Thailand,

The EPI promotes delivery of immunization services as an integral part of
health services, pavticularly those directed towards mothers and children, so
that they are mutuwally supportive. All countries of the Region currently
provide at least some immunization services im a routine manner through basic
health gervices throughout the country or in selecred areas. HRecent national
programme reviews conducted with WHO assistance have combined the assessment
of EPI with selected aspects of PHC,

3.3.2 Invest adequate human resourceg in EPI

SEARQ has supported improvement in trained manpower resources by assistc—
ing and participating in interregional, intercountry and national EPI courses
and workshops. Since 1977, 484 national staff from the countries of the
Region have been trained in EPI related interregional (128) and intercountry
(336) courses and workshops. In addition, 13 341 programme staff from
different levels have been reported as trained at natiomal EPI related
training activitias in 1984 compared with 3 300 percons tralned in 1983,

SEARD 15 now emphasizing natiomal rather than dintercountry EPT work-
ghops. This helps to overcome language difficultjes and alge allows adapting
the course material to the local situation. SEARO 1z encouraglng an Ilontegra-—
ted approach to training, utilizing materials for EPI, CDD and, more recently,
ARI in the same workshop.

SEARC has been a leader in conducting national workshops for trainers of
PHC workers to strengthen their lLeaching programmes in EPL and CDD. To date,
such workshops have been held fn Bangladesh, Burma, India, Indonesia, and
Sri lLanka.

3,5.3 Invest adequate financial resources in EPI

Data available from the 1985 bi-annual Regional EPI National Progtramme
Managers' Consultative Meeting egtimared that programme funds allocated in
1984 in the countries of the Region were in excess of US$ 19.4 million from
governments, US$ 638 000 from WHO and in excess of US§ B million from other
sources Including UNICEF,

In general, the WHQ budget to support immunization activities in SEAR
countries remains stable when adjusted for inflatlon but it can enly serve as
a catalyst in view of the small amounts.
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3.5.4 Enpsure that programmes atre continuously evaluated and adapted so as to

achieve high immunization coverage and maximum reductionm in target
disease deaths and cases

Antigens against the six EPI target diseases have been included in rthe
immunization programmes of all countries of the Regilon except Burma, which
does not yet provide measles immunization. However, Burma is conducting
feasibility studies to include measles immunization in the national EPL.

With the development of the EPI information system, data on immunizations
performed, by age aud dose, have become available from most countyiles of the

Region. The reported percentage of children less than 12 months of age immu-
nized with BCG, DPT, OPV and measles vaccine for the period 1977-1984 demons-

trated a slow but steady increase for all antigens except BCG and measles
vaccine (Figure 5).

Figure 3

Impunization coverage im the South East Asia Regiom, 1977-1984
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In Sri Lanka and Thailand an overall reduction in some of the target
disease cases has already demonmstrated the impact of the EPI, The establish-
ment of seatinel surveillance sites is encouraged where routine reporting

systems are not yet sufficlently developed or where special iIinformation
regarding disease epidemiology is soughr,
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in December 1985, an international team 1is scheduled to evaluate the
national immunization programme and selected aspects of primary health care in
Nepal. Previous reviews have been ecarried out 1in Nepal (1980}, GSri Lanka
(1981), Thailand (1982), Indonesia (1982), Burma (1983), Bhutan (1985), and
Mongelia (198%).

3.5,5 Pursue Research Efforts as Part of Programme Operations

EPI research activities inm the Region have emphasized health services
research as part of programme operstions. Health services research 1s one of
the key areas for Aimproving the effectiveness, efficiency and impact of the

programme by identifying mechanisms to better implement already existing
technologies,

India is in the process of preparing a final report of a field trial of
vaccine cold c¢hain monirors with respect to vaccine potency and is conducting
field trials of five new solar powered refrigerators. Indonesia is currently
conducting a study on community participation in jwmunization by assesging the
role of schoolchildren and is alse field testing of needls and gyringe
sterilizerg. Nepal is initiating a field trial of vaccine cold chain monitors
under varying geographic conditions. Thailand is currently conducting a study
of methods of public approach for increasing community participation in the EPT
in rural areas.

3.6 Western Pacific Region

Most countries have worked to strengthen their immunizatfon programmes
through the implementation of the Five—Polnt Actiom Programme as embodied in
Ragolution WHA 35.31, The EPI is being implemented in 16 of the 32 countries
with the support of WRO, UNICEF, UNDF and other agenciegc or non-governmental
organizations. The remaining countries are implementing their own natiomal
immunization programmes cooperating with WHO to the extent of reporting on
programme accomplishments.

3.6.1 Promote EPI within the context of primary health care

EFI plans at national level are being developed within the context of the
primary health care (PHC) infrastructure with emphasis on programme delivery
at peripheral levels. With a view to promoting integrariom of EPI into
primary health care, EPT evaluarion exercises have been merged with PHC in
countries where EP! was uot a part of PHC or Maternal and Child Health (MCH)
sarvices,

The majority of EPI training courses conducted at national level have
been c¢ombined with training closely relevant to primary health care (diar-
rhoeal disease control, breastfeeding, growth menitoring, nutrition, eaviron-
mental health), Training materials for peripheral health workers prepared at
WHO/H(Q) and WPRO have been widely distributed and their adaptation to local
&ltuations and translarion into national languages has been encouraged.

3.6.%2 Invest adaquate human resources in EPI

Training was originally aimed at providing or improving managerial skills
of national EPI managers: It later focuced on field supervisors and peri-
pheral health workers. During the period October 1984 to October 1885 the
following group educational training activities have been conducted:
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Course No. of Courses No. of participants

EPI or EPI/CDD Mid-level 11 411
Refrigerator Repair 10 204
Peripheral Health Worker 1 28
EPI related courses 16 1 049

3.6.3 Invest adequate financial resources in EPI

‘the regular budget for the Immunization programme during the biennium
1984-1985 amounts to US$ 662 000 and the extra budgetary sources amount to
Gs$ 789 000 giving a total amount of Us$ 1 451 000, The Regionmal EPT also
receives financlal support from different agencies and organizations for
intercountry as well as country activities. UNICEF is supplying wvaceines,
material or equipment.

3.6.4 Ensure that programmes are continuously evaluated and adapted so as to
achieve high immunization coverage and maximum reduction in target
diseage deaths and cases

Data on immunization performed by age and dose are now available from
most countries of the Region, The overall percentages of WPR infants reported
immunized by 12 months of age and pregnant women reported fmmunized against
tetanus in 14 countries in 1984 were zs follows:

BCG DPT POLTO MEASLES TETANUS TOXOQID
{3 doses) {3 doses) (2 doses)

B8% 497% 50% 14% 18%

An important problem in almost all the countries was the large drop out
rate (5% to 40%) bastween the first and last doses of mulri-dose vaccines.

Reportsz on communicable diseases, including information on dJdisecases
preventable by immunization, are Teceived regularly from the majority of the
countries. This process however, needs to be extended to all countries of the
Region.

Complete evaluations of the immunization programme within the framework
of primary health c¢are were carried out with WHO c¢ollaboration in four
provinces of Viet ¥am, in Tonga and in Samos during the peried Ocrober 1984 to
October 1985. In China the cold chainm evaluation conducted in July 1985 also
reviewed all aspects of the EPI in four provinces.

Tn the near future, evaluation of the EPIL in the PHC context will be held
in Laos, Philippines, Malaysia, China and Papua New Guinea.

3.6.5 Pursue research efforts as part of programme operations

To improve the effectiveness of immunization services while reducing
their cost and to emsure the adequate supply and quality of vaccines, efforts
have baen made in the field testing of cold chain equipment including solar
powered refrigerators, the setting wp of laboratories for vaccine production
and quality control in China, and in self sufficiency of BCG production in the
Fhilippines.
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4. REVIEW OF THE EPI IN THE EUROPEAN REGION

4.1 The European Region first adopted immunization policies im 1959 at the
European Technical Conference on the Control of Infectious Piseases through
Vaccination Programmes {Rabat, Moroecco), and these wete reviewasd at several
segsioms of the Regional Committee for Europe (1967, 1980, 1984, 1985) and at
various regional conferences, working groups and consultations convened in
1967, 1972, 1976, 1977, 1983 and devoted to the prevention of specific
digeaszses.

Regional Health for All Target Number 5 ("by the year 2000 there should
be no [ndigzenous measles, poliomyelitis, neonatal tetanus, congenital rubella,
diphtheria, congenlital syphilis or indigenous malaria in the Regilon”) was
formulated in 1980 and adopted at the 34th session of the Regional Committee
in Copenhagen ({September 1984). The same year, the Sgcond GConference on Tmmu=~
nization Poldcies in ERurope (Karlovy WVary, Czechoslovakia, December 1984)
approved detailed recommendations aimed at the achievement of regional target
No. 5, The 35th session of the Regional Commirtee (Amsterdam, September 1985)
reviewed the progress of the Regional EPI and urged Member States to accele-
rate the implementation of their immunizatlon programmes.

4.1.1 Links with the WHQ global EPI

The programme on immunization in the Eurcpean Region 1s based on the
comprehensive national immunization programmes which most European countries
implement Independently. However, there are still immunization challenges
within each country. The reported incidence of a number of target diseages is
not yet satisfactory everywhere, and almost all the countries of the Region
might identify areas i{n which thelr current programmes could be fmproved. The
experiences gained in the development of the global EPI information systems,
rational Immunization schedules, training facilities, health educaticon, and
assessing the effectiveness of national programmes - should not be ignored,
even by countrles with the best developed health services.

The 1link of the Repional EPI with UNICEF ig mainly in two countries of
the Regyion: Morocco and Turkey.

