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1. INTRODUCTION

The Global Advisory Group of the Expanded Programme on Immunization (EFI)

conslsts of 12 members.

All WHO Regions are represented,

six members being

drawn from panels nominated by the Regional Offices and six mwembers being sa—

lected either "at large”
technical balance.

or from reglonal panels to provide geographical and
Representatives of collaborating agencles and donor sources

are invited to Global Advisory Group Meetings as observers, and thelr views are

considered in preparing the report.

This document is not issued 1o the gemeral publig, and
3!l rights are reserved by the World Health Qrganization
{(WHO}. The document may hot be reviewed, abstracted,
quoted, reproduced or tramsiated, in part or in whole,
without the prior written permission of WHO. WNo part
of this document may be stored in a retrieval systermn or
trangmitted in any form or by any means - electronic,
mechanical or othar without the prior written permission
of WHQ,

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

Ce document n'est pas desting a &tre distribué au grand public
et tous les droits v afférents sont réserves per 'Organisation
mandiale de 1a Santé (OMS). || ne peut 8tre comments, résumsé,
cité, reproduit ou traduit, partiellement ou en totalité, tans
une autorisation préalable écrite de U'OME. Aucune partie
ne doit &tre chargée dans un systéme de recherche documen-
taire ou diffusée sous quelque forme cu par gquelque moyen
que ce soit - giectronique, mécanigue, ou autie - sans une autag-
risation préalable écrite de 'OMS.

Les opinions exprimées dans les documents par des auteurs
cités nommément n'engagent que lesdits auteurs.
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The tenth meeting of the EPI Global Advisory Group took place from 9-13
November 1987 in Washington, D.C. in the Regional Office for the Americas. ‘The
Offfeers for the Group were:

Chairman: Frofessor L. Kaprio (Finland)
Vice-Chairman: Dr J.P.Risi (Brazil)
Rapporteur: Dr Mambu-Ma-Disu (Zaire)

Annexes 1-3 contaln a list of participants, a list of documents used
during the mecting and the terms of reference of the Global Advisory Group.

The meeting waz opened by Dr Robert Knouss, Deputy Director, Pan American
Health Organization, who welcomed the participants on behalf of Dr Carlyle
Guereca de Macedo, the Director.

Dr Knouss noted that all nattons of the world are now accelerating their
tmmunization programmes in order t¢ achieve the goal of universal immunization
by 1990, a milestone toward achieving the overall goal of health for all hy the
year 2000. The nations of the American Hemisphere have also set the goal of
interrupting the transmission of wild polioc virus by 1990.

The success of the EPI in the Americass is demonstrating that neither
technical problems nor different stages of national development pose major
threats to the achievement of the EPI geoals. The most critical factors for
sueccess are the policical commitment of the respective governments and the
coordination of the various international agencies who are supporting immuniza-
tion and other child gurvival fnit{iatives.

An example of rthe excellent coordination now being achieved among thase
international agencies {s the Joint Statement on EPI Policy and Strategic Ap-
proaches in the Americas which has recently been signed by PAHO, UNICEF, USATID,
the InterAmerican Development Bank and Rotary International, the organizationsa
constituting the EFT Interagency Coordinating Committee. The strategy uses
polio eradication as an opening wedge for the full development of immunization
services and disease surveillance. These services, in turn, strengthen Institu~
tleonal capacity for the sustained delivery of other primary healrh care
services.

Operatlons research is another facror eritical for the suceess of rhe EPI.
Problems ¢f training, implementarion, menitoring and evaluation particular to
each national programme muszst be identified and solved, using the experiences and
the ideas of health workers engaged in day to day programme implementation at
peripheral level. Tt will play a continuing role in programme evolution, par-
ticularly as the argenal of pnew vaccines promised by the biotechnology revolu-
tion becomes availabhle for wide scale public health use.

Dr Knouss, on behalf of himself and Dr Macedo, wished the meeting all
guccess., They looked forward to receiving the Global Advisery Group's conclu-
slons and recommendations, which would further guide the actions of the EPI in
the Americas.

In #gssuming the Chair, Dr Kaprio thanked Dr Epouss for the hospitality of
the Regional OQffice in hosting the meeting. He extended z special welcome to
the new members of the Group: Dr  Salah Hasgsan Al-Kandari (who was unable to
attend) and Professor V.I. Pokrovski. He algo welcomed the observers represent-
ing national development agencies, UN agencles and non-governmental organfza-
tions, noting that it was their partnership in supporting the efforts of nation-
al programmes which is making the EPT such a success.

The Group began its work with reviews of progress at glohal and reglonal
level and concluded with discussions of selected technlcal {ssues of glabal
relovance.
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2. CONCLUSIONS AND RECOMMENDATIONS

After {ts review and discussion of the items on the agenda, the EPI Global
Advisory Group adopted the followlng conclusions and recommendations:

2.1 Qverall programme status

Due to the efforrts of natiomal governments, non-goveramental organizations
and support from the international communicy, the Expanded Frogramme on
Immunization is achieving remarkable success. Coverage for a third dose of DPT
or polio vaccines In infants are at 8 30X level in developing countries
{Annex 4: Table 1l; Fipure 1) where jmmunization programmes are now preventing
ovey a million deaths a year from measles, pertussis and neonatal tetanus and
over 188 000 cases of poliomyelitis (Aumex 4: Table 2). Although significant:
progress has been achieved, 1t mugt be recognlzed that over three million deaths
preventable by immunization still ogcur annually,

Continued aceeleraction of the EPI iz needed to meet the goal of Universal
Childhood Tmmunizarion by 1990. This should be pursued according to the
guidance provided by the World Health Assembly in 1982 (Resolurion WHA35.31)
and in 1986 (Resolution WHA39.30) and accotding to the recommendations made by
the Global Advisory Group, patticularly those made in 1986,

Many developing countries will need external gupport well inte the 2150
century te sustain their immunization programmes. United Nations agencies,
international development agencies, non-governmental organiszstions and other
donors should plan to continue their support to national, regional and global’
levels of the programme for the foreseeable future, recognizing the eritical
role immunization is serving in reducing childhood mortality and disability, =s
well as irs role as a bhuilding block for the primary health care
infrastructure.

Improved coordination of outside donors in support of national
immunization programmes would be useful in most countries. Excellent
coordination is occcurring within most countries of the Americas, where effective
inter—agency coordinaring committees have been established at country and at
regional level under the leadership of PAHO. These groups have elaborated
detailed finaneial plans, outlining the commitments of the national governments
and outside groups over a 5 year period and ave following progtamme pecformance
ar country level through quarterly and anneal meetings, making oecessary
adjustments of plans and funding. The formation of such committees is
recommended in all Reglions and in all countries receiving outside support for
immunizarion; where such committees already exist, they should receive the
support of all agencies involved. This coordination benefits both the receiving
countries and the donor agencies. It promotes effective use of available
resources and provides the individual donots with both accountability and
visibility, helping to assure their continuing support.

The primary objective of immunization is to reduce mortaliry and
morbidity. Countries and Regions are encouraged to set specific diseage
reduction targets to be met during the period 1990-1995 (during which
immunization coverage rates achleved in 1990 and bevond will have their impact
on disease incidence) and to develop surveillance systems adequate to measure
chat impact. Sentinel surveillance should be encouraged during the period in
which routine surveillance is being strengthened. Reports from each Region
concerning the setring of disease reduction targets are requested for the next
meeting of the Global Advisory Group in 1983,

In strengthening surveillance, primary emphasis should be placed on polio-
myelitis, measles and neonatal tetanus. Together, they serve as Indicators for
a wide spectrum of programme activities. Poliomyelitis should come under rapid
control where immupization services attain moderate levels of coverage. Measles
will only be well controlled in the best immunizatrion prograwmmes. The control
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¢f neonatal tetanus is best accomplished by strengthening primacy health care

services s0 as to asgure c¢lean deliveries and hygienlc post delivery care znd
immunization of women of childbearing age.

2.2 Poliomyelitis eradication

The poliomyelitis eradication initiative in the Americas is commended.
The commitment of the countries of the Reglon to eradicating this disease by
1990 has served to accelerate the progress of the EFI itself and has made the
programme more effective in contributing to the development of the primary
health care system as a whole., This is particularly evident with respect to
surveillance and laboratory services. The initiative has been effectively used
to lneresse the resources available to the EFI within the Region and to improve
the c¢coordination among donors.

Global poliomyelitis eradication can now be envisioned. The genaeral
success of the EPI, the success of the existing evadication initiative in the
Americas and the adoption of the eradication goal by Europe all pelnt toward the
inevitablility of global eradication. Efforts should now be pursued to adopt
this goal, using it as a means to strengthen and accelerate the impact of the
EPI i{n preventing all of the target diseases and as a means to inecrease its
contributions to building the primary health care infrastructure. Notwith-
standing the desirability of further improving vaccines and vaccine delivery
schedules (see helow), the technical and managerial tools needed to accomplish
this task are now at hand. For the next meeting of the GAG, each Region is
requasted to review the potential for achieving Regicnal eradication within the
next decade ao thet the GAG, in turn, can assess what might be a feasible date
for global eradication.

Facilities for the laboratory diagnosis of poliomyelltis need to be acces-
sible throughout the world. Each Region should establish regional and/or sub-
regional reference laboratories to which dliagnostic specimens can be referred,
mainly through strengthening existing labovatories.

The occurrence of an epidemic of Type 1 poliomyelitis in West Africa in
1986 offered an opportunity to study the field efficacy of oral pelio vaccine
(OPV) {n The Gambia and high potency inactivated polio vaccine (IFV} in the
Kolda region of Senegal.

Based on the results of the 2 case—contrnl studies, it Is concluded that:

=~ Both the OPV and IFV vaccines used in the Gambia and Senegal are effec-
tive in preventing poliomyelitis. Data from the two studles suggest
comparable protection from two doses of IPV and three doses or more of
arv,
- 0PV remains the vagelne of chelee for routine use In developling coun-
tries based on its low cost, its ease of administratlon, its superlority
in conferring intestinal immunity (which may limit the person to person
spread of wild polio virus), and {ts communicability (which may protect a
proportion of unimmunized ¢hildren). It is the vagccine of choice for
epidemie contreol.
- Studies in the following areas should be pursued:
= c¢linical evaluation of different dosage schedules and potency
formulations of OPV designed to maximize vaccine efficacy,

= Ffield studies of the effi{cacy of TPV and OPV whenever the ¢ircum-
stances permic,

m glinical evaluation of different schedules of IPV-DPT designed

te provlide adegquate protection against pertussis as well as
pellomyelitis,

= glinical evaluation of different combined schedules of IPV and
OPV designed to make optimal use of both vaccines.
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2.3 Research and development

The establishment of amn EPI Reaearch and Development Group is waelcomed.
The maturation of national immunization programmes is bringing the recognitlion
of new problems which must be solved before the full potential ofF fmmunization
to control vaccine preventable diseases can be realized. Research iz needed to
address these operational problems as well as to find ways in which the new
knowledge and new tools being provided by basic research can be used to the best
advantage in national immunization programmes. The Global Advisory Group is to
be kept informed of the work of the Research and Development Group.

2.4 Human immunodeficiency virus (HIV) infection and routine childhood
Immupnlization

The consensus sratement resulring from the August, 1987 WHO Consultation
on HIV and Routine Childhood Immunization is endorsed (Annex 6). The EPI should
continue to review new Information pertaining to HIV infection and immunization
and to issue additional joint statements with the WHO Special Programme on ATDS
as appropriate. Research to develop ways to administer vaceines which simplify
or eliminate sterilization requirewments should be pursued.

2.5 Measles control

An esrimated 2 million children die annually from measles and its compli-
cations. Delayed mortality, occurring up to 12 months after infection, causes
many additional deaths.

Measles control is made difficult because of continued disease transmis-
glon in areas with moderate to high coverage and a high {ncidence of measles in
children less than 9 months of age.

