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INTRODUCTION

The Global Advisory Group of the Expanded Programme
on Immunization (EPI) consists of 12 members representing all
Regions of the World Health Organization (WHO) with six
members selected either "at large” or from regional panels to
provide geographical and technical balance. Representatives of
collaborating agencies and donors are invited to Global Advisory
Group meetings as observers, and their views are considered in
preparing the report.

The twelfth meeting of the EPI Global Advisory Group took
place from 16-20 October 1989 in Tokyo, Japan. The Officers of
the meeting were:

Chairman Professor L.A. Kaprio (Finland)
Vice Chairman Dr J.A. Kalilani (Malawi)
Rapporteur ~ Dr DM, Salisbury (UK)

Annexes 1-4 contain a list of participants, a list of documents
used during the meeting, terms of reference of the Global
Advisory Group and a compendium of past recommendations.

Dr H. Nakajima, Director General of WHO, opened. the
meeting. He emphasized the theme "continuity with change".
Raising and maintaining immunization coverages must be a
priority for the EPI but there are also new challenges for the
decade of the 1990s in the areas of disease reduction and control,
and further developing the EPI in the context of Primary Health
Care.

Dr Nakajima identified the paradox of how the EPI can focus
its efforts narrowly enough so that they are successful while at
the same time making them broad enough so they make a
significant Global impact. The World Health Assembly has
emphasized that poliomyelitis eradication "... should be pursued
in ways which strengthen the development of the EPI as a whole,
fostering its contribution, in turn, to the development of the
health infrastructure and of primary health care...". This is the
same spirit in which the measles and neonatal tetanus initiatives
are being pursued.
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(Continued)

The collaborative efforts of the EPI extend to the work of
the many organizations who work together in support of national
programmes. Dr Nakajima noted that UNICEF has been WHO's
closest partner in health affairs and that Rotary International is
providing an outstanding example of how a non-governmental
organization can compliment and extend the work being done by
official organizations.

Dr Nakajima thanked the Government of Japan for its
support to the meeting; both financial as well as through the
assistance of staff,

Dr K. Hasegawa, Director General, Ministry of Health and
Welfare, Japan, noted that smallpox was the first disease in
history to be eradicated and acknowledge the initiative to
eradicate poliomyelitis - a disease that is still claiming 210 000
victims per year, The Government of Japan would continue its
efforts to promote the health of people of the world. He urged
WHO to continue its enthusiasm for its goal of health for all by
the year 2000.

Dr T. Umenai, Director of Disease Prevention and Control
from the WHO Regional Office for the Western Pacific, read a
statement by Dr T.S. Han, the Regional Director who said that
it was a great privilege for the Global Advisory Group to be held
in Japan. In the Western Pacific Region a public health
revolution had been quietly taking place and those previously
skeptical of the EPI were now praising the programme.

Dr Kaprio welcomed the new members of the Global
Advisory Group and introduced Dr A. Grech the Chairman
Elect, Dr Kaprio called for a minute of silence in remembrance
of Dr Ko Keja who had been a special friend of many present
and a major architect of many of the EPI policies.

After adoption of the provisional agenda, the meeting
proceeded to review progress at global and regional levels and
then to review a number of technical issues,
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CONCLUSIONS AND
RECOMMENDATIONS

OVERALL
PROGRAMME
STATUS

The Expanded Programme on Immunization (EPI) is
achieving remarkable success as the decade of the 1980’s draws
to a close. For the first time in history, immunization coverage
for the world has reached the two-thirds mark (67%) for a third
dose of polio vaccine for children by reaching their first year of
life (Table 1). In developing countries alone, coverage stands at
66% for a third dose of polio or DPT vaccines, 72% for BCG
and 59% for measles vaccines. Substantial progress is being seen
in all Regions, despite many special social and economic
problems. These accomplishments provide optimism that at least
80% coverage with these antigens can be reached by the end of
1990. Tetanus toxoid coverage of pregnant women continues to
be the least satisfactory: in developing countries only 29% are
reported as having received 2 or more doses.