4.1.2 Information systems are based oun official reports supplied to EURD by
Member States, The regularity, completeness aond accuracy of case reporting
vary from country to country and from disease to disease, depending on the
quality of surveillance. Efforts are made to improve analysis of available
information., Every 6 months the WHO Collaborating Centre for Health and
Diseage Surveillance (Rome, Italy) publishes a report on the situation and
trends of communicable digeases in Horope. There is a need for standardized
criteria of case definition, and for uniform data processing and analysis
techniques.

4.1.3 Sirtuartion and trends in the Region

Poliomyelitis, diphtheria, pertussis, tetanus and tuberculosis have been
brought under contrel in most of the countries of the Regioun. In many
countries not a single case of indigenous diphtheria, indigenous poliomyelitis
or neonatal tetanus has occurred im the past few years., Pettussis morbidity
has decreased t¢ below 1/100 000 in some countries. Albania offilcially
declared that since 1980 there hags been no gingle case of measles in the
country, Czechoslovakla, Hungary and certaln other countries are now noet far
from the same goal. Bulgaria, Romania and Yugoslavia are successfully moni-
toring poliomyelitis, measles, pertussis and pulmonary tuberculosis and have
achleved low morbidity rates during the past ten years.
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The number of diphtheria cases in Europe continues to decrease, albeit
with the re—appearance of a few episodes scattered over the contineat. The
absence of poliomyelitis and diphtheria ir some countries leads to mis-
diagnosis when these diseases appear as sporadic cases.

Although pertussis is not listed among target diseases in the European
Reglon, the experience of some countries (Austria, Bulgaria, Czechoslovakias,
Hungary, Romania and others) may serve as an example of the impact of success—
ful immunization. Countries which stopped immunization against pertussis, or
where immunization coverage rates became low, are suffering wnow from high
pertussizs morbidiry rates.

Over the past decade, the number of cases of pulmonary tuberculesis has
fallen slowly everywhere, except in Turkey, Morocce, France, Portugal and
Spain, These data should be interpreted with caution, however, hecause of the
different criteria used for reporting (bacillary and nen-bacillary cases,
extrapulmeonary tuberculosis) and the quite large variations in methods of
clinical diagnosis and case definition.

In spite of some small outbreaks and sporadic cases, poliomyelitis is
effectively controlled in all European countries, owing to the wide applica-
tion of oral live (Sabin) and ipactivated (Salk) vaccines. Over the past ten
years, considerable progress In the contrel of poliomyelitis has been made In
Morocco and Turkey, although the numbers of cases are still higher than in
other European Member States.

Congenital rubella is one of the target diseases for the Europesn Region
of WHO, despite the fact that it is not yet a notifiable disease in half of
the Member States. By 1984 only France, Iceland, the Netrherlands, Nerway,
Sweden and the United Kingdom were carrying out rvbella immunizarion.

4,1.4 Cold chain

According to information obtained from & specially distributed question-
naire, only twoe of the European countries are using EPI time/temperature
monitors for checking the exposure of vaccines to extreme conditions during
storage and delivery to cousumers. In Europe, where the external temperature
varies to a great extent depending on the geographical locatlon and season,

proper temperature control during storage and transportation ¢f vacelnpes is as
important as elgsewhere in the worid.

4.1.5 Coverage rataes

Only 50% of the necessary data is currently available. Data on nation—
wide coverage should he available from the majority of the countries in the
Region. Surveys to measure coverage may be based on the EPI methodology.

4.1.6 Training facilities and health education

Although each European country has its own facilities for training senior
and mid-level personnel, many of those responsible for immunizatlon are un-
aware of the latest developments in EPY management techniques. There is a
need for training courses for sealor and middle level personnel, as well as
for better health education of the public,
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4.).7 Assessment and evaluation

The most valid indicators for assessing and evaluating the effectiveness
of immunization programmes are mortality and morbidity rates, immunization
coverage rates and data on the proportions of the immune (protected) popula-
tion, Thege indicators will be wveed for the evaluation of Immunization pro-—
grammes in each ipndividual country,

4.1.8 Research and development

The following research and development areas should be considered:

— evaluation and improvement of operatlonal reporting systems and
surveillance of target diseases {at national and Regional levels)

— review of indications and contraindications for wvaccines used in
EPI, with the aim of achieving higher immunization coverage rates

- gimplificatcion of immunization schedules along the lines recommended
by the global EFI

- monitoring of vaccine safery and efficacy through surveillance
systems specially designed to detect adverse reactions

- ¢reation of a Regional system for quality control of vaccines

- development and triale of new vaceines which may be considered as
caudidates for the Regiomal EPI (against pertussis, infectiong due
to H. infleenzae, 8. pneumoniae, N. meningitidis, viral hepatitis,
herpes, influenza, RSV infectiens)

- improvement in the stability of vaccines

- evaluation of the wusefulness of the EPI time/temperature monitor
ugsed for quality control of vaccines at various points in the
delivery chain

4.2 The Regional review was amplified by individual country reports.

4,2.1 Czechoslovakia

Diphtheria, neonatal tetanus and poliomyelitis have been eliminated from
the country. Pertussis and nonneonatal tetanus morbildity rates are at & very
low level. The country was withoutr indigenous measles for two years. In
1984, following an importation, an outbreak occurred in Slovakia, mainly in
the age group 15-19 years among those not fully immunized earlier. The whole
group was re—immunized and now the counry is again free of the disease.

Morbidity data (per 100 000) for the target dilseases are as follows:

1930 1981 1982 1983 1984

Meazles 23,1 57,5 0,2 0,2 19,3
Polio - - - - -
Tetanus 0,1 0,1 - 0,1 -
Neonatal tetanus - - - - -
Diphtheria - - - - -

Pertussis 0,4 1,0 0,9 0,8

=
-
Lh
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4.2.2 German Democratic Republic

In the German Democratic Republic dimmunization has been introduced as
follows: BCG in 1949, polio in 1952, diphtheria and tetanus in 1961,
pertussis in 1964 and measles in 1967. These diseases have been brought under
control,

The last cases of polio {except for vacclne—associated c¢ases) occurred in
1562 the last case of diphtheria and tetanus in childheod In 1974,
Pertussis morbidity is now below 1/100 000, and less than 30 new cases of
ruberculosis in childhood have been registered annually. After strengthening
the measles immunization programme, morbidity is now 10/100 000; a measles
elimination target has been established, Rubella immunizarion is expected to
start in 1985 and it is aimed ar girls at risk.

4,2.3 Hungary

The Ministry of Health, assisted by the National Institute of Health, is
responsible for the prevention and contrel of infectious diseases. They guide
and supervise the 20 Reglonal Public Health statioms which supervise the 140
local Public Health Services. A comprehensive reporring system has been
established and information Is published weekly, monthly, and annually.

National immunization campaigns are conducted with high coverage
(98,3-99.7% for 1984) for the compulsoery Immunizations., S8Since 1983 the
programme has been assisted by consultants {one per county), who advise on
contraindications.

Tuberculosis in children aged 0-14 years dropped from 222 to 1/100 000;
diphtheria from 19/100 000 (1950) to 1 case foxr the last 4 years; pertussis
from 594 (1953) to 0,2/100 000; tetanus from 4,9 (1951) to 0.4/100 000;
poliomyelitis: actual incidence 0.01/100 000; measles: from 493 (1951) to
31,1/100 000 (1981-84), Efforts are being made to achieve indigenous measles
elimination.

4,2,4 Ttaly

The immunlzation programmes against diphtheria, tetanus and polic are
longstanding and well-established {coverage 90-95%): 6-353 dipbtheria cases
and less than 5 polio cases occur annwally. Cases of tetanus neconatorum &are
sporadic and rare. The coverage of measles immunizarion is low (about 10%);
this is also the case for pertussis (5-10%). The coverage of rubella immuni-
zation (girls, 5th class of primary school) is about 30%. Country—wide,
rubella wmorbidity is reported to he 10-30/100 000, measles wmorbidity
40-150/100 000 (in some provinces - e.g., Naples - only 10~30/100 000) and
pertussis morbidity 30/100 000.

Although tetasous morbidiry decreased sharply during the last 20 years,
Italy still belongs to the group of European countries with rather high
incidence in adults and older people (annually about 200 cases}.

There are great differences in reportiag of diseases and immunization
coverage rates between the differeat provinces and areas. The programmes of
immunization are better developed in the northern part of the country.
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The Ministry of Health plans to implement obligatory measles and rubella
Immunization (girls, 5th clags of primary school) and to establish a national
measles and rubella elimination targer,

4.2.5 Portugal

The imwmunization programme has been implemented since 1974 in the frame
work of primary health care. It inecludes DPT immunization (coverage 95.4%),
poelioc (OPV coverage before seecond birthday 82,9%, before third birthday
97.7%), measles (coverage before second birthday 48.6%, before fourth birthday
67.5%) and BCG immunizacion (coverage 60-70%)., Rubella immunization for girls
aged 11 to 13 years has been Implemented recently (estimated coverage approxi-
mately 50%), During the last 5 years, 1 ecase of polio was reported. Annually
2 to 6 cases of tetanus mneonatorum are reported, abour 100 cases of pettussis
and between 10-36 cases diphtheria, DPT and BCG vaccine are produced and
controlled in the country; all other wvaccines are imported from Europe and the
USA. The vaccine delivery system seems to be quite well established (central
storage, district storage, transport in cold boxes), but mot all peripheral
health centres are equipped with refrigerators, and the cold chain 1s not
monitored everywhere,

To promote iwmunization policies rhe first natiomal immunization meeting
is being organized in April 1986 in the framework of the National Congress of
Pediatrics.

4.2.6 Romania
By 1963, the Romanian public health authorities had established specific
national contrel programmes for all EPI target diseases except measles. By

1979, a meagles mass Immunization campaign had been started.