3irategies for increasing the impact of immunization services on disease
incidence should be further explored. These include investigations of alterna-
tive strategies for the use of Schwarz vaceine (including the uwse of two-dose.’
schedules), the provision of immunizatlon services at every contact with the
health services and the effectiveness of {mmunization campalgns in urban areas,

The Edmonston-Zagreb strain of measles vacoine, {f it proves effective in
immunizing children below the age of 9 months, will also help increase programme
impact. Current studies of this vaceine strain should be completed as soon as
possible and £t should be determined whether constraints exist in making it {or
sttains with similar characteristics) available at affordable cost for EPI use.

2.6 Neonatal tetanus control

Neonatal tetanus remgins a serious and neglected problem in wmany parts of
the world. Progress in the control of this disease through immunization remafns
insignificant compared with the progress in immunization coverage of infants.

Neonatal tetauus is typically a disease of the illiterate and the poor,
the same groups which have least access to antenatal and delivary care, While
antenatal and delivery services need to be improved and expanded, reliance on
them alone will not suffice. Urgent steps should also be taken to improve
immunization coverage.

The recommendations of the Eighth Internstional Conference on Tetanus in
Leningrad (1987) are therefore endorsed. The following issues deserve special
emphasig:

— All countries should accept the challenge of eliminatiog neonatal teta-
nus from the world, launching special initiatives for this purpose as
required.
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- The tacget group for tetanus toxold immunization should be widened to
include all wemen of childbearing age, with special emphasis oo pregnant
WOman.
= Countries should jmprove the monitoring of neonatal tetanus by:
s routinely reporting tetanus toxold immunizations administered by
targat population and by dose, and
@ in¢luding evaluarion of the TT lwmunization status of mothers in
immunization coverage surveys for children.

2.7 Micsed opportunities for immunization

Studies from several developing countries have indicated that the majority
of children attendlng curative care facilities are eligible for immunization but
are not fmmunized durtng that visic. They have also identified children who
have received some, but not all of, the antlgens for which they were eligible.
Further studfes should be undertaken to document the magnitude and the signifi-
cange of this problem both for children and for women of childbearing age.

Cases of vaccine preventable Jdiseases can alsc reveal missed opportunities.
They should be investigated, using standard case definitlons, to determine why
Immunization services fafled. Finally, it is recommended that strategies for
reducing the problem of missed opportunities be studied. It is desirable that
clinicians working in curative care settings be involved in thia work.

2.8 Logal area monitoriug

The Local Area Monitoring (LAM) project s=hould be continued. Given the
Incompleteness of currently available data, no efforts are warranted at globhal
level for the present to expand the number of existing sites. Efforts are
warranted, however, to improve national surveillange, and the expanzion of this
or other sentinel systems within Regions ¢r within Individual countries should
be promoted. These may Include rural as well as urban sites. Such efforts
often reveal weaknesses in rouwtine data collection and anmalysis which are not
tecognized by those concerned; they can also bring to light missed opportunities
for exploiting available data which are otherwise lost.

2.9 Accelerated immunization programmes

A review of acceleration stirategles emploved In 22 countries confirmed the
validity of the joint WHO/UNICEF statement on “Planming Principles for Acceler=—
ated Immunization Activities”. Advantages of programme acceleration agtivitics
identified in the review inglude:

~ ingreased political support for universal childhood fmmunization,

- effective soclal mobilization, and

= increases fo fmmunization coverage.

Problems which were fdentified in at least gsome programmes fncluded:

- lipadequate planning,

= admianfstrations of latge numberg of Llmmunizations to children too old

to benefit from them,

= high drop=out rates,

— high ¢osat,

— disruption of other ongoing primary health care services, and

— 1nabilitry to sustaln coverage at the level achieved during the
acceleration.

Future acceleration activities should be undertaken so as to assure:

~ a contribution of these activities to the long-term development of
sustained immunization programmes,

- the selection of strategles of acceleration appropriate to the local
gituation (in¢luding pericdic pulses (months, weeks or days), phased
geographie expansion, and intensified publiclty emphasizing the use of
existing facilities),
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— adequate monltoring of ilmmenizatlion coverage and ¢ests, and
- donor coordination.

2.10 BSocial mobilization

Techniques and principles which have proved to be effective in promeoting.
the use or the purchase of products or services can be adapted and applied to -
the task of changing peoples attitudes about the importance of immunization.

The health sector may be able to achleve greater lmpact from communications
effores 1f national experts in communications, advertising and marketing are
eongulred in the regearch, design, production and dictribution of materials and
messages about immunization. Personal distribution of materials by leaders or
grganizations that are respected within the community is an effective means both
of involving those leaders or organizations and of transmitting the messages..

2.11 Hepatitis B immunization

Chroni¢ infection with hepatitis B virus 1s common in many countries.
Sueh infection i1s a cause of hepatogellular carcinema and other chromic liver
disease. Hepatitis B vaceine 1s safe and ¢ffective Iin preventing infection, and
its cost is now decreasing. Its use early in infancy can reduce chroni¢ carrier
races by over 75Z.

Hepatitis B {mmualzation programmes should primarily aim at the prevention
of chronile carriage of hepatitis B virus and should be considered in all popula-
tion groups with chronie carvier rates of hepatitis B virus of over 2%; they
become a major publie health priority for populations with garriar rates
above 10%.

Countries with chroale carrier rates of hepatitis B of over 2% and with
the resources to iniciate and sustain hepatitis B immunization programmes should
introduce hepatitis B immunization as asn integral part of existing childhood
immunization programmes. This vaccine should be used in ways which strengthen
eXisting programmes.

A minfmem of 3 dogses of hepatitis B vaceine is recommended, given by the,
intramusgular route. The first dose is recommended at birth or as socon as :
pessible thereafter, the second dose 4-12 weeks after the fivst and the third
dose 2-12 wmonths after the second dose. While intramuscular administration 1s.
the only recommended route at this time, further studies on othar modes of .
delivery which could contribute to further reductions in vaccine costs, Includ-
ing intradermal administration, should be encouraged.

Immunization schedules should be Integrated so that the use of hepatitis B
vaccine does not require any extra contacts with the health system beyond those
already needed for vac¢eines included within natlonzl childhood immunization
programmes.

While the uwse of hepatitis B immune globulin is effective in couwplementing
the use of hepatitis B vaccine in preventing perinatal infection, its high cost
and the nead o administer it within howrs of birth will preclude its use in
most developlng countries.

2,12 Vitamin A and iodine supplementaticn

In countries with recognized vitamin A and/or lodine deficiency problems
of public health significance, EFI managers should collaboracre with
autritionists and the Prograwme for the Prevention of Blindness in exploring
ways in which the EPI might contribute to supplementation programmes reaching
the vulnetrable groups.

In countries where vitamin A and/or fodine supplementation programmes
already exist, ecoordinatrion between them and the EPI should be ensured.
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Training and reference materials relating te vitamin A and lodine supple~-
mentation need to be developed for peripheral workers and for mid-level manag-
ers.

Recording systems should be established, using existing health care cards
where possible, to document the administration of supplements and to protect
children from the risks of excessive doses of vitamin A or Iodinated oil.

The major actions recommended in the joint WHO/UNICEF statement on Vitamin
A for Measles are endorsed!

"High dose vitamin A supplementation should be provided to all children
diagnosed with measles in communities io which vitamin A deficiency is a recog-
nized problem. In countries where the fatality rate of measles 1s one percent
or higher it is sensible on the basis of current evidence to provide vitamin A
supplement to all ¢hildren diagnosed with measles.”

Studies to investigate further the relactionship of vitamin A supplemeanta-
tion with measles outcome are still needed, especially in aress were vitamin A
deficiency ls not a recognlzed problem.

Projects to implement and monitor vitamin A and iodine supplementation

protocols within the EPI should be developed in selected countries.

3. SUMMARY OF THE GLOBAL AND REGIONAL PROGRAMMES

3.1 Glohal overview

In December, 1987, data obtalned through the EPI information system showed
for the first time thar {mmunization coverage with three doses of DPT or polio
vaceings 1a infants are at a 30% level in developing countries (Annex 4:

Table 1; Flgure 1). This is a mwajor public health achievement. When the
programme was initiated in 1974, no direct estimates of coverage were avallable,
but, based on the quantities of vaccines being used at that time, coverage of
infants with a third dose of DPT or polic vaccines must have been well below 53%.

Immunizaticon programmes in developing countries are now preventlng more
than a million deaths each year from measles, neonatal tetanus and pertussis and
over 188 000 cases of poliomyelitis (Annex 4: Table 2). Official reporting
systems remain weak, however, and notify, often with ceouslderable delay, only a
small fraction of the cases which actually occur (Annex 4: Figure 2). Full
immunization coverage, the programme goal for 1990, would avert many addirional
deaths and cases of dicease: measles still kills nearly two million children
each year, neonatal tetanus kills some 800 000 children and pertussis nearly
600 000 (Annex 4: Table 3). A quarter of a million polio cases atill occur
annually.

The theme for World Healeh Day, 7 April 1987, was "Immunization - a chance
for every ¢hi1ld”. The EPI UPDATE prepared for that occasion noted that:

= Good immunization coverage parallels good health infrastructure.
Coverage approaching 80Z is reported from the European Region. Coverage
below 40% iz reported from the African and South East Asia Regions.

= Half of the infants 1In the developing world are in just four countries:
China, India, Indonesia and Nigeria. Improvements In the coverage in
these countries will have a zignificant impact globally.

- Programme acceleration Iz needed to attain the 1990 goal of universal
childhood immuni{zation. Acceleration requires two complementary actions:
gocial moblligation and iwproved management of health services.
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- Soclal mobilization can provide an initial spark, but is more lmportant
in ensuring that programmes are sustained. It has the power to change‘
attitudes so that society no longer finds it acceptable for children to
suffer and die from vaceine preventable diseases.

- Improved management should focus on using every opportunity to immunize
eligible children and women. Tt should emphasize immunizing as early in
life as possible, minimizing contraindications and providing immunization
in all health facilirles seelng children and women.

The EPI's major challeages at present remain accelerating and sustaining
national immunization efforts. Acceleration must not become an enemy of
sustainability. There is some risk that natlonal programmes and outside collab—
orators, in pushing hard to reach the 1990 goal, do so in ways that cannot be |
sustained. Of course this 15 contrary to the fundamental objective of the EPI.
1990 cannot be considered as a finishing date: ir is in fact a starting date for
the ongoing immunization of all children of the world. Resources being com—
mitted to the programme now will need ro be continued (and Increased, as more
children are born and more vacclnes are added) for the foreseeable future. This
ig likely te¢ preseat a particular challenge to external donors, who often find
that short-term high-visibility efforts are easier to support than are longer-—
term efforts. Yet many national programmes will experience extreme difficulties
unless external support c¢an be extended into and bayond the next decade.

The Programme's central strategies have been devaloped by the EPI Global
Advisory Group (GAG) and endorsed by the World Health Assembly and are now well
defined. In 1982, the World Health Assembly endorsed a Five Point Action Plan
recommended by the GAG which focussed on estahlighing s basic immianization
infrastructure in each country (Resolurion WHA3S5.31). The Action Plan called
for promoting the EPI in the context of primary health care, for fuvesting
adequate human and financial resources in the programme, for ensuring adequate
evaluation and for pursuing research as a part of programme operatious.

In 1986, again following the GAG's recommendations, the World Healtrh
Agsembly endorsed three general and four specific actions needed to achieve the
1990 goal (Resolution WHA3S.30),

The general actions are to:

= promote the achievement of the 1990 geual through coellaboration among
ministries, organizarions and individuals in both the public and private
gector,

- adopt a mix of complementary strategies for programme acceleration, and
- ensure that rapid increases in immunization coverage can be sustalned
through mechanisms which strengthen the delivery of other primary health
gare jnterventions.

The specific acticns are to:

- provide immunization at every contact point,

= reduce drop—out rates between firat and lasr immunizations,

— improve impunization services to rhe disadvantaged in urban aress, and
= iwnerease the priority for the control of measles, polliomyelitis and
negrnatal tetanus.

In 1986, in £ollow-up to the World Health Assembly resolution, the GAG
gundorsed a series of recommendations relating to each of the above action
points. These recommendations remain a relevant guide for national and interna—
tional actions in support of the EPI.
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There are many questions, however, which arise in the course of programme
implementation and which are posed by new observations, by the avallability of
new ot lmproved vacclnes or materlals or even by new diseases such as AIDS. A
ma jor pottien of this meeting of the GAG was devoted to this purpese. The ltems
themselves are presented as separate toples In later sections of this report.