At current coverage levels, it is estimated that the EFI is
preventing some 2.2 million deaths each year from measles,
neonatal tetanus and whooping cough, as well as some 355 000
cases of poliomyelitis (Table 2). The urgency for raising
immunization coverage levels further is underlined by the
continuing occurrence each year of some 2.8 million preventable
deaths from measles, neonatal tetanus and whooping cough and
over 200 000 cases of poliomyelitis (Table 3).

Remarkable and unprecedented cooperation in support of
the EPI has developed at global and Regional levels among a
wide spectrum of organizations, including WHO, UNICEF, the
World Bank, UNDP, Rotary International and other service
organizations, bilateral development agencies and
nongovernmental organizations. Especially in the Americas, this
type of cooperation has extended to country level and provides
a model for WHO to promote and for all countries to examine
and encourage.

However, the future of the EPI is by no means assured.
Social and economic problems are likely to constrain the further
development of health services in developing countries, and
application of existing technology is still far from complete.
Unless continued specific priority is accorded to the programme,
its gains to date could be jeopardized.
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(continued )

Support from outside sources will be required for the
foreseeable future to achieve and sustain high coverage. In the
least developed countries, this will need to include recurrent
costs. For new or improved vaccines to be added to developing
country programmes, substantially increased support will be
required.

National programme managers are urged to develop detailed
fiscal plans as part of their overall plans for the EPI, clearly
identifying the resources required and specifying whether they
will be provided by the government or by outside agencics.
Government and collaborating agencies should formally approve
these plans, with all parties committing themselves to providing
the financial support indicated.

Community demand for immunization services can be
developed through social mobilization and activities aiming to
change health behaviours. This is an important step in assuring
national support. A second step is changing professional norms
so that immunization and other preventive health care services
become accepted responsibilities of staff engaged in curative care
by ensuring that health professional schools include specific
curricular topics on the application of immunization and other
preventive and promotive elements of primary health care.
Ministries of Health are encouraged to actively seek
collaboration from private and voluntary groups and from
communities themselves in accomplishing both of these steps.

Basic health service needs for raising and sustaining
immunization coverage include:

- improving the management of the health services,
decentralizing responsibilities and  providing
training /supportive supervision to the health workers
who provide immunizations;

- making primary health care services more
accessible: and

- informing an ivating_the public, specifically
recognizing that fathers, as well as mothers, have
important health roles to play.
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{continued)

Priority actions specific to immunization include:

- Immunizing at every opportunity. All health
facilities seeing women and children should provide

immunization services as frequently as feasible, with
appropriate  immunization schedules. False
contraindications should be avoided so that
immunizations are not withheld unnecessarily. Any
immunizations needed by the mother should be
offered at the time of immunization of the child.

- Reducing drop-out rates. Courteous services should
be provided at times and places convenient for the
users. Parents should be informed of the importance
of immunization, the need to return to complete the
immunization schedule and the time and place of the
next appointment. Defaulters should be identified and
actively followed-up, using individual names and
-addresses whenever feasible.

- Using special immunization activities where routine
coverage remains low and/or di ransmission ha
not been interrupted. These special activities include
national or local immunization days, weeks or months.
Such events may include the provision of additional
immunization services or may be limited to providing
increased publicity to encourage the use of the existing
services. Special activities should always be planned
to give maximum support for strengthening the
permanent health infrastructure.

Studies of "missed opportunities” for immunization should
continue to be promoted to document this problem within
national programmes and to secure the support of health workers
and national decision makers to take remedial action. These
studies should include opportunities being missed for maternal
and child health services in addition to immunization.
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(continued)

The concept of missed opportunities may also be extended.
For example, failure to include nongovernmental organizations
and private providers as active partners in national immunization
programmes or to include all EPI antigens in national or sub-
national immunization days should be considered missed
Opportunities,

Periodic national programme reviews continue 1o be a highly
productive means of sharing information and improving
management. Yet more needs to be done to assure that their
recommendations are implemented. Funds should be specifically
allocated to permit visits from central level to each
state/province to discuss the recommendations in detail and to
permit at least one of the international members of the review
team to re-visit the country within 6 months to follow-up on the
recommendations.