Betwegen .June 1979 and June 1982, annual measles immunization campaigns
have been carried out. The c¢overage reached 70%. Compared with an anoual
average of 120 000 cases/year before immunization, the cases registered were:

1979 - 65 430

1980 =~ 10 746
1981 - 2] 584
1982 - 6l 623

A careful analysis in July 1982 identified the reasons for the above un-—
satisfactory evolution and a new policy was adopted, Due to improved vaccine
administration and survelillance wneasures the subsequent cases registered
ameunted toi

1983 - 4 273
1984 - 2 108
1985 — 3 200 (approximately)

Immunization coverage was B83-%0%Z. A new evaluation is scheduled for the end
of 1985,

In otder to evaluate the efficacy of BCG, 1260 TB cases regictered in
children aged 0-5 years have been studied (92% of the total cases of this age
group dering 1977-1980Q). The main results are the following: among 1 921 000
children of this age with a BCG scar, 799 TR cases were identified, 248 of
these had disgeminative formg, 96 being severe/meningitic. Among the 480 407
children without a BCG scar, 461 TB cases were ildentified, of which 151 had
disseminative forms, 54 heing severe/meningitic.
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A special study has been undertaken to dissociate the influence of BLG
immunizarion from that of Rifampicin and Ethawbutel drugs introduced im 1974.
Accordingly, 1 744 000 children aged 1-14 years by 1973 were followed during
1974=1977 for TB incidence, TB meningitis and T8 mortality (83.22 were immu-
nized, 10,7% were considered infected and 6.1% were absentees). A consistent
reduction of the risk hags been documented in the immunized children.

4,2.7 Sweden

The coverage of diphtheria, tetanus toxids and polio vacciné is higher
than 99% and for measles—mumps=tubella vaccines about 90%.

Serological studies showed 1004 seroconversion after immunization with
3 doses of inactivated polio vaceine, and after immunization with measles-
mumps—rubella vaccines about 95-80-100% respectively. After 3 doses of DT
antitoxins are detected in 100% of the immunized.

Poliomyelitis and neonatal tetanus have been eliminated, Diphtheria was
eliminated 1im 1960, but in 1984 an outbreak in drug abusers occurred. At
present the disease is again under control., Tuberculesis below the age of 20
years is a rate disease (1 per 100 000). The incldence of measles has sharply
declined, but pertussis incidence has increased considerably after pertussis
immunization was stopped in 1979,

The findings of the currveat efficacy trials of the acellular pertussis
vaccine may be summarized as follows:

~ the acellular vaccine gave few general and local teactionms; 1t did
not seem to give more reactions than the carrier solution alone

- the acellular vaccine gave an almesr 100X antibody response to
pertugsis toxin

- & two dose gchedule with elght weeks interval between the injections
seems to be suffleient for a primary vaceination

A larger trial of the acellular vaccine will be conducted in Sweden in
1986-1937.

4.2,8 Turkey

The immunization programme in Turkey aims at the total coverage of =all
children and is being carried out through primary health care. BCG and DPT
vaccinas ave produced in the country. Measles and pollo vaccines are impor—
ted. OQuality contrel of vaccines is not conducted locally. Almost 50% of the
target population are immunized,

A seriles of high—-level meetings and preparatory workshops were held o
1984 involving the Ministry of Health and Bocial Assistance, other sector
Ministries, UNICEF and WHO. Emerglng from these activities was the tripaxtite
framawork for a Programme of Cooperation for Child Survival and Development
within the context of Primary Health Care 1985-89. An agreement between the
Government of the Republic of Turkey, UNICEF and WHO was signed. Within this
framewotk the Goveroment of Turkey, in furtherance of its goal to reduce
infant and early childhood mortality, is undertaking a national imownization
campaign in 1985 to reach an B0X coverage rate for immunization of children

under the age of 60 months, with special emphasis on those less than 12 months
of age.




WHO/EPI/GEN/86/2
Page 28

During the campaign three vaccines are being given to about five million
children: measles, poliomyelitis, and DPT, BCG and tetanus immunization for
pregnant women will be carried out under the regular programme.

3. LOCAL AREA MONITORING

Evaluation iz a major component of the EPI strategy. The wultimate
measure of the impact of immunization 1z a global reduction in the I1ucidence
of the target diseases, Routine dlgeage veporting systems arve still not fully
developed in many countries. Local Area Monitoring (LAM) designates the use
of 8 varlety of surveillance datra ¢obtained from major ¢itles to monitor glebal
trends in the incidence of the EPI target diseage, The current approach to
selection of LAM gites is to moniter EPIL target disease incidence iIn the
largest civies of the 26 largest countries in the develeping world. Municipal
data from these cities for the 11 year period 1974 through 1984 is being
compiled and a mechanism set up for subsequent continued periodic reporting.
Thigs enables the establighment of a bageline agalnst which to compare data
from future years and pregents the poggiblility to demonstrate Ilmpact at
current levels of programme implementation, Pogsible methods for analysis of
LAM data include; constructing a baseline by averaging 1974-1978 data and
then plotting perceant change from this baseline for each city for subsequent
years; combining data from all LAM sites (see Figure 6); or a simple listing
of the number of citlies 1in categories of ranges of percent change from the
baseline, Analysis of data available to date suggests that LAM promises to be
a more sensltive data base for agsessing disease trends in the developing
world than curreat routine reporting systems.

Figure 6
Change in Diphtherila Rates, 1979-1384
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&, OFPERATIONAL RESEARCH

Basic research is ongolng to develop new vaccines and improved methods of
vaccine storage and delivery. While basie research holds great hope for the
future, the research priority for the EPI is the effective adaptation of
available technologies at the delivery level, Priorities need to be estab~
lished in terms of the magnitude of the problem and the potential of its
solution to contribute to the achlevement of the 1990 digease reduction and
coverage targets, Table 1 summarizes critical areas for epervational research.

Table 1
Area Question

Vaceine availability' Are sufficient vaccines available at
every level?

Vaccine potency Is cold chain ensuring potent vacelne
at delivery level?

At risk populations Are vaccines being targeted to popula-
tions at risk?

Safery Are all injections belng carried out
with a sterile needle and sterile
gyringe in a safe manner?

Advocacy Are political leaders and comunities
actively supporting immunization?

Coverage What at risk populations are un—
covered; what are the harriers to

coverage, and can these barriers be
overcone?

Morbidiry/mortality Whe is petting the EPI diseases? Why?

How can programme be altered to prevent
similar cases in the future?

Economic How can vaccines be administered effec-—
tively at lowest cost?

Mueh of this research can be carried out as part of programme management,

provided all levels of delivery (peripheral, midlevel, and national) develop
an increased commitment to identifying and solving problems.

7. TRAINING STRATEGIES

Three aspects of trainipng were underlined in the discussions: use and
adaptation of existing materials, national training strategies, and the intre—
durtion of EPI training in curricula for traiaing health workers at every
level,
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Although training materials now exist at all teaching levels, and cover-
ing all operational aspects of EPI, their adaptation and dissemination at tha
national level still leaves much to be desired. From the cholce of materials
avallable, natiomal programmes are now in a position to make '3 la carte’
chofces of both EPI and other PHC materials to suit their local training
needs. However, Group members cautioned against dilurion of Jfemunization

training resulting from the simultaneous inclusion of too many other gsub jeat
matters.

At a time when wmany country programmes are revising their EPI plans of
action to take inte account various accelerated activities, particular atten—
tion ghould be paid te the inclusion of strategles for training or retraining
all caregories of health workers. In addition to basic teaching of opera-
tional and managerial techniques, greater emphasis should be placed on train-
ing for trainers, particularly for mid-level personnel with responsibilities
For teaching of perscnnel at the immunization dalivery level.

General agreemant was expressed thar more effort should be made to intro-
duce or reinforce EPT training in schools teaching paramedical health staff
and in the curricula of professional wmedical schools. In the South-Kast Asia
Region efforts in this direction had been successful in developing the curri-
cula, but less successful in placing the ¢urriculs in the courses of study in
the Region, whera the WHO teaching methodology 1s not always easily reproduce-
able. The experience f{n the American Region had been more posgitive and there
several national schools of public health, supperted by WHO, had taken the
lead in preparing teaching marerials, In the Region, increased emphasis was
beiny placed on reaching medical practitiomers working in the private sectot.

8. ACUTE RESPIRATORY INFECTIONS

Acute Respiratory Infections (ARI) are one of the two major causea of
morbidity and mortality in children in the developing world. The main
objective of the WHO programme on ARI is to reduce wmortality from these
conditions, particularly pneumoniz, 1in children under 5 years of age in
developing countries. The EPL contributes substantially to reducing respira-
tory disease morbidity and mortality by preventing diphtheria, measles,
pertussis, and childhood tuberculeosis. However, for the most frequent etiolo-
zical agents of lower respiratory infectionse, no specific preventive measure
is practical at this time. A strategy bagsed on case wanagement aod health
education has recently been developed to be implemented at all levels of
health care. The corresponding training modules for mid-level supervisors
have been prepared along the same lines as EPI and CDD training materials. By
1989, most developing countries will have formulated a national plan to imple-—
ment centrol of ARI. Given the substantial proportion of respiratory disease
deaths In children caused by vaccine preventable diseases, streogthening the
EFT has a wvery high priority for any country which starts to address the ARI
problem in children.