3.2. African Region

3.2.1.Afrlcan lmmunizacfon year

In irs 1985 meeting, the Regional Committee for Africa declared 1986 as
African Immunization Year. This resolution has played a significant role in
mobilizing resources and promoting the Expanded Programme on Immunizaticon.

In 1987, particular attention was pald to the evaluation of the activities
of the African Immunization Year, in order to formulate further actions for the
achievement of the geoal. This report summarizes the main findiugs and recommen-—
dations resulting from this evaluation.

3.2.2.Country level

Raports are avallable from 39 countriaes: Q

= 39 countries developed action plans for the period 1986-1990.

- In 31 countries the programme acceleration was launched by presidents,
heads of state or winisters of health.

- In 30 countries 2379 new immunplzation posts were established.

- 26 countries organized mass immunizarion rounds-

- More than 20 000 people were trainmed in 641 courses, seminars and work-
shops, bringing the total number of trained staff in the African region to
about 46 QO0O0.

- While in 1984 rhe total number of immunizations was 42 million, in 1988
this number increased to 62 million.

~ Reglonal {mmunization coverage for a third dose of DET was 207 in 1984
and 33% in 1986. Twenty countries in the region have exceeded 30Z cover-
age (Figure 1).

3.2.3.Health centre laevel

During this evaluation 20 WHO comsultants visited a total of 424 ifmmuniza-
tion ceptres In 39 countries:

= 91% had satisfactory scheduling of Immunization centres. Q

- BB% used needles with sterilization between injections.

- B2% had regular and sufficient vaccine supply.

- 78% had adequate ¢old chaln system.

- 78% gave meagles vacceine at or after the age of 9 months.

- 75% did not keep half used vials for use on the next day-

- 74% were adequately staffed.

- 57% had sufficlent needles.

- 50% gave DPT at 6 weeks of age.

- 50% did {fwmunize in case of mild {llness.

- 427% used syringes with sterilization between injectlons.

- 34% gave OFV at birth.

- 23% had sufficient syringes.

- 22% had clearly defined immunization targets.

- 22% had steam sterilizers (almosc all ceotres had some kind of
sterilization equipment).
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3.2.4 . Major conclusions and recommendations

— All countries need to continue to aceelerate their immunizarion
programmes.

— Immunization services need further expansion; new fixed and gutreach
centres need to be established. All health facilities should provide !
immunization to children and women at every contact.

- All informatiomal and promotional facilities should be utilized to
motivate mothers to bring their children to be immunlzed as early in life as
possible,

= In order to prevent missed opportunities for fmunization, a vaceline
vial or ampoule should be opened even for one child or woman.

— Quality of servige delivery should be {mproved by augmenting the
commitment of the health staff.

= Pregent intetrnational support to aud ccllaboration with the programme
should be continued.

Figure 1, Reported immunization coverags of 3 doses of DPT in
childrven less than L2 months of age, African Region, 1986
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3.3, ELastern Mediterranean Region

3.3.1.Immunization coverage

During the last two years, 13 of the 24 countries/areas in the Region have
accelevated their immunization programmes. As a result, immunization coverage
with 3 doses of DPT or pelic vaccine had increased to 60% at the end of 1986
{(Flgure 2). Fifreen countries/areas with 46% of the region's population now
report rates of over B0% for a third dose of DPT or poliec vaccines as compared
with 11 countries/areas and 25% of rhe population Ln 1985.

Drop-out rates remain of concern, although there has been a considerable
improvement in recent years: whereas in 1983, 9 countrles had drop-out rates for
DPT of more than 30%, none of the countries had such rates in 1986.

Figure 2, Reported Immunization coverage in children less than 12 months
of age, Eastern Mediterranean Reglon, 1981-1936
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3.3.2.Digease incidence

Figure 3 shows the reported incldence rates in recent years. Any inter-
pretation of declining incidence rates must be approached with caution. Never-
theless, it is of interest to note that the reported incidence rates of diphthe-—
ria, measles, pectussis and poliomyelitis are showlng 2 steady decline in fecent
years, while fngeldence rates for tetanus (all ages and neonatal) and tuberculo~
5ls remain Fairly constant. These data are consistent with expected programme
impact.

3.3.3.Evaluation

Since the last GAG meeting, EPI programme reviews have been conducted 1o
Djtbout{, Iran, Jordan, Oman, Sudan, United Aradb Emirates and VYemen Arab
Republic.

To overcome the problem of incomplete disease reporting, the Reglonsal
Office is promoting the idea of obtaining more complete information from local
area monitoring. Such sentlnel reporting has further developed during 1986.
Several major ¢ities, notably Karachi, Khartoum and Tehran, have all produced
worthwhile data on disease Incidence using this appreoach.
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Figure 3. Reported incidence rates of EPI target diseases, Eastarn
Mediterranean Region, 1974-1986
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3.4, Buropean Region

3.4,1 Ruropean Advisory Group

The filrat meeting of the European Advisory Group on EPI was held in Copen-—
hagen Il September 1986. The Geoup noted that many countries reported not a
single case of diphtheria, poliomyelitis or neonatal tetanus ir recent years.
It urged implementation of the elimination targets specf{fied in the Regional
Health for All strategy and elaborated {n the Karlovy Vary Conference on Immuni-
zation Policies inm Europe. The Group emphasized that additional resources are
needed at Regional level.

In August 1987, a preparatory consultation for the second Advisory Group
mesting was held in Gorhenburg. The second oeeting 1s planned for December 1987
in Rome. Major topics will be the elimination of poliomyelitis, training needs
of national programme managers, standardization of case definitions, coverage
assessment methodology, contra~indications, immunizatlion schedules, cold chain
asgsegsment and the agenda for a meeting of European programtiie MARAZELS.

3.4.2. Other Ragional Activities

- Workshop on communicable disease monitoring, Rome, November 1986
- Senlor level seminar on EPI, CDD, ARI, Moscow, May 1987
- Bth International Conference on Teranus, Leningrad, August 1987

3.4.3. Developments in countries

Diphtheria was reported in Sweden, Turkey and the USSR; increases in the
incidence of pertussis in France, Greece, UK and USSR; high numbers of tetanus
cases remain in France, FRG, Greece, Poland, Spain, Turkey, UK, USSR and Yugos-—
lavia; declining rates of measles in Albania, Bulgaria, Czechoslovakia, Hungary,
Netherlanda, Norway, Poland, Rumania, and Sweden.

Reports on 1986 immunization coverage were provided to EURO by 47% of the
member states.

Denmark, France, Netherlands, Portugal and Switzerland have introduced
immunizatfion with measles, mumps, rubella vaccine (MMR) in the age group 12-15
manths.

Denmark, Portugal and Switzerland have fin¢luded measles, mumps and rubella
in the list of ohligatory notiflable diseases.

In the United Kingdom, {mmunization programme managets have been nominated
at distrvict level.

Cold chain assessments are ongeing in Czechoslovakia, Hungary, Greece and
Rumania. Bulgaria, Portugal, Spain, the United Kingdom and the USSR also agreed
to participate, while France, [taly and Yugoslavia have shown inrerest.

The EPI has been promoted in Member States by personal contacts In meet-
ings, conferences, seminats and courses. Support of national programmes with
feedback information, technical advice, some equipment and materials would
further help with such promotion. In addition, demonstration of success stories
and analysis of failures could be used to motivate programme MARAGEIS.

3.5, South-East Asia Repicn

3.5.1.Immunization coverage

Siuge the onset of the EPI in the region, there has been a gradual in-
crease in [mmunizatlon coverage rates, although measles coverage is still low.




WHO/EPI/GEN/88/1" "
Page 15 -

Immunization coverage with 3 doses of DPT has increased to 48% and with 3 doses
of OPV to 41% (see table 1). Four of the countries already report coverage
rates in excess of 60% wirh these vagcines.

Considerable acceleration will be required to meet the 1990 target of
universal immugization coverage., High drop-out rates and missed oppotrtunities
to immunize children and women in general heglth facilities are priority areas
for improvement of immunization coverage.

Table 1. Reported immunization coverage (in %) in children less rhan
12 months of age and pregnant women, countries ranked for
coverage with DPT3, SEAR, 1986

.

Pregrant

Infants women

BCG DPT3 OPV3 measles, Tetanusa?

I
! I
| l
I I
I I
52 81 86 I - }
76 77 77 47 |
a3 62 62 39 I I
53 61 62 o ,
29 53 45 L 40
| I
I I
I I
| |
I I
I |
| !
I I
| I

44
43

Mongolia
Sri Lanksa
Thal land
DPR Korea
India
Indonesia
Nepal
Maldivas
Burma
Bhutan
Bangladesh

67 48 46 47 26
&7 38 34 66 14
28 25 25 13 11
32 20 4 3 21
32 16 16 14 5

5 5 4 3 5

[
I
I
I
I
I
|
|
|
I
!
i
[
!
I
I
|
|
I
I

SEAR 35 48 41 32

3.5.2.Diseage fnecidence

In DFR Eorea, Mongolia, Sri Lanka and Thailand an overall reduction in the
morbidity of some of the EPI target diseases has already demonstrated the impact
of the programme. Reported numbers of cases of diphtherla and pertussls have
declined in the period 1983-1985, while the number of measlesz casges {for which
immunization coverage 1s still low) has remained quite stable. It is estimated
that with present coverage levels over 17 million episodes of EPI diseases and’
almost 300 Q00 deaths are being preveated annually (table 2).

8ix countries in the South East Asia Reglon have now set tatgets for
disease reduction, including measles, neonatal tetanus and poliomyelitis. With
the marked reduction in c¢ases of poliomyelitis in DPR Korea, Mongolia, Sri Lanka
and Thailand the stage has now been set for the consideration of a goal of polio
€¢limination in these countries and ultimately in the South East Asia Region.

3.5.3.Monit0riq&_and evaluation

EFI SEARO has developed & country level computerized EPI information
gystem which iz now available for adaptation t¢ national health information .
systems. This system is "user friendly” and compatible with regional and glohal
EPI information systems. Since the 1986 EPI GAG meeting, EPI programme reviews
have been conducted in Bangladesh, India, Indonesia and Thailand. Cold chain
evaluarions using cold chain monitors were conducted in India and in Nepal.
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Table 2. Estimares of morbldiry and mortality {in thousands) from EPI target
diseases, SEAR, 1986

Without immuniz. With current level of {muunization*

Disease
Averted
caFes deaths

Expected
cases deaths

Expected
deaths

jze 338 270 147 118

Neon. tetanus
3 982 80

Pertussis 155 18 195 91 12 855 64

Diphtheria 29 191 14 197 15

Childhood TB 35 30 27 9 8

I !
I ]
[ I
! l
J |
] I
| I
Meacles : 699 =3O 949 619
I I
I I
I !
I !
f I
I I
f ]
| |

I

I
i ;
I |
I |
I !
I I
| I
I I
| I
I I
I I
I I
I |
I [
| |
I I

Poliomyelitis 12 91 5 103 &

For qurrent level of lmmunization coverage in the Souch East Aala Reglon,
see table 1.
Note: For assumptions, see document SEA/EPI/MEET .87/17

3.6 Western Pagific Reglon

The Western Pacific Region initfated EPI in 1976. To achieve the 1990
goals and objectives the following plan of actlon is being used:

- Review and development of plans of operation, with emphasls on pro-
gramme delivery ar peripheral levels and the loclusion of WHO recommendations
with regard to immunization schedules, quality of vaccine produced and used,
cold chain systems, health training and education.

- Development of the managerial and training capabilities of senlor and
middle—level health personnel responsible for the implementation of the pro-
gramme. Particular attentfon {s being paid to the strengthening of national
facilitators who will go on to organize and conduct national trainlng courses.

- Development and strengthening of disease surveillance activities.

- TDisseminacion and exchange of informatlon related to the programme in
the Regilon.

- Support for studies on the epidemiclogy of target diseases, and for
operational research on methods of improving vacclne logistics and dellvery.