National immunization policies are frequently not being
followed at health centre level. National managers should
strengthen programme monitoring, emphasizing in particular the
degree to which national recommendations concerning
sterilization of syringes and needles, immunization schedules,
contraindications to immunization and health education are
implemented.

As national immunization programmes mature, it becomes
increasingly appropriate to consider the introduction of additional
vaccines of public health importance. In the past, the Group has
called attention to the importance of introducing yellow fever
vaccines in endemic countries of Africa (1988) and routine infant
immunization with hepatitis B vaccine in countries in which adult
carrier rates for this virus exceed 2% (1987). With respect to
hepatitis B immunization, the Qctober 1989 recommendations of
the EPI Research and Development Group were endorsed as
follows:

"The scientific basis for the integration of hepalitis B
vaccine within the EPI has been clearly established. There
are no significant technical impediments to its use.
Nonetheless, many countries are unable to use the vaccine
while its price remains high. WHO is therefore urged to find
ways to reduce the purchase price of hepatitis B vaccine to
levels permitting its widespread use in developing countries.
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(continued)

High risk sub-groups exist in many countries with low
overall carrier rates. To date, it has proved difficult to
achieve high coverage in such groups through policies of
selective immunization. Re-evaluation of these selective
immunization policies is encouraged with specific
consideration being given to introducing routine hepatitis B
immunization of infants even in countries in which the
problem is largely confined within sub-groups.”

Research and development activities are yielding valuable
results, particularly those directed towards developing:

- improved disease control strategies (including
development of improved vaccines, studies of the
acceptability of immunization and studies of the delivery
of immunization and related services);

- 1mproved methods and materials for the rapid diagnosis
of the EPI target diseases;

- improved surveillance and programme monitoring tools;
and

- improved methods and materials for the cold chain and
logistic support.

These efforts should contimie to be vigorously pursued.

The cold chain section is specially commended for the
progress they have achieved. This is due in part to their intimate
involvement with programme operations, an involvernent which
should be considered a model for other units engaged in research
and development. Progress is also due in part to the close
collaboration being maintained with UNICEF, which provides a
market for the products being developed.

DISEASE CONTROL

Disease control is the central EPI priority, The control of
meastes, the elimination of neonatal tetanus and the eradication
of poliomyelitis, the 3 diseases which have been identified for
initial emphasis at the global level, depend on achieving high and
sustained immunization coverage of the target groups. Neonatal
tetanus can also be prevented by assuring clean delivery and post
delivery care. Such initiatives require strengthening of the
primary health care infrastructure. The eradication of
poliomyelitis requires that certain more specialized actions be
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(continued)
undertaken, actions which can also strengthen health services
management.  These include improving surveillance and
laboratory services, and enhancing public awareness.

These disease control initiatives should be seen as a way of
consolidating the EPI progress which has been achieved and of
assuring that the programme resources now in place are being
directed for the maximal benefit of those they are designed to
serve.

MEASLES
CONTROL

The severity of measles in developing countries is well
recognized. This disease is also an important cause of morbidity
in industrialized countries. Unfortunately, in some of the latter
countries, health workers and the general public persist in the
belief that natural measles disease s preferable to immunization.
Such beliefs should be dispelled, and the importance of measles
immunization in all countries reinforced.,

Measles before the age of 9 months continues to be a major
cause of morbidity and mortality in a number of developing
countries. At the same time, measles immunization has altered
the epidemiological patterns of disease so that an increasing
proportion of cases occurs in older age groups. The introduction
of measles vaccine strains which are effective before the age of
9 months offers a means to address the f{irst problem. A variety
of control measures will be helpful in addressing the second,
among them the identification and imrnunization of susceptible
populations.