9. COLLABORATION WITH NON-GOVERNMENTAL ORGANIZATIONS

A panel discusslon was organized on the above subject, the panel consist-
ing of representatives from four non-governmental organizations: IMPACT, Save
the Children Fund (UK), Rotary International and the Association for the
Promotion of Freventive Medicine,
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At the begimming of the session, Professor Engetedt, on behalf of the
International Physicians for the Prevention Nuclear War, reaffirmed support
for the EPI which was pledged at their meeting in Budapest in July 1985.
Since that meeting, the Nobel Peace Prize has been awarded to the IPPNW,

Objectives of the panel discusaion

1. To introduce representatives of NGO's and to provide a forum for
discussion of mutual coucerns in the promotien of EFPI

2. To promote better understanding of the particular strengths of each
organization

3, To initiate & dialogue between NGO's, UN agencles and bilateral
organizations, and to use that dialogue to pursue full and effective
collaboration at all levels

5

10, ACCELERATED IMMUNIZATION STRATEGTIES

Acceleration of existing efforts constitutes the overrlding priority for
EFT at present, using approaches that wwst differ according to the require-
ments of individual programmes, Certaim of the approaches that have been
utilized to date were reported to the Group in the context of the Regional
reports and country presentations. In complement to these specific experien-
ces was the presentation of rhe recently published jeint WHO/UNICEF statement
Planning Principles for Accelerated Immunization Activitiee which provides a
Tases for acceleration action in five areas: planmning, improvement of the

existing primary health care services, mnatlonal immunization days, social
mobilization, and evaluation.

The discussion led to the adoption of three general, and four specific
action to accelerate EFI progress, which form part of the conclusions and
recommendations of the Group and will be included im the EPI Report of the
Director—General to the World Health Assembly in May 1986.

11. PROPOSALS FOR THE 1986 MEETING OF THE GLOBAL ADVISGRY GROUP

The 1986 meeting will be hosted by the South East Asia Regional Office,
from 13-17 October 1986, Participants made several suggestions for the
agenda. FEach Region should be allowed an hour for the presentation and
discussion of their overview, (Additiomal time will be accorded to the host
Region.) A field visit might be organized pricr to the weeting, Emphasis
ghould continue to be placed on evaluatiem, particularly te exemine varicus
strategies for accelerating immunization programmes and to identify approaches
te improve dJdisease survelllance. The collaboration among non—governmental
organization, bilateral development agencies and host countries merits further
discussion. Time might be accorded to the Global Advisory Group members to
comment on EPI isgues/events with which they had been associated.
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ANNEX 3

Terms of refervence of the Global Advisery Group
for the Expanded programme on Immunization

An appropriately constituted Advisory Group of outstanding consultants will be
appointed to advise WHO on fts Fxpanded Programme on Immunization. The Advisory
Group will be assisted in its work by additional consultants, sub—committees and
gtudy panels for specific purposes as reguired.

The Advisory Group will:

(a) advise the WHU secretariat with respect to Programme priorities over the
short, medium, and long term,

(b) promote the exchange of information concerning Programme strategles and
tactics ameng participants functioning at country, reglonal and global
levels, and

(c) promote the understanding of, and support for, Programme pgoals among
technical and political leadaers.

Composition of the Advisory Group:

Members of the Advisory Group will be appointed by the Director—Genmersl. It will
consist of approximately 12 members, at least one from each Reglon beilng selected
from a panel nowinated by the Regional Offices, The others, selected "at large”,
will provide geographical and technical balanmce, Appointements will generally be
for a perlod of one year, with extensions artvanged so as to provide for a
turnover of approximately one third of the Group each year. Reappointments will
not  normailly be considered before one year has lapsed from the previous
termination date,

Meetings of the Advisory Group will be convened as required, but usually on an
annual basis, and a repert of each wmeeting will be prepared and circulated
appropriately.
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1. BACKGROUND

1.1 The Expanded Programme on Immunization (EPI) has its basis in resolution WHA27 .57,
adopted by the World Health Assembly in May 1974, General programme policies, including the
EPI goal of providing immunizations for all children of the world by 1990, were approved in
resolution WHA3O, 53, adopted in May 1977. The importance of EPI as an emsgential component of
maternil and ¢hild health and primary health care was emphasized in resolution WHA3L, 53,
adopted in May 1978, and in the Declaration of Alms=-Ata in September 1978. In 1982, the
Asseably warned that progress would have to be accelerated to meetr the 1990 g0al and urged
Member States to take action om a five-point programme {resolution WHA3S,31).

2. SUMMARY OF EPI PROGRESS

2.1 Immunization is one of the most cost-affective of all health services., TI{ remains
tragically under-utilized. In the developing world, excluding China, less than 40% of
infants receive a third dose of DPT or polio vaceines {Table 1), Coverage with measles
vaceing is only about half that for DPT and polle, in part because It 1s only now being
introduced in some prograwnmes, and over three million childrem still die annually from
mezsles, neonatal tetanus and pertussis, while over.a quartaer of a million children are
crippled by poliomyelitis (Table 2). It may be easier to grasp these numbers if one realizes
that for every breath one takes a child dies from a vaceine~preventable disease.
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TABLE 1. ESTIMATED IMMUNIZATION COVERAGE WITH BCG, DPT, POLIOMYELITIS, MEASLES, AND
TETANUS VACCINEE IN DEVELOPING COUNTRIES RANKED RY WUMBERS OF SURVIVING

INFANTS, BASED ON DATA AVAILABLE TO WHO AS AT JANUARY 19Bé
Immunization coverage (%)
‘ Surviving Cumulatrive Infants Pregnant
Countrey infants petrcentage Women
of births
DET Polia Tetanus
BCG IET TI1 Measles 1I
(in milljions) %
1, IndiaZ 21.73 27 65 51 a7 33
2, Indonesial 4,583 3z 56 6 7 7 20
3. Nigeria 4,11 38 P . P e v
4, Pakictand® 3.50 42 55 44 44 33 10
5. Bangladesh® 2,94 45 2 2 i 1 1
6. Brazil® 2.85 49 75 67 89 80 fan
7. Mexleol 2.44 52 25 52 49 - -
&, Islamic Republic
of Iran? 2.01 54 10 68 G5 69 4
9, PhitippincsP 1.70 537 76 61 58 30 PN
10, Viet Nam® 1.63 59 5 4 2 4
11, Egyptd* 1.49 60 53 57 67 41 19
12. Ethiopia? 1.49 62 11 7 7 8 3
13. TurkeyP? 1.40 64 65 56 59 30
14, Zalrel 1,29 b6 34 16 18 20 -
15, Burma® 1,26 67 25 8 2 .. 12
16, South Africa 1,11 69 M. paw ena - e
17, Thailand3 1.05 70 gl 57 56 7 41
18. Kenyab® 0.93 71 76 58 57 55 .
19, United Republic
of Tanzania® 0.95 72 73 52 49 63 32
20. Republic of Koreal 0.91 73 84 69 78
21. Moroccod 0.91 74 70 48 48 42
22, Colombia® 0.86 76 68 60 6l 33 [
23, Sudan® 0.85 77 7 4 4 3 2
24, Alperial 0.81 78 59 33 30 17 e
25, Argentinal 0.70 78 64 63 64 62 ..
Total (25 countries) 63.50 78 49 39 35 15 15
Other developing
countrics 17.43 22 45 33 33 27 10
Sub~total, developing
countries
(excluding China) 80,94 100 79 48 38 34 18 14
%
China> 21.16 21 so e3d 78t 74
Total, developing
countries
(including China) 102.09 100 49 43 43 32 13
Total, developed
countries 17.34 56 62 66 74 0
Global total 119,43 50 46 47 38 11

1984 coverage data.

a
B~1983 coverage data.

1981 coverage data,

[# [a

Two deses only,

d
Survey data.

s+ NOo information available.
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TABLE 2. ESTIMATED ANNUAL NUMBER OF DEATHS FROM NEONATAL TETANUS,
MEASLES AND PERTUSSIS AND ANNUAL NUMBER OF CASES OF POLIOMYELITIS
IN DEVELOPING COUNTRIES (EXCLUDING CHINA), BASED
ON DATA AVAILABLE TO WHO AS AT JANUARY 198pl
Neonatal | Measles |Pertussis Total Cumpla—| Polio— |[Cumula-
tetanus deaths tive myelitis rive
petrcen— percen—
tage of tage of
(in (in (in (in total (in cases
thousands)| thousands) | thousands) | thousands) | deaths (thousands)
b4 %
25 largest developing
countries (ranked
by number of
surviving infants) 663 1721 471 2 833 80 212 78
Othezr developing
countries 176 389 128 693 20 60 22
Total, developing
countries 839 2 110 599 3 548 100 272 100

1 These estimates were established using the immunization coverage data in Table 1 and
the following assumptions:

Neonatal tetanus:

Meagles:
children will coutract neasles.

Based on survey data or, in absence of survey, estimates from
countries with similar socioeconomic conditions,

It is assumed that the vaccine efficacy is 95% and that 90% of unimmunized

data are not available,

Pertussis:
children will contract pertussis,

which data are not available,

Coverage is assumed to be zero in countries from which

It is assumed that the vaccine efficacy is 80%Z and that 80% of unimmunized
Coverage 12 assumed to be zero in countries from

Poliomyelitis:r 1In view of marrow limits of variation of results of poliomyeliris
surveys, and in the absence of an immunization programme, a fixed incidence rate of
3 cases per 1000 newborn Is used. 4 vaccine efficacy of 95% is used. Coverage is
assumed to be zero inm countries from which data are not avallable.
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2.2 When EPI was established in 1974, tte smallpox eradicatlon programme was well on its way
to success. But immunization eiforts using other vaccines in developing countries were
sporadic, producing negligible sustained coverage of children in their first year of 1ife and
no impact on the incidence of disease. It was widely assumed that poliomyelitis was not a
problem in developing countries and that measles was a2 problem mainly limited to Africa.
Neconatal tetanus was largely ignored. The informstion system required to estimate national
and global levels of immunization coverage did not exigt.