- Supply of vaccines to countries with no domestle production capacity,
as well as gollaboration with national authorities to standardize vaccioe gquall-
ty, where such capabllity exists.

Satisfactory progress has been achieved by most countries in the Reglon.
Nonetheless, programme acceleration remains of the highest priovity if the 1990
objectiva ia to be accomplished. Specifically, further expansion of EPI activi-
ties will continue to be needad in China, Kampuchea, Laos, Papua New Guinea, the
Philippines and Vietnam.

A review of the 1986—87 achievements of EPI in the Western Pacific Reglon
in relation to the World Health Assembly's Five-Point Action Programme, is
summarized below:




WHO/EPI/GEN/88/1
Page 17

3.6.1 Promote EFI within the countext of primary health care {(PHC)

EFL plans ar national level are being developed within the context of
primary health care, with emphasis on programme delivery at the peripheral
level. EFI evaluations have been merged with PHC in countries where EPL was not
a part of FHC.

The majority of EPI training courses conducted at the national level have
included materials related to other primary health care elements (diarchoeal
disesse control, breast-feeding, growth monitoring, outrition, environmental |
health and disease surveillanga).

3.6.2 Invest adequate human resources in EPI

Several training courses have been conducted during the period covered by
this report. The first EPI programme managers' workshop in the Western Pacific
Reglon was conducted in 1986. Since that rime, training courses have been held
in China, the Marshall Islands, Papua~New Guinea, the Philippines, the Solomon
Islands, Vanuatu, Vietnam.

3.6.3 Invest adequate fimanelal resources in EPI

EPI reglonally recelves financlal support from several external agencies
for its activitles. These inslude UNICEF and Rotary International, among many
others. Substantial support in terms of manpower are baing horne by the nation-
al authoriries. The majority of countries in the region contiaque to be in need
of exterual financial support, particularly in view of the current global eco-
nomic situation.

3.6,4 Ensurg that programmes are continuously evaluazted and adapted to achieve
maximum reductlon of target diseage deaths and cases

buring the period under review, 9 immunization COvVerage Surveys were
conducted in 3 countries (Table 3). Table 4 shows the immunization coverage.

Problems remain with high drop-out rates (5-25%) between the first and
lagt doses of wultiple dose vaceines. Coverage rates for measles have improved
from previous years, but remain low overall due to the relatively recent intro-
duction of this vaccine in some countries in the Region. Measles coverage in,
Tonga and Samoa was, however, almost 90%. ‘

Tabla 3, Results of immunization coverage surveys, WPR, 1987

} { Range of }
| Vaccine Iestimates(%)l
F BCG { 61 - 98 }
] Maasles I 19 - 92 I
! Fully = ;
| immunized | 13 - 89 |

Evaluations of the cold ¢haln were carried out during the year in Papua '
New Guinea, Singapore, Brunei Darussalam, Hong Kong, and Malaysia. Courses en’
logistics were held in China, Hong Kong, Malaysia, Philippines, and Vietnam.




WHO/EPI/GEN/88/1
Page 148

EPI {nformation systems are being upgraded for improved reporting of the
target diseases. Programmes are being encouraged to look at the value of startc-
ing sentingl disease survelllance systems.

Table 4. Distribution of countries acc¢ording to immunization coverage,

WPR, 1985

: Immunization coverage level
Vacelne r

0% - 39%

407 - 39%

60% -79%

Bo% - 100%

New Zealand

Vanuatu
Vier Nam

Kiribati

New Caledonia

Fapua New
Guinea

Philippines

Singapore

Cook Islands
Fiil

Fr. Polynesia
Hong Kong
Macao
Malaysia
Tonga

Tuvalu
Vanuatu
Western Samoa

Kiribact
Macao
TTPI
Vanuatu

Malaysia

FPapus New
Guinea

Tokelau

Vier Nam

Am. Samoa
Cook Islands
Korea

Rew Zealand
Philippines
Singapore

Brunefl

Guam

Hong Keong
Tonga

Tuvalu
Western Samoa

Kiribati

Macao

Papua New
Guinea

TTPI

Vanuatu

Am. Samoa
Fiil
Malaysia
Philippines

Korea

Fr. Folynesia
New Caledonla
Viet Nam

Bruneti

Cool Islands
Hong Kong
Singapore
Tonga

Tuvalu
Western Samoa

Maasles

I
I
|
I
!
i
I
I
|
I
|
l
|
I
|
|
I
I
I
I
I
|
I
I
I
I
|
I
I
I
|
|
I
I

Kiribati

Macao

Malaysia

New Caledonia

Papua New
Guinea

Vanuatu

Viet Nan

Philippines

Fiji
Fr. Polynesia
Singapore

Cook TIslands
Guam

Korea

Tonga

Tuvalu
Westarn 5amoa

Programme evaluations were carried out since November 1986 in provinces of
China, Papua=New Guinea, the Philippines, Vanuatu, and Vietnam.

Seroprevalance studies have demonstrated that chronic hepatitis B carrlage
is endemic in many countries of the Region, with carrier rates of 2.7-11%. A
lead has therefore been taken in the integration of hepatitis B vaceine intoe EPI
by the Region. China, Hong Kong, Japan, New Zealand, Niuve, Amerlcan Samoa,
Nauru have introduced this vaccine into their EPI schedule, Progress has also
been achieved in standardizing Hepatitis B fmmunlzation schedules.
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4y THE REGION OF THE AMERICAS

The EPI continues to make progress towards the 1990 target of providing
immunizarion to all children of the Region, and of eradicating indigenous
transmission of wild poliovirus from the hemisphere of the Americas.

Coordination among the agencies supporting the Programme in the Americas
has permitted smooth implementation at the Regional aud country levels.
Intensive efforts at country level in the area of programme planning and
financial analysis have produced Natiomal Work Plane for the five year periad
1987-91 for every country. These will form the framework for program implemen~
tation and inter-agency coordination in support of mational programmes in the
Amaricas.

4,1 Immanization coverage

Vacelne coverage rates for Polio, DPT, and BCG in children less than one
year of age inereased between 1985 and 1986. Coverage for two or more doses of
0PV has reached BOZ (Figure 4). ‘

Figure 4. Reported immunization coverage in children less
than 12 months of age, AMR, 1978, 1985 and 1986.
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Note: Coverage for Brazil, Cuba, Mexico and Paraguay based on 2 doses.

Coverage with measles has shown a 5% decrease. This reflects a lower
coverage level in Brazil and Mexico, as well s decrease in the Andean
sub=ragion.

Overall, EPI acceleration and the use of national immunization days are
being used by countries to improve coverage. Much remains to be done, howeVEt,
if the stated goal of universal childhood immuaization 1s to be achieved. "

4.2 Disease incidence

The downward trend in the incidence of poliomyelitis observed until 1985 .
has begen altered by a polic outbreak in Brazil, coupled with increases due to
impraved case reporting. The decline in measles and pertussis incidence
continues (Figure 5), although caution must be applied in interpreting data on
these twe diseases, as surveillance systems for them are not as well developed
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as for polio. Nometheless, there iz a decline in cases throughout all AMR sub-
regions, consistent with the In¢rease in vacclne coverage.

Figure 5. Measles and pertussis incidence rates per 100 000 population,
AMR, 1983-1986.
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4.3 Natlonal Immunization days

Thirteen gountries carried out national immunization campaigns: Relivia,
Brazil, Colombia, Dominican Republic, Ecuador, E1l Salvador, Guatemala, Honduras,
Mexicn, Nicaragua, Paraguay, Peru, and Venezuela. This strategy has been recom-
mended by the AMR EPT Technical Advisory Group (TAG) for those countries where
pulic remains endemic. TFurthermore, by including other EFL antigens In these
immunizarion campaigns, coverage has been improved for the other EPI vacclnes as
will as for OPV.

4.4 Natlonal plans of action

National plans of action have been developed by all AMR Member States
covering the five-year period of 1987-91. The plans cover all aspects of pro-
gramme implementation, defining specifie¢ activities for 1987, and projecting
needs for the coming years. Overall, the level of financial resources ig In the
order of US% 450 million, with 853% being financed from national budgets, and 15%
from Inter—Agency Coordinating Committee (ICC) member agencies.

4.5 Training

Over 1500 health professionals have been trained in ten countries on
purveillance. The fmproved polio surveillance in the Reglon would not have been
possible without the availabiliry of these trained individuals at Che country
level, A field guide for Polio Eradication has been widely distributed, with a
final edition to be distributed wvery soon.

4.6 Laboratgg&

Six reference laboratories for poliovirus have been degignared i~ latin
America, and the Caribbean. These are located in Argentina, Brazil, Colombia,
Guatemala (INCAF), Mexicou, and Trinidad and Tobago (CAREC). The central refer-
ence laboratory at the Centers for Disease Control (USA) is coovdinating the
training of staff of these instirutions in DNA probe technology.
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Technical Advigsory Group (TAG)

The TAG for EPI and Polio Eradication in AMR/PAHO met for the fourth rime

on 20-22 April, 1987. The Group's conclusions and recommendarions are summa-
rized as follows:

=~ Disease surveillance is clearly the critical element in disease control
and eradication. It must therefore be given the highest priovity. AlI-"
though surveillance is improving In many countries, it is still not ade=
quate Iln any member country, and remains to be established 1in many. Cases
of “suspected” polio reported should include all cases of paralytic dig-
ease In persons less than 15 years of age. All cases of Guillain~Barre -
Syndrome in this age group should be considered "probable” polio until
proven otherwise. The case definitions and classifications developed by
TAG should be uysed by all AMR countries. Finally, a detailed register of
all “suspect” cases, with categorization inrto "confirmed”, "probable”, and
"not polio” (with explanations) to be defined within set rime Limits,
should ba maintained by a2ll member countries.

- High immunization coverage levels achieved and maintained are a key to
polic eradication. National immunization days should be underrtakan by =11
Group Onme (polio infected) countries at least twice a year. BPT, measles,
and TT (for eligible women), should be ineluded in these campaigns in
addition to QPV., Every effort should be made to ensure that such
immunization days strengthen ongoing immunization services. Whenever
possible, a dose of OPV should be given immediately after birth,
Immunization coverage should be assessed and monitored for each municipio
(or comparable geo-political unmit) in each country. ‘ h

= PFProgress has been wade in developing a network of polio reference
laboratories, but substantial work remains to ensure that specimens are
processed and reported promptly, with reliable results.

= Contaloment measures should be implemented promptly in response to all
"probable” cases of poliomyelitis.

= The primary research priorities are:

= Determination, as qulckly as possible, of the best formulation
and s¢chedule of admiaistration of OPV under conditions pertaining to
the Americas. The oecurtence of the type 3 epldemic in Brazil in
1986, and the demonstration of lower-than~desired seroconversion
rates to P3 (and to a lesser extent to P1l) warrant this action.

= Review of official country guidelines for contra=-indicarions.
This should be combined with efforts to ensure officlal adoption of
the guidelinas igssued by EPI and endorsed by the Latin American
Pediatrvic Associatlon.

= Identiffcation of the percentage of children vigiting health
facilities who are eligible to receive immunizations, but who are
not immunized, with the reasons for withholding the vaccine (missed
opportunities for immunization).

= Development of techniques to evaluate the effectiveness and
efficlency of national immunization days.

= Comparison of the efficacy of Edmonston-Zagreb and chicken .
allantole membrane measles vaccines in lafants 6-9 months of age.ii
@ Evaluation of the efficacy of alternative measles immunization @
strategies (e.g. two~dose strategies, mass campaigns).

= Development aund utilization of rapid detection techniques for the
identificatlon and characterization of polio viruses. ‘
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= Evaluation of the impact of neonatal tetanus in the Americas.
= Development of effective surveillance methods for pertussis.

4.8 Inter-Agency Coordinating Committee (ICC)

Three Joint Statements were issued by the ICC in thelr meetings of January
and September, 1987. The first related to the jolot review of nationzl plans of
action and the joint signature of agreements with the governments for thelr
implementation. The second, to the fmplementation of a joint plan for gocial
communication in support of EPI in the Region. The final Joint Statement cov-
ered the issue of EPI policy and strategy for the Americas. This Statement
emphasized the issues of:

~ the impact of EFI on disease incidence,

— improving survelllance systems,

-~ the use of national immunization days for increasing Immunizatlon
coverage, and

- the value of the polio eradicatlon initiative as a standard-bearer for
the development of fhe entire EPL.