MEASLES IMMUNIZATION BEFORE
NINE MONTHS OF AGE »

Sufficient data are now available to recommend that "high
titre" Edmonston-Zagreb (EZ) measles vaccine be administered
at 6 months of age or as soon thereafter as possible in countries
in which measles before the age of 9 months is a significant cause
of death. "High titre" is defined as 5.0 log,, infectious units when
the titre has been measured in parallel with the WIHO
International Reference Reagent for measles vaccine and
corrected appropriately. It is anticipated that increasing supplies
of this vaccine will become available for use in developing
countries over the next 1 to 2 years, in part through UNICEF.
High titre EZ vaccine should preferentially be offered to those
countries with the most severe measles problems in young infants.
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(continued)

WHO should continue to work with UNICEF to ensure adequate
supplies of high titre EZ vaccine are made available and should
develop recommendations for its phased introduction within
national programmes.

Most studies to date on early measles immunization have
used EZ vaccine produced by the Institute of Immunoclogy,
Zagreb, Yugoslavia. Before EZ strains produced elsewhere are
accepted for use at 6 months of age, they should be shown to be
comparable in this age group with respect to reactogenicity and
immunogenicity to the strain produced by the State Institute of
Immunology, Zagreb, Yugoslavia. Most studies have involved
countries in Africa and the Americas. Further studies are
encouraged in other areas of the world.

In countries where high titre EZ vaccine will be used, HIV-
infected infants (symptomatic as well as asymptomatic) should
also receive it.

Evaluation of the impact on overall measles incidence and
mortality following the introduction of high titre EZ vaccine
should receive high priority. Programmes should be prepared
to investigate apparent vaccine failures and adverse events in
recipients of this vaccine,

In countries where measles before the age of 9 months is
not a significant problem or high titre EZ vaccine is not
available, currently recommended schedules of immunization
should be retained using any strain of measles vaccine meeting
WHO Requirements., These vaccines should have a minimum
potency of 4.0 log,, infectious units. This recommendation does
not preclude further research on immunization schedules to
improve measles control using currently available vaccines. .

WHO should promote additional research relating to the use
of EZ vaccine and to other measles vaccine strains which promise
to be equally or more effective than EZ in young infants.
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(continued)

NEONATAL
TETANUS
ELIMINATION

MEASLES CONTROL IN OLDER CHILDREN

Some countries with moderately high coverage levels have
reported outbreaks in older children or even young adults. This
1s an expected consequence of immunization programrmes whose
target age group has been children under 2 years of age (under
1year of age in most developing countries) in  which
100% uptake has not been reached. Another expected result of
high coverage levels is an increase in the proportion of cases
which occur among children previously immumized (vaccine
failures), Neither occurrence necessarily indicates programme
failure. Even in countries currently reporting increased numbers
of cases in older children, the present immunization programme
has succeeded in reducing overall incidence and mortality rates.

The occurrence of measles in older children should not divert
attention or resources from the need to increase coverage in
young children. Countries are urged to immunize children as
soon as they become eligible and to improve health information
systems so that groups with low coverage can be identified and
immunized.

In many countries, immunization programmes have reduced
measles incidence to such an extent that health workers and the
public expect measles outbreaks not to occur, and outbreaks thus
generate strong political and social pressure for response that
cannot be ignored. Countries which have reached moderately
high coverage levels should be aware that future outbreaks in
older children may occur, These should be notified promptly.
Plans for their control should be developed which do not
jeopardize routine immunization of younger children.

In May 1989, the World Health Assembly adopted a
resolution to eliminate neonatal tetanus (NNT) from the world
by 1995 (WHAA42.32). The goal of elimination of neonatal tetanus
will be pursued in ways which strengthen EPl as a whole,
fostering the development of maternal and child health
programmes and primary heath care.

