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$. INTRODUCTION

The Global Advisory Group of the Fxpanded Programme on Tmmunization fEPI)

cansists of 12 members.

All WHO Regions are represented, six members being

drawn from panels nominated by the Reglonal Offices and six members bheing se
lected either "at large” or from regienal panels to provide geographical and

technical balance.

Representatives of collahorating agencies and donor sources

are invited to Global Advisgory Group Meetings as observers, and their views are

considered in preparing the report.

The ninth meeting of the EFI Global Advisory Group took place from 13-17

October 1986 in New Delhi in the Regional Office for South East Asia.

Officers for the Group were:

Chaivrman -
Rapporteur:

Professor T..
Dr Mambu-Ma-Disu (Zaire)

The

Kaprio (Finland)

Annexes 1-3 contain & list of participants. a list of documents used during
the weeting and the terms of reference of the Global Advisory Group.

This deogument is not issued to the general public, and
all rights are reserved by the World Health Organization
(WHO).. The document may nat be reviewed, abstracted,
quoted, reproduced or tranmslated, in part or in whaole,
without the prior written permission of WHOQ, No part
ef this document may be stored in a retrieval system or
transmitted in any form or by any means - electronic,
mechanical or other without the prior written permission
of WHO,

The views expressed in documents by named authors are
solefy the responsibility of those authors,

.

Ce document n'est pas destiné 3 2tre distribué au grand public
et tous les droits y afférents sont réservés par I'Grganisation
mondiale de fa Santé (OMS). [l ne peut dtre commenté, résumé,
cité, reproduit ou traduit, pertiellement ou en totalité, sans
Une autorisation préalable écrite de I'OMS, Aucune partie
ne doit atre chargte dans un systéme de recherche dacumen-
taire ou diffusée sous quelque forme ou par queigue moyen
que ce soit - lectronigue, mécanique, oy autre - sans une auto-
risation préalable éorite de 'OMS,

Les apinions exprimées dans les documents par des auteurs
¢ités nommément n'engagant que lesdits auteurs.
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The meseting was opened hy Dr U Ko Ko, WHO Regional Director for South East
Asjia. He welcomed the Group to s second meetling in the Region after an {nler=-
val of seven years. Much progress had heen made hoth in relation te achieving
health for all by the year 2000 and with respect to the EPI. But much alse
remains to he done. The guidance of the Group fn supgesting ways of further
strengthening the EPL would be most valuable.

Acceloration of {mmunization activities is occurring in almost a'l of the
countries of the Region, penerally in collaboration with a variety of organiza-
tions, fneluding United Nations Agencies, bilateral development agencles and
voluntary organfzations. Thig underlines the need for the collahorating organi-
zatinns Lo coordinate thelr own ¢fforts, and to support governments according to
policles which are jolntly agreed. In this regard, Dr Ko Ko asked the Group to
provide glear polligy guldance with respect to the issues on the agenda for this
masting.

In cloging, DIr Ko Ko complimented the EPT on the success which has been
achieved so far, noting the contributions of governments, the support of the
peaple and rhe support from many collaborating agencies.

On behalf of Dr Halfdan Mahler, Director General of WHO, Dr 5. Litvinov,
Asgistant Director General, also welcomed the participants and expressed grati-
tude to the Regional Director for hosting the meeting.

In May 1986, the World Health Assembly had endorsed the conclusions and
recommendations which had originally been made by the Global Advisory Group io
November 1985, These conclusions and recommendations. together with the five
point action programme endorsed by the World Health Assembly in 1982, provide
the bhroad Framework for programme efforts during coming vears. 1t was hoped
that the Global Advisory Group would help to provide more specific guidance to
the propgramme in the context of these past recommendations during ifs delibera-
tions this vear.

Dr Litvinov extended a special weleome to the naw members of the Group: Dr
Focge from the United States {unable to attend), Dr Mambu-Ma-Disu from Zalre,
Dr Masaharu From Japan and Nr Su from China. He also welenmed Professor Kaprio
as the new Chairman.

Mr David Haxton, UNICEF Regtional Ditector for Seuth Central Asfa, added
UNTCEF's welcome. He noted that immunization services had been provided in the
Region for well over 100 years, yet coverage remained low and the toll from
vacelne preventable discases high. To remedy this, a social and polirical
comnltment had now been made ro immunize every child and pregnant woman by 1990.
This presents a formidable task.

UNICEF considers the inregracion of {mmunization with other maternal and
child health services appropriate and cost—effective. Mr Haxton was happy to
note that the Group would be considering ways of hringing together immunizatfon
and control of deficiencies in iodine and vitawmin A. UNICEF experience sug-
gosted thalt the elements of primary health care are easier to promote together
than to promote sepatately. Regular contact 1s needed at the community level
between mothers and children on the one hand and health, nutrition and learning
services on the othear.
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Immunization represents for UNLICEF a ¢ore component of the strategy of child
survival and development. Together with allied programmes, it signifies a new
ethic for c¢hildren, the elements of which are:

- priority for children in natiovnal! planning,

- acceleracion to provide universal coverage of ¢hildren with basic
services,

- demystification and sharing of technical knowledge relevant to child
survival and development, and

- prometion of social learning processes and action through social
communication.

Mr Michael Smith, Deputy Resident Representative for UNDP. India, brought
greetings from Me Draper, recently appointed as Administrator. UNDP considers
the EPY a significant programme and 1s pleased to be 2 contributor to it. Tt
suppotts the EP] at both global and regional levels. At global level, support
has bheen provided for vaccline qualiry control and support will be provided in
the near future for research in the area of applied vaccinology. URDP, along
with WHO and UNICEF, iz a sponsor of IMPACT. an finternaticnal initiative to
prevent avoidable disability, which itself has been an active supporter of the
EP1. UNDF also participates as a member of the Task Force on Child Survival
with WHO, UNICEF, the World Bank and the Rockefeller Foundation. At Regiomnal
level, support is being provided through WHO for a number of national pro-
grammes. In the future, it Is plauned te offer this support as part of a prima-
ry health care package.

Professor Kaprio then assumed the chair, noting his personal pleasure in
returning to this Region. Dr Mambu-Ma-Disu waz nominated and confirmed as
rapperteur, and the provisional agenda approved. The Group began its work with
reviews of progress at global and regional level. Dr H. Nakajima, WHO Regional
Diregtor For the Western Pacific, participated in these reviews on the third day
of the meeting and contributed to the discussion concerning EPI activities in
the Region- The Group concluded with discussions of gelected technuical issues
of global rclevance.




WHO/EPL/GEN/87/1
Page 4

2.  CONCLUSIONS AND RECOMMENDATIONS

2.1 Global

"We are guilty of many errors and many faults
but our worst crime 1s abandoning the childrean,
neglecting the fountaln of life.

Many of the things we need can wait.
The Child cannot.

Right now is the time his bhones are heing formed,
his blecd is being made and his senses are being
developed.

Te him we cannot answer "Tomorrow”.
Hiz name is "Today”

Gabriela Mistral
Nobel Prize—winning poet from Chile

The pulse of the EPI beats with this image in mind. The 1990 target date
for providing immunization serviges for all children of the world draws ever
nearer. And much remains to be done. Global immunization coversge flgures
remain under the 50% mark for BCG, DPT-3, OPV-3 and measles, and epidemics of
the target diseases persist.

The Global Advisory Group of the Expanded Programme on Immunization met (n
New Delhi from 13 to 17 October 1986 to review the global status of the EPI in
conjunction with detaliled reports from wach Region. Tt endorsed the following
conclusions and recommendations:

2,1.1 The Actions propesed by the Group in 1985 and endorsed by the Thirty-
ninth World Health Assembly (1986) to accelerate EPI progress are re—affirmed.
Thege actlons are summarized below along with the conclusions and
recommendations of the Glebal Advigory Group.

1) "Promote the achlevement of the 1990 immunization goal at national and
international levels through collaborationm among wministries,
organizations and individuals in both the public and the private
sactors”.

Programmes commltted ro make substantial improvements before 1990 should
concentrate on what they themselves can accomplish with the resources already at
hand. Countries need to analyeze existing resources and make sure they are using
them to beat advantage. Social mobilizarion efforts are a high priority, as
human resources remain largely untapped. The joint WHO/UNICEF guide "Planning
principles for accelerated immunization activities” remains the best single
summary of social mobilization issues related to national immunization

programmes.

Technical support is required from ministries of health, hut political
support is also necded, to sustain programmes on & permanent hasis. In
addition, support to accelerate and sustaln immunization efforts may be
sollclited from other influential individuals and groups such as:

- religlous leaders,

- women's organizations,

- educators,

- vcelebrities,

- associations of health professfionals.
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International support for the EPY remains essential. Many organizations,
Including United Nations agencies, bilateral development agencies and voluntary
groupa are mnow collaborating in the programme. UNICEF in particular can be
complimented on its efforts. This support will be required until such time as
recipient countries are fully self-sufficient.

2y "Adopt a mix of complementary strategies for programme accelaration”.

Accelervation strategies should include well developed communications plans
and should reinforce mechanisms for registering and following up children and
women eligible for immunization. These have been almost universal features of
programmes achieving high coverage rates. Such strategies may also include
inviting successful managers from the private sector to join advisory commitreas
constituted by the government and working at the community level through
exlsting groups with reputaticns for effective action.

The involvement of the medical profession remains neglected in most
programmes. Thelr support should be sought tn promere {mmunization within their
own practices and to promote lmmunization within the community as a whole. The
knowledge of many physicians in the area of immunization needs to he updated,
and thie ¢ould be appreached both through professioval assoclations and through
continuing educational programmes.

The theme of World Health Day, 7 April 1987, is "Immunizationt a chance for
gvery child”. National programmes are urged to use this as an opportunity for
acceleration activities. Such activities may encompass actual immunization
events (such as a national day, week, or month) or may be used to reinforce
routine serviges. National paediatric, medical, nersing and hospital
associatlions are among the groups which should be encouraged to join in
spongsoring the events planned in conjunction with World Health Day.

Programme acceleration can be stimulated through meetings of natlonal
programme managers. All WHO Reglons should be encouraged to have at least one
such meeting on an annual basis.

3) TEnsure that rapld increases In coverage can be sustained through
mechanisms which strengthen the delivery of other primary health care
interventlons”.

Sound planning and management remaln prerequisites far aceelerating and
sustaining immunization services and for assuring that such servvices strengthen
the health {ofrastructure. Many programmes still need to reinforce the planning
process at peripheral level. This “{implementation planning” consists of
detailing the needs for transport, vaccines, supplies and equipment for each
proposed vaccine delivery point and matehing such needs with the resources
available from district and central levels.

National programmes are urged to develop effective monitoring and evaluatieon
systems, as these provide one of the best guarantees of sustainability.
Approaches which fail, or succeed initially but then falter, can be guickly
identified through changes in immunjzation coverage and disease incldence.

Evaluating the social aspects of immunization programmes presents special
challenges. UNICEF has developed some approaches which sgve now being tried in
"rapid assessments” and programme reviews. The fact that social factors may be
more difficult to quantify and hence, to evaluate, should not detract from the
necessity of regularly reviewing this fundamental aspect of national programmes.
Monitoring over a several-year period is likely to he needed to fully assess the
contributions of social actions to immunizarion services and to the genecal
development of primary healch care.
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4}y "Provide immunizarion at every contact point”.

Immunization coverage rates c¢an be expected to incresse dramatically if
every cantacht with the health services is used as an opportunity for
lmmunization. Paediatric associatieons, and hospliral assovclations and hospital
review committees should be approached to help increase the number of facilities
effering immunization.

Susceplible pergons secking carc from facilifies which offer immunization
should be identified and immunized. Operational research carried ocut in three
countries has demonstrated that a slgnificant proportien of eligible children Is
being turncd away for Inappropriste reasons. Addirtional studies of this nature
in other countries can be instrumental in reforming current practices.

Further emphasis should be placed on immuntzing children as early Iin life as
pessible.  Ln most developing countries, BCG is offered at birth. Where
poliomyelitis remains endemiec, a dese of trivalent oral poliomyelitis vaccine
{(0rv) should be administered at birth or at the firsr subsequent gontact. DFT
immunization should be given from the age of 6 weeks.

5) "Reduce drop-ouf rates between first and last fmmunizations”.

In many programmes, the reasons for high drop-out rates are perfectly
apparent. Systems for fdentifying and following up eligibles are not in place .
Unclean or overcrowded facilitiles, erratic scheduling of services, long
distances between services and homes, long waiting times, and poor communication
betwewn mothers and health staff discourage both initial urilization and return
visits. Better management slone may not solve these problems. Social
mohilization may also be necessary to increass resources and motivation within
the health seclor.

Additional operational research to identify the specific causes of high
drup-out rates should be encouraged. Particularly needed are studies of the
knowledge, attitudes and practices of mothers with respect to immunization.
This research should be undertaken In collaboration with soclal sclentists.

6) "Improve immunizatcion services to the disadvantaged in urban areas™.

Countries may consider the following actions in improving immunization
gervices fn urban areas:

- define the problem: analyze immunization coverage and disease incidence
to plapoint neighbourhoods and population groups at high risk;

— ensdre that existing health facilities provide immunization services;

— improve the quantity and quality of outreach services;

= promote the formation of urban immunization committees or include
immunization among the mandates of existing committesgs Lo assure the
necessary political support for improving services;

— Improve the identification and follow up of persons requiring immunizatcion

gervices. Use “channelling”, "tickler files” and community-wide
reglstration of pregnant women and newborns;
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- enliist the active participatien of private physicians, who are an
important but neglected resource in urban areas;

- use urban programme reviews patterned after national programme reviews, to
highlight problems and develop consensus regarding solutions;

- use one (or more)} urban health facilities as a gsentipel survelllance site
for one {or more) of the taeget diseases. Consider establishing at least
one such site In each capital city before the end of 1987; and

- conglder introducing periodic mass immunization days, weeks or months to
supplesent routine services in cities where coverage 1s inadequate.

7} "Increase priority for the control of poliomyelitis, measles and
neonatal tetanus”.

The time has come for many national programmes to shift the primary concern
of the EPI from immunization coverage to disease control.

Those countries or groups of countries in which poliomyelitis elimination
appears feasible should be encouraged to adopt this as a goal. Ongoing
surveillance of suspected cases with appropriate laboratory support should be
encouraged in all countries currently reporcing zero cases. Reports on progress
in all Regilons should become part of the regular reports to the Global Advisory
Group meeting.