2.3 TIn developing §PI, WHO placed first priority on strengthening national programme
management, An active training programme was implemented and reinfovced through programme
monitoring and evaluatiom. Ewmphasis was placed om vacelne quality ceontrel and on using only
those vaccines meeting WHO requirements, Data used for natiomal programme monitoring formed
a basis for regional and global information systems which were established. A wmethod of
national programmc review was developed which permits a team of national and international
staff to serutinize the management and delivery of immunizatlion services in a given programme
and to recommend an action plan for its improvement. The review process has itself served as
a powerful training tool for those involved, and is now being used to examine other primary
health care interventions, often in combimation with EPI, Epidemiclogical swrvey methods and
methods for the lavestigation of disease outbreaks were developed and applied and soon
dogumented the high toll being taken in developing countries by measles, neonatal tetanus and
poliomyelitis.

2.4 REPI would have made little progress without the early and active partnership of UNICEF.
UNICEF has beenr a long-term supplier of vaccines and equipment to the developing world, and
joined WHO in FPI in wotvking to lmprove the management ¢f existing programmes. A
particularly fruitful area of jeint collaboration has been in improving the materfals uzed
for the “cold chain™, the system of maintaining vaccines at proper temperature from the point
of manufacture to the point of use. By setting standatds, testing products and purchasing
enly those found to be satisfactory, WHO and UNICEF provided incentives to manufacturers
which have led to marked improvements inm the quality and range of products now avallable,
RBut UNICEF also joilued in supporting nationmal training initiatives and programme reviews,
and has provided an invaluable guarantee of supply ¢f vaccines and equipment to many
programmes which would not be operational without them.

Progress In implementing the five-peoint action programme

2,5 By 1982, EPI had grown from a collectively sponsored WHO initiative to an operatienal
programme of Member States. But it was clear that without rapid acceleration the EPI goal
would not be met. In reviewing the programme In that year, the World Health Assembly
endorsed a five-point actlon programme.

2,6 The first point calls for the promotion of EPI in the context of primary health care,
with special emphasis on involving communities as active partners in the programme and on
delivering immunization with other health services so that they are mutwvally supportive. WHO
has promoted these concepts through training and programme reviews which themselves are belang
implemented increasingly as collaborative efforts of several WHO programmes and divisions,
The use of “channelling” strategies and immunization days are currently providing powerful
stimuli fo community participation in a number of programmes (more on these toples are
covered in later sections).

2.7 Since the firat EPI tralning course was developed in 1977, over 17 Q00 health workers
have particlpated in WHO~ or UNICEF-sponsored courses using EPI materials, and this number ie
increased some 20-fold if persons trained im national programmes using these materials are
included. EPIl management training is being combined with training for other programmes as
such programmes develop suitable materials. EPI training for mid-level managers has been
combined with training in the control of diarrhoeal diseases since 1983, 1In 1985, modules
concerning child-spacing and the prevention and treatment of acute resplratory infection were
heing prepared for introduction. Since 1982, WHO has sponsored courses on the cold chain and
logistics for primary health care that focus on the planning and management skills required
to ensure that health workers have adequate supplies and equipment for several health
programmes, iucluding immunization, the control of diarrhoeal diseases, essential drugs and
tamily planning. EPI training has promoted the use of a combined growth chart and
immunization record and has stresged the importance of providing immunization to children
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attending health facilities because of minor illness. S5till under development are training
aids to facilitate the counselling of mothers with respect to maternal outrition,
breast—feeding and weaning, lmmunization, oral trehydrarion therapy, growth monltoring and
child—-gpacing.

2.8 Since 1978, EPI has been involved in reviews of over 100 national immunization
programmes, often combined with reviews of other health programmes. In 1984 the Division of
Strengthening of Health Services took a lead in developing prototype review protocols, Thaese
provide national managers with a 1list of possible gquestions relating to the eight esgential
elements of primary health care., Managers must be selective, however, for if reviews which
are too narrow are inefficlent, those which are too broad are ineffective,

2,8 The need for more effective community Inveolvement is & common finding in the national
reviews, It is easier to identify this problem than to solve it, however. Immunization
coverage surveys continue to show high drop—out rates between first and third doges of DPET
and polio vaccines, ranging from 10X to 70% with an average of 30%, and mothers who are asked
their reasons for not starting or completing the immunization of their children most
frequently reply that they were not adequately informed. Too few health staff are prepared
to make real partners of community representatives or to collaborate fruitfully with other
sectors, Including the private and veoluntary sectors,

2.10 Points 2 and 3 of the action programme atress the need to invest adequate human and
financial resources 1n EPI. Management skills remalsn the programme's most severe

constraint. Continued emphasis must be placed on appointiag capable staff and providing them
with training and supervision. Effoerts are also needed to reduce high staff turnover, which
undermines even the most vigorous traiming and supervislon. To supplement national
managerial capacities 1n the short run, WHO has recruited “assoclate experts™ for work at
national level, such staff often bheing given joint agsignments for EPL and CDD. They are
seconded to WHO by spounsoring govermments and are generally persons of less than 35 years of
age whose period of service with WHO is limited to three years. As of mid-1985, 11 associate
experts were working at national level either in EPT or EPI/CDD poste, and another two were
working at regional or gub-regional level. They were sponsored by Denmark, Finland, Italy,
Netherlands and Sweden.

2,11 GSupport for immunization programmes, both from within national programmes and from
external resocurces, has markedly increased. More support is coming from many organizations
wvhich have long been associated with EPI, and the number of collahorators is growing. They
include organizations of the United Nations aystem (in particular UNICEF, the World Bank and
UNDP), bilareral development agencles (including those representing Australia, Canada, China,
Denmark, France, Finland, Italy, Japan, Kuwait, Netherlands, Norway, Sweden, Switzerland and
the United States of America) and private and voluntary funds (inecluding the Arab Gulf
Programme for United Nations Development Organizations (AGFUND), Rotary Internationmal, the
Sasakawa Health Foundation aud the "Save the Children" funds of the United Kingdom and the
Netherlands), IMPACT, an international initiative promoted by UNDP, UNICEF and WHO, against
avoidable disablement, has been supporting poliomyelitis immunization programmes, working
currently in India, Kenyva and Guinea.

2,12 Recent examples of support include the pledge of US$ 120 million by Rotary
International to provide pelic vaccines for countries with an {mmunization plan meeting
Rotary and WHOQ approval, a pledge by the Government of Italy to provide US4 100 million to
UNICEF over the next 18 months for immunization and other "child survival and development”
activiries Iin certain developing countries, a UNICEF initiative to ralse a further

US$ 100 million to support measles immunization activities, and an array of initiarives by
the United States of America supporting immunization and other primary health care programmes
which currently total nearly US$ 100 millionm. At present, no committed country with a
realistic EPI plan of operations needs to be constrained by a lack of vaccines, cold—chain
equipment ot supplies,

2.13 TUNICEF has been singularly effective in mobilizing political as well as financial
support for EPI both at internmational and national levels. It has dramatically increased its
advacaey for a "child health wevolution”, using the "State of the World's Children” report
and other means to sensitize the world's political leaders to the silent pandemic of
childhood deaths occurring in developing countries. UNICEF has called for particularly
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vigorous action to promote growth monitoring, oral rehydration therapy for diarrheea,
breast-feeding, immunization, food supplements, family spacing and education of women. More
recently, UNICEF has been a principle sponser of natiomal immunization days, which have had
ant outstanding success in several countries.

2.14 In March 1984 a conference sponsored by WHO, UNICEF, the World Banmk and UNDE was hosted
by the Rockefeller Foundation in Bellagio, Italy. Its title was "Protecting the world's
children: wvaceines and imunization within primary health care”, Besides the heads of the
spongoring agencles, other participants included representatives of several major development
agencles (generally the agency head), the Minister of Health of Senegal and representatives
from Coleombia and India, At the conclugion of the conference the spongoring agencies and the
Rockefeller Foundation joined to form a Task Force for Child Survival with the objective to
promote the reductien of childhood morbidity and mortality through the acceleration of key
primaty health care activities, focusing initially on immunization.

2,15 A follow-up conference was held in October 1985 in Cartagena, Colombia. It was opened
by Dr Betancur, President of Colombia. Some 80 persons attended, representing 10 developing
countries, nine industrialized countries and six nongovernmental organizationas/foundations,
in addition to members of the secretariat of the Task Foree for Child Survival and its
sponsoring organizations., The presentations underlined the remarkable progress which had
been achieved since the previous conference. The potential for accelerating natienal
programmes by mobllizing broad public and private support was underlined im reports from
several countries, and was well jllustrated by the experiences in Colombla., Limited
managerial capacity remains a pervasive comstraint. The challenge also exists of assuring
that accelerated efforts strengthen the healrh Infrastructure zo ag to achieve sustained
improvements in the delivery of immunizatiom and other primary health care services. Both
basic and applied research merit increased support. Discussions conveyed optimbsm that the
1990 goal is achievable and that the needed additional national and International resources
can be obtained. Appreciation was expressed for the work of the Task Force, which will be
continued for at least an additionsl three-year period.

2.16 Commitment to the 1990 goal has also increased, It has accelerated the flow of
resources to the programme, and has also been further strengthened by them. A recent
demonstration of this commitment was the ceremony held in New York on 25 October 1985 in
conjunction with celebrations commemorating the fortieth anniversary of the United Natioms.
It involved the signing of a declaration reaffirming the commitment to achieve the 1990
immunization goal by govermments and private representatives frow some 37 countries,
in¢luding some 20 presidents, prime ministers and foreign minigters/special envoys, and by
the Secretary-Geuneral of the United Nationsg and the President of the General Assembly.