Inter—agency coordination will play an increasingly important role in
developing sustainable immunization programmes for the remainder of this decade,
and beyond.

4.9  Technology transfer

AMR/PAHO cooperates with member countries and collaborating internarional
agencles to maintain and improve vacclne production standards and vaecloe supply
within the Reglon.

In order to facilitate the development of appropriate vaccines for dis-
eases of lmportance to the Americas, AMR/PAHO 1s studying the feagibility of
establishing regional centers for the development, fileld-testing, and production
of such vaccines.

4,10 Soclal communications

In the Americas, the last years have seen initiatives for accelerating the
EFI in the Reglon, and the innovations that have been introduced include greater
attention to soclal communicaticn and mobllizarion.

The general goals of soclal communication In support of EPI have been set
as follows:

- education of the population on the prevention of diseases preventable
by immunizatiom,

- education of the population concerning their right of access to Inmtauni -
zation services and thelr responsibility to exerclse that right, and

- participaticn by and mobilizatfiom of all soclal segqtors to carry out
immunization and epidemiologlcal surveillance Initiatives.

A plan of action for 1987-88 was prepared, having been designed to promote
iniriarives and offer supporting materfals within the establlshed strategic
lines of work to streagthen the EPI's social communicatlon efforts. Subreglonal
meetings will be held for assessment and exchanges of short and medium term
plans of action, with participation of responsible EPI officers and social
communicatlion experts.

4,11 Mational plansg of actiont financial analvels

In order to ensure optimal utilization of resources and to avoid duplica-
tion of efforts, agencles supporting the polio eradicatiocn initiative formed an
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inter—agency coordinating committee {ICC) with the aim of averseeing the imple-
mentation of the programme at regional level.

As additional resources became available, oue issue that hecame critical
was related to country programming and financial analysis. 1In order that the
sustainability of the programme could better he assessed, a methodology for EPI
national programming (which had been developed since 1981 by PAHO) was further
elaborated with input from other ICC agencies.

The national plans cover a five year period (1987-1991). They state the
objectives and the targets of the programme and describe its strategies and
tacties. They provide a detalled analysis of activities to be implemented,
including 2 time frame for cowpletion of each activity. Responsibility for each
ftem 15 ldentified along with the total cost in terms of capital cost and recur-
rent ¢ost. Costs are then analyzed by source of funding. IF the source is an
external ageney, a further breakdown is also done. This is completed for the'
four year cyele.

The plan of action is first elaborataed by national health guthorities and
then discussed Jjointly with the the ¥YCC agencies. Once these discussions have
taken place and a consaensus veached, a Memorandum of Understanding which out~
lines the responsibilitcies of the Government as well as the ICC agencles is
signed between the Goverument and the ICC agencies for the {mplementation and!
support of the plan.

There 1s provision for quarterly meetings of ICC agencies and the Govern—
ment for monitoring and fine-tuning of the plan. At the end of each year an
evaluation is performed and an outline of activities for the forthcoming year is
prepared.

Plaps have been prepared for 1% countries in Latin America and the Carib-
bean. This vepresents 96% of the populacion of the Region. To date over
US$ 340 million have been committed by governments and US$ 63 million by ICC
agencies for implementation of these plans.

The proportion of external funds varies from a low of 4% in Brazil to a-
high of 48% in Bolivia; nearly 75% of these inputs represent capital expendi- '
ture, especlally for the cold chaln, transport, tralnlug laboratories and socfal
communication. Nearly 90% of the recurrent costs are belng covered by national
funds.,

When these figures are analyzed by year, it 1s observed that most of the
capital expenditure iz needed Iin the first two or three yvears, aund that national
expenditure accounts for the bulk of the recurtent costs. A very small
proportion of the national resources are devoted to capital expenditure.

These data suggest that external fundiug will be required beyond 1991 at
levels similar to those before aceeleration began. There is a slight increase .
in national expenditure as the five year peviod ends, suggestiug the commitment
of the government to the programme, indicating that the programme will be sus—
tained.

This analysis is preliminary and will continue. But it demonstrates the
powerful political commitment on the part of governments and ICC agencies to
achieve the goals of EPI and the eradication of polioc from the hemisphere by .-
1990. .
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5. POLIOMYELITLS ERADICATION

5.1 Poliomyelitis in the Amerlcas

Since September 1985, when all the countries of the Reglon of the Americas
pledged their commitment to the eradication of policmyelitis by 1990, major
emphasis has been placed on the improvement of surveillance activities and the
active search for cases. These efforts are reflected in the increase in cases
reported and in the overall polio morbidity rate for the Region.

By the end of 1986, 931 cases of poliomyelltis were reported for 13 coun-
tries as compared with 869 and 536 cases in 1985 and 1986 for 15 and 13
¢ountriea respectively.

In 1987, up to week 42, 12 countries reported 708 cases, while in the same
period in 1986, B35 cases were repotted from 11 countries. This decrease in
reported cases is attributed to a signiflcant decrease in pollomyelitis accivity
in Brazil even though (with the exception of Guatemala and Haiti) all countries
of the Reglon are reporting more cases than the previous year.

For 1986, age information was obtained for 890 of the 931 confirmed cases
and shows that 79% of the cases were under 5 years of age. The immunization
gtatus of 70% of cases was obtained. For the Region, 61% of the cases had
recelved less than three doses of QPV. When Brazil data are excluded, thie
proportion increases to 72%. In Brazil, 46% of cases had received three or mote
doses of QFV.

For 1987, all countries provided data on virus iseclation. Enteroviruses
were Isolated from 90 (27%) of the 336 gtool samples for which final results
were obtained: 48% were Type 1, 8% were Type 2, 40% were Type 3 polio virus, 2%
were vaccine—like pollo virus and 2% were other enteroviruses. If Brazil data
are excluded (where 54% of the isolates were Type 3 polic), the distribution of
the 3 polic viruseses Lls respectively 69%, 2%, and 29%.

During 1986, 931 of the 1 552 cases of the “probable” and the "suspected”
reported cases were confirmed as poliomyelitis. Only two countries, Honduras
and Venezuela, had less than 50% of their reported cases confirmed, an indica-
tion that the case definition of suspected and probable polio cases I1s reason-
ably specific.

Information on rhe source of notification was available for Brazil and
Mexico. Routine notification only accounted for one third of the reported cases
in Mexlco, compared with B80Z in Brazil.

Because survelllance systems are still being developed, the interval
between onset of symptoms of poliomyelitls and notification of the case 1s still
above the maximum of 2 weeks set as an indicator of repotting efficlency. In
1987, the proportion of cases reported within 2 weeks of onset of aymptoms
ranged from 38% in Colombia to 60% 1in Peru.

A key element in the ecradication programme 1s the organization of contain-
ment activities. To date, these have not been performed on time in most
countries. They have usually not succeeded in stopping the circulation of the
wild polio virus. Most cases ate confirmed by the presence of residual paraly-
sis 60 days after the onset of gymptoms. Generally, all reported cases are
followed up for the verification of residual paralysis, but delays in confirma-
tion are frequent. In Pery where 100%Z of reported cases were followed up in
1986, the average time between anset of disease and confirmation was 4 months.
The disease most frequently confused with poliomyelitis was Guillain-Barré
Syndrome (GB3). This diagnosis represented at least one fifth of the discarded
poliomyeliris cases ocecurring in children under 3 years of age.
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In the Region of the Americas surveillance systems have been activated to
meet the needs of the programme, namely early detection of suspected cases and
prompt responges of outbreak control. $till, much remalns to be done if the.
goals of the programme are to be achleved by 1990. Only regently, most of the
additional field staff that will cooperate at region, inter~country and country
levels have been appointed. Furthermore, the network of laboratories is in the
final stages of establishment. Training for surveillance is being intensified
for 1987, It is anticipated that the programme will be at full speed by the
start of 1988 at which time strategies and activities can be ad justed and
accelerated as appropriate.

5.2  Studies of poliomyelitis vaccines in the Cambia and Senegal :

The occurrence of an epidemic of Type 1 poliomyelitis in West Africa iﬁf
1986 offered an opportunity to study the field efficacy of oral polio vaccin#j
(OFV) in The Gambia and high potency inactivated polio vacclne (IPV) in v
Senegal.

Case control metheds were used to estimate vaccine efficacy in an outbreak
of Type 1 poliomyelitis in The Cambia, where 0PV was used, and in the Kolda
region of Senegal, where the newer, more potent IPV was used. The studies
differed in the criterla used to select cases and in other methodologic aspedts.
In The Gambia, many cases were diagnosed early in their illress, several of whom
either subsequently recovered without residugl paralysis or died. Diagnoses’"
made in the fleld were confirmed by three regional physiciaas and/or hospital
staff in Banjul. Ion Senegal, only cases who had residual paralysie after at
least 60 days and in whom the diagnosls was confirmed by a neurologist and an-
infectious disease speclalist were accepted., Thase gpecialists were kept ,
blinded to the vaccination status of the casss at the time of clinical examina—
tion.

In The Gambia, the efficacy of three or wore doses of OPV compared to zkro
doses wag estimated to be 79% (95% confidence interval 63% to 88%). The clini-
cal efficacy was similar to a recent serologic study in The Gambia demonstrating
8l% seroconversion to Type 1 following three doses of trivalent OPV. In Seneg-
al, the efficacy of two doses of IPV compared tro zere doses was estimated to he
89%Z (95% confidence interval 62% to 97%). This estimate is also similar to the
geroconversion rate after two doses reported earlier in Senegal. ?

The differences in the methods used in the two studies limit the reliakil-
ity of any cowmparisons made between the results, However, the overlap in the’
confidence intervals ¢f the estimates of vaccine efficacy suggests that thred or
more doses of OPV may have an efficacy comparable to two doses of IPV.

The clinical efficacy of one dose of IPV compared to zero doses was 367
(93% confidence interval 0% to 67%). i

6. RESEARCH AND DEVELQFMENT

In July, 1987, in recognition of the need to intensify research and devel-
opment efforts in the Programme, an EPI Research and Development Group was
formed under the Chairmanship of Dr William Foege. Its terms of reference are
provided in Annex 5. i

The Group held its first meeting in Aclanta, Georgla on 22-23 September)
1987. Studies relating to the followlng areas were identified as priorities:’

=~ AIDS and {immunization,
~ improved vaccines (imcluding vacclne vectors, vacceine stability,
acellular pertussis vacclnes, measles vaccines and measles immunization

P
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gtrategles to protect ¢children under nine months of age, and new vaccines

with potential for inclusion within the EP1),

- peoliomyelitis eradication,

- barriers to immunization preogrammes and methods to improve coverage
rates,

- survelllance,

- coordination of ongoing research,

- improved management methods, and

- use of the EPI for delivering other services

Reports from the Group's meetings will be clrculated to the members of the
EPI Gliobal Advisory Group as well as to other {nterested parties. The
Rockefeller Foundation and UNDF have contributed some USS 600 Q0Q to the EPI in
1987 for research and development in the area of applied vaccinology. Both
organizations foresee the possibility of continuing theilr support im futLure
years.

7. HIV INFECTION AND ROUTINE CHILDHOOD IMMUNIZATION

The Group reviewed the report "WHO Consultation on HIV and Routine Child-
hood Immunization” From the workshop held in Geneva on 12-13 August, 1987. The
recognition of HIV infection is posing a number of questions in the area of
immunization, and research to address them is for the most part already under-
way. Annex 6 contains the August 1987 consensus statement on this topie which
was endorged by the EPI Global Advisory Group.

3. MEASLES CONTROL

It is estimated that 70 million cases of measles occur annually in devel-
oplng countries, causing some 2 million deaths. While these figures are hased
on sound epidemiological data, recent studies suggest that the deaths
attributable to measles may be more than was {hought.