A1l countries can reduce measles morbidity and mortality to low levels,
although measles elimination remains at present beyond the reach of most. In

addition to ensuring high levels of coverage, national meagles control efforts
should include:

— Alerting professionals and the public to the dangers of weasles in order
te enligt their commitment to measles control;

= Investigating measles outhreaks in immunized areas in order to document
and remedy programme fallures.

Neonatal tetanus should be made reportable as a separate entity in all
countries. Bpeclfic neonatal tetanus surveys should be considered in countries
reperting an infant mortality rate of over 50 per 1 Q00 live births or having
more thaan 20% of births attended by untrained persons. Countries in which cases
are recognized should develop a specific strategy for reducing the incidence
below 1 case per 1 000 live births by 1990. If national inclidence is already
below this level, a goal of elimination by 1990 should be adopred.

Strategles should cover a mix of approaches which include:

- efforts to immunize all women of c¢hildbearing age (with special emphasis
o0 pregnant wotien and women known to belong to high risk groups):

- training and supervision of birth attendants; and

~ investigation of cases to determine what action could have prevented
them.

Mass tetanus immunization programmes of women of child-bearing age should be
considered in high incidence areas where there are otherwise limited
opportunities for receiving immunization. These programmes should be planned so
as to address the continuing need for providing fmmunization to women entering
the child=bearing years and for providing reilnforcing doses as necessary.
Tetanus should be included among the antigens administered during campaign
activities.
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2.1.2 Diseasﬂe surveillance.

Effective disease control requires effective disease surveillance.
Surveillance is currently one of the weakest elements of the EPI and should
regeive priority attention at all levels.

Countries are urged to:
- adopt standard case definittons for the EPL target diseases;

- strengthen routine reporting of cagses, with special emphasis on
poliomyelitis, measles and neonatal tetanus (childhood tuberculosia, and
pertussis may also bhe appropriate in scome programmes);

— establish supplemental mechanisms for monitering trends of the targer
dizeases when routine reporting remains too slow or too insensitive;

=~ provlide regular feedback to these originating the data; and

= take appropriate action on the basis of the data received, including
investigation and control of ocutbreaks and revision of programme strateglien.

Reglons are urged to develop plans to further strengthen natfiopal and
repional surveillance systems.

A system of local area monitoring has been promoted at the global level in
recent years. It entails obtaining trend data on target disease incldence from
selected facilities in the major cities of the most populous developling
countrtes. Such an approach can be useful at national and regional level to
highlight the problems encountered in developing effective services in urban
arcas, and to provide a rapid indication of programme impact. Tts potential ar
global level should be further evaluated.

2.1.3 Immunization and AIDS

In countries where human fmmunodeficlency virus (HIV) infection is
consldered a problem, indfviduals should be immunized with fhe EPI aantigens
according to standard schedules. This also applies to individuals with
asymptomatic HIV infection. Unimmunized (ndividuals with clinical (symptomatic)
AIDS in countries where the EPL target diseases remain serlous riasks should not
receive BCG, but ghould recelve the other vaccines (Table 1).

In general live vacelnes are not gilven to ismunocompromized Individuals, but
in developing countries, the risk of measles and poliomyelitis in unimmunized
infants is high and the risk from these vaccines, even in the presence of
symptomatlic HIV ianfectlion, appears to bhe low.
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Table 1

Recommendations on use of EPI antipens in HIV-infected individuals
in gountries wherg the EPT targef diseases remaln ifmpeortant causes of morhldicy.

Vaccine Asympromatic Clinical AIDS
DFT Yes Yes 7
BCG Yes No
Infants QrvV Yes Yes
Iry Yas Yes
Measlesg Yes Yes
Tetanus
Women toxoid Yes Yas

2.1.4 TInjection equipment and sterilizatilon pragtices

The WHO/UNICEF Joint Guidelines for the selection of injection eguipment
for the EPI are commended to the attention of national programme managers. The
following recommendations contained in the guidelines are particularly
important:

~ a slugle sterile needle and a single sterile syringe should be used with
each injection;

- reusable needles and syringes ace recommended for use fn developing
countries. They should be steam sterilized between uses. Boiling 1z an
acceptable alternative procedure until steam stervilization is available.
The number of reusable needles and syringes, and sterilizers, should be
adequate to ensure that operations are not {impeded by sterilization
requirements. The low cost of the new reusable plastic syringes now makes
this possible;

- disposable needles and syringes should only be used if it canm be assured
that they will actually be destroyved after a single use. If this cannot be
assured, reusables should be used with scrupulous attention Eo
sterilization;

- disease transmission by use of jet injectors is rheoretically possible and
has been documented in humans in & single situation. Until further studies
clarify the risks of disease transmigsion with differvent types of jet
injectors, their use should be restricted to special circumstances where the
use of needles and syringes is not feasible because of the large numbers of
persons to be immunized within & short peried of time.

2.L5 Incorporation of additional vaccines In the EPI

National immunization programmes should continue to review the
appropriateness of Including other vaccines ag new or improved vaccines bhecome
available at an affordable cost. Measles-mumps-rubella vaccine (MMR) is already
in routine use in a number of industrialized countries, and its use in most
industrialized countries would seem appropriate. Rubella vacgine should only be
recomménded 25 a childhood immunization when a high coverage can be assured,
howaver, and developing countries will need to review the appropriateness of
using rubella and mumps vaccines within the EPI.
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A new agallular pertussls vaccine developed in Japan has been approved for
manufacturing. Tt is now widely used in Japan and is undergoing extensive
testing elsewhere, Indications are that it Is equally effective and causes
feewer Tocal and general reactions when compared with the presently used whole-
cell vaceine.,

Pertussis remains an important cause of morbidity and mortality, and full
use should be made of existing whole—cell vaccines until such time as improved
vaceines are avallable at affordable cost.

Yellow fever is a major cpidemic threat in Africa. Tts severity i«
reflected by a case—fatality ratio of 254, Yellow fever vaccine is safe and
elffective and {5 already included in some West Afrigan immunization programmes.
Countries fFalling within the African endemic—epidemic belt should consider its
incorporation within the EFIL.

Hepatitis B vaceioe should be considered an important priority 1in countries
with carrier rates of hepatitis B surface antigen above 10%. The vaccine fs
L1111 expensive, however, and its widespread use should be based on
epldemivlogical and serological studies indicating that the benefits of
immunizarion outweigh the casts. Efforts toe reduce the costs of this vaccine
gshould be promotad.

2.1.6 Prevention of iodine and vitamin A deficiency

The EPI should contlnuonsly explore opportunities for prometing other
interventions which have the potential to reduce morbidity and morraliry,
especially among children and women of child-bearing age. Io selected areas of
the world, the provision of todine and/or vitamin A represent such
Interventions. EPT workers are encouraged to investigate the degree to which
immunization delivery systems can be used to complement national nutrition
programmes to provide iodine and vitamin A to populations at risk.

2.1.7 Cold chain monitors

Cold chain time/temperature monitor cards should be used routinely at all
tevels. Protocols describing ways in which these monitors can be used in
routine supervision and in programme reviews should be developed at regional and
zlobal levels.

2.1.8 BResecarch and Devclopment

Investments in research and development are essential to assure that
coverage and disease reduction targets are reached, and they should be
Increased.  Ar national level, efiorts should be made to involve collaborating
institutlons such as medical faculties and epldemiology training units in
conducting research to solve operational problems.

At regional and global levels, efforts should focus on ¢ollaborating with
other agencies and organizations which support research, on providing research
protocols to natiocnal managers for problems of common fnterest and on providing
specific financial support for investigation of fssues of the highest priorvity.
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Areas of particular interest include:

= vacelne delivery, including studies of missed immunization opportunities
and reasons for non=utilization of immunization services;

— prevailing levels of knowledge, attitudes and practices relating to health
and the prevention of disease;

- logistics (cold chaln, needles and syringes, sterilization, the
development of a single-dose self-destrucring injectlon device and the
development of potency indicators usable on individual vials of vaccine);

- vagcineg development, particularly with respect te improving heat stability

and reducing the number of doses required and studying the possibilities of
administering newly developed vaceines with the EPI antigens.

2.1.9 Measles immunization and childhood mortality

A well deslgned retrospective study was recently completed in Matlab,
Bangladesh. Tt documented a 38% reduction in movtality in children aged 10-60
months as a result of messles immunization. Further studies of this nature
aro encouraged.

2.2 The EPI in the South-east Asia Repion

The Global Advisory Group took note of the Regional overview and
the presentations made by six countries in the SEA Region (Bangladesh, India,
Indonesia, Nepal, 5ri Lanka and Thailand). Signiflcant progress has been made
in many countries of the Region since the 1979 Meeting of the Group in New
Delki. Sri Lanka and Thailand have recorded dramatic reductions in the
incidence of poliomyelitis and diphtheria, all the EPI diseases are at low
levels in the DPR Korea and Mongolia, and national acceleration activities are
being implemented in some countries.

Measles vaccine has now been introduced in all ¢ountries. The vaccine has
been rapidly accepted into the EFI in Sri Lanka, where recent surveys showed a
coverage of more than 50 per cent only one year after the antigen was
introduced. This indicates that new antigens can be rapidly and successfully
introduced into well developed programmes.

The close collaboration occurring between Member Countries in the Region,
WHO, UNICEF, and bilateral agencies in developing the EPI is noted as a very
pesitive fagtor. Joint Government/WHO/UNICEF plans of action have been prepared
in Bangladesh and Burma.

The diversity of the stages of programme development and the size of
eligible populations are striking. Some countries have already established well
functioning immunization programmes, achleving high levels of coverage and
documented reduction in incidence of some EPI target disemses. Others have
achieved medium levels of coverage and still require further development of the
immunization infrastructure or geographical expansion of the programme. A third
distinct group has only achieved low coverage and requires rapid acceleration of
activities to achleve the EPT goal by 1990.
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Different programme strategles necd to be developed for each of these three
groups. High coverage countries aeced to maintain or increase coverage and
lmprove monitoring of programme Impact. Medium coverage countries should review
their programme strategies and accelerate programme operations to lmprove
immunizatlion coverapge and disease survelllance. Although all countries need to
enlist political commitment and create demand through soclal mobilization, low
coverage countries especially need to focus on these methods and also identify
and remove programme constraints.

Dverall, the immunization coverage In the Region, though increasing, remains
low. Only 5 per cent of infants receive measles immunization, 30 per cent
receive a third dose of OPV, 32 per cent receive BCG, and 37 per cent recelve a
third dese of DPFT. Only 31 per ¢ent of pregnant women are fully immunized with
tetanus toxoid. Meeting global goals will be crilically dependent on SEAR's own
progress, slnece this Reglon has more newborns than any other Reglon.

Increasing itmmunizacion coverage levels to a point where significant
reductions in worbidity and mortality can be achieved and sustained remalns a
formidable challenge. It 15 important that the sustainability of programmes be
constdered from the initial planning of acceleration activities.

The Group endorses the recommendations of the 1985 Regional EFI National
Programme Managers Consultative Meeting (Annex 5) and emphaslzes the following:

(1) Naticnal Immunization Plans of Action should be reviewed and, if
necessary, updated to reflect the programme acceleration reguired to
meet the goal of Universal Child Immunfzation. 1In addition, plans
should be developed at local levels taking into consideration the
diversity of resources, constralnts and other relevant comditions In
each area.

(2) Social mobilization should be given high priority to create community
awarencss of, demand for, and participation in, immunization
programmes. Such mobilization sheuld be designed to help strenmgthen
the health infrastructure and other components of Primary Health Care.

(3) Countries should review and, if necessary, revise the age of initial
immunization in thelr national schedules in light of the
reconmendations of the 1984 Global Advisory Group. BCG and an extra
0PV dose should be offered at birth or first contact. The series of
three DPT and OPV dozes should be started at 6 waeeks of age-

(4) To protect {nfants Iin the neonatal period, all women in the
reprodugtive age chould be immunized with tetanus toxoid (TT). If a
country Finds that it is not yet pessible to introduce TT teo this large
target group, then TT should be given to pregnant women and the
foasibility of providing TT to all unimmunized or partially fommunized
mothers who bring their children for care should bhe explored.

Countries should alse censlder offering TT to students.

{5) All countries should conslder enumeration of eligibles using locally
avallable resource persons. Regilsters of eligibles are {mportant in
tdentifying and following up infants and women who do not present for
immunization or who have not ¢omplered Immunizations.




(6)

(7)

(83

(9)

(10}

(11)

(12)
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Immunization data should be reported for the age group of less than 12
months and for the age group of 12 or more months.

EPTL should utillize and improve data generated from the routine disease
surveillance system. Sentinel surveillance systems may be necessary to
genevate more Teliable data on EPT target disease trends and programme
impact. Sentinel surveillance can also complement routine reporting
systems by providing additional information such as age, immunization
status, resldence in a defined c¢atchment area, disease rates and
seasonal patterns. Countries and the Regional 0Offica should work
together to establish special sentinel sites in accordance with the
concept of Local Area Monitoring to provide trend assessment of EPI
target diseases.

The establishment of regional disease reduction targets for negnatal
tetanus and paraiytic poliomyelitis is commended. Those countries that
have not yet established disease reduction tarvgets should sat such
targets by 1988 for the period 1990-1995. Regional disease reduction
targets should be monitored and revised, as necessary, at future
Regloral EPT meetings.

The Group took mote of the usefulness of national newsletters and
encouraged 1lssuing of periodic EPI newsletters or bulletins to provide
feedback on programme monitoring and evaluation indicateors. Such
newsletters and bulletins can serve to publicize the importance of the
target diseases in terms of thelr high costs in morbidity and
mortality. Examples of decreases in digsease Incidence as evidence of
programme impact should also be stressed to encourage health workers
invelved in immunizatlon activities. A means for periodic exchange of
EPT Information should be considered at the regional level.

Use of computerized EPI information systems for immunization coverage,
target digsease incidence and other important programme monitoring
indicators should be encouraged at country level. The Reglonal Office
should assist in this effort by developing software that can be adapted
to the programme needs in countries.

National programme evaluations should be performed in countries which
have not yet conducted such evaluatious. Follow-up evaluations should
generally be conducted every 3 to 5 vears to assess and refine
accelerated immunization strategies., Monitoring of the implementation
of the recommendations from nationmal programme evaluations should be
done on an annual or semi-annual basis. Countries with large
populations should be encouraged to undertake programme reviews at sub—
national levels.