2,17 3Such commitment has encouraged national programmes to explore ways of rapidly
increasing immunizaetion coverage. One strategy is called “channelling” in Colombla; a
respected member from the community and a health worker visit homes together, identifying
eligible children, registering them for the programme and providing health education and
motivation. In Madras, India, either a community member or a health worker perform such
vizsits. Both approaches have been highly successful. Schools alseo represent a
much-neglected resource, Health educationm for schoolchildren in Abldjan, Ivory Coast and
Bombay, India, to cite but two examples, have been effective in dnereasing immunization
voverage, as the schoolchildren have motivated their pareats to ensure that younger childrem
in the household are fully immunized, Efforts of the community for immunization have the
potential to develop into gupport for primary health care as a whole,

2,18 Wational immunization days are being used as another way of accelerating programmes,
They have already been successfully employed in some countyies and are under active

consideration in a number of others. When successful, they have obtained the support of
national political leaders amd, through them, mobilized hroad multlsectoral support for the

programme. A strtict counting of costs makes these efforts appear expengive but does not make
it ¢lear whether the investmente actually reduce the resources available for other healrh
programmes. Where communities have been fully mobilized, much time and material comes in the
form of donations. The enthusiasm captured by a national day is difficult to obtain by other
means, and 1t is difficult to measure the extent to which thiz enthuslasm helps to reinforce
the effective functioning of the health service as a whole, A major challenge in

“national day" strategies is to ensure that efforts, including the invelvement of
communities, can be sustained, either by continuing the same strategy or by phasing it out as
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routine services increase their coverage. The “"chammelling” strategy menticusd above has
been an important ingredient of success in both routine services and national days, It may
provide an important link which can help assure the successful tramsition from one approach
to the other.

2.19 Point 4 of the action programme calls for ensuring that programmes are continuously
evaluated and adapted so as to achieve high immuization coverage and maximum reduction in
targat-disease deaths and cases, Evaluation continues to be 2 high prioriry for EPI.
Documenting success is important, but emphasis also needs to be placed on documenting
programme failures, as reflected by inadequate coverage levels, by the use of impotent
vaceines, or by continuing epidemics of such highly visible diseases as poliomyelitls or
measles. Such documentation serves as a powerful stimulus for remedial action,

2.20 The EPT global medium-term programme (1984-1989) sets as its target that by 1987 all
countries will have developed mechanisms for national evaluation, will have assessed the
status of their immunization programmes in velation to the 1990 goal and will be continuously
revising their programmes as necessary to meet that goal. As of the end of 1985, 32 (42%) of
77 developing countries which reported a coverage of less than 60% for a third dose of DPT
had not yet performed a national review of their immunization programmes.

2.21 Point 5 of the action programme calls for the pursuit of research efforts as a part of
programme operations. There is virtually no aspect of EFI which could not be improved by
research snd development, although the major programme priority is the application of
existing knowledge, not the development of mew knowledge; EPT has not generally made any
direct investments in research unless the results promise to be achievable in the short term
and to have a direct impact in improving operations,

2.2% Investments in research on the cold chain have resulted in a marked increage in the
range and quality of products now available on the market. WHO publishes jointly with UNICEF
“product information sheets” which provide a guide for the purchase of the wost suftable EPI
materials such as cold rooms, freezers, refrigerators, cold boxes and accessories., In 1985
this guide listed some 126 items which, after WHO evaluarion, were considered satisfactory
for use in EPI, 18% being manufactured in developing countries. A selection of new or
improved products which have resulted from WHO efforts im cold-chain research and development
are shown in Fig, 1.

2,23 Examples of other research inelude the development of the EPI coverage survey
methodology, the use of morbidity and mortality surveys to determine the importance of the
EPT target diseases, studies of reasons given for not immunizing a child and studies of
programme costs. A continuing review of immunization practices has led in recent years to
EPI support for immunizing children at high risk from the target diseases despite
malnutrition or minor illmess. Oral poliomyelitis immunization at bixth, DPT immunizatiom
starting at six weeks and measles immunization at nine months have also been advocated in
countries where the diseases concerned remain problems for infants.

2.24 EPI also profits from vaccine research and development activities being conducted by
others., Within WHO itself, work in this field is being actively pursued by programmes such
as TDR, CDD, CDS, HRP and the newly created WHO Programme for Vaccine Development, One of
the objectives of the Bellagio initiative referred to in paragraph 2.14 is to ensure that
adequate resources are made available to sustain both applied and basic research ia
impunization,

Progress at regional level

2,25 Progress in the WHO regions largely teflects their different levels of sociceconomic
development and emphasizes the point that rapid incresse in immunization coverage ls most
easily obtained where the health infrastructure iz already developed (Figs 2 and 3).

2.26 In the Europsan Reglon the coverage goal of EPI has been largely achieved, although the
information system at the regiomal level has only just become able to make full use of data
available at national level to document this. In 1984 the Regional Committee set targets to
be used in monitoring prosress in achieviang health for all by the year 2000. Indigenous
poliomyelitis, neonatal tetanus, diphtheria, measles and congenital rubella are all to be
eliminated before the year 2000, A WHO conference of European countries in Karlevy Vary,
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Czechoslovakia, in December 1984 made detailed recommendatiens te governments concerning
actions and policies required, with the time specified, to meet the regional immunization
targets,

2.27 1In the Repion of the Americas immunization coverage levels in Infants during the 1970s
lagged far behind the potential of the existing health services. Dramatic progress has been
made since the beginning of EPL, The effective use of EPI management training, combined with
national programme reviews and sub-regional meetings of matiomal managers hasg markedly
improved coverage, and fmpact in reducing disease incidence, particularly the iIincidence of
poliomyelitis, is being demonstrated (Fig. 4). Brazil and Colombia have both achieved well
publicized success in the use of national immunization days to increase immunization coverage
rapidly, and their example has led several other countries in the Region to adopting glmilar
approaches. The Ten—Year Health Plan for the Americas in tha 1870% get reglonal targets. By
1984, the rarget for poliomyelitis (reported incidence of less than 0,1 per 100 000
population for five or more years) was being met by 26 countries (57% of the regional

total). In May 1983, the Regional Director announced the commirment of PAHO to eliminating
poliomyelitis from the Americas by 1990.

2.28 The South-Fast Asia Region has made steady progress since the start of EPI. As late as
1977, little relevant information on ismunization programmes was available at regional level,
and only BCG vaccine was being widely used (though with low levels of coverage in infants}.
Poliomyelitis, measles and neonatal tetanus were not perceived as important problens in most
countries. By 1983, routine reports from all countries concerning immunization coverage and
reported diseaze incidence were being received, collated and analysed at regional level. As
a result of surveys and epidemiclogical investigations, the high tell of death and disability
from poliomyelitis, measles and neonatal tetanus had been documented by the early 19805, and
by 1985 ten of the eleven countries in the Reglon were using measles and polic vaccines in
their national progrsmmes. Immunization of methers with tetanus toxeid was belng promoted in
nine countries., EPI managemeut training, national propramme reviews and regional meetings of
managers are helng vigorously organized within the Region, National immunization coverage
has increased dramatically in Sri Lanka, as well as in parte at least of most of the other
countries, Regional targets for the reduction of neonatal tetanus deaths and poliomyelitis
cases were agreed in 1985, Although problems of weak central manzgement and weak
infrastructure continue to plague some countries, all of them appear to have the potential
for meeting the 1990 coverage goal.

2.29 The Western Pacific Region is the most heterogeneous within WHO, with countries ranging
in size from the smallest to the largest in the world, Levels of socloeconomic development,
immunization coverage and disease ipcidence ghow a similar range. WHO-supported tralning and
national programme review activities has been lesg iutense than in several other regions.
Nevertheless, satisfactory progress is observed in a majority of the countries. China alone
accounts for almost three-guarters of all the infants in the Region surviving to their first
birthday. It has been conducting an immunization programme for two decades, and has achileved
significant progress in the coutrol of the EPI tawvget diseases. The main programme
congtraints relate to strengthening the celd chain and to improving the quality of vaccines.
The Ministry of Public Health in China, 1n cooperation with international agencies

(World Bank, UNICKF and WHO), is taking important steps toward the renoval of those
constraints, However, in the relatively few larger countries in which immunization
programmes requive further acceleration (including Democratic Kampuchea, Lao People's
Democratic Republic, Papua New Guinea, the Philippines and Viet Nam) economic and political
constraints exist which promise to make rapid progress in the near future difficult to
achieve.

7.90 The Eastern Mediterranean Reglon also encoupasses a wide socioeconomic spectrum. In
several countries recent sharp increases in national wealth are still being translated iate
Improved levels of housing, education and health. Progress in increasing fmmunization
coverage has been remarkably good in most of the Region, and there has been extensive uge of
national programme reviews and meetings of national managers in supporting country
programmes, In 1985, the Region initiated the process of setting targers for immunization
coverage and disesse reduction, The dark side of the pleture is that drought, famine and
eivil unrest currently ravage a number of countries, where it is likely to be difficult to
{mprove immunizatiom services for the remainder of this decade.
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FIG. 1. EQUIPMENT FOR THE COLD CHAIN

{a) A selection of the equipment that has been specially developed for the vaccine cold
chain. From left to right: an icepack freezer that can make 40 kg of ice per day in a
tropical climate; a kerosene-powered icepack freezer; a refrigerator that will operate
with only 8 hours of electricity per day; a kerosene—operated refrigerator for use in a
health centre; and twoe cold boxes that can keep vaccine cold for up teo 10 days without
any ocutside power supply.
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(b) Liquid crystal thermometer for use in vaccine refrigerators. The dot changes colour
from black to bright green when the temperature matches the figure shown under the dot.