Messles has a significant impact not only on children's health in the
acute phase of the 1llnegs, but also for some rime afrerwards. Studies of the
delayed effect of the lmpact of morbidity after measles infection suggest that
children who have had measleg have a significantly higher incidence of diar-
rhoea, respiratory problems and many times more days of illness than controls.
Measles immunization is therefore likely to reduce mortality by more than the
proportion of deaths usually attributed to measles.

Racent studies in Bangladesh, Haiti, India, Senegal and Zaire have sup-
ported this. Typically, mortality was reduced 45-60% in rhe Immunized group
compared with the 3 contrel groups aged 7-35 months.

The timing of the attack of measles is important. In Guinea-Blssau,
children who were in contact with measles infectioun during the first six months
of their life had a 3—4 times higher mortality than community coatrols between 3
months and 5 years of age.

The optimal timing of immunlzation was discussed. In many countries a
algnificant proportion of cases occur in children below 9 months of age. There
is a need to explore ather options for the use of the Schwarz straln of vaccioe
presently ip wse. One such optlon might be a two~dose vaccine schadule for
areas of high measles transmission, the first dose probably at & or 7 months and
the second at perhaps 9 months. The Edmonston-Zagreb strain of vaccine may
provide another solutlon Lf studies confirm that it can be effectively used in
children below the age of % months.
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The {inter—relationghip of vitamin A defleiency and measles infection 1s
complex. The main impact can be seen in mortality, eye digease and levels of
nutrition. Where vitamia A deficiency is a public health problem, 1t is appro-
priate t¢ supplement dietary vitamin A with vitamin A given in association with
EPI vacelnes.

9. NEONATAL TETANUS CONTROL

In 1987 neonatal teranus remains after measles the second killer of chil—
dren among the EPI dlseases. At preseat immunization coverage levels still
300 000 newborns die each year from neonatal tetanus and only 200 000 deaths are
belng prevented,

Community based neonatal tetanus mortality surveys have been carried our
in 32 countries which contain 58% of all {infants in the developing world exclud-
ing China, but survey data are still misslng in some of the most populous coun-
trieg.

Routine reporting of neonatal tetanus has progressed in all regions and
varies from 21% of countries in the African Regionm to 64% in the South-East
Aglan Region. Nevertheless many countries still do not report neonatal tetanus,

Coverage of pregnant women with 2 doses of tetanus toxoid is less than 20%
in the developing world excluding China. This low coverage affects all Reglons’
(Figure 6)., The esrimated percentage of pregnant women immunized with 2 dosas
of TT varies greatly with a maximum of 34% in the South-East Asian Region. i

In 1987 tetanus immunization coverage remalns less than half the coverage

achieved with the third dose of DPT or poliomyelitis vaccines (Table 5).

Figure 6. Percentage of pregnant women immunized with ? doses of
tetanue toxold, by Region, December 1987
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Table 5. Changes in immunization coverage of Infants and of pregnant women,
1984-December 1987

} ! EPregnantI
| Year | Infants | woman ]
I { BCG ! DET3 Polio3 [Measles ITetanusZI
| | | } }
I I I
1583 27 28 22 13 11

J I i | J ! |
} 1984 : 50 } 46 : 47 } 18 : 11 i
{ 1985 1 47 : 46 : 48 } 42 : 12 1
I 1986 } 52 1 52 : 54 } 43 i 16 {

However progress in the control of neonatal tetanus in relation to high
tetanus toxeid coverage of pregnant women has been documented Iin S5ri Lanka and
in the clty of Maputo (Mozambique).

At the Eighth International Conference on Tetanus in Leningrad, data on
neonatal tetanus control were reviewed. It was concluded that "the control of
neonatal tetanus 1s an emergency and accelerated afforts to immunize women at
risk are a must”, If 50%Z of the c¢hildren of the world can regelve the third
dose of DPT, there 1s no reason why the mothers of these children camnot regeive
at least 2 doseg of tetanus toxold.

10. MISSED QPPORTUNITIES FOR IMMUNIZATION

Anecdotal evidence has for some time indicated that opportunities are fre-
quently missed for pactfally immunized c¢hildren te be brought up te date on
thele {mmunizations when seen at health~gare fagilities for other reasons. An
approach EPT has taken to address this fssuve has been to incorporate into fmmu-
nizatlon coverage surveys a questionnalre on “Reasons for Immunization
Failure”. An analysis of 18 such surveys performed globally Iin the last 7 years
reveals that non-completion of the recommended itmmunization schedule Is blamed
by questionnalire respondents largely on a handful of reasons {Table 6).

Many ¢ountries separate curative and preventive services, so that ilmmuni-
zatlons are provided only during defined hours, on different days, or even at
facilities physically separated from the other c¢linics. A number of studies
have attempted to gauge the magnitude of this problem (Table 7). Methodologi-
cally, the question has been approached either by intecviewing mothers as they
leave clinics with their child {"exit interviews”), or by the retrogpective
raview of clinic rvecords.

By utilizing curative care clinics for immunizatfion it may be possible to
reach a population which utilizes preventive care services poorly. Simply
reviewing with parents the immunization status of their children should help to
reinforce the lwmportance of immunizations in their minds. The value of provid-
ing lmmunizations at non—-preventive, acute care clinles was well {llustrated in
a 1980 study in the Gambia, where already most M.C.H. clinlecs provided
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6. Failure to have c¢hildren immunized, summary of major reasons
volunteered by mothers in 18 immunizarion coverage surveys

OPERATIONAL AND LOGISTICAL PROBLEMS:

Time inconvenient/ gite too far....l4%
Lack of vaccinators/ other staff... 5%
Lack of vacecines/ othar supplies... 5%

LACK OF INFORMATION ON:

EEE R EEEEREEE]

Programme benefitS. e vasursnirensnanasanussrs
Sites aud dates for lamunizatioDeseveossassas
The total number of immunizations needed.....

CHILD TLL: suvsunsnavaruonmmnnsnossasnttanuctonnnnsns
Therefore not brought to clinic.... 2%
Therafore dose not given...evaeus.. 1%
Unspecified.vrsversnresnnnsnnnanns. BY

LACK OF MOTIVATION BY CARETAEER..vvwsssrssssascnss

FEAR QOF ADVERSE EFFECTS ... ivuinrnrossrarasnansnnss

TOTAL

24 %

1

LA h b
E e

11

5%
4 %

67 %

=8

integrated curative and preventive cara.

Of the children immunized against

measles, 76X had recelved the vaccine during the course of a visit for acute

care, not well-child care,.

zations as

Table

part of acute care visits.

Of those eligible whe had not yet been immunized,
the commonest reason (38%) was that the ¢linfic attended did not provide immuni-

7. Summary of studies on missed opportunities for immunizatien

i Country { Year ; Nr of } Type of I z Missed-_}
| | ’ahildrenl stuedy Iopportunityl
g Cameroon { 1982 E 212 Isurvey { 22 1
: India : 1983 { 446 }record review } 86 :
: Pakistan : 1984 { 4429 :exit interview I 20 { f
} Nepal i 1985 : 80 Fsurvey } 63 :
{ Bhutan I 1985 ! 113 {recard review } 79 :
} Indonesia E 1986 ; 104 Iexic interviaw : 74 }
{ USA | 1086 | 18 |survey of cases| 94 |
I Tutkey ! 1987 ; 132 iexit iaterview : 61 ;
} Thailand } 1987 I 63 fexit interview l 56 {
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There are many reasons why oppertunities may be nmissed to immunize eligi-
ble ehildren. Many are, however, likely to be readily correctable. EFI there-
fore prepared, in 1983, a protoceol entitled "Study of Immunizatlen Status and
Reasons for Postponlng Immunizations™ for the purpose of encouraging the as-
sessment of immunization coverage as well as missed opportunities for {mmuniza~-
tion. That protocel has now been updated and revised, and is entitled:
"Protogenl for Assessment of Missed Immunization Opportunities”. This new proto-
co]l has been field-tested and is currently In the process of belng finalized.

In countries where missed opportunities for immunization are found Lo he
frequent, it Is hoped that the national authorities will be encoursaged to re-—
examine thelr strategles aimed at combating this problem. This may be of par-
ticular importance in areas where aceess to health services is limited, for
uwinder such clrcumstances missed opportunities for immunizations may result in a
slgnificant number of avoidable deaths and disability in children.

1i. LOCAL AREA MONITORING

The routline EPI disease survelllance system has not been sufficlently
sensitive to demonstrate any impact of EPI on the incidence of targeted disease.
The Local Area Monitoring (LAM) Project, a sentinel survelllance system compris-
ing of data from the 23 largest cilties in the 23 most populated countries in
EPI, was thus started.

Progress with the LAM bas been hampered by the unavallability of quality
data in the sentinel sites originally selected. Analysis of the compiled data
has, in consequence, not been possible without substantial margins of arror
being introdu¢ed, for example by the necessity of using case and population data
totaled for all ages where age-gpecific data were3dnavailable. Nonetheless,
information from six gentinel ¢ities, one with the best data from each W.H.O.
Ragion, shows an encouraging trend in ingidence for selected diseases with
maturation of their fmmunlzation programmes over time. It has so far been
posslble to collect good quality data for the desired rimespan in only 8 of the
23 cities designated as sentinel sites for LAM, however.

12. ACCELERATED IMMUNIZATION PROGRAMMES

During the past three years some 60 countries have embarked on accelerated
immunization programmes in pursult of the goal of universal childhood Immuniza-—
tion by 1990. A review of acceleration in 22 countrles was undertaken as a step
in the ongoing assessment of these accelerations.

Although early accelevations were primarily national czmpaigns, the review
showed that the acceleratfon strategies Included a range of approaches -
pertodic pulses (i.e immunization days or weeks), phased geographical expansicn
fFraom one region to another and intensificatfion of a routine programme as well as
the full! blown national campaign with multiple antigens. Many countries unged
several approaches.

The experiences in the 22 countries reflect strengths and weaknesses in
the accelerated programmes and, as c¢an be expected, both country specific and
comnon problems {n management and Implementation were evident. Rapid action
led to the development of sueccessful plans for acceleration in a number of
countries but in others the short planning time frame and insufficient planning
process led to important logistical sheortcomings. These lncluded shortages of
vaccioes, cold chaln faflure, oversight of important groups and neglect of
important technical considerations such as appropriate sterllization procedures.
Planning for the longer term programme was rarely inftiated at the time of the
acceletration. Training for the acceleration was usually provided through short,
{niensive seminars. However, substantial training gaps were avident in many
sltuations.
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Organizaticnal arrangements, including intersectoral coordinating commic-
tees, generally made 1t possible to draw together contributfons from many
groups, but their functioning was not uniformly harmonious and they were often
quickly disbanded after the acceleration. When the full participation of the
Ministry of Health and its commitment to the acceleration was lacking, a variety
of difficulries such as inter-ministerial r{valries and curtailed follow-up were
encountered. The contributions of soeial mobilization and strong political
commitment to the ac¢eelerations success were clearly demonstrated in most of the
countries.

Substantial increases in coverage with each of the EPI pecommended anti-
gens were achieved through the acceleracions. These were in the order of 20-40
percentage points. However, the documents reviewed pointed to the many limita-
tions of coverage data such as inaccurate denominator information, inconsistent
definitions, variations in sampling methods, absence of base line information -
all pointing to the need to iuterpret coverage information with caution. Post-
aceeleration coverage has generally decreased, although not to pre-acceleration
levels.

Approximately half of the immunizatioms were given to children over the.
age of one. The problem of drop-outs between vaccine doses was not significant-—
ly reduced in the accelerations. Tetanus toxoeld, moreover, has frequently been
omitted during the accelerations. Large reglonal coverage variations were noted
as well as more limited coverage increagses in urban areas.

Reported immunization costs varied widely, reflecting major differences in
methodologies applied to studying costs as well as variations of performance in
different sites.

The aceeleration experience reviewed suggests the need for attention to
sustainability issues. There are numerous indications of the effect of
acceleration In strengthening the c¢apacity of the health aystem to maintain high
levels of immunization coverage. Development of comprehensive plans, improved
cold chain, increased monitoring, more widespread technical skills and broader
understanding of i{mmunization needs are among the positive factors, Political
and donor commitment and use of new communication techniques are additional
strengths. However, resources were at times shifted from other programmes,
routine immunizations were neglected after the acceleration, equipment was
withdrawn and personnel were discouraged by post-acceleration ler—-down. Heavy
donor resource inputs and assumption of operatiomal tasks by donors eccasionally
fostered the view of the accelerations as an international initiative.