Training at all levels for EPI should be strengthened by preparing
locally relevant training and health education materials. EPT should
be included as a topic in all health, and health related training
Programmeas.
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3. SUMMARY OF THE GLOBAL AND REGIONAL PROCERAMMES

3.1 GLOBAL OVERVIEW

A comprehensive review of EPL progress was presented by the Director—-General
to the World Health Assembly in May 1986 (document A39/15). In resolution
WHA39.30 (Annex 4), the Assembly, inter alia:

— affirmed that the EPT goal remaios a global priority and
represents a milestone toward achieving health for all by the
year 2000;

- warned that the goal will not be achleved without continulng
accelervation of national programmes; and

- urged Member States to pursue vigorously the rccommendations
for actlon contained Iin the Director—General's report and to
commit themselves fully to achieving the 1990 immunization
goal as part of their strategies for achieving health for all
by the veatr 200 through primary hegalth care.

The Director=Ganaral's report remains the best current overview of programme
propgress. Data from that report are updated in Annex 6 which provides estimates
ofs

- fmmunizat{ion coverage, by country, for the 25 largest developing countries

and in total for the remaining developing countries, the lndustrialized

countries and the world (Table 1);

- immunization coverage by Region (Figure 1);

= reported incldence rates of measles, tetanus and poliomyelitis, 1974-1385,
(Flgure 2);

- annual estimated deaths due to the EPI target diseases (Table 2);
- estimated cases and/or deaths prevented from neonatazl tetanus, pertussis,

measles and poliomyeliftis (Table 3).

The overview presented to the Global Advisory Group focussed on the
recommendations for acceleration which were endorsed by the World Health
Azgembly in 1986. It also contalned recommendations pertalning Lo

« {mounization of children {nfected with human immunodeficiency virus
(HIV),

- the selection of injection equipment for the EPI,

- KPI collaboration in the prevention of iodipe and vitamin A deficlencies,

- inclusion of other antigens in the EPT.

As most of the material contained in the global overview, after modification
in the light of the discussions of the Glebal Advisory Group, has now been

Lncorporated within the Group's conclusions and recommendatfons, it will not be
repeated in this section of the report.
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3.2 AFRICAN REGION

Adoption of Resolution AF/RC3I5/R9 on African Immunization Year {AIY) by the
35th Regional Committee in Lusaka plays a significant role in promoting the EPX
in the African Region. National authorities, international and non—governmencal
organizations, bilateral development agencies, and ascoclations are all
contributing to the implementation of AIY-1986.

In 24 countries of the Region an accelerated EPI was launched, often in the
presence of the President, Head of State or the Minister of Health. TIn many
cases the launching ceremony has been linked with World Health Day.

3.2.1 Promote EPT within the context of primary health care (PHC)

At the 35th session of the Regional Commitree some delagations expressed
concern that the African Immunization Year approach may generate short-term mass
immunization campaigns and independent vertical structures based predominantly
on moblle immunization teams. As a result many national programmes adopted the
ALY strategy as an instrument to inerease community awareness for BPI and
strengthen the general health {nfrastrucrure.

Action plans for the implementation of programme agceletration in the
Region are summarized in Table 2.

During 1985-1986 special attention was paid to community mobilization.
Among approaches used were organization of special immunization days or weeks,
strengthening of routine immuenization activities, carrying out immunization
rounds or pulses and accelersting immunization in large urban settings.

In several countries the EPI also promotes immunizations to prevent yallow
fever and cerebrospinal meningitis (Table 3). Hepatitis B vaccine is also being

introduced in one country.

3.2.2 Invest adequate human resources in EPI

Three intercountry courses wete organized by AFRO for mid-level personnel
and ¢old chain technicians in both 1985 and 1986. The national courses reported
to AFRO include:

1983 - 20 courses, 527 participants,
1986 - 25 courses, 598 particlpants.

Since 1977 more than 26 000 personnel from all levels of the health services
have heen tralned in EPI.

Twe intercountry meetings in English and French were organized for EPI
Programme Managers in 1985-1926 and ane 15 in preparation for Portuguese
speaking countries. The objective of these meetings was to discuss ways and
means of implementing the Regional Committee's recommendatlons on the African
Immunization Year. Several countries organized similar meetings for the
programme managers at state or regional levels.
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Table 2

Accelerated EPT

Committee for

EFT accelera-

Country launched aceeleration tion actlon
established plan prepared
| Algeria ) +(*)
Angola + + +
Benin planned - 1986 + +
Botswana +
Burkina Faso + + +
Burundi + +
Cameroon + + +
Cap Verde
Centr.Afr.KEep. +
Chad L
Comoros + - +
Congo planned — 1986 + +
Equat. Guinea +
Ethiopia + +
Gabon ) planned — 1986 +
Gambla o planned - 1986
Ghana + + +
Guinea + + +
Guinea-Bissau planned - 1986 + +
Tvory Coast planned - 1986 T
Kenya +
Lesotho + +
Liberia +
Madagaskar + + +
Malawi + L * +(*)
Mall +
Mauritania
Mauritius
Mozambique + +(*)
Namibia o
Niger
Nigeria + + +
Reunion
Rwanda
Sao Tome and +
__and Pringipe
Senegal + + +{*)
Seychellas
Sierra leone + + +
5t Helena
Swaziland + + in preparation
“Tanzania s + +
Togo +
Uganda + + +(*)
Zaire +
Zambia + + +
Zimbahwe + +

{*) — Not confirmed
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Tabla.3
AFR countries using additional vaccines

Country - Vaccine
" Butkina Faso Yellow Fever
Chad Yellow Fever
Centr.Afr.Rep. Yellow Fever
Camhbia Yellow Fever
Hepatitis B
Ghana Yellow Fever
Ivory Coast Yellow Faver
Meningitis
Niger Yellow Fever
Meningitis
Nigeria Tellow Fever
Meningitis
Senegal Yellow Fever

3.2.3 Invest adequate financial resources in EPI

Cuts in the regular budget caused certain difficulties in carrying out
intevcountry activities in rhe heginning of 1986.

The WHO country allocations have increased for the 1986-87 biennium, as

Member States embarked on ALY with a variety of acrivities reguiring additional
financial inputs.

3.2.4 Ensure that programmes are continuously evaluated and adapted so as to
achieve high Tmmunization voverage and maximum reduction in tarpet
disease deaths and cases.

During 1985 and 1986 - 15 and 18 countries respectively have undertaken EPT
programme reviews/evaluations. These were national activities with participa-
tion in mos: cases of international personnel from WHO, UNTCEF, SCF, Rotary
Internacional and/or USATD. Cold chala reviews were also undertaken in 13
countries.

A report evaluating the progress towards implementation of African Tmmuniza
ticn Year was submitted £o the Regional Programme Committee. In 1985, only 20%
of target population in the Reglon was fully immunized, a=s compared with a
target of 75% by 1990. Assuming that the programme started in 1974 with an
immunization coverage of 1%, the average annual increase in coverage must have
begn in the order of 2¥ in the period 1974-1984. With such a low rate of in—
crease, ir would follow that the 1990 target could be achieved only after the
year 2000. This was not acceptable to the member states. Therefore, resolution
AF/RC353/RY called for agceleration in order to substantially increase the cover-—
age within a short time fnterval. Considering the mobilization potential of ALY
it is expected that by 1987-1988 the coverape will increase to 50% in the Re-
gion.

3.2.5 Pursue research efforts as part of programme operations

In Uganda, by using s new survey methodelegy by which the neatrest households
to existing health facilitles (within 1 km) were covered, it was possible to
establish that despite good access to health facilities, under—utilization of
PRC services occurred, resulting in low immunization coverage and high mortality
rates. TInstrument sterilization studies were conducted {n Malawi and Zaire, and
a research project in Zalre involved comparison of different methods of immuni-—
zatlon coverage surveys.
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3.3 AMERIGAN REGLON

The Expanded Programme on [mmunization (EPL) has made major advances since
it was launched i cthe Region of the Americas in 1977, Immunization covearage
has approximately doubled between 1977 and 1984, rising from 25-30% to over 607
fn children under one year of age. As a consequence, incldence rates of the six
EPT diseases have becn greatly redoced.  These achtevements have been particu-
larly dramatie For peliomyelitis, and have led to the decision to eradicate the
indigenous transmission of wild polio virus from the American hemisphere by
1990.

3.3.1 Status ot the EPI Diseases in the Regfon

Most countries of the Caribbsan are achicving high immunizatfon coverages in
children under one year of age and have reduged morbldity and mortality from the
EPI disvasvs to very low levels. Measles continues to be the most frequently
reported of the vageine preventable diseases in almost all countries. Only in
the Caribbeuan sub=region has there been 2 marked decline in measles incidence
over Lhis peciod (Figure 1).

Figurce L
Measles in the American Reglon, by Sub-region, 1981-1984%
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Bocause of weak surveillance systems in many countries, the mortality from
neonatal tetanus ig not known. Provisional data for whooping cough and diphthe-
ria in 1985 zhow that tropical South America reported well over half of the
cases in the Reglon.

There has been s continuing downward crend in poliomyelitis since the EPI
was established in 1977 (FPigure 2). For 1985, 791 cases had been reported from
15 countries in Latin America and the Caribbean, as compared to 613 cases
reported from 13 countries in 1984. For the first 40 weeks of 1986, BOZ cases
have been reported from ten countries in the Reglon, as compared to 517 cases
from eleven countries for the same period im 1985. This increase is probably
duc to more active disease surveillance, which has resulted in a greater
proportion of csses being reported to health authorities.
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To moniter poliomyelitis activity at the regional level, PAHO requested in
January 1986 that each Member Country send a telex each Monday to PAHO indicat-
ing the number of poliomyelitis cases reported the previous epidemiological
week. Every Wednesday, PAHO sends a telex to each country advising the cumala-
tive number of cases reported, by country, through the most recent reporting
peried, and the cumnlative number of cases reported for the same period the
previous vear.

Countries with suspecrted pollomyelitis cases are developing mechanisms to
assure immediate case investigation and the implementation of econtrol measures.
The reglonal level is also prepaced to assist countries in all phases of pelio
investigation and control.

Figure 2
Annual number of reported cases of poliomyelitis,
American Region, 1969-19R5
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3.3.2 Regional EPI Managers' Meetings

To further strengthen the EPI and improve polio eradicstion activities, EPIT
programme managers from the English-speaking Caribhean and from Latin America
met during November 1985 and May 1986, respectively. The objective was to
review and assese progress to date and to exchange ideas on how to correct
prohlems impeding the national programmes.

In order to reach the goal of reglonal elimination of wild polio virus and
assure that immunization programmes are sustainahle, each country prepared &
draft plan of action to be discussed at the EPI managers' meetings. The plans
for the 1983-1986 meetings focussed on improvemests in the health infrastruc—
ture, development of human resocurces, target setting for immunization coverage
and disease reduction, formulation of strategles for {mproving immunizarion
coverage and preparing budgets.

3.3.3 Programme Acceleration

In order to promote the achievement of the 1990 immunization goals various
countries in the Region are using different strategies to increase immunization
coverage. ‘
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in various farmg national tmmunization days were held in Mexico, Paraguay,
Peru, REcuador, Belize and Guatamala. In these countries, detailed plans ware
prepared for every icvel of the health system. Organizing committess wern
established to carry out and follew up preparatlens for vacciue delivety, pro—
curement of cold chain and related gsupplies for administering vaccines, training
of health workers and volupnteers and creation of temporary Immunization posts.
Onc of the key elements of all the accelerated efforts has been the use of mass
publicity and the mobilization of the populations of these countries.

A major recommendaticn of the first Technical Advisory Group meeting was to
review the national laboratories in the Region in order to assess thelr
strungths and weaknesuses, particularly with regard to support for the polin
eradication cffort. These cvaluations have been carried out {nr Argentina,
Braxzil, Chile, Colomhia, Costa Rica, Cuba, Ecuador, Guatemala, Honduras, Jamai-
ca, Mexico, Peru, Trinidad (CAREC), and Venezuela.

In aceordance with the Palio Plan of Actlon, all countrles should have
access to laboratory facilities for poliomyelitis studies. The laboratory
review showed that polio virus isolation and fdentificatinn methods are fatrly
wiell standardized, but methods tor polio virus serclogy and vaccine titration
are less standardlzed. Problems with collection pnd shipment of specimens, with
Figgue cultures and with the lack of supplies and equipment are slignificant at
most laboratories.

3.3.5 Technical Manual on Poliomyeliczis Eradicatinn

Following the Dieecting Council's approval of the Polio Plan of Action in
September 1986, work began on a draft Technical Manual for the Eradication of
indigenous Transmission of Wild Polic Virus in the Americas. The manual 15
designed to aid natfonal authorities and programme managers in the preparation
of national manuals or guidalines for polio eradication.

3.3.6 Surveillance

Tn addition to the draft manual referred ro above, a series of guldelines
have been developed to maximize the scnsitivity and specificlty of poliomyelitis
surveillance in the Americas. These guifdelines are necessary im order to imple=-
ment contral measures in a timely and efficient manner and to mopltor mere
rigorously progress towards the eradicatlion of wild pelfo virus transmission by
199G. These guldelines, prepared with the collaberation of the Centers for
Disesse Control, Atlanta, are presently being implemented in several countries
of the Region.

The main components of the system are the identification and training of
personnel at state/provineial level to be responsible for survelillance activi-
ties; Lhe establishment of adequate OPY coverage levels in populations at risk
for esach community; uniform case and outbreak investigation; appreprilate re-
cord keeping systems and containment activities.

3.3.7 Training

Schools of public health continue to be strong participants in EPI tralning
activities, which are now aimed primarily at survelillance. Materials for an EPI
survelllance course were originally produced by the school of public health of
Rio de Janeiro. Further cooperation is now raking place with the schools of
public health of Buenns Aires and Mexico.
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3.3.8 Technieal Advisory Groﬁp {TAG) Meeting

The second and third meetings of the Technical Advisory Group on EPI and
Polio Eradication in the Amervicas were held in Mexico City, 15-17 January 1986
and Iin Brasilia, 10-12 September 1986, respectively.

The major recommendations of the TAG members included revised definitions
for suspected, probable and confirmed cases of poliomyelitis; emphasis on
sustaining at least 807 immunization coverage in children under ome, not only om
the national level, but in each geopolitical unit: and the need for laboratory
investigation of all cases diagnosed as Guillain-Barre syndrome. The group also
made recommendatiouns regarding contalnment activities, improved case finding and
case Investigation, laboratory support and national management.