The Group endorses the revised Plan of Action for Global
Elimination of Neonatal Tetanus by the Year 1995,
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(continued)

Recognizing the 784 (00 infant deaths due to neonatal
tetanus still occurring in 1989 and the need to rapidly
increase tetanus toxoid immunization coverage and the
proportion of deliveries respecting the "three cleans”
(clean hands, clean delivery surface and clean cutting and
care of the umbilical cord), the Group recommends the
following additional actions:

- organizing integrated training/planning workshops -
at national and district level;

- adopting a "risk approach” to designate high priority
geographical or socio-economic areas for elimination
activities;

- administering a protective course of tetanus toxoid
to all women of childbearing age as early as possible
and ideally before school-leaving and the first

pregnancy;

- reducing/eliminating the number of "missed
opportunities" by offering tetanus toxoid to mothers
when children are immunized;

- providing a life-long immunization card (record) for
all tetanus toxoid recipients;

- reporting of neonatal tetanus cases by month and
by district jointly with other EPI target diseases;

- making greater use of all antenatal visits, including
those during the first trimester of pregnancy, to:

- administer tetanus toxoid,

» identify women at risk for complications from
delivery, and

« deliver a cord care kit to those women who will
not deliver at a health facility;

- simplifying recommendations concerning the tetanus
toxoid immunization schedule and indicators for
monitoring progress, including those relating to the
coverage among target groups and the proportion of
births protected from tetanus;
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(continued)

POLIOMYELITIS
ERADICATION

- encouraging the use by maternal and child health
programmes of tetanus toxoid coverage of pregnant
women as an indicator of adequacy of service; and

- encouraging the adoption of the neonatal tetanus
incidence rate as a health indicator supplemental to
the infant and maternal mortality rates.

Despite the persisting shortage of resources, rapid progress
is being achieved. The Group commends the outstanding
achievements in the Americas, noting the value of this experience
for eradication efforts in other Regions.

WHO should capitalize on the progress already being
achieved and pursue strategies which produce and extend polio-
free geographic zones, reducing poliomyelitis-endemic zones to
a decreasing number of well-defined areas. When the
interruption of the transmission of wild poliovirus is being
attempted, trivalent oral polio vaccine (TOPV) must be
intensively applied. Few areas which remain poliomyelitis-
endemic will be able to accomplish this through routine services
alone, and the use of immunization days with all antigens should
be considered as a supplemental strategy. Qutbreak containment
may require house-to-house TOPV immunization without the use
of other antigens.

The recommendations of the second Consultation on
Poliomyelitis Eradication, held in Geneva in September 1989,
are endorsed. The following recommendations are brought to
the particular attention of national programme managers:

- As defined in the 1988 World Health Assembly resolution
WHAA41.28 poliomyelitis eradication should be pursued in
ways which strengthen the development of the EPI as a
whole, fostering its contribution, in turn, to the development
of the health infrastructure and of primary health care. A
prime objective of the eradication initiative remains to
develop routine immunization services using all EPI antigens,
to raise immunization coverage to the highest level possible
and to develop appropriate surveillance systems to gauge
success in disease prevention.
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(continued)

There is a need to place far greater emphasis on effective
surveillance of cases of paralytic poliomyelitis. Countries at
all stages of poliomyelitis eradication should establish and
strengthen appropriate surveillance activities. At a minimum,
these activities should include regular reporting of cases from
those health institutions most likely to see patients suffering
from flaccid paralysis, Each district should be asked 1o
report regularly, at least monthly and, as the incidence of
cases declines to low levels, on a weekly basis, Progress in
polio eradication is ultimately best assessed by following
trends in the occurrence of poliomyelitis. Such surveillance
also facilitates identification of problems and weaknesses in
the eradication activities.

Present WHO recommended policies advocating TOPV as
the vaccine of choice in EPI are reconfirmed. In endemic
countries, doses of TOPV are recommended at or shortly
after birth and at 6, 10 and 14 weeks of age (or as soon after
as possible).