The accelerations stimulated a number of other primary hezlth care initia-
tives in many of the countries but 1t is still too early to assess the luput on
the primary care system.

A number of recommendations for future accelerations emerge:

= Accelerated approaches should be incorporated as a regular element of
national immunization progrsmmes, in a role of strengtheniag voutine
services:

= encourage regular conslderation of accelerated approaches in
ongoing planning, both short- and long-term, at national level;

= expand training of national i{mmunization staff particularly 1n
techniques of soeizl mobilization.

— Donors and governments should learn from the experience which has been
gained, to carry out aceelevations most effectively:
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= gelect strategies for acceleration that are most sultabkle for
individual countries and reglons,

= assure an adequate planalng process and time frame which includes
all relevant parties and peralts adequate access to relevant ianfor-
mation,

= provide realistic logistjcal and personnel srranpements which
avold disruption of other ongeoing national and international pro-
ErAMmES »

= emphasize training and supervision with particular attention to
immunization techniques, sterilization of equipment, record keeping,
communization with parents and cold chaip maintenance,

= simplify and standardize records and data collection metheds used
during accelerations, to improve monitoering and evaluat{on,

= apply the fullest possible range of social mobilizaticn tech-
niques to obtain participation from different sectors and broad
communilcy ilnveolvement.

- 1In conducting acceleratlons, perspective should be maintained on the
need to sustain the gains in immunization coverage achleved:
= use existing infrastructure and service delivery mechanisms, and
maintaln to the extent possible standard messages and routlnes,
= maintain an emphasis on the quality of immunizatlon service
during agcelerations, particularly in assuring that vaccines are
administered properly, that informatfon ls provided t¢ parents, and
that follow-up is done to minilmize drop-outs,
= take advantage of the energy and enthusiasm generated for accel-
eration, and work to channel and direct these for ongolng ilmmuniza-
tion activitles and for other chlld survival or PHC initlatives,
= ensure, to the degree possible, that resources levels are
affordable, with particular attention ro recurrent cost burdeas 1n
different country situations.

- The international communitry should maintain fts commlitment to achieving
immunization goals through the selectlon of strategles and Lnputs that
best cupport national efforts.

- Further testing and assessment should be carried out to identify opti-

mal mixes of programme elements In different situations and to elucidate
facilitating and inhibiting factors.

13, SOCTAL MOBILIZATION

Effectlve sopial mobilization relles heavily on communication: communica-—
tion among health workers and those partner agencies and others working with
them in EPI, and communication of the message of fmmunization's benefits to
parents. Opportunities for more effective communication in both areas should be
used,

UNICEF has prepared an animated film designed to inform parents about the
benefirs of immunizing their bables. It is the first of a proposed series of 20
animated films {(five minutes Iin length each) which will treat diffevent toples
of good health practices. The serles is dezigned for repeated television broad-
gast in developing nations. The initial film, researched in Kenya, Ecuador and
Indonesia, is currently being field tested. The next step will be production of
subsequent messages, assuming funding for the project can be obtalned. Concur-
rently, a hooklet of "core health messages,” tentatively entitled Facts for
Life, 18 to be developed for mass distributlon as a complement to the broadcast
serles.

A review and summary of issues in “information, education, and communica-
tion” stressed the need for:
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~ better coordination among partners assisting EPI programs,

= identification of specific roles for organizations, and ‘
- greater efforts to evaluate the effectivenesss of communication initia—
tives.

These and other issues outlined in & joint WHO/UNICEF statement on policy
and strategy (JC26/UNICEF/WHO/87.5) are to be discussed ar subregional meetings,
which will foecus oni

- poliey,

— so¢ial mobllizacion

- traluing, and
evaluation

Such meerings can strengthen researsh and development, define goals and’
objectives, and build a sustained alliance for partner agencies in goelal mobi-
lization. .

Prineiples for obtalning the cooperation of voluatary organizatrions, trade
and professional asscciations, and other private sector groups are:

~ determine how the group's purpose, particularly its "service to
soelery” objective, can be related to the cause of child survival,

= help the organization to identify a specifiec role complementary to the
EPI,

= educate the group by means of a presentation and specially proposed: -
publications, and

- sustala the interest of non—health sector groups, invelving their
members and providing recognition. :

General prineiples of effective ¢communication — based on gxperiences drawn
from advertising and marketing sectors - are also applicable to raising aware-
ness of rhe benefits of immunizaticn. The health needs to seek advice and
counsel from advertising and marketing experts in the process of research,
design, production, and dissemination of messages designed to influence pavents
to complete immunizations schedules for their children.

14, HEPATITIS B IMMUNIZATION

The plasma derived hepatitis B (HBV) vacecice i= now well proven to bhe a
safe and highly efficacious tool for preventing the development of the chronie
catrier state sud presumably its sequelae chronic hepatitis, eirrhosis and
hepatocellular carcinoma, To date, the main impediment to this vaccine's acgep—
tance into immunlzation programmes has been its high coest. Howevet since mid-
1987, two manufacturers have made the vaccine available at a cost of less than
US% 1 per dose. Tt is hoped that with widespread use the price will continue to
fall. Even though it is much closer to an acceptable level than previously, the
cost nonetheless remains much higher than ether vacclnes in the EPI.

Studies have consistenrl]ly shown this vaccine to he safe, effective and -
free from serious side effects. Minor local reactions and slight fever related
to the adjuvant oceur in about 5% of recipifents, but serious side affects have
not been recognized. The vaceine is heat-stable (but must not be frogen), and
iz gultable for handling in a similar way to DPT vaccine. Dosage varies slighr-
Ly with manufacturers, but is generally 5 ov 10 g per dose for infants and
children. The manufacturer's recommended dose should be administered.

Adminigtration of the vaccine is by intramuscular injection into the
anterolateral aspect of the thigh of infants and into the deltoid muscle in
older individuals. It car be given at the same time as other EPI antigens.
Three doses should be given in the first vear of life (the first as soon after
birth ag possible, the second 4 to 12 weeks later, and the third 2~12 months
after the zecond dose) so that it convenlently coincides with the giving of
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other EPI antigens. The cost of HBIG 1s so high as to virtually preclude its
use. If used, it should be adminiastered as scon after blrth as possible (within
hours).

It not yet cectaln whether HIV-infected infants immunized with HBV wvacclne

will saroconvert. However, there is no evidence to suggest that adverse reag-
tions would occur.

L5, VITAMIN A AND IODINE SUPPLEMENTATION

Vitamin A deficlency (VAD) blinds 250 QQ0 preschool-age children need-
lessly each year. It is responsible, at least 1a 39 countries where VAD has
been defined as a significant public health problem, for increased mortality in
childhood. The various effects of iodine deficiency disorders on growth and
development affect 800 million people throughout the world, Fetal damage due Lo
iodine deficlency s irreversible, the othet effects in childhood and adulr life
¢can be reversed by supplementation.

Action through EPI alome obviously camnot eliminate the cousequences of
these aritical nutrient deficiencles. The immediate potential of the EPI con-
tribution i1s still considerable, especially since the age-speclfic target popu-
lations for the three programmes overlap. Booster doses of EPL vaccines offer
an additional opportunity to expand the EPL target group and achieve further
ovarlap.

The rationale for periodic supplementation with large deses of vitamin A
{8 to boost liver reserves., Vitamin A 200 000 Ifl, will protect a young child on
a continuing inadequate diet for 3 to & months against serious consequences of
deficiency. But if the traglc consequences of vitamin A deflciency are to ba
entirely avoided, imitial disgnosis and treatment with large dose vitamin A must
also be available everywhere within the health care system, including the
immunization services.

The suggested vitamin A dosing schedule within the EPI involves:

-~ 200 000 IU to the mother within 2 months following delivery.

- 50 000 IU once to the c¢hild between the ages of 6-14 weeks.

- 200 000 to older children every 3-6 months, to be given at
any EPT or health services contacgt.

Indinated oil is indicated for severe IDD, and for moderate IDD until
iodinated salt ¢an be distributed. The recommended dosage schedule ig:

- 0.5 ml (240 mg iodine} below 12 months, oral or f.m.

- 1.0 ml (480 mg iodine) at age 1-14 years, oral (biannwally)
ar 1.m. (every 3-4 years).

- 1.0 ml for women 14-45 years, as above.

High dose vitamin A should not be given to women of childbearing age,
except within a few weeks after delivery when pregnancy is unlikely, because of
the potential teratogenic risk to the fetus. However, fodinated oil is withcut
risk in pregnancy and lactation. Both vitamin A and {fodinated oll are sale
publig health interventfions in the recommended doses.

A cold chein ls not required for handling either vitamin A or lodinated
oil; both preparations are stable with acceptable shelf lives even at relatively
high ambient temperatures. The cost of each bulk purchased vitamin A capsule Is
about US% 0.02. Todlinated oil for imjectlion costs U8§ 0.20 per ml. Efforts to
produce a good quality and less costly preparation for oral use are ln prog-
ress.
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16. NEW OR IMPROVED VACCINES

There iz a recent resurgence of Interest in vaccines. Progress in devel-
oplng new or improving already existing vaccines has been achieved due to
locreasing knowledge of antigens involved in either disease or protection or
both. With the use of monoclonal antibodies it 1s now possible to identify
antigenic determinants that can elicit g protective jwmune respoase.

In spite of great progress in the field of vaccinology, there are some
deficiencies in current vaceines, {ucluding unwanted side effecrs, contaminaring
materials and difficulties {iu production, storage and delivery systems. New
technologies are needed to produce a new generation of vacclnes. Fresh lmpetus
has been given to vaceine development by the emergence of modern technologies:
recombinant DNA technolegy, synthetic peptides, internal image anti-idiotypes
and subunit vaccines.

A number of vagcelnes are in various atages of development but several

years will be needed to profit from the present revolutfion in vaccine research
and development.

17. PROPOSALS FOR THE 1988 MEETING OF THE GLOBAL ADVISORY GROUP

The African Region has offered to host the 1988 Global Advisory Group
meeking. The location within the Region has not yvet been determined. The
Regional Advisers requested that the meeting be held in October, as several
Regional Offices undertake planmning exercises in November in which the Advisers
are involved. It was agreed that the meeating would be held 17-21 October, 1988,
(The site was subsequently determined to be Abidjan, Cdte d'Ivoire).

Items which the Global Advisory Group specifically requested be discussed
during the 1988 meeting included the progress achieved by the countries of each
Region in setting disease reduction targets and the potential of the countries
of each Reglon to achieve poliomyelitis eradication during the coming decade.
The suggestion was also made that Reglons review the extent to which recommenda-—
tions of the Global Advisory Group (such as those relarting to contraindications
to immunization and the use of immunization schedules which protect ¢hildren as
early in life as possible in countries where the target diseases remain signifi-
cant killers of young children) had been adopted within each Region. The World
Health Assembly will need to be informed about the proposals for EPI activitias
in the coming decade, and it might be appropriate for the GAG to review a report
on this subject in 1988 or 1989.
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Annex 3:

Terms of reference of the Global Advisory Group
for the Expanded Program on Immunization

1. An appropriately constituted Advisory Group of outstanding
consultants will be appointed to advise WHO on its Expanded Program on
Imuunization. The Advisory Group will be assisted in its work by additional
consultants, sub—committees and study panels for specific purposes as required.

2. The advisory Group will:

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

(b} promote the exchange of information comcerning Programme strategies and
tactics among participants functioning at country, regional and global levels,
and

() promote the understanding of, and support for, Programme goals among
technical and political leadars.

3. Composition of the Advisory Group:

Members of the Advisory Group will be appointed by the Director—-General, It
will consist of approximately 12 members, at least one from each Region being
selected from a panel uominated by the Reglonal Offlces. The others, selected
"at large”, will provide geographical and technigal balance. Appointment will
generally be for a period of one vear, with extensions arranged so as to provide
for a turnover of approzimately ome third of the Group year each year.
Reappointments will aot normally be considered before one year has lapsed from
the previous termination date.