3.3.9 Evaluation

Eight countries carried out evaluations of their programmes in 1985, three
of them for the first time (Mexico, Paraguasy and Suriname). Joint EPI/CDD
evaluations were carried out in Ecuador in September 1985, and in Suriname in
November-December 1985.
3.4 EASTERN MEDITERRANEAN REGION

The three main features in this Region during the past year have been:

- a clearer definition of those member states where progress towards

unlversal child immunization was such that, without additfonal activity, the

1990 target was unlikely to be reached;

- the development and implementation of acceleration policies aimed at
increasing immunization activity, particularly in the above countries; and

= Improved levels of coordination betwesn agencies supporting EPI in the
Region,.

3.4.1 Promotion of EPI within the context of primary health care (FHQl

The zceeleration of fmmunlzation activities, involving the use of many
resources, intensive media coverage, increased demands on staff time, with much
financial support, clearly poses a potentlal threat to the policy of broadly
based PHC development. The belief, within EMRO, is that involvement of leading
political figures, popular personalities and the media in EPI, with greater
covperation between all concerned ministries, will give all health matters,
especially preventive health measures, a higher level of visibility to decision
makers, financlal controliers and the public itself.

Acceleration activities will undoubtedly lead to higher rates of face to
face contact between health staff and the public, and to increased attendance at
health units. These opportunities for health education, with discussions on
other health interventions need to be taken, and this actlon forms part of the
pelicy basis for all immunization acceleration in EMR.

Afghanistan, Djibouti, Egypt, Tran, Iraq, Oman, Pakistan, Somalia, Sudan,
and Syria have already carried oui acceleration activities.
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In Somalia, Sudan and Trag, presently avallahle experience suggests that,
after a well planned acceleration campaign, feollowed by well matntalined ser-
vices, immunization levels have remained well above those exdsting before the
campaign. However, in Pakistan, staffing levels were reduced in the most popu-
lous ares afver an effective accelerated health programme and this resulted in a
marked drop In coverage levels. Steps have now heen Laken to rc—establish
Former staff levels. Karly results from programmes undertaking acceleration
activities suggest that deop vut rates following campalgns Involving intensive
public information through the mass media are markedly Tower than during routine
prugrazmnes -

3.4.2 Tnvest adequate human tesources in EPI

22 countries of the Region now have a full time or part-time EPI manager and
all countries have a focal point responsible for immunization agtivities. Most
of these staff have received senior tevel EPT training in planning and manage-
ment .

WHO provides 2 medical offlcers and a cold chain cngineer at the Regilonal
Office, 4 medical Officers, 4 international and 7 navlional technical officers at
the country level.

Mid-level managers have been identified in all countries and appropriate
tralning given to over 1500 health staff. JTncreasingly, courses at the national
level are combined with trairing for other interventions, notably the superviso—
ry skills cooursc of CDD.

Within the countries of the Ragion, emphasils in training has moved from
senfor and mid-level trafping towards ensuring thal peripheral health workers
have skills appropriate for their EPIL responsibility, whether as part of their
normal duties or as part of of an acceleration activity. Increased attention at
Lthe intercountry level has been paid to developing the technical skills required
for ¢old chain maintenance and repairc, and to developing skills for in—country
training for all levels of the EPT.
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Reported coverage levels, EMR, DPT-3/0PV-3, measles and BCG,

data available ar September 1986
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3.4.3 Invest adoquate financial resources in EPI

Puring the past two years increased levels of cxternal funding have be-
come avatlable for immunization in member countries. Such increases are ex-—
pected to continue for the next four years. While the financial needs of EPT In
the Beglon are met mainly from national resources, much additfonal funding has
been provided, particulariy by UNLCEF, USAID and AGFUND. A part of the Volun-
tary Funds available to WHO is also utilized for support of regionmal EFI activi-
ties.

Other UN agencies have made significant contributions either in the provi-
slon of equipment or fn providing lmmunization services to selected populartions.
Several NGO's, notably Rotary Tnternational in Sudan, SCF (UK) in Sudan and
Somalia, and Médecins sans Froantiéres in Sudan are making effective contribu-
tions which are well integrated inte national programmes.

3.4.4 Ensure that prugrammes are continuously evaloated and adapted 50 as to
achieve high immunization coverage and maximum reduction in targel disease
deaths and cases

Within EMR, immunization coverage levels in children aged less than one
year have been maintained at high levels or have Increased, in all except one
country where local factors, subsequently corrected, caused & small percentage
drop in coverage (Figure 3). The policy of targeting immuniration activity at
the under one year priority age group is now reglonally implemented, although
aptimal WHO Iimmunization schedules are oot yet belng applied in all countries.

Progress was made in many countries in developing improved systems of sur-—
velllange and, although reporting efficiency remaing low in almost all coun-
tries, previous downward treads in reported incldence rates of all EPT rarget
disesses, except tetanus, continued in 1985,

Reglonal performange in eliminating NNT is poor. Less than 4% of all women
fn Lhe age group 15-44 years, and only a reported 14% of all pregnant women are
annually receiving two doses of tetanus toxoid. No figures for cumulative
levels of ifmmunity are yer available. However, awareness of the need to report
neconalal tetanus as a disease separate from other forms of tetanus 15 increas—
Ingly accepted, although delays In modifying reporting procedures do not yet
allow thiz to be applied in 511 membar states.

Table 4 shows the EPI reviews condugted by member countries, by year, since

1980. A further five reviews are planned for 1986.

Table 4
EPI programme reviews in the Eastern Mediterranean Regiom

T Population| % Regiomal
Year Countries reviewed {(millions)| population
1980 Bahrain, Somalia, UAE 5.94 i 2
1982 Jordan 3.13 1
1983 Oman, Syria, Yemen 16.66 6
1984 Cyprus, Egypt, Ilran,
Pakistan 183.63 62
1985 Saudi Arabias, Iragq,
Tunisia, Dem. Yemen 34.2 12
Total 1% countrias 243,56 RS
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3.4.5 Pursue research efforts as a part of programme operations

Within EMR, research is being carried out with respect to the incidence of
paralytic poliomyelitis, neonartal tetanus, to the use of two-dose schedules of
immunization, the persistence of maternal measles antibodies and to means for
developing surveillance systems. In promating the development of management
competence to obtaln high levels of coverage, research has been relatively
neglected. Much investigative work has, however, been carried out by programme
staff and included routinely in project operations.

3.5 EURCPEAN REGION

The European Regional Office defimed its role in the WHO 7th General
Programuwe of Work as follows:

= to help make existing knowledge better known,
- to promote prlerity health resesrch,
— to aet as & catalyst in promofing national health policy
development towards HFA 2000,
— t¢ improve cocperation and coordination between {nternational
organlizations active in the health field.

The Expanded Programme on Immunization includaes all these components.

3.5.1 Magnitude of the problem

Communicable diseases are the third main cause of death (8%) after
cardiovascular diseases (54%) and ueoplasms (19%) in industrialized counrries.

Table 5 shows the changing pattern of vaccine preventable diseases between
1961 and 1983.

Table 5
Estimated incidence 0f vaccine preventable diseases,
European Region, 1961 and 1983

Disease 1961 1983

Diphtheria 59 Q00 2 130
Tetanus 10 650 2 840
Fertusgsia 784 000 217 o070
Measles 2 132 000 1 252 Q00
Poliomyelitis 22 220 490
Mumps 2 400 000 2 373 900
Rubella 1 300 000 1 260 130
Tuberculosis 600 000 175 600

3.5.2 Policy

The European Region first adopted immunization policies in 1959 at the
European Technical Conference on Control of Infectious Diseases through
Vaccination Programmes {Rabat, Morocco). These were reviewed at the Second
Conference on Immunization Policies in Burope (Karlovy Vary, 1984).
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In the framework of the Regional HFA 2000 strategy, Target 5 has been formu-
lated and adepred at the 34th sesslon of the Regional Committee, Copenhagen
1984, The part of Target 3 devoted ro EPL states:

- By the year 2000, there should be no indigenous measles,
paliomyelitis, neopnatal tetanus, coengenital robella or diphthe-
ria in the Region.

- This target could he achleved through a well organized primary
health care system ensuring effective epidemiological surveil-
Lance and vaceination coverage.

FParticipants of the Second Conference on Immunization Policies in Europe
worked cut specific recommendations to achieve Target 5. They lmcluded recom—
mendations to eliminate poliomyelitis and neonmaral retanus from the Regfon hy
1990,

The Huropean Advisory Group on EPL had a meeting in Copenhagen in Seplember
1986, which summed up the results of the work conducted during the period of
1984-198%. The group found that some of the recommendations of the Second
Conference on Tmmunization Policies in Europe (1984) were implemented success-
fully, whereas others were not: out of 32 Member States, only 8 had prescnted a
formal declararion on their support of regional target 5 and on serting up their
EPL naticonal targel.

3.5.3 Major achievements

An information system on the incidence and surveillance of infectinus dis-
eases was cstablished at the WHO collaborating centre in Rome (1984)}. Sentinel
survelllance has been intreduced in some countries (Belgium, France, Nether-—
lands, United Kingdom}. 7This demonstrated striking underreporting of measles,
rubella, mumps and other EPL infcctions in some Member States by existing na-
tional notification systems. More wountries were encouraged to Introduce senti-
el survelTlance systems. The number of countries participating in the regional
Informatfon system on EPI almost doubled (from 16 to 28) in the period 1984-
L1985,

[nformation on [mmunization coverage rates has alsn improved as Member
States have revised their systems of reporting and have begun to provide more
reliable information to WHO.

[mmunization against measles has proved to be successful in Albania, where
no cascs of the disease have been abserved for some years, and in Czechoslova—
kia, Hungary and Rumania, where monitoring of the programme is of high quality.
Lo other gountries the sitvation Is less satisfactory, with a reported average
incidence of more than 100 per 100 000 inhabitants.

A few countries have estahlished elimination targets for rubella and mumps
(Finland, Norway, Sweden, Iceland) ar plan to introduce routioge immunfzation
against these discascs In 1987 (Albhanta, Denmark, Netherlands, Switzerland).

Diphtheria and poliomyelitis are dizappearing in more than 60%4 of Member
States.  Tmmunization agalonst tetanus along with the lmprovement of maternal and
child care has helped to elimingte tetanus neonatorum in a large proportion of
the Huropean population. However, it continues te occur in the southern coun-—
tries of the roglon. Tertanus is still a problem in certain older unimmunized
populations.




WIQ/ERL/GEN/87 /1
Page 27

Although pertussis is not listed ameng the regional target diseases, those
countries with conventional pertussis vaccine included in thelir immunization
schedules were able to demonstrate its effectivensss.

During the period 1972-1986, tuberculosis morbidity and mortality rates
declined by some 50% in Europe. The further progress ofF tuberculosis control
will preatly depend on systems of surveillance, early diagnosis, immunization
and secondary prevention of the disease.

The recent FPY immunizatf{on campaign 1n Turkey, organized with the assis-

tance of WHO and UNICEF, helped to improve immunization coverage in that country
in 1985.

3.5.4 Major constraints

Poor notification and survelllarce in many Ruropean countries creares the
impression that bacterial, viral, wycotic and parasitic diseases are no longer
problems which deserve particular attention in the Region.

Several effective vaccines which could substantially reduge mocbidity and
mortality as well as disability and economic loss are not yet included in many
national programmes of immunization (i.e. pertussis, MMR, Haemophilus influenza,
meningococcal, pneumococcal and hepatitis B vaccines). In some Buropean coun-—
tries the present high costs of these vaccines are an Important constraint.

In Table 6 an overview is given of the vaccines in use in the countriezs of
the Region.

Tahle §
Countries and vacclnes provided te infants and young children
Eurcopean Region, 1986

Vaccine No. of countries
Diphtheria 32
Pertussls 30
Tetgnus 32
Poliomyelitis a2
Meas les 30
Ruballa 11%

Mumps 5
BCG 19

* A further 10 countries are immumizing adolescent girls
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3.5.5 Areas identiied for (mprovement

Surveillance: intreduction of scatinel system, serologlcal surveys.

Asgistance to some Member States in formulating immwnization policies
in line with WHO's strategy.

Remedy of deficits in the cold chain as revealed by recent small scale
studies.

Toclusion of additiongl vaccines in the natfonal immunfzation
schedules.

Assistance to Member States in production, qualircy control and
evaluation ¢f EPI antigens, in the laboratory and in clinical trials.

Motivation of Member States to accelerate their national EPI in line
with WHO Global policies, emphasizing an intervsectoral approach, health
gducation and public participation.

Provision of the latest information on developments In the field of EPT
ta member gountrics.

Exchange of experience galned by Member States and WHO at regional and
2lobal levels through advisory groups, regional and other meetings,
seminars, tralning courses and correspondence with natlonal
counterparts.

Mol ivation of Member States to simplify their schedules of
Immunization, to reduce the list of contraindications, to improve
immunization coverage, and to introduce EPI monitors in the cold
chain.

Contlnuous evaluation of the progress of EPL at reglonal and national
level.

Financial support ro the regional programme.

3.6 WESTERN PACIFIC REGION

The Western Pacific Region initlated the EPIL in 1976. To accomplish the
1990 objectives the following approaches are being used:

= Review and development of plans of operation, with emphasis on programme
delivery at peripheral levels and the inclusion of WHO recommendations

with regard Lo [omunization schedules, quallty of vaccine used and produced,
cold chain systems, and health education.

« Developmen! of the managerial and training capabilities of senior and
middle-level health personnel responsible for the implementation of the
programme. Speclal attention is bhelng given to the develeopment of national
facilicactors who will ¢onduct natlional tratning courses.

- Development and strengthening of active surveillance of the target
discasgses and dissemination and exchange of inforwation related to the
programme In the Region.
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— Support for studies on the gpidemiology of target diseases and for
operational studiles on improving service delivery.

- Frovision of wvaccines for countries with no national production capacity
and collaboration in improving national vaccine production whaere such
production exists.

Steady progress has been recorded by most countries of the region in the
area of childhood immuprization services. Yet programme acceleration remainsg an
over-riding priority for most countries if the 1990 immunization geoal is to be
attained. Further expansion of the EPI is necessary in Vietnam, the
Philippines, Kampuchea, Laos, and Papua New Guinea.

A review of the 1985-86 progress of the EPI 4n the Western Pacific Reglon,
in relation to the Five-Point Action Programme adopted by the World Health
Agssembly in 1982, is summarized helow:

3.6.1 Promote EPI within the context of primary health care (PHC)

EPI plans at national level are belng developed within the context of
primary health care with emphasis on programme delivery at peripheral levels.
EPI evaluations have heen merged with PHC in countries where EPI was nobt a part
of PHC.