In countries in which effective surveillance is identifying less
than 50 cases of paralytic poliomyelitis a year, detection of
suspect polio cases should be followed by an appropriate
immediate response, involving immunization with a dose of
TOPYV given to all children in the age group at risk living in
the epidemiological at-risk zone, delivered in a mass
campaign or on a house to house basis,

Where difficulties are being experienced in interrupting the
transmission of wild polioviruses, possibly in spite of high
immunization coverage levels, it is essential to conduct
competent investigations to identify the factors responsible
and to correct these before making decisions on changing
immunization strategies prematurely, or on changing from
oral to inactivated vaccine,

The main role of diagnostic laboratories in support of the
polio eradication initiative is to attempt to confirm clinical
diagnoses by the isolation of poliovirus from faecal samples.
Present neutralizing antibody tests do not differentiate
between antibodies against wild and vaccine virus strains and
experience has shown that serological data can be misleading
as often as they are helpful. Serology is no longer
recommended for routine use in the diagnosis  of
poliomyelitis, although it may have a place in the
identification of susceptibility or in waning immunity or in
the future, when better and more specific serological tests
have been developed.
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(continued)

- There is a need for substantial additional resources to be
targeted at supporting research into the production of
better polio vaccines, notably with greater antigenicity,
improved thermostability and decreased neurovirulence.
Production of such vaccines will facilitate global polio
eradication. In addition, high priority should be given to
research on the use of combined OPV and IPV schedules.

The Group notes the importance of prompt feedback of
results to health workers in maintaining effective discase
surveillance. As a part of Regional and global monitoring of the
poliomyelitis eradication initiative, consideration should be given
to documenting the number of countries in which surveillance
data are being analysed at central level and fed back to the
health workers who have originated it.

VACCINE QUALITY

The Group noted the activities of WHO to assure vaccine
quality, which center on the need for a competent and
independent National Control Authority in the country of
manufacture, Whether or not a national control authority exists
in the receiving country, national managers should assure that the
vaccine derives from a manufacturer whose product(s) are known
to meet WHO requirements, should be assured of its potency on
arrival and should assure it is stored and transported properly
throughout the period it remains in use. Monitoring of adversc
events associated with immunization is an activity which will
become more important as vaccine coverage increases and
surveillance is improved. WHO should to develop protocols for
dealing with vaccine-associated adverse events and for problems
related to loss of vaccine potency.

POLIOMYELITIS ERADICATION PLAN

The plan of action for global eradication of poliomyelitis
by the year 2000, endorsed by resolution WHA42.32 of the World
Health Assembly, sets as a goal for 1990 the confirmation that all
countries use poliovaccines meeting WHO Requirements. To
help accomplish this, a resolution on Poliovaccine Quality is to
be presented to the Executive Board. The Group endorses this
proposed resolution. It requests four actions of the Director-
General:

- to obtain assurance from national authorities that only
poliovaccines certified as meeting WHO requirements be
used in national immunization programmes;
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(continued)

URBAN
IMMUNIZATION
SERVICES

to encourage certification by National Control Authorities
of locally produced and packaged vaccines;

to assist countries producing or packaging poliovaccines who
do not now have competent and independent National
Control Authorities to develop and sirengthen them; and

1
to prepare a list of all producers and packagers of
poliovaccines certified by National Control Authorities to be
produced in compliance with WHO Requirements and which
additionally meet WHO-specified standards for potency and
stability. '

By the year 2000, half the world’s population will live in

cities. Reaching urban populations, especially the poor, is a
major challenge for immunization and other primary health care
services for the coming decade. Because of high communicable
disease transmission rates, urban populations must be effectively
immunized if EPI disease control objectives are to be achieved.

National and municipal programme managers are urged to

develop action plans to reach urban populations which:

define the target high-risk populations;

provide for coordination of the many agencies (governmental
and non- governmental) which are frequently engaged in
providing health and other services;

provide for outreach services, planned in collaboration with
individuals from the target groups;

support the development of immunization and other primary
health care related training materials adapted to urban
realities; and

support the development of monitoring systems which
encompass coverage of health services and disease incidence
among the urban poor.