{¢) A burner from a kerosene refrigerator (d) A portable tool-kit developed
that has been filitted with an aluost for EPL refrigerator repair
unbreakahle metal "lamp glass”. technicians,
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LEVELS OF IMMUNIZATION COVERAGE WITH DPT III OR POLIO III VACCINES,
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FIG. 4 ANNUAL REPORTED MOREBIDITY DUE TO POLIOMYELITIS
{Per 100000 poputation),
REGICON OF THE AMERICAS, 1969 - 1984

10.0 !._ e et et oo I
EP
= 10~
2
=
o |
=
=]
a
o
a
=]
2
b
o
B
5 oo -

%

&

0.01 1 ... .1 | | t ] 1 L.l ] 1 1 ] E

B8 B9 Y0 71 72 73 74 7% 6 ¥ 78 79 80 81 B2 B3I M4

Year

Source: Progress Report on the Expanded Programme on
Immunization in the Americas, April 1985




ER77/27
page 13

2.31 In the African Region, the problems of drought, famipe and civil unrest are even more
extensive than in the Eastern Mediterranean Reglon. They are imposed on a populaticon with
less wealth, less education and higher morbidity and mortality rates than any other Region,
and which has suffered from decline in per caplta income during the past decade. Yet even
under thege circumstances, progress has been satlsfactory in many countries, and exemplary in
a few, The teglonal informatrion pertaining to immunization programmes has been markedly
improved, and good use is beilng made of natiomal txaining programmes, programme reviews and
sub-regional meetings of national managers (limited s¢ far to East and South-East Africa) to
promote programme development, In September 1985, the Reglonal Committee, meeting in Lusaka,
unanimously adopted resolutlon AFR/RC33/R9, declaring 1986 African Tmmunization Year, in the
course of which Member States are invited to put into effect the mechanisms required to
obtain immunization coverage of the targer populations. Despite these developments, the
prospects of meeting the 1990 coverage goal do not appear bright at present for a majority of
tha least developed countries in Africa.

2.32 Management capacity within natiomal programmes remains the mest severe global
constraint for EPI. While the increase in external resources available to the Programme is
gratifying, the capacity to absorb them remains limited in many countries, Not enough
capable individuals are being appointed, and even capable staff are often being hindered by
levels of temuneratlon which require them to take other jobs beslides their government work.
As might be expected, the problems are most sevete Iin these countries with the least
resources.

2,33 One reflection of managemenr weaknesses is the slow improvement in national informatiom
systems. Obtaining timely data is still difficult, and the estimates of immunization
coverage and disease incidence remain wealk., Information currently available still does not
permit a distinetion to be made at global level between neonatal and other forms of tetanus,
Only for poliomyelitis do global disease incideunce treads give solid evidence of the impact
being made by EPI (Fig. 5). The poliomyelitis tremd is largely influenced by the progress
being achieved in the Americas, where there are a number of highly successful programmes as
well as surveillance systems which are sufficiently developed to record the lumpact.

2.34 ¥oor surveillance fails to show the impact on poliomyelitis being achieved in other
regiong or the advances in the control of measles and neonatal tetanus.

3. ACTIONS NEEDED TO MEET THE ERI GOAL

3,1 From the beginning EPI has been supported not only for its own sake but also as a
building=block for primary health care. To be effective, immunlzation services must
continually be provided for a high proportion of children in their first year of life and for
othar people at risk (such as women of child-bearing age requiring tetanus toxold)., This
requires motivated health staff who are appropriately trained and supervised and whe receive
logistic support which ensures that they have the vaccines and supplies when and where needed,

3.2 immunization is among the easlest of health services to provide; dellvery ls also easy
to evaluate. Inadequate coverage will be clear from the continued occurrence of the target
diseases, Where they have previcusly been brought under control, a deterioration in coverage
will soon be publicly revealed by an epidemic of policmyelitls or measles, Few health
programmes hold staff so openly to high performance standards. Because immunization
programmes are telatively easy to provide and easy to evaluate, they provide a good starting
point to develop rhe management skills needed for more complicated programmes.

3.3 The central EPI strategy to date has been to deliver immunization in consonance with
other health services, particularly those directed toward mothers and children. The
long-term goal of such efforts is to strengthen the health infrastructure so as to ensure the
¢ontinuous provision of immunilzation and other primary health care sexviees. First priority
has been given to improving immunization in existing health services. Many simple things
remain tfo be done: staff should be adequately trained, supervised and given adequate
logistic support; all health facilities and clinics should be clean and iaviting, conveying
the image of health rather than disease; clinics too often impose long walting times and
staff too often do not effectively iaform mothers when they should bring their children for
further vaccinations. Only a fraction of existing health facilities provide immunizatiom,
and many immunizatiom/maternal and child health ¢linies still needlessly refnse to immunize
children suffering from minor illness or malnutrition, “Outreach™ and mebile clinics are
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Rate per 100000 population

FIG. 5
REPORTED GLOBAL INCIDENCE OF MEASLES, TETANUS, AND POLIOMYELITIS

(per 100000 population), 1974 — 1984°
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often too few, but even those that exist often provide irrepular and inconvenient service,
Communities shouwld be far more invelved as partners in the plamning and delivery of
{mmunization services,

3.4 1f under the curreant EPI strategy less than 40% of infants in developing countries,
excluding China, have so far received a third dose of DPT or polio vaccine, some 60% have
probably recelved the first dose, as drop—out rates remain of the order of 30% in many

areas. There seems every reason t¢ expect that simply by reinforcing existing health
services a coverage of 607-70% will be achieved with the EPT vaccines in developing countries
by 1990. The main task is to make certain that childrem ar risk within reach of health
servigces are identified and followed up until immunized,

3.5 This situation represents a major public health gaiu in the space of the past 10 years.
Yer such a gain is clearly not enough., The global average is heavily weighted by the events
in the largest developing countries, and disguises the sitvation in a few larger countries
and many smaller ones where immunization services are just being developed. bata currently
available indicate that immunization coverage with a third dose of DPT iz less than 15% in
13 of the least developed countries accounting for some 10% of the developing world's
infants, excluding China (Table 3). And in countries achieving higher levels of coverage,
those children and women of child-bearing age not being immunized are among some of the most
disadvantaged in the world. Bringing immunization and other health services to them and
their families remains a priority task.

TABLE 3, SURVIVING INFANTS IN LEAST DEVELOFED COUNTRIES WITH LESS THAN 15% DPT ITI
COVERAGE, BY WHO REGION, BASED ON DATA AVATLABLE A5 AT JANUARY 1986

Region of the Eastern Medlterranean
African Region Americas South-FEast Asia Region Region
{in (in (in (in
millions) millions) millicons) millions)
Burkina Faso 0.28 Haiti 0,20 Bangladesh 2,95 Democratic
Yemen 0.09
Central African
Republic 0.10 Somalia 0.22
Chad 0.19 Budan 0,83
EFthiopia 1.45 Yemen 0.26
Guinea Bilssau 0.03
Niger 0.26
Uganda 0.68
Total 2.99 0.20 2.95 1.42

3.6 The current enthusiasm for achieving the immunization goal by 1990 is real, and external
resources, provided they continue to grow ag they have in the recent past, do not at present
seem to limit programme operations, In countries with a relatively well developed but
under—utilized hezlth infrastructure the ghort-term stimulus provided by one or more matiomal
days may well have the potential to elicit a wmore sustained improvement of immunizarion
services, the expectation beaing that this might extend to other hezlth services as well.

Much more will become known that may confirm conjectures in two or three years as experience
iz galned with these approaches,
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3,7 There remaln some difficult questions. In the least developed countries and in many
other developing countries it doeg not at the present time appear likely that before 1990 the
national budgets will be sufficient to suppert the local costs required for full immunization
coverage on & sustained basis, or that the immunization gervices can mobilize a sufficient
number of competent natiomal managers to coumbine intermal and external resources within
effective programmes. In these countries, meeting the 1990 goal is likely to imply providing
axternal funds to meet costs which have in the past been considered a national
responsibility, including the provision of fuel, maintenance and repair costs, per diem for
staff travel, and even basic salary costs in some instances, while external staff will
probably be needed to help manage these programmes. In such countries, the external suppeort
may become dominant, posing a potential threat to national autonomy and perhaps to national
development .

3,8 Should the Programme's recommendation be to back away from the 1990 carget date In a
number of developing countries, restricting external support for immunization to a
tradltional 20% or =so of the total cost? Or to prees forward, working to avold continual
dapendence on external resources, yet recognizing that few guccessful axamples of such an
approach arve known to date? Nelther optiom ie & comfortable one, and it is likely that
different countries will choose different paths. Ia countries where a concerted effort is
made using a large share of external resources, however, it will be important to assure that
these resources are sustained for a period of 10 to 20 years rather than the more traditional
plaming horizon of three to five years. And to the degree that external managers are
engazed, thougitt should be given not only to having national counterparrs, but to using
external funds to employ young national staff to serve for two to three years ag apprentices
to the external staff and their counterparts, with epportunities for related travel and
training both within and outside their home countries.

3.9 Acceleration of existing efforts constitutes the overriding priority for EPI at present,
using approaches that must differ according to the requirements of individual programmes,
Commot themes in many will be improving current services and increasing the participation of
communities in these services, These themes are central to strengthening the health
infrastructure a& a whole, A focus on improving the qualiry of a discrete health service
such as immunization can alsc help to improve the quality and efficlency of other services.
Communities who are engaged with the provision of immunization services are alse likely to
become engaged with other gervices. These acceleration efforts therefore have the potential
to assure that the best use is being made of the existing services while acting as a gtimnlus
to improve and extend those services. While addressing the most immediate problems, thesge
approaches can also contribute to long rum solutions.

3.10 The EPL Global Advisory Group met in November 1985 to review the global status of EPI
in conjunction with detailed reports from each region, some of which included the conclusions
and recommendations made by the regiomal committees in 1985, The Group also heard from other
organizstions increasingly involved in EFI on the national and intexnational level., The
Global Advisory Group recommends that, in furtherance of the five—point action programme
endorsed by the Thirty-fifth World Health Assembly In 1982,1 three general and four

specific actions be taken by nmational programmes, supported by WHO, to accelerate EFL
progress. These recommendations reflect optimism that the 1990 gosl of reducing worbidity
and mortaiity by providing immunizatioms for all children of the world can be achieved, but
also acknowledge that many fundamental problems of national programme managenent remain to be
resolved. The recent increases in external suppert for EPI are welcome but accentuate the
necessity for concomitant inereases im national support for EFI and natienal abilitles to
implement programmes. Given the current financlal crisis, it will be necessary 1in some
countries for long~term external support to be provided, rather than the usual commitment of
three to five years., External resources may be needed to support recurrent expenses of
programmes (e,g., per diems for national supervicory staff, Cransport malntenance, and
running costs).