4. Meetings of the Advisory Group will be convened as requirad, but
useally on an annual basis, and a report of each meeting will be prepared and
circulate appropriately.
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Estimated percentage of children immunized in the first vyear of life and
percentage of pregnant women immunized against tetanus, by WHO Region,

based on information available December 1987

Parcentags covarage

Figure 1.

Annex 4: Global Programme Data
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Annex 4:; Globsl Programme Data (continued)
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Annex 4: Global Programme Data (continued)
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Surviving newborns: based on estiwabed nusber or newborns ang indyat

are rounded Lo the nearest thousand.

wrtality rate,

Bagad an wortality estimations from surveys or resorts, & vacCin® eificacy of 0.95 and {meunizabion

caverage reported as of June [987, Countries without available data were arbitrarily cateqorised
into gne ot J Tevely of neonatal tetanus mortabity: 5, 10 or 13 per theusans live marths,

§

Based on a0 inctdence estimation of B0 of newharns in abeence of a4 iwwunization programme, a vaccine efficacy

of 0.8 for J doses, and iamunization coverage regorted as of Jecesber (787,

e

and inmunization coverage reported as of Decemper 1987,

f

Based on wortality estimations of one-tiird of eeasies deaths, & vaceine efficacy of 0,9 for 3 dates,

Eased on an 1ncidence estimation of 1001 surviving newboras in aksence of an immunization prograase,

a vacfine efficacy of 9,93 ind issunization coverage reportee as of Oeceaper 1987,

g

isauntzakion coverage reported as of Decesber 1987,

'h

Based on arbitrary case fatality rates ranging from 21 to 41, 4 vaccine siéigacy of 9.95 ant

3aved g an ntaidence estivation af 5/1000 hevborns in absence of an lesunization progrisse,

a vagtine ificacy of 0,73 and imwunliafitn coverage reported as of Decester (987,
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Annex 4: Global Programme Data (continued)

Tabla 3, Extimatsd armual number of deatha from necnstal Letabos, bassles

and partusszis and annual number of cases of poliomyelitis
in developing countries (excluding China), December 1987,

T e e e e e e e e e e e e L e +
{ |%oonatal |Meazles(2}|Pertussis(3}] Total |Cum. I {Folio |Cum. £ |
! |Tetanus(1)] | | Desths Jof totel |canes(4) |of cames |
| | coootsy | tooo‘ay | (ooD's) | to00's) |desths | (0OO's) |

|emmmme e [=mmremmnen {ammmnena |mmmmmennns R |=-mmmmen P {=meemnen |
|25 largest developing | | | | | | | |
{eountries ! 648 | 1525 | 437 | 2611 | a1 | 183 | 77 |}
| | | l | l I I I
| | | ! ! | | | |
|other developing countrias | 170 | 2w | 11?7 | 626 | 19 i 54 | 23

| | ] ! | | | | |
! I [ i 1 ! ! | |
|Teta) developing countzies | 818 | 1864 | 554 | 3237 | 100 | 237 | 100 |
T T e e B +

The anfual number of deaths from nmeonatal tetanus, measles and pertuszeis, and
the annual numbhar of cases of policmyslitis in developing countriies (excluding China}
were estimated, using the immmization coverage dats in Table 1.1.3 and the following assumptions:

1) Necnatal tetanus: Based on =zurvey data or in abzence of survey, neonatal tetanus
deaths are estimated from cowitries with similer socio-economiq conditions.

2) Measles: It is assumed that the vaccine efficacy i= 9531 and that all of
urimmunized children will acguire teasles. Coversse iz assumed to be
zoro in countries from which datm mre not available.

3) Pertussis: It is assuned that the vaccine efficacy is 80 mnd that BOT
of unimmumnized children will acquire pertusais,  Coverags it aspsumed to be

zerc in countries from which data are not aveilable,

4) Poliv: In wiew 0f narrow limits of variation of results of poliomyalitie
surveys, and in the abasence of an immanization progragms,
a fixed incidence rate of 5 cases per 1000 newborns iz uzed. A vaccine
efficacy of 851 is used. Coverage is a=zsumed to be zere in countries from
which data are not svallable,
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Annex 5:
Termg of referenge for the EPI Research and Development Group

1. The Research and Development Group for the Expanded Programme on
Immunization (EPI) will advise the Director, EPI on research and development
prioriries. It will be assisted in its work by additional consulrants,
subcommittees and study panels for specilfic purposaes as tequired.

2. The EPI Reseach and Development Group will:

(a) advise the Director, EPI concerning research and development >
priorities in the general field of disesse prevention and control through C
immunization and through interventions which can be appropriately delivered
using vaccine delivery systems (such as supplementation with vitamin A or ;
iodine) with primary emphasis on diseases and vaccines currently included within
the global programme, .

(b) advise the Director, EPI on the relative priorities of specific
research and development proposals submitted for funding from global EPI
resourges,

{c) monitor the progress of research and development activities whigh ﬁ
have been selegted for funding and recommend their continuation, revision or
tarmination, and

(d) assist in the generation of ressearch and development propogals
relevant to programme priorities. ;

3. The Growp will conduct its work in the light of knowledge of vaccine-
related research and development being carried out elsewhere, The WHO EPI
secretariat will have the responsibility for liailson with programmes conducting
such work within WHO, while Group members and consultants to the Group will be.
expectad to be the primary source for information concerning relevant activities
sutslde of WHO.

o

4. Composition of the Group:

The EPI Research 2od Development Group will normally consist of between 5
and 10 wembers who are not staff members of WHO and who have been selected on
the basis of their knowledge of the techaical and operational aspects of the
EFl. Memberg will serve ia their personal capacities. The Chairperson of the
Group will be appointed by the Diregtor-General. The Chairperson will have de
facto membership on the EPI Global Advisory Group. Othar members of the Group
will be appeinted by the Dirvector, EPI in consultation wirh the Chairperson, for
an Initial term of two years, renewable twice, up to & maximum of six yearsg.
Reappointments will nor aormally be considered hefore one year has lapsed from
the previous termination date.

S Meetings of rthe EPI Research and Development Group will be convened by the
Director, EPT as requived, but usually at least twice a year. A report of each
mesting will be prepared and circulated appropriately.
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Annex 6:

Speclal FProgramme on AIDS
and the Expanded Programme on Immunization

Congultation on human immunodeficiency virug (HIV)
and routine childhood immunization, August 1987

Consensus Statement

Concern has been raised that children infected with the human
lmmunodeficlency virus (HIV) whe receive routine childhood immunizations may
have decreased immune responses and be at fucreased risk for adverse effects or
acceleration of HIV-induced immunosuppression. Limited experience suggests rhat
the likelihood of succegsful Iimmunization 1s reduced in some HIV-infected
Individuals but that the risk of gerlous adverse effects remain low. The
theoretical rigk of acceleration HIV infection by simultaneous adminlstratlon of
multiple antigena 18 not supported by limited elinical information and ls likely
to be nepligible in contrast to other natural sources of antigenie stimulation.

Having reviewed the available information in Geneva on 12 and 13 August,
1987, the WHO informal consultation on HIV and routine childhood ilmmunization:
{See Annex 1)

1. Endorses the 1986 Expanded Programme on Immunization (EPI) Global
Advigory Group recommendations on the ugse of EPT antigens:

"In countries where human immunodeficiency virus {HIV) infection 1z considered
a problem, individuals should be immunized with the EPI antigens according to
standard gchedules. This also applies to individuals with asympromatie HIV
infection. Unimmunized individuals with ¢linical (symptomatic) AIDS in
countries where the EPI target diseases remaln sericus risks should not recelve
BCG, but should receive the other vaccines (Tabled.”

Tabkle 1. Recommendations on the use of EPL antigens in HIV-infected individuals
in countries where the EPI target diseases remain lmportant causes of wmorbidity

1 l

{ Vagcine IAsymptomatic Clinfeal AIDS
I | BCG ! Yag No
{ E DFT } Yes ! Yexs l
! Infants i OFvV ] Yeg | Yoo [
l [ PV I Yes I Yes I
| i Measzles | Yes | Yes |
{ Women E Tetanus } Yes : Yes :
| | toxoid i i |

2. 1T1a accordance with the Global Advisory Group, notes that live vacelnes
are not usually given to immunocompromised Individuals, butb agrees that, in
atess where the risk of exposure to measles and polio virus 1s high, the
benaefits of fmmunization ocutweigh the apparently low rigk of adverse effects
from these vaccines, even in the presence of symptomatrle HIV fafection.
Inactivated pollomyelitis vaccine (IFPV) is an alternative to OPV for
immunization of children with symptomatic HIV infection who may be at increased
risk of OPV-assoclated paralytic poliomyeliris.

3. Notea that although a theoretical risk exists, evidence for an
increased rate of adverse reactions after BCG immunization among asympcomatic
HIV-infected individualg remain inconclusive. Therefora,
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(a) For asymptomatic HIV-infegted individuals:

Where the risk of tuberculesis is high, BCG is recommended at birth or as soon
as possible thereafter in accerdance with standard peligies for immunization of
non=-HIV infected children;

In a limited numbher of areas, the risk of tuberculosis is low, but BLG is
regommended as a routine lmmunization; in these areas, BCG may be withheld from
individuals knowna or suspected to be infected with HIV; =

(b} For symptomatic HIV-infected individuals, BCG should be withheld.

4. Emphasized the EPI recommendation to immunize children as early in
life as possible., Vaccline-associated adverse effects may be minimized and
vaceine response optimized by beginning immunization before the progression of
HIV-induced immunosuppression.

5, Endotses the simultaneous administration of mulriple antigens such as
BCG, DPT, polio and measles vaceines when indicated.

6. GStrongly encourages further investigations in the following areas:
{a) Safety of immunizations in HIV-infected children:

(i) Surveillance of HIV~infected children to permit rapid identification of any
unexpectedly frequent adverse events following Immunizationm;

{i1) Establishment of modification of population-based survelllance systems to

detect rare sericus adverse events assoclated with Immunization of HIV-infected
children:

(I1I) Comparison to the rates of frequent and less severe adverse events which
occur in HIV-infected and uninfected children following immunizatrion.

(b) The natural histery of vaceine~preventable diseases in HIV-infected
children.

(i) Determine of the rates of sericus complications of vaccine—preventable
diseases in HIV-infected children in health care facilities and in the community
and correlation of such complications with the stage of HIV infection and degree
of immunosuppression:

(i1) Esgtablishment ov modification of population—bazed surveillance systems to
derecr serlouns complications of vaccline—preventable diseases fin HIV-infected
children;

(iii) Assessment of the role of immune globulin in protection of HIV-infected
children against vacclne-preventable disease.

(c) Immunogenigity and efficacy of immunizations in HIV-infected
children:

{i) Determination of the serologic response to immunization in HIV-infected
children compared to uninfected children and correlation of vacelne regponse to
stage of HIV infection and degree of immunosuppression;

(ii) Development of methods to improve vaccine responses of HIV-infected
children, if these are found to be decreased;

(1ii) Determination of the persistence of vaccine-induged antibody;
(iv) Prospective follow-up of immunized HIV-infected children and retrospective

evaluation of ¢ages of vaccine-préventable diseases to determine rates of
vacelne failure in HIV-infected children.
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{(d) Posalble activation or acceleration of HIV-infection by repeated
antigeni¢ stimulation with immunizations, including simultaneous administration
of multiple antigens:

(1) Detection of increasaed HIV veplication following immunization of HIV-
Infected children;

(ii) Detection of Immunologic abuormalities following immunization of HIV-
infected children;

(11i) Retrospective studies of the relationship between total number of
immunizacions received and/or number of antigens received simultaneously by
RIV-infected children and the onsget of symptomatic HIV infection, progression of
clinical HIV disease and/or fatal outcome of HIV infection. The informal
consultation agreed that prospective placebo-controlled double-blind studies in
which some HIV-infected children would not receive recommended {mmunizatrione are
not appropriate.

{e) The immunogenicity and efficacy of tetanus toxeid immunization of
HIV-infected pregnant women 1o the prevention of neonatal tetanus.