Page 16

EPI Global Advisory Group Meeting, 1989

(continued)

VITAMIN A
AND IODINE
SUPPLEMEN-
TATION

The many difficult social and economic problems which
plague the urban poor will not be solved without the investment
of substantial human and economic resources. Many of these
resources, however, can be mobilized from members of these
communities themselves, given appropriate leadership from
government or other involved agencies.

Vitamin A and iodine deficiency continue to be major
causes of morbidity and mortality. Vitamin A deficiency blinds
250 000 children each year, It has also been associated with two
to threefold increased morbidity due to acute respiratory
infections and diarrhoea in high risk areas, as well as decreased
survival through childhood. lodine deficiency is responsible for
goitre and deaf-mutism as well as increased perinatal and infant
mortality. The worst effects include cretinism (which involves
three million people), deaf-mutism, neurological disorders and
intellectual impairment.

Elimination of vitamin A and iodine deficiencies is best
approached through broad-based programmes, including
enrichment of staple foods with vitamin A and iodization of salt,
which improve nutrition in the long-term, Supplementation is an
interim measure, especially indicated in areas of severe
deficiency. A problem with many existing supplementation
programmes is their low coverage. Contacts with eligible
populations being provided by immunization services should be
used to provide vitamin A and iodine supplementation in those
areas where deficiencies remain serious problems.

The timing and doses of oral vitamin A recommended
are;

L. To the mother within four weeks after delivery:
200,000 I,

2, To the child aged 6 to 12 months: 100,000 IU. This
may be given at the time of measles immunization.

3. To the child at any EPI contact after the age of
12 months: doses of 200,000 IU spaced at intervals
of at least three months.
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(continued)

The recommendations for iodized oil (oral and inj{é:ctable
intramuscular) are: '

1. For children under the age of one year: 0.5 mi
(240 mg iodine).

2. For children over the age of one year: 1.0 mi
(480 mg iodine).

3. For women of child bearing age: 1.0 m!
(480 mg iodine).

QOral iodized oil doses may be repeated every
12-18 months. Iodized oil by injection can be given every
3-4 years.

High dose vitamin A should not be given to pregnant
women. It may only be given within four to eight weeks after
delivery when a new pregnancy is unlikely. This is the only time
it is safe to give high dose vitamin A to lactating women.
lodized oil is safe in pregnancy and lactation.

Refugee populations are often exceptionally vulnerable to
vitamin A deficiency, Special attention should be given in these
situations to the potential of vitamin A supplementation during
immunization sessions.

Where vitamin A and iodine supplementation are linked
to immunization services, programme managers will need to
arrange recording of vitamin A and iodine coverage in
immunization records, family health cards and growth charts.
Consideration may also be given to including coverage with
vitamin A and iodine within the immunization monitoring
Systems.

The recommendations in the joint WHO/UNICEF
declaration on vitamin A for measles are reaffirmed. Countries
with a serious problem of vitamin A deficiency and severe
measles are encouraged to prepare national plans to implement
these policies and to report on results.

Research should be pursued to develop improved delivery
mechanisms for both liquid vitamin A and iodized oil.
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EP1
SOFTWARE

APPLICATION OF EPI COMPUTER SOFTWARE
IN NATIONAL IMMUNIZATION PROGRAMMES

Computer software should continue to be developed to
respond to EPI needs and opportunities. Specifically:

The Computerized EPI Information System - CEIS: This

software should be installed as a first priority in the 26 largest
developing countries which do not already have a system. The
system should be installed at sub-national level (province,
regional or district levels) in the 12 largest of these countries.
'The systems that have already been installed should be regularly
supported in the other developing countries. This software
should continue to be developed and enhanced to provide data
in a form that can be transmitted directly to health workers for
feedback and to permit electronic data transfer of essential data
needed by more central levels.

The EPI Cold Chain Monitoring system - EPIC: This

software meets current programme needs.  Studies are
encouraged to systematically evaluate the vaccine cold chain in
all countries, using EPIC where appropriate. All countries are
encouraged to use cold chain monitors routinely.

The Coverape Survey Analysis Software - COSAS: A

further version of this software is expected to be completed by
the end of 1989. Countries are encouraged to use COSAS to
analyze data from both future and recently completed 30 cluster
coverage surveys to provide a maximum of relevant management
information. Managers are encouraged to report their experience
with this software and its manual so that it may be further
developed and improved.

The EPI Costing Model - EPICost: Software and a users

manual are currently available which meet programme needs.
Developing countries with high immunization coverages are
encouraged to use this software either in special studies or as a
routine part of programme reviews, Costing studies using
EPICost are expected to help programme managers better
manage the funds at their disposal,

The EPI should continue to collaborate with other
agencies and WHO programmes (including the Global
Programme on Aids) to develop other software supportive to
managers of immunization and other primary health care
programmes.
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SUMMARY OF GLOBAL AND
REGIONAL PROGRAMMES

GLOBAL OVERVIEW

In May, 1989, the Forty-second World Health Assembly
set the agenda for the EPI for the 1990’s in Resolution
WHA42.32.

Six major challenges were cited:

- achieving and sustaining full immunization coverage
with all EPI antigens in all countries,

- controlling the target diseases, including the global
eradication of poliomyelitis by the year 2000, the reduction
of measles by 90% compared with pre-immunization levels
and the elimination of neonatal tetanus by 1995,

- improving surveillance to provide accurate assessment
of the progress of the programme,

- introducing within routine national immunization
services new or improved vaccines as these become
available for public health use,

- promoting other primary health care practices which
are compatible with the EPI delivery system and target
populations, and

- research and development in support of the above,

The primary concern of the EPI continues to be raising
and sustaining immunization coverage. High and uniform levels
of coverage provide the foundation on which specific efforts for
disease control can be mounted. Improved surveillance, reaching
groups at special risk and the creation of laboratory support
networks as part of the polio eradication initiative provide
needed acceleration to EPI efforts and will result in further
benefits in strengthening the development of health services.

Annex 4 provides a selection of past EPI Global Advisory
Group conclusions and recommendations. These provide a policy
foundation for the support of immunization services in the
context of primary health care, and document the steady
development of the EPI during past years to meet the challenges
set by the World Health Assembly for the coming decade,




Page 20

EPI Global Advisory Group Meeting, 1989

AFRICAN REGION

In the African Region further increases in immunization
coverage have occurred. Levels were BCG 60%, DPT3 45%,
OPV3 44% and measles 45% among children by 12 months of
age. Tetanus toxoid coverage among women of childbearing age
is 24%.

IMPROVING SURVEILLANCE

The EPI has entered a transition period when the
emphasis is shifting from monitoring immunization coverage to
strengthening disease surveillance, although the attainment of
high coverage remains paramount. Regional attention has been
focused on strengthening management capabilities and health
development at the district level. As a result, a number of
countries aiready report immunization coverage and incidence of
target diseases by district (Figures 1 and 2). In 1988 the
Computerized EPI Information System (CEIS) was installed in
the Regional Office and in 10 countries with the collaboration of
UNICEF, REACH, OCCGE, EPI/HQ, and AFRO. By the end
of 1989 CEIS will have been installed in an additional
10 countries and by 1991 it is planned to install CEIS in almost
all countries of the Region. A Joint National/WHQO/UNICEF
immunization programme reporting system was begun in 1988,
Reporting of surveillance data has been delayed and only 12 of
46 countries reported data for the second half of 1988. Recent
improvements in the AFRQ Epidemiological Bulletin and the
initiation of monthly reporting may stimulate more timely
forwarding of country data.

MEASLES CONTROL ACTIVITIES

There is increasing awareness of the need to continue to
raise measles immunization coverage levels and to intensify
disease surveillance. Continuing high morbidity and mortality
from measles among young children highlights the need for
improved measles vaccines effective at young ages. Studies of
measles vaccines are planned, ongoing, or recently completed in
Cameroon, Gambia