The majority of EFI tralning courses conducted at national level have
included materials related to other primary health care elewments {diarrhoeal
disease gontrol, breast-feeding, growth mounltoring, nutrition, environmental
health and epidemiocloglical surveillance).

3.6.2 Invest adequate human resources in EFI

Several tralning courses were conducted during the perlod covered by this
report. The first EPI programme managers workshop in the Western Pacific Region
was held in July 1986 to review the present status and plan for acceleration,
Laking lnte consideration the WHA 1986 reselution. This workshop concluded,
inter alia, that the Scuth Pacific Avea has the potentlal for becoming a
polliomyelitis free zone and that meacles and meonatal tetanus should ba the
objects of disease reduction targets.

3.6.3 Invest adequate financial resources in the EPI

The regional EPI receives financlal support from different agencies for
intercountry and ¢ountry activities. UNICEF is supplying vaccines, materials
and equipment. Substantial investmenta in terms of EPT health manpower are
being borme by the national health aduninistrations, but the majority of the
countries are still in need of external financial support, particularly in view
of the present econemic situation.

3.6.4 Ensure that programmes are continucusly evaluated and adapted to
achieve maximum reduction of target disease deaths and cases

During the period under review, nine immunization coverage SUrveys were
conducted in 5 countries. Table 7 summarizes results of coverage surveys, Table
8 shows the regional jmmunization coverage.
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Table 7
Results of immunization coverage subveys,
Western Pacific Region, 1986

Vaccine Range
B T A
DeT-3 35 - 93
FPalio—-3 30 - 92
Meas les 17 - 91
Fully o
immunized 13 - 89
Table 8

Reglonal immunization coverage
Western Pacifie Region, 1386

Vaceine Coverage %
Infants BCG - Zt
DFT—-3 68
Polio-3 76
Measles 77
Pregnant P
wonen Tetanus 2 4

An important problem in some of the countrizs is the large drop-out rate {up
to 40%) hetween the first and last doses of melti-dose vaccines. The coverage
of meaales vacclne is low due to its recent introduction In some countries.

EPI informatlon {s being strengthened for better reporting of EPI target
disenses. A dowpward trend is already discernable for policmyelitis,
diphtheria, tetanus and measles.

Cold chaln evaluatlons were carried out in Chine (twe provinces), Papua New
Guinea and Kampuchea and recommendations were made for belter management.
Loglstic courses were held in Papua New Guinea and Viet Nam-

From March 1985 through October 1986 evaluations were carried out in Tonga,
Samoa, Lac People's Democratic Republic, Philippines, and Solomon Islands, and
four provinges Iin Viet Nam,

In most countries of the Region, the vaccines employed in EPI meet WHO
standards. The Philippines, in cooperation with WHO, has made efforts to
improve the production of NPT vaccine, and is now self-sufficient in BCG
production. Viet Nam is producing its own oral poliomyelitis vaccine, has
evaluated BCG production in March 1985, and has started a test run for DPT
production. China is producing all the EPI vaccines and is presently in the
prugess of upgrading their quality, with WHO/UNTCEF collaboratiaon,

e ..
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Hepatitig B infection is highly endemic in many countries of the Region
(China, Viet Nam, Republic of Korea, Japan and South Pacific) and carrier rates
range from 2.7 to 11¥%. Mother to infant transmisslon is an important factor in
causing a persistent Hepatitis B carrier grate.

The Reglon Is taking & lead in the production of hepatitis B vaceine and its
intreduction in infant immunlzation. The vaceine is offersd to newborns by
China, Hong Kong, Japan, New Zealand, Niue, American Samecaz and Nauru.

3.6.5 Fursue research efforts as a part of programme operations

Half the population of the world is expected to live in large urban areas bv
the year 2000, and this will have a significant demographie effect in the
Region. Immunizatiom coverage in such areas is typically poor. Research is
needed to fdentify and evaluate methods to improve services fn urban areas.

4,REVIEW OF THE EPI IN THE SOUTH-EAST ASTA REGION

4.1 Regtonal Overview

The EPI is implemented in all of the eleven countries of the Region with the
support of WHO, UNICEF, UNDP and other multi-lateral, bilateral and private
agencies. The EPI, SEARD, supports training programmes on the technical and
management aspeets of EPI; disseminates EPI-related information; provides short
term consultants and WHO staff for technical assistance and promotes extendiug
the use of Immunization coverape surveys, strengthening the surveillance systems
for EYI targer diseases and developing flexible strategies and methodologies for
implementing, wonitoring and evaluating national immunization PIOETAMIES

The tarpets for the BPI in SEAR as stated in the medium term programme are:

(1) by 1986, all countries should have developed relisble epidemiclogical
surveillance of immunization and of EPI target diseases so that it will be
possible to measure the achlevement of the programme, particularly in terms
of the ifmmunization coverage and disease reduyction

(2) by 1988, all countries should have established morbidity and mortalicy
reduction targets for the period 1990-1995 to be achieved by the EPI;

(3) by 1990, {mmunization against the EPI target diseases should have been
made avallable for all c¢hildren of this Region, and immunization against
tetanue, as needed, for all women of child-bearing age.

At the national EPI Managers Consultative Meeting in 1985 in New Delhi,
Reglonal goals for disease reduction for poliomyelitis and neonatal tetanus were
set. Achievable regional targets by 1990 are:

(2) teduction of necnatal tetanus mortality to less than 1 case
per 1 000 live births, and

(b) at least 75 percent reduction of paralvtic poliomyellitis
morbidity from a starting estimate in unimmunized areas of
approximately 20 cases to less than 5 cases per 100 QQO
populaticn.

As of May 1986, all countries of the Region had included measles vaccine
into their national immunizarion proprammes. With the marked veduction in cases
seen Iin DPR Korea, Mongelia, 8rl Lanka and Thailand the stage has been set for
the possible consideration of country and ultimately regional elimination of
poliomyelitis.
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Mosl countriv: huve worked to strengthen their immunization programmea
through the implementation of the Five-Point Action Programme endorsed by the

WHA in May 1982, and Lhe guidance provided by the 35th Regional Committee.

4.1.1 Promote EPT within the context of primary health care (PHC)

The EPT supports development of mechanisms to enable the community to
participate as an active partner in programme planning, implementation and
evdluation. Two research projects on community participatien in EPI are
currently being funded in this region by WHO, one in Indomesia and one in
Thailand.

The EPT promotes delivery of immunization services as an Integral part of
health services, and all countries of the Region currently provide at least some
immunization services in a routing manner through basic health services, either
througheut the country or in selected areas. Recent national programme reviews
conducted with WHO assistance combined the assessment of EPL with selected
aspects of PHC,

4.1.2 Yovest adeguate human resources in EPE

Personnel inadequately trained in EPL activiti{es present a constralnt at
almost all levels. 1In particular, management skills, including field
supervision, need to be strengthensd. The EPI in SEAR is now omphagizing
national cacher than iatercountry workshops in the Region. This helps to
ovarcome language difficulties and also allows adaptring the course material to
the local sltuation. The EPL is encouraging an integrated approach to training,
utllizing materlals for EPI, CDD and, more recently, ARI in the same workshop.

WHO hasg supported improvement in trained manpower resources by assisting and
participating In interreglonal, intercountry and national EPI courses and
workshops. Since 1977, 520 nacional staff from countries of the Region have
been trained in EPl-related intervegional {151) and intercountry (369) courses
and workshops. In addition, 28 038 programme staff from different levels have
been reported as trained in national training activities in 1985 as against
i3 341 persons trained in 1984,

4 poal of the MTP is to integrate training in imounization intc the
curticula for all health workers. SEARD has emphasized conduct of national
workshops for traincers of PHC workers to strengthen their teaching programmes in
E'D and COD., To date, such workshops have been held in Bangladesh (32
partlcipants), Burma (30 participants), India (22 participants), Indonesia {28
participants) and Sri Lanka (18 participants). The FPI unit is currently
conducting a follow up survey to assess the results of these workshops.

4.1.3  TInvest adeqguate financial resources in EPI

Support for immunization programmes, both from within marional programmes
and from external resources, has improved. Contributors include organizations
of the United Nations system (in particular UNICEF, the World Bank and UNDP),
bllateral development agencies and private and voluntary funds (including the
new Polio Plus programme of Rotary Internmational). IMPACT, an international
initiative promoted by UNDF, UNICEF and WHO against avoildable disablement, has
been supporting immunization programmes in selected areas of India.

Data avallable from the EPL informatlon system estimate that propramme funds
in 198% fn the countries of the Region ware in excess of US$22.4 million from
governments, $930 000 from WHO and in excess of $4.75 million from other sources
including UNICEF. Thess investments must substantially ing¢rease every year if
the rate of progress is to be accelerated to a level that would permit the
achievement of the EPT goal by 1990.
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4.1.4 Ensure that programmes are continuously evaluated and adapted so as
to achieve hipgh immunizarlon coverage aod maximum reductieon in
targer disease deaths and cases

With the development of the EPI ionformation system, data on immunizations
performed, by age and dose, have become avallable from most countries of the
Region. Reglonal ilmmunization coverage sstimates for the period 1977-1985 are
shown in Figure 4.

Figure &
TMMUNTZATION COVERAGE, SEAR, 1977 - 1985
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Disease reduction targets have been set by five countries in SEAR a3 shown
in table 9, In some instances, the targets will have t¢o he reviewed and revised
based on further epidemiological studies.

Table 9
Diseases [or which reduction targets have heen set
by Countries in SEAR

Country Diphtheria Measles Pertussis Polio Neonatal All Tuberculosis
Tetanus Tetanus

e Tl T

India - - - + + - -

Indonesia + + + + + - -

8ri Lanka + + - ¥ + - -

Thai land + + + + + + +

[n DFR Korea, Mongolia, 5ri Lanka and Thailand an overall reduction In some
of the target disease cases has already demenstrated the impaect of the EPI. The
drop in morblidity for poliomyelitis in 1984 (the first year with greater than
20% coverapge with OPV-3 in the Region) may also be a first Iindicarion of
regional impact of immunization on this disease.

4.1.3 Pursue research efforts as part of programme cperations

While some EPL health services research has been carried out in the Reglon
since the start of the FPI, it is only a small part of the research requirved to
improve programme delivery. There {5 2 need to augment these activities and to
fdentify programme successes that should be replicated and practices that need
Lmprovement .

The Regional review included six country reports.
4.2. Bangladesh

The EPL was started in 1979, using all antigens, and by 1985 over 1200
centres had been established around the country. Immunization coverage remained
very low becausc of the limited number of staff actually giving immunizatfons =
only a few hundred "EPT technlclans”.

In 1985, the government decided that all basi¢ health and family planning
workers should particlpate {n providing weekly immunization sessions in each of
13 500 wards in the rural areas. Carefully designed and phased soclal
mebllization plans were Formalated to generate both support and demand.
Acceleration of activitiez in municipalities was identified as a separate
cloement of the new strategy.

The plan for rural outreach intensification provides for the phased uptake
of progressively larger groups of upazilas (sub-districts) with the goal of
reaching 85% coverage with all antipens in all the 460 upazilas by the end of
1989-90, The cold chaln has been strengthened and additional key management and
technlical posts bave heen created and filled.

Tunovative aspects of the new strategy include: a major role for NGOs to
agssist in training, supervision, monitoring and community mobilization; the
creation of a cadre of "vaccine runnecs™ to permit the delivery of vaccine
carclers to all weekly ward-level sessions; the planned utilization of funds
available from each upazila parishad {(council) to meet locasl operating costs;
and the stroong emphasls on local level planning, with the invoelvement of the
communlty.
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To coordinate and guide the implementation, weekly and monthly project
review meetings are held, and both g National EPT Steering Committee and a
National EPI Advisory Commitfee (interministerial) have been established.

Early results from 8 upazilas where the new intensified rural outreach strategy
was started in June/July 1986 are encouraging, and the practical experience
gained 1s being Incorporated in the preparations for the start of the new
programme in a further 62 upazilas before June 1987.

An Interim programme review is scheduled for early 1987 and a full review in
19838.

4.3 India

Loglstics of the immunization programme in India have been adapted to the
enormous number of beneficilarles, an extensive area of operation and a diversity
of rerrain, climate and soclocultural factors. A total coverage of infants and
pregnant women by 19%0 - 21.5 and 23.9 millions annually respectively, is
planned through two strategies:

1) A regular immunization programme has been operating since
1978. Modest inputs and augmented infrastructure aim ar a
gradual expansion.

2) An accelerated universal COVerage programme was started in
1985 and is dedicated to the memory of the late Prime Minister
Mras Indira Gandhi. It Involves intense efforts for total
coverage 1n selected districts, with additional inputs of
equipment, manpower and supplies. Tnitially 30 districts and
catchment areas of 530 medical colleges were takem, and in 1986
this was extended to 90 districts and all the medical collages
covering a population of 187 million. It is contemplated to
double this coverage in 1987. Appropriate modifications of this
strategy are bdelng evolved to sustain a high level of coverage
in these areas.

The services are provided through an extensive infrastructure consisting of
about 80 000 subcentres and 11 500 primary health centres. The mATpOWEt
involved requires extensive training. During 1986, 1 200 technical officers and
50 000 health workers were provided with specially prepared courses and training
materials. To improve management of the programme at the periphery, over 50 000
voples of a comprehensive handbook including medical and managerial aspects of
immunization, have been distributed to medical persomnel at this level.
Provision of adequate quantities of vacelnes, cold chain equipment, syringes,
needles and sterilizers to the discricts with universal coverage, has been
ensured in the natienal budget in 1985-90. The programme has been partially
supperted by UNICEF and other agencies.

Immunizaticons were provided during 1985 to 13.3 million infants, of which
1.46 million were in Universal Immunization Programme (UIP) districts. During
1986, this will be raised to 15.3 million and 4.6 miilion finfants respectively.

All district hospitals in the selected U.I.P. districts and paediatric
¢linics of medical colleges will serve as sentinel sites. These will be
supplemented by active surveillance of poliomyelitis and neonatal tetanus by
health workers uslug disease recoguition cards. Disease reduction targets have
been get for 1990 for poliomyelitis {greater than 75% reduction) and for
ngonatal tetanus (less than 1 death per 1000 live births).
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4.4 Londoncsia

In Indonesia, the RPL was initiated in 1977 and was gradually expanded to
cover almost 92% of the health centres by 1986. However, measles and pollo
vaceines, recently introduced, are at present provided 1n only 67% of the health
centres. All health centers (5 453) will provide the six antigens in 1987.