3.11 As programmes achieve greater levels of immunization coverage, it becomes increaslngly
important for targets to be set for reductions in morbidity and mortality. Establishment of
disease reduction tarpets will stimulate the organization of national survelllance systems
which are at present lacking in many countries and which are required for achievement of
these goals.

I pesolution WHA3S.31.
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3.12 The three general actions needed are:

3.12.1 Promote the achievement of the 1990 immunization goal at natiomal and internatiomal
levels through collaboration among ministries, organizations and individuals inm both the
public and private sectors. Mobilize soclal action which creates effective consumer demand
and which provides the sustained resources and incentives to assure that this demand iz mer
rapidly and effectively.

3.12,2 Adopt a mix of complementary strategies for programme acceleratlen. In countries
where coverage is unsatisfacrory ox disease transmisalon persilsts, use intensified approaches
such as national immunization days to strengthen existing services and bring about rapid and
sustained increases in immunization coverage. Such approaches (including natiomal
immunization days) should use all EPL antigens whenever possible and should also consider
provision of tetanus toxold to women of childbearing age. A single national day could be
proclaimed, or a series of single days, several consecurive days, or weeks. The joint
WHO/UNICEF statement “Planning principles for accelerated immunization activities" is a
ugeful guide,

3.12.2 Ensure that rapld increases in coverage can be sustained through mechanisms which
strengthen the delivery of other primary health care interventions. Accelerated efforts
often represent extraordinary efforts. A major challenmge will be to easure that the progress
made is maintained and that all immunization activities serve to strengthen the development
of primary health care. Care must be taken to ensure complete immunization of all mewborns
on a continuing basis,

3.13 The four specific actions needed are:

3.13.1 Provide immunization at every coptact point, Immunization should be offered by all
curative and preventive health services, even to children suffering from malautrition or
minor illness, Health workers should treview the immunization needs of mother and child and
provide the right immunizatioms at the right time. To ensure maximum possible protectilon at
minimun cost, simplified schedules should be uvsed in keeplag with national needs, and
excessive contraindications should be removed.l»2 TIf it is not poggible to offer
immunizations at a particular contact, referral should be made to the first availahle
opportunity,

3.13.2 Reduce drop-out rates between first and last immunizations, The measures recomwended
are to: ‘

- determine the drop-out rarte through gystematic review of health facility records or
surveys:

- identify reasons for non-participation and adopt measures to solve problems., Actions
may ianclude:

- strengthening the participation of communities in'immunization programmes, including
the public, private and voluntary sectors and schools;

= providing immunization services at more convenient times and places and increasing
the use of regularly scheduled “outreach” elinics;

- better informing pareats of the need to return for further immunigations and of rhe
times and places for doing so:

— better identifying children who are eligible for immunization and actively seeking
out those who are missed,

1 Galazka, A, M. et al, Indicatious and contraindications for vaccines used in the
Expanded Programme on Imounizationm. Bulletin of the World Health Organizatjon, 62(3):
357=-366 (1984),

? Weekly Epidemiological Record, 60(3): 13-16 (1985).
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3,13.3 Improve immunization services to the disadvantaged in urban

areas, Half the

population of the world 1s expected to live in large urban areas in
the relative abundance of health facilities and health persounel 1o
rural areas, immunization coverage in the disadvantaged populations

the year 2000, Despite
urban as compared with
surrounding major clties

is typically poor. High migration rates, lack of social cohesion, and friction between new
immigrants and established authorities pose barriers which have proved difficult to
overcome. None the less, accessible services can be provided with few financial or logistic

problems. Increased priority should be given to accowuplishing this

in the shert term, while

continuing efforts to provide more equitable services to riural areas.

31.13.4 Increase priority for the control of measles, poliomyelitis

and neonatal tetanus,

- Measles causes the highest worldwide mortality among the EFI

target diseases. In some

areas, however, coverage with measles vaccine is lower than with DPT or poliomyelitis
vaccine. Children in the age group at highest risk for measles often have limited
access ro health facilities and health facilities themselves can be majer sources of
measles transmission, All sick and well children attending health facilities should

be screened for measles vaccine eliglbility and immunized om

the spot if indicated.

Efforts should be made to assure that measles vaccine is available on a daily basis at
all health facilities seeing eligible children. A vial of vaccine should be opanaed
even if only a single child attends. Health care providers gshould focug on every
measles case as a learning opportumity to improve measles vaceine coverage. Increaged
emphasis om jmmunizing children against measles will not only help increase measles
vaccination coverage, but will help raise ceverage for DPT and poliomyelitis
vacclnations, particularly second or third doses, as these can be given with measles

vaccination.

- The crippling effects of poliomyelitis are known and feared in most communities where
this disease persists. Global reductions in the reported incidence of poliomyelitls
are already being recorded as a result of EPL and dramatic further reductions can be
anticipated in coming years as immunization coverage lmproves. Administration of oral
poliomyelitis vaccine as early as birth may assist in accelerating the reductions,
Regional targets for elimination of poliomyelitis by 1990 have been set in the

Furopean ami American Reglons,

- Very little progress has yet been achieved in the control of neonatal tetanus, which
remains a neglected disease slthough it causes almost a million deaths a year. Cases
can be prevented both by ensuring clean delivery and postnatal care and by maternal
immunization. FEach case testifies to multiple failures in maternal and child health
care, This disease has disappeared from industrialized countries and should no longex

be tolerated anywhere im the world.

Increased priority for the control of uneasgles, poliomyelitis, and neonatal tetanus should not

dimlnish emphasis on BCG and DPT immunization.

3,14 Continued efforts are also required to:

- gtrengthen disease surveillance and outbreak control. The goal of EPI ig to prevent
disease and death. To assess the impact of EPI activities it is essentlal to have

adequate disease surveillance systems and laboratory suppeort.

Similariy, it is

important to have mechanisms to respond rapidly to disease outbreaks in order to limit
spread. In places where routine surveillance systems are not adequate for programme
management, sentinel surveillance should be vigorously pursued. Outbreak
investigations should be increasingly promoted as the EPL target diseases are brought
under control., Reglonal offices should support national programmes in ensuring that
surveillamce data are used to maximum effect by operational managers.

- reinforce training and supervision. Few countries have comprehensive plans for
initial and refresher training of middle- and peripheral-level staff or encourage
supervigory practices which motivate and help staff to do their best. Particular
problems include high staff turnover and the need to train volunteers for selected

"acceleration” activities,
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- ensure quality of vaccine production, management, and administratiom. All vaccines
used should meet WHO requirements; cold chain systems should be strengthened; and
efforts must be made t¢ ensure that each person to be immunized recelves a vaccine
propatly administered (using a sterile needle and a sterile syringe, if an injectable
product).

- pursue research and development. Emphasis should be placed on the evaluation of
alternative approaches for delivering services more effectively, particularly theose
which directly strengthen other elements of primary health care, and on the
incorporation of new methods and materials which promise to improve programme
management.

3.15 WHO and UNICEF have actively collaborated in support of EPI since the early days of the
programme. The acceleration of natlomal efforts helghtens the importance of this
collaboration, particularly at national level., It may be further facilitated by the
provision of policy guidances from global and regicnal levels (as exemplified by the Planning
Principles for Accelerated Immunizationm Activities), by WHO and UNICEF collaborative
agreements at reglonal level (as has been done in Afxica, the Americas and the Eastern
Mediterranean) aud by country agreements jointly signed by government, WHO, UNICEF, and other
major partners in the fmmunization effort, In addition, WHO and UNICEF should strive to
coordinate administtative and budgetary procedures at country level.

3.16 ‘The EPI Global Advisory Group recommends that the World Health Assembly should reaffirm
its comultment to meeting the 1990 EPI goal and to the pursuit of the five-point action
programme endorsed in 1982, emphasizing the points identifiled above, for the achlevement of
that goal. A draft resclution to this effect is proposed for consideration by the Executrive
Board, to be amended as appropriate in the light of its discussions.

4. DRAFT RESOLUTION FOR CONSIDERATION BY THE EXECUTIVE BOARD
The Executive Board,

Having consldered the report of the Director—General on the Expanded Programme ou
Immunization;l

{1) ENDORSES the recommendations for action contained in that reportj

(2) RECOMMENDS to the Thirty-ninth World Health Assembly the adoption of the following
resolution:

The Thirty-ninth World Health Assembly,

Noting the report of the Director-General on the Expanded Programme on
Immunization and the Executive Board's discussion of the report;

Noting further the general recommendations for action contained in the
birector—-General's report, which emphasize the need to accelerate progress,
furthering the five-point action programme endorsed by the Thirty-fifth World
Health Assembly by: prometing the achievement of the 1990 goal through
collaboration among ministries, organizations and individuals in both the public
and private sector to create effective consumer demand and ensure that this demand

. iz met: adopting a wmix of complementary strategies for programme acceleration]
and ensuring that rapild inecreases in coverage can be sustained through mechanisms
which strengthen the delivery of other primary health care interventions;

Noting also the recommendations for specific actions contained in the
Director~General's report, which call for:; providing immunization at every contact
point, reducing drop-out rates between first and last immunizations, improving
immunization services to the disadvantaged in urban areas and increasing the
pricrity for the control of measles, poliomyelitis and necnatal tetanus;

L Document EB77/27.