The target for fully immunized infants and pregnant women was set as 5% In
the 4th Five Year Health Development Plan (1984-1989), TIn 1983, an acceleration
plan was formulated with emphasis on developing and supporting the infrastruc-
ture, developing the local capabilities through decentralizetion and mobilizing
community parcticipation.

A mix of stratepies are followed. Mass campaigns were conducted only in
areas with high tetanus neonatorum. Among the more important efforts im commu-
nity mobilization is the involvement of the Womens Welfare Movement (PKE). They
register births and motivate mothers and pregnant wemen to come for immunilzation
in the integrated community health posts. Religicus leaders were also mobilized
to advise on fmmunization and to motivate female applicants for marriage ro
receive tetanus toxoid. Medical professional groups were iLnvelved and a work-
shop for all the 24 medical s¢hools in the country was conducted Ir 1985.

The outcome of the 1985-1986 accelsration programme was analyzed in the
national workshop for provincial EPI managers in April 1986. BCG coverage was
raported aa 63%, DPT 27%, Polio 247 and Measles 26%. These were great Incresses
over the previous year. The increase in TT was modest reaching 24%. Drop out
rales are declining.

Political commltment was further strengrhened. The Preslident was involved
in the administration of immunization on the National Children's Day, June 1986,
and he asked for support for provinces which ranked lowest fn 1985-1986 cover-
age. A total of 87 goverage surveys Were conducted in 1985-86.

A total of 1 826 vaccinators and midwives, 1 13! doctors, and 11 275 female
village workers (PKK) were trained.

The EPI training course, "Immunization in Practice” was adopted for l{otegra-
tion in the eurricula of PHC workers trafning Institutions. Forty teaching
statf from 2?4 medical colleges and 5 public health colleges attended a workshop
fn January 1986. A follow up was inftiated to establish immunization service
and training units in all these institutions and to invelve them In research and
development activities.

Disease reduction targets were defined in the 4th Five Year plan. However it
is presently difficult to document Ilmpact at national level. Hospital data from
Jogyakarta 1978-1982 demonstrated decline in the incidence of diphtherla among
the under flve group. A decline was also observed for diphtheria and childhood
tetanus in seven major heospitals in Jakarta.

The programme is supported by WHO, UNICEF and USAID. The World Bank will be
providing measles vaccine over the next 5 years and Rotary International will
provide polio vaccine for the same period.
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4.5 Nepal

In Nepal, the programme was introduced in 1977-78 with DPT and BGG given in
three districts. TT was introduced a year later and measles and polio vaccines
were added in 1380-81. By the end of 1985-86, the programme was operatiomal in
60 of Nepal's 75 distriects, accounting for 90% of the total population. In 20
of these districts, EPI has been functionally integrated into the basic health
services. Reported coverage for infants for the entire councry has steadily
increased: 40% for DPT-3 and 307 for Polie~3, 72% for BOG and approximarely 337
for measles. Approximately 20% of women 15-44 vears old are covered with TT? or
a booster.

To ralse the present coverage and to reach the 1990 goal, Nepal has acceler-
ated its activities with a mix of complementary strategies. The regular pro-
gramme is being expanded to cover the remalning 15 districts over the next 15
months. Supplémentary mobile teams were hired in selected districts. Routine
gservices will now be offered in more and more health facilities which were
exposed to the programme during intensificatlon drives in various districts,
Existing work schedules are being modified on an experimental basis in several
districts to fmprove service delivery. Newly available funds are belng used to
increase supervision and logistic support.

To raise consumer dewand, use 1s made of nultliple communicacion channels and
social mobilization techuiques, with particular support of the NGOs, political
structures, and local organizations. Finally, three annual national events are
being used to launch EPI campaigns to increase awareness of EPI by all sectors
and by political and community leaders and to initiate EPI services in fixed PHC
facilities where services were not previously available,

4.6 Sri Lanka

The EPI was inaugurated in 1978 with all antigens given except measles,
although some vacclues had been im use since 1949, By mid 1979 country wide
coverage was achieved, ahead of target. Measles vacclone was {atroduced in 1984
and extended to the whale country by the end of 1985, Immunization is complete—
ly integrated into the general health services of the country, both preventive
and curative. Vaccines are administeved by public health nurses, Inspectors and
midwives at health centres on a regular basis, at least monthly, and at several
places In most hospitals (including wards, out-patient departments and clin—
ies).

A joint Government/WHO/UNLCEF review of the national programme took place in
1981 and again in early 1986. Coverage surveys in 1986 indicated BCG coverage
100%, PPT-3 and OPV-3 91%, TT2 95% and Measles 51%. Drop out rates for
DPT-1/DPT~3 and OPV-1/0PV-3 were less than 10%.

In late 198] it was decided to accelerate the programme in order ro fully
impunize every newborn before the first birthday, as well as avery pregnant
woman with TT. Intensive efforts were made to ident1fy all c¢hildren under three
years of age still unprotected, to improve registration of newborns by the
nidwives and to provide age appropriate immunization to the infants.

The annual reported incidence of poliomyelitis, diphtheria, pertussis and
neonatal tetanus {n Sri Lanks has declined dramatically since the late 1970s;
the overall incidence of tuberculosis has not declined so much, although child=
hood TB has declined. Measles incidence does not yet show any decline.




WHO/EPI/GEN/B7/1
Page 38

4.7 Thailand

Thailand officially inaugurated its EPI in 1977. Polic vaccine which was
first limited to Bangkok, was given in all 72 provinces by 1982. Measles
vaceine was introduced in 1984. All bagterial antigens are produced locally,
while viral vaccines are imported. The programme is implemented within the
conbext of PHC. An acceleratfon plan was formulated in 1986 to synchronize with
the 6th Five Year National Economic and Soclal Development Plan (1986-1991).

The minimum target for 1987 for fully {mmunized infaats is 90% and for pregnant
women 80%. Disease reduction targets were set Tor all EPL diseases.

In 1985 the reported DPT-3 coverage was 63% and Polio-3 reached 62%, while
measles was 26%. Twelve coverage surveys were conducted.

Training materials were developed in the natfional language. Ian 1983, 3 310
peripheral health workers were trained in EPT and 74 were trained in supervisory
skills for EPI/CDD.

Communjcation materizl for community participation was developed, and in
1985, 18 694 community velunteers and 1 391 community leaders were trained.
[nformation on EPI waz inteprated in the curricula of primary schoel children,
through arrangement with the Ministry of Bducation.

The rouline survelllance system provides Information on EP] target diseases.
A declining trend has been observed for diphtheria and for poliomyelitis since
1981. Reducrions in the incidence of tetanus and pertussis have been documented
for Bangkok Municipality.
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5. LOCAL AREA MORITORIKG

Attewmpts to date at collecting data on population, disease Iincidence and
immunization coverage for the 26 Logal Areg Monitoring (LAM) citiez have been
only partially successful., Data from some cities are not readily available and
the quality of data provided varies greatly. Data received thus far are summa-
rized below {Table 10).

Table 10
Survelllance data received from 26 cities

Morbidity data
Region Country City
municipal hospital
AFR Algeria Alger *
Ethiopia Addis Ababa
Kenya Nairobi +
Nigeria Lagos +
South Africa | Johannesburg
Tanzania Dar es Salaam
Zaire Kinshasa *
AMR Argentina Buenos Aires &
Brazil Sao Paulo +
Columbia Bogota +
Mexico Mexieco City +
EMR Egypt Cairo *
Tran Teheran +
Morocco Casablanca
Pakistan Karachi +
Sudan Khartoum
EUR Turkey Istanbul
SEAR Bangladesh Dhaka *
Burma Rangoon
India Bombay +
Indonesia Jakarta +
Thailand Bangkok +
WPR China Shanghal +
Philippines Manila *
Rep.of Korea Seoul
Vietnam HoChiMin Ville *

* — Incompletre data

It is apparent that far more teaching and managerial time are necessary from
both central and regional levels in order to assist cities to provide the re-
quested data.

The Group supported the LAM process while recommending that a one year
period be allowed to strengthen the collection system. Prior to the 1987 meet=
ing, data should be sought from the majority of the 26 cities which accurarely
reflect disease tremds and programme impact. Attempts at both central and
regional levels should be intensified to assist citles in establishing & sur—
velllance system and collecting pertinent data.
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f. S0CLAL MOBILIZATION

PANEL MEMBERS

Mr 5. Umemoto, Deputy Regional Director, UNICEF, New Delhd
{Chairman)

Prof. J. John, Christian Medical College, Vellove, India

Dr (Mrs) J.K.M. de Silva, Family Health Bureau, Colombo,
Sri Lanka

Mr A. Muderrisoglu, Rotary International, Istambul, Turkey

Dr J. Rohde, USAID, New Delhi, India

SUMMARY

Two critical constraints on immunization programme performance are socfal In
nature. Kirst, awareness of services is Inadequate, and there 1s ingufficient
motivarion to use them. Second, there remain within each country Important sub=
populations that are traditlfonally beyond the reach of health services, &.8.
lundless poor, migrants, and urban poor — stteet dwellers in particular. The
challenge is to develop ways in which to effectively communicate with theze
proups in order to stimulate and organize among them a eonscious demand for
immunizatlion services.

The four presentations by the panel members and the ensuing general
discussion demonstrated that the growing experlence with socfal mobillization for
jmmunlzattion programmes is increaszingly rich and varied. There were several
themes that cut across speclific national experilences.

1) Increasaed programme efficlency

Rather than being a distracting and additional task for overburdened
programme managers, soclal mobilization of varying groups can contribute to
improved programme pearformance:

- The active participation of mothers 1s facilitated by extensive use of
communication media, the enlistment of local religions and communlty

leaders and other influential flgures such as teachers and traditional birth
attendants. The experiences In Vellore and in Sri Lanka were especlally
instructive on this polat, particularly regarding the importance of personal
communicat ion.

- Local community groups can be enlisted in disease reporting and outbhreak
control efforts, as they were in Brazil, or In the identiffcatlon and
registration of all eligibles as was done in Colombia.

- Actively involved community groups can strengthen the overall orgenlzation
of work within health units, as they did in Turkey, or free staff from
clerical and logistic duties to devote more time to thelr Immunization
tasks.

2y Political Comnltment

All of the successful intensi{fication sfforts that were discussed e¢ntailed
support frow political leaders. Such support was frequently clted as critical
in ensuripg inter-sectoral co-ordination.

Rxperiences in Vellore (India), Nepal, Sri Lanka and Turkey underscored this
point. The Sri Lanka experience illustrated that even when preventive health
servicaes are well developed, politiecal support i{s beneficial to programme
performance.
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3) Decentralized and multi-sectoral management

All of the intensified efforts mentioned involved management overview by
multi-sectoral bodies that were duplicated at every level of the government
administration. The success of immunization in 5ri Lanka is based on such a
system. Examples of cross—sectoral links include greater use of malaria cam-
paign household registers, as in Vellore, and access to loeal religious and
¢ivic leaders as in Bangladesh, Thailand and Turkey.

4) Inclusion of all essential groups

Several examples were cited of an initial reluctance on the part of govern=
ment or health autheorities to involve service and professional groups Iin immuni-
zation activirles. Yet, exparience has shown that every group can contribute to
an acceleration effort, e.g. Rotary in Turkey, the Indian Medical Association
with its Child Survival Week, the American Academy of Paediatrics and parents-
teachars associations in the United States. The neglected potential of profes-
sional medical associations to mobilize widespread support for immunization
through their own professional and social networks and their technical credibile
ity, was especially highlighted.

5) Rele of the education system

The tmportance of Including immunization and other preventive health mea=
sures in the curricula of school systems was underscored, as was the direct
involvement of school teachers in community mobilization efferts. The nced to
include current information on lmmunization in medical school curricula was also
noted and the current experience in India of {involving medical students in the
accelerated immunizacion plan serves as one example of how this could be done.

6) Audience—based communications strategies

The dangers of basing programme design and operational decisions on untested
assumptions about thoge iavolved in the programmes -~ both beneficiaries and
service providers - were emphasized by most country experiences. The various
combinations of audience, media and message content create an almost unlimited
range of opportunities for action that require analysis before any can be acted
upon effectively. A better understanding of the knowledge, attitudes, and
behavior of parents and al? other relevant parties can assist in this analy=-
8ig. Experlence to date has shown that normally a wide varietrty of communica-
tion channels, ranging from electronic media to mass events to word—of-mouth is
required for effective mobilization of groups at all levels of society.

7. RESEARCH AND DEVELOFMENT

7.1 Vagcine Development

Although there are presently eix vaccines used in the EPL which ars safe and
effective, a number of possible advances were noted which would greacly improve
the programme. The Edmonston—Zagreb human diploid measles vaceine may offer the
chance to immunize infants effectively at a younger age than the present 9 month
recommendation.

The development of an acellular perlussis vaccine may offer a more effective
vacaine with a lower reaction rate. Clinical frials in Sweden will not be
completed before the end of 1987, but the advantages and constraints of introe-
ducing it inte the EPI srill need to be svaluated.
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The Group was Informed of the willingness of the Government of Japan, In
collaboration with WHO, to consider requests from interested developing coun-
tries for technology transfer for the production of the acellular pertussis
vaccine filrst developed in that country and to consider donations of this vac-
cine for use in developing countries when all WHD biologfcal requirements are
met. Similarly, the Government of Japan is willing to consider requests for
technology transfer relating to the productlon of hepatitis B vaccine.

A number of other vaccines are in various stages of development. These
include vacceines against such diseases such as malaria, rotavirus, and dengue.
WHO programmes ocutside EPI are already committed in these areas and thelr prog-
ress will be closely monitorad.

7.2 Sterilization

Considering the possible transmission of hepatitis B and AIDS, and the
problem of abscesses, field studies Into the risks of disease transmission
through immupization are needed. WHO has recommended that motre countries should
consider using reusable syringes instead of disposables. The newly developed
reusable plastic syringe scems to have widespread application. The "EZEJECT"
digposable syastem has needed modification and is undergoing further trials but
offers a possible revolutionary method of delivering vaccinesg.

Many countries have been fnagvative in trying different approaches to deliv-
ering immunizations. These have lncluded natlional days zs well ag outreach
programmes. Alternative strategies peed evaluating to determine thelr place in
EPl. One important research activity must be to look at ways of reducing the
number of contacts needed before a child is fully immunized: the fewer the
contacts, the more likely is success.

7.4 Attitudes

It wag noted that applied rasearch in EPI has been largely concerned with
operational and technical issues. It was felt that a shift In emphasis was
becoming necessary so that fssues could be Investigated in the area of human
behaviour. For Iinstance, if a community did not wish to have its children {mmu-
nized, it became irrelevant whether the programme was technically excellent.
Methods and protocols are needed for looking at these complex behavioural prob-
lems .

8. POLIO ELIMINATION INITIATIVE IN THE AMERICAS

Implementation of EPY! in the Americas has advanced to the stage wherse eradi-
cation of transmission of wild polio virus has become feasible. A target of
regional eradication by 1990 was announced in 1983. It was framed in terms of
promotlng the overall development of EPT in the Reglon as well as setting up
adequate systems for survelllance and outbreak control.

Implementation of the eradication efforts involved formation of a Technical
Advisory Group te provide recommendations on strategies and formation of an
Interagency Group to coordinate activities of the major international agencles
involved, both governmental and nongovernmental. A plan of action was developed
which addressed the mobilization of national resources, lmmunization activities,
epldemiological surveillance and outbreak comtrol, laboratory support, informa-
tion digssemination, {dencification of research needs, eradication certification
protocel and gvaluation. Manuals for surveillanmce and laboratory investigation
have heen developed and a Field Guide for Polie Eradication is currently iIn
final draft.
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Countries were provisionally classified with regard to thelr current risk of
polio virus transmission based on reported incidence of polio and immunization
coverage levels:

Countries which have reported indigenous cases due to transmig-
sion of wild polic virus withia the preceding 3 years are con-
gideraed polio—infected.

Countries which have not reported such ¢ases within the preced-
ing 3 yvears are considered polio—free and are further catego—
rized into:

Countries at higher risk of polio {(polio immunlization
coverage levels in children less than one have been lower
than 80%Z in sny geopolitiecal unit in any of the preceding
3 years.)

Countries at lower risk of polio (coverage has exceeded
80% in all geopolitical units {n all of the preceding 3
Years).

Immunization strategies were developed appropriate to the level of risk,
with countries currently infected with polio being advised to undertake national
vaccination day efforts to ingcrease coverage and interrupt trausmissicn. Use of
all EPT antlgens in these immunizatlon days was recommended.

Since surveillance and outbresk conttol are critical elements of the pro-
gramme, considerable effort has been expended in developing case definitions and
classificacions:

A suspected case 15 an acute onset ¢of paralysis in a person less
than 15 years of age ot any paralytic illmess in a person of any
age in which polioe is suspeected as the likely cause. This
should be 2 temporary classification and within 48 hours of
notlfication, every suspected case should either be categorized
as a probable case or as some other illness.

A probable case is any acute onget of flaccid paralysis without
another proven cawse., Frobable cases should be finally classi-
fled within 10 weeks of notification as either confirmed polic
or not polio.

A gonfirmed case is a probable case with laboratory confirma-
tiagn, OR epidemiologieal linkage to another probable or gon-
firmed case, OR resldual paralysis 60 days after onset, OR death
following clinically compatible illness, OR insufficient avi-
dence at 10 weeks to be readily categorized.

All suspected cases are to be investigated by trained persomnel from the
national or state (in large countrles) level and control measures (application
of oral polio vaccine) are to be taken around each probable case.

Training of surveillance and iavestigation personnel will be an important
part of instituting effective sutvelllance programmes. It will also be impor—
tant Lo involve perszonnel and institutions in surveillance who have not tradi-
tignally been involved in many countries (e.g., private paediatricians and
neurclogists) One goal is to ensure that in each geopolitical unit a reporting
source is identified with responsibility to report each week whether or not
suspected cases have occurred, Feedback of information to reporting sources at
local, national, and regional levels has been given high priority and a weekly
polic summary is now sent to all countries in the Region.
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To ensure that adequate laboratory support 1s avallable, assessments have
been carried out of the major national laboratories in the Reglon and sixlabora-
tories have been identified to provide support to the countries in the Regiom.
Training c¢ourses and necessary equipment are being provided to these laborato-
cles to ensure that each country has access to Isolation and serologic testing.

Accomplishment of the eradicarion goal will require major efforts on the
part of the countries themselves as well as internatfonal donors. Involvement
of all sactors of soclety, particularly educational, religious, professicmnal,
and voluntary groups, will be key to success. Strong coordination from the
Regional Offlce Is also essential.

External funds necessary to supplement national resources have been ldenti-
fied and commitments are being obrained from the countries to provide the neces-—
sary levels of internal support. Anmouncement of the target of reglonal eradi-
cation of polio by 1990 has been an important stimulus to the overall programme

9. MEASLES IMMUNIZATION

The meeting was informed of the results of an fmportant study concerning the
impact of measles immunization on childhood mortality in Bangladesh. Using case
control methodology, Immunization status was compared for individuals who died,
and for randomly selected survivors, matched for age and sex. Twenty-six per-—
cent of the fatalities had received measles vaccine versus 377 of the controls
(p less than .0001) or a reduction of mortality of 38% attributable to measles
Immunization.

Thesc data are the first evidence that measles lmmunization tresulrs in

lowered mortality in the Indian subcontinent and they suppott the need for ag-
pressive measles Immunization programmes.

10. QTHER INTERVENTIONS — IODINE & VITAMIN A

Todine and vitsmin A deficfency are important public health problems In many
developing countries, For example, in some areas of endemic vitamin A deficfen~
¢y, 500 of 1000 live-born children will develop xerophthalmia within 5 years.
Twenty—five of these affected children w{ll hecome blind and 80 percent of these
2% children will die as a direct result of vitamin A deficiency. In certain
areas of severe iodine deficiency, as many as L0 percent of newborns will have
mental deficiency of variable severity . Both iodine and vitamin A deflclency
are readily corrected with etther iodine or vitamin A supplementation which can
have a major impact on the morbidity and mortality associated with these two
deficiencies.

Immunization programmes are active in those developlng countries which have
dogumented public health problems of iodine and vitamin A deficlency. Treatment
of ifodine deficiency can be achieved by injection of iodine in oil glven every
other year, while vitamlo A gupplementation is done using oral high petency
vitamin A capsules.
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As with the EPI, iodine and vitamin supplementation programmes atre based on
simple technologies whieh are safe and have a proven impact and they have target
populations that overlap. Thus It scems appropriate to consider integrating
these activities. Analysis is required of the information available from
current programmes in which iedine and/or vitamin A supplementation is
integrated with immunization activities. In addition field studies Lo assess
the cost and efficacy of such combined programmes needs to be carried out.

11. FROFOSALS FOR THE 1987 MEETING OF THE (LOBAL ADVISORY GROUP

The 1987 meeting will be hosted by the Regional Office for the Americas,
from 9 to 13 November 1987.

A number of suggestions were made for the agenda, including the presentation
of papers relating to poliomyelitis control/elimination, surveillance, neonatal
tetaqus, hepatitis B, ilodine and vitamin A deficiencies, management of health
care at the district level and research and development. Less emphasis will be
placed on providing general EPT policy statements, as these have heen fairly
well elaborated in previous meetings of the Group.

Members of the Group reiterated their interest in belng Involved in
activities relevant to the EPI, especlally in the Regions from which they come.
Only two of the Group had been involved in such activiries since the last
meeting, and Regional Advisors were encouraged to look for sultable
opportunities to increase this number for next year.
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ANNEX - 3

TERMS OF REFERENCE FOR THE GLOBAL ADVISORY GROUT
fot the Expanded programme on Iomunization

An appropriately constituted Advisory Group of outstanding consultants will be
appointed to advise WHU on its Expanded Programme on Immunizatiga., The Advisory
Group will be assisted in its weork by additiomal consultants, sub—committees and
study panels for gpecific purposes as required.

The Advisory Group will;

(a) advise the WHO secretariat with respect to Programme priorities over ghe
short, medium, and leng term,

(b) prowote the exchange of information concerning Programme strategies and
tactics among participants functloning a2t country, regional and global
levels, and

{e) promote the understanding of, and support for, Frogramme goals among
technical and political leaders,

Compousition of the Advisory Group:

Hembars of the Advisory Group will be appointed by the Director-General, Tt will
consist of approximately 12 members, ar least one frow each Region being selected
from a panel nowinated by the Regional Qffices. The others, selected “at large”,
will provide geographical and techafral balance. Appolatements will generally be
for a period of one year, with eXtensions arranged s8¢ as te provide for a
turnover of approximately one third of the Group each year, Reappointments will
not normally be copnsidered before one year has lapsed from the previous
termination date.

Meetings of the Advisory Group will be convensd as required, but usually on an
annual basis, and a report of each meeting will be prepared and circulated
appropriately.
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ANNEX - 4

WHO RESOLUTLON WHA39/30

WHAJY .2} Expanded Frogprameme cn [mmunization

The Thirvy-ninch Worid Health Asgembly,

Noring the report of rhe Direcror-Cencral an the Expanded Programme on Immunizntinnl
and the Executive floard's discussion on the report;

Notirng further che general recommendacinns for actien contained in the
Direetor=General®a roport, which smphasize the need to accclerate progress, furthering che
live-pulnt action programme endorsed by the Thirty-fifth World Health Agsembly by! promacing
the achievement of the 1990 goul through collabecation smoeng minletries, organizagions and
ind{viduals In borh the public and privece secrar to creace effective consumer demand and
rnsure that this demand {5 mec;  adopting a mix of complementary strategied for prograsoe
secelaration;  and ensucing that rapld increases in goverage can be sustained through
machantims which strengthen the delivery of other primary health cate Interventions;

Moring alae the Tecommendaticens for specific actions contained in tha Directer-General's
report, which call for: providing lewunizetlon ar every contact point, redusing drop=out
rates hoatween first and lasc immunizacions, improviap {mmun{zaticn userviges to the
disadvantaged 1n urban arcas and ingreasing the prierity for the control of tmeasles,
pollomyelitls and neonatal tetanus;

Recognizing Chat contlaued witoves are alse required ro screngthen dissase surveillange
dnd outbreak control, relafoeres Cralning sad fupervisien, sosure the quality of vaccine
production, managrmeat and ndminis:;atinn, and pursue rescarch and development;

1. AFFIRMA that the Expanded Programme's goal of reducing sorbidity and mortaliry by
providing twmunizaclon fer all children of che world by 19%0 remains a global priority and
FepYesents & @ilestone Toward achiaving health for all by the year 2000;

2.  WARNS thar the goal will net be achleved without conciaving acceleration of rational
progyammes;

3, URGES Member Srares oo purgee vigorowsly che recommendations for agtion contatned in the
Director—teveral's 7eport and o eoamlt chemselves fully to achieving the 1990 {mmunization
goal as part of cheir srracegples for achieving health far zll by the year 2000 through
primary health aare;

CALLY on organizatlions of the Uniced Nations system to support the Expanded Frogramme Lo
rhe cnntext of United Nations General Assembly tesolution 34738, which esdorsed the
Declaration of Alma-Ata, welcowed the efforcs of WHO and UNTCEF to attain healch for all by
the wear 2000, and called wpon the relovans hodics of the United Natlons system Io coocperate
with WHD and Aupport 1cte ¢ffarts by appropriate actions within their respective spheres of
conpetence’

3, NOTES with appreclation the ingreased internstional suppetl Lor jmmunizagion programmes
bielng provided particularly by the United Nations Children's Fund and by natlonal development
sgenciss, prlvate and voluntaby eorgenizacions and individuals, whose collective efforis are
helping to bring che Lmmunirmarion goeal within reachj

[ URGEE that such inteznational support should be furcher increased;

7. REMINDS Mewbar States and collaboracing arganizations that the 1%90 poal establiches &
bnris for {mmuntzarion coverage, which must be custalned indefinicely;

8, REQUESTS the Dirscror-Genaraly

{1y to strengthen WHO's coordinating role to help to epAcere chag iomunization
proprammer gontinue to be carried sut In censonance with the relevant policies of the
Health Aswembly, acd (n particular the policy of acraining health for all through
ptlmary health care;

(2} further to inerease gollaboration with Member States I1n order to meat the 1990

gaal, with npecial emphasis on achleving Ieducrions in the target diseases &nd en

tralulng, evaluation and Lhe imptovement of nacional, reglonal and global systems for .
moniloving progrese;

{33 to pursue baric and applied research teluvant to the fi1eld of immenizatien and to
make the results known in good time to Membar SCRUCR,

{43 to coatlnue to keep the Health Assembly Lnformed of the progress of the Expanded

Programue and Lo propose Che necessaty means to achieve the 1990 goal,

Hbk Ree,, vol. II (19853, L.l&6.1 (Fifteenth plenary meeting, 16 May 1986 -
Committee B, fifrth report)
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ANNEX - 5

SUMMARY OF CONCLUSTONS AND RECOMMENDATIONS OF REGIONAL EPY NATIONAL PROGRAMME
MANAGERS CONSULTATIVE MEETING, SEARC, NEW DELHI, 1985

1. General

During the Meeting, discussions were held gn the implementation of the
Expanded Programme on Immunization in the countries of the Region and on manage—
rial, operational, and technical aspects of the programme. Natlonal experiences
were shared, problems identified, and possible solutions and future directions
reviewed. While impressive prugress has been made and several countries have
already registered reduced digease incidence, the country reports and working
papers clearly showed that unless there is an intensification of programme
activities, the goal of providing immunization services to all eligible children
by 1990 will not be reached,

Studying the issues that had been presented in the rlenary and discussed in
the working groups, the Meeting arrived at the follewing conclusions and formu-
lated the recommendations that follow.

2. Accelerated Immunization Activities

1990 is rapidly approaching and the immunization coverage, through Increas—
ing, remains low. Only about 40 per cemt of the Region's infants receive a thicd
dose of DPT and about 30 per cent receive a third dose of polio vaccine. Inp-
creasing the coverage levels for these and other vaccines to a point where
significant reductions in morbidity and mortality can be achieved and sustained
temaing a formidable challemge. To accomplish this, immunization activities can
be accelerated by a variety of strategies. Specific actions to be taken include
the following:

2,1 Immunization delivery within the exizting health lufrastructure must be
assessed critiecally, strengthened, and, where necessary, extended through out-
reach sessions to populations without asccess rto fixed faciliries.

2.2 Efforts are required to increase the involvement in EPI of other sectors and
agencies, non-governmental organizations, professional bedies, religious organi-
zations and other manpower sources such as, for example, private physicians,
traditional practitioners, teachers, other front-line workers, ete.

2.3 Acceleration {s required in the wider application of existing national
pelicies and WHO recommendations, such ae ensuring that the policy on
contraindications is correctly applied and that vaceination efforts are focused
en the highest risk groups l.e., infants and morhers.

2.4 Accelerated Lfmmunization activitles should be established as a coatinuous,
sustained measure, as an integral part of the primary health care approach, for
as long as necessary. Accelerated immunization should not be confused with mass
campaigns.

2.5 Additional inputs must be provided. Existing resources must also be ana-
lyzed to ensure their optimal utilization.

2.6 Some countries may consider that the use of additionat intensified ap-
proaches, such as periedic rounds of intensified activities or designation of
one ot more days each year as national immunization days, is desirable. Such
approsches have been used with varying degrees of success In several countries.
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Although training is a vital element for the effective implementatfon of
EPT, it has not been given sufficient systematic attention In some countries.
Training should be strengthaned by the tralning of tralners, preparing locally
relevant training and health education materfals, and by more actively involving
higher level staff inm the training of field staff.

The following are specific recommendations:
3.1 Each country should analyze its EPI tralning programme. Staff requirting
training must be identified, a "multi-year” plan developed, and resources iden-
tified to implement the training plan.
3.2 To ensure the quality of training content and methodology, use should be
made of the WHO EFI modules, suftably adapted aund translated into national

languages.

3.3 Though intercountry EPI training courses are useful, the focus should now
shift to conducting national courses.

4. Immunizatfion Coverage Information System

Routine reporting of immunization goverage is necessary at all lavels to
evaluate the progress of the programme ags well as to identify problem areas
requiring improvement. In the absence of a reliable routlne reporting system,
alternative methods of estimating vaccination coverage are needed. The follow-
ing recommendatlons and points for action were endorsed:

4.1 Tt will be desirable to obtain, by 1986, routine jmmunization coverage data
from all countries, by dose, for children under one year of age, 12— 23 mounths,
and more than two yearsg.

4,2 Doses of tetanus toxold administered should be reported separately for
pregnant women, women of child-bearing sge, and other adults.

4.3 The completeness, efficlency, and timeliness of reporting must be systemati-
cally monitored at all lavels to improve compliance.

4.4 Thirty-cluster BPI coverage surveys should be continued in most countries or
inittated at the earlifest possible date in countries where they have not been
performed as yet. The number and areas of surveys should be chosen In such a
way that the results can be representative of a larger administrative area.
Goverage surveys should alsoc elicit the reasons for immunization falilure and,
especially in countries where a large proportion of vaccinations are adminis-
tered outside the routine reporting system, the source of vaccination.

4.5 Survey data should be analyzed and compared with routine reports to confirm
thelir validity. In gertain cases, follow—up Investigation may be indicated.

5. EPI Target Diseases Surveillance

Extra efforts and resources are needed to achleve the Regional Medium—Term
Programme target of establishing reliable surveillance of the EPI target dis-
cages by 1986, It may not be possible to achisve this target in respect of data
for the entire country but surveillance should be developed in selected areas.
It may be necessary to use a number of different survelillance systems or a
combination of methods to achieve reliable surveillance.
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Specific actions that are needed include the following:

5.1 EPI should strive as much as possible to work through, and improve, the
routine surveillance system.

3.2 Countries should standardize field diagnostic criteria and case definitions
at the national level for each of the EPI disecases.

5.3 In most countries, during the period when routine surveillance is being
strengthened, EPI should establish & sentinel survelllance system to genarate
more relevant znd reliable data on the EPI target diseases, such as baseline
age—gpecific incidence rates in defined populations, secular and seasgnal
trends, lumunization status of cases, etc.

6. Establishing Disease Reduction Targets

Setting disease reduction targets for the EPI target diseases can help to
gserve as an Indicator for evaluating the achievements of the programme and to
mobilize more resources in support of immunization efforts. It was felt that 1t
is possible to gstablish disease/mortality targets by 1988 for selected EPI
diseases. Targel rates can be set for poliomyelitis morbidity, neconatal tetfanus
wortality, and in some countries, possibly measles morbidity.

Achievable reglonal rargets by 1990 are:

~ (a) reduction of neonatal tetanus mortality to less than 1 case per 1,000
live births, and

= (b) at least 73 per cent reduction of paralytic poliomyelitis morbidity
from a starting estimate in unimmunized areas of approximately 20 cases to less
than 3 cases per 100 000 population,

7. Health Services Research

The provision of immunization services to all children by 1990 is not
dependent on additional knowledge or technologies. Rather, the limltatlons of
EPI delivery are the result of a failure to fully and properly apply existing
knowledge and technologies. To strengthen EPI activities, health services
research as part of programme operations is required to identify programme
juccessas and waaknesses.

Priorities for health services raeasearch are in the fields of delivery
strategies, community participation, factors influencing lmmunization coverage,
and cold chain and logistics,

8. Cold Chain and Logistics

Recent improvements in the cold chain are impressive but much remains to be
done. The major constraint 1z no longer inadequate equipment but the improper
uge of that eguipment and a failure to seek out innovative szoluricng to cold
chain problems using avaflable resources., The most pressing needs are:

8.1 Design or adaptation of existing training materials and conducting mational
coutses on cold chain and logistics; short "refrigerator user's courses” and
national maintenance and repalr courses on cold rooms and refrigerators.

8.2 The improved equipment that is presently available, including suitable
voltage stabilizers and chemical cold chaln indicators, could be more widely
used in the Region.
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8.3 Equipment repalr and maintenance can be improved by organizing repair
workshops, deploying moblle teams of technicians, and creating stocks of
appropriate spare parts at each level.

8.4 The "quota system”" of vaccine supply should be phased out and replaced by a
distribution uystem based on past usage, expected demand and stock balance.
Tndent and recording/reporting forms and registers will require medification.

8.5 Syringes and needles should be provided in sufficient quantities to ensure
that a health worker has at least one sterile needle and one sterile syringe for

each injection at the fmmunizaticn session.

9. Procurement, Productlon, and Potency-Testing of Vaccines

WHO is ready to provide the techmical support to countries For research and
davelopment in vaccine production, wherever technically and economically
feasible, Efforts of WHO in establishing a regional network of quality ceontrol
laboratories should continue.

Technical cooperation between developing countrles (TCDC), particularly with
respect to training in vaccine production techmolegy, quality contrel,
development of technologies, studies on shelf life, etc-, should be encouraged.

The feaslbility of attailning reglonal self-reliance in the production of viral
vaceines should be explored.

10. Call for Ceontilnued Support

WHO, UNICEF, and other international and bilateral organizations are urged
to continue providing maximum support for the strengthening of Immunization
activities in the countrles. In view of the rapidly approaching date of 1990,
it 1s suggested that WHO convene yearly uatfonal EPI managers consultative
meetings.
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ANNEX - &

PROGRAMME DATA
(baged on data available as of Auvgust 1986)

Table 1
Estimated immunization coverage with
BCG, DPT, poliomyelitis, measles and fetanus vaccines

tasynitation coverage {1 )

Newborns Cumulalive  J-——=—mm e eermmeme e A R oo mmmm oo !
Lountry turviving to percentage  iChildren less than 1 year of age  [Preguunt |
1 year of age of births ! ! wWomen |
Developing countries ranked by  (ailliors) e e e e O
surviving infants, { BLE DPY [I1 Poliv [3] Measies iTetanys §f
I India {3} 22,50 H H 4 L1} 37 i YA
2 Indopgsia (3) 462 33 I 16 14 16 1 16
3 Nigeria [3) 4.29 L] 1 i2 7 b b i
4 Pakistan (3} T84 LY} H 4} 30 K4 FAN 91
% Bangladesh (5) 3.05 46 H 3 2 ? 11 3
& Brazil (3t 2.3 49 .- &2 b 63 1 H
7 Hexico (3 2,53 5 H 14 L4 &7 64 | e
8 Iran {3} A7 59 H b4 31 3 3! 18
? Viet Mam (3) i.72 hl i LY 19 25 HU van A
10 Philippines (3} 165 3% i T8 59 ] 93 ]
H Egypt 5 1.5¢ B! b 93 %5 1 81
12 Ethiopia (4) 1,53 b2 H 14 B § 16 1 11
13 Turkey (5%) itk b4 .- ] 47 7 7 vae
I4 laire (5} 1.3a b AN n 40 3} 501
15 Burep () 1.1 &7 [ 22 [ )| ' 131
14 Sauth Africa 1.15 8% I ‘e re P P
17 Thailand {3 1.05 70 | % L3 b2 91 48 1
18 xeaya {38} .04 7 HE 1 58 37 33! e
15 Tanzania (4} 1.00 13 i % 52 Lk (AR 2
20 Morpgoo {4) 0.93 1] HI Vi 36 L1 40 ! !
21 Rep. of Korex 4) 0.93 73 HEE 76 B0 Bg ¢ iae }
22 Colonbia (5) G.89 ) i b2 &1 b2 33 .
13 Suden [0} 0.68 n H 1z B B [N L
24 Algeria ¢)) 0.8% 78 1 13 30 17! oot
25 Argentina (5) G.71 9 H B 53 o9 671 !
23 towatries b5, 56 78 ! 3 38 34 F1 i
Other developing countries 1745 21 H 49 IB 7 354 Flil
I | ]
Sub-tatal develeping countries H H
lex¢lyding China) 83,31 108 B2} 19 38 3 Frl 0
! H H
China {35) 17.79 18} &7 7 84 [ 1
’ 1 i
otal developing countrips ! ! '
tincluding €hina) 04,30 1001 M 1] £4 N 14
Total industrialised countrics 17,34 HE..T b2 &b L 9!
Biokal Total 148,66 H 16 7 48 a4 14 |
--------------------------------- -— e E VY Y 1

! 2 doses only
(1) 1981 coverage 4ata
(2} 1982 coverage data
13) 1981 coverage data
14} 1984 coverage data
(5] survey data
na inforeztion gvailable
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Figure 1
Tmmunlzatfion Coverage — Infants under }2 Months by WHO Region
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Figure 2
Reported Global Incidence of Measles, Tetanus, and Poliomyelitils
{per 100 000 populatlon) — 1974-1983
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Table 2
Estimated annual number of deaths from neonatal tetanus, measles, and pertussis
and annual number of c¢ases of policmyelicis
in developing countries (excluding China)

b e T e e e e T R e R e e e e e t
! Hegnatal  sMeasles|?hiPertussis{3)! Total ifum.  !Polic  ifusi !
H ‘etanusii): i 1 Deaths ‘lof total lcases(4) jof cases @
H VAQYTS) L 106D ) b 1000 s} 10005y deaths ) (00(*s) ! 1
123 largest developing ! ! ! ! H ! H H
countries i [T I 1663 3 484 ! 2801 ¢ g2 ! 7 EE
i r 1 1 ) + 1] i 1
: : ! : ! ; ! ! !
‘0ther developing countries | 152 ! 559 1 23! ‘634 4 18 573 2
‘ ! ; ! ; ! ! ; ! :
’ : g i i ! ; ! : !
iTotal developing cauntries | i T 871 MM et IS 100
[EET R - e e e e e e e e LR e A +

The annual nusber of feaths froa neonatal tetanus, weasles snd pertussis, and
the annual nusber of cazes of polionyelitis in developing countries texcluding Chinal
n’. were estisated, using the imounization coverage datz in fable 1 and the following aczunptices:

1} Heonatal tefanus: Based on survey data or in absance of survey, neonatal tetanus
dzaths are cstimated froe countries with sisilar socio-economic comgitioas.

Z

Heasles: It is assumed that the vaccine efficacy is 957 and that 907 of
unioaunized children will acquire sessles. Coverage ts assumed to be
2erp in countries from which data are not available.

3

Fertussis: It is agsumed ihat the vaccine effigacy ie 80% and that §97
of uninsuntzed children will acquire pertussis. Coverage i9 assumed to be
zerg in tountries fram which data are not available.

4

Paltos In view of narrow limits of variztion of results of polipayelitis
surveys, and in the shseace of an iomenization pregraane,

a fired incidence rate of § gases per 190% newborns i5 used. A vaccine
efficacy of 951 is used. Coverage is assymed te be zero in countries froa
which data are not available.
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Table 3
Egtimated cases and/or deaths prevented from neonatal tetanus,
pertussis, measles and pollomyelitis in 25 developing countries
(excluding China), ranked by number of surviving Infants

)] Y LY [ HETH Lh HET:H H
tPrevented Prevented [Provented iPreventediFreventad!frevented!
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H H
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H H iDeaths ! : i : B

Copogted b 000's) (000 =)} ChoR's) L (00078 [ 1000's) §fuidTs) i 1000 s
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£ 19 Tanzamia 14} H 1099 § 100 ¢ i bk i L 598 1 12! Fa
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t 2L Rep. af Korea () H 749 ¥5 . 0 42 | LI 82 b & 4
12 Tolombia 15) H LELI g7 . [+ 164 0 3 447 24 A
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LR fedu rmmmmmmm i mm e [T r— daslerepm—— ' H I L L ] Jommmaumr=]
H Total H FRI27 0 E36T ) L 17407 ¢ 191 1 134BF i o i i
H H ! H ! 1 H H H H
H Other developing Ci, ! 19432 1 17638 it 4726 1 BLI 870 S 1t ¢ b
v ] + i ] ] ] i . H
H Total developing s, } T 0 8N 177 1w PZE R L L A1 142 1
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tRLL fiqures oss than 1000 ara indirated by “{i%, Figures above 100U are rounded to the nearest thausand.

(1}¥euborns: basce on 1985 estiosted gopuletion and crude barth rales,

t}18urviving newborns: baced 0n estimated nuzaer of pymbarns and inlant mortelsily rate.

[ Based on dortality petizations irow wreeys or reporte, 3 vaccine effrcaey of 093 and 1saunizatich
tovrr aie reported as of fhugust 1986, Lountries mebhout avatlable dats wers arbitraraly cateqoresed

10kp ghe of 3 levels of ncoaubal tebanus nertabity: 5, 10 or 15 per theusing l:ve births.

{a7kased nn an tncidence extemabion &f BOT of newhorns o abseace of an 1k&unI2atina grogreene, @ vaccine pfficacy
of 0.8 for I dogen, and 1zaunizatioh coseraqe reported as of fugust [986.

(S1Baced on mortality estimalions of one-third of seacies deaths, a vaccane efficacy of 0.8 for J doses,
ang aswunizatian coverage reporbed o of hugust 1994,

[b1%ated an an incidence eobimgbion of LI0T quryivi &) APRhOFRS 10 absence af an tenunization proaranee,
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uemunizat1an roverage reported 43 of Augest 1984,
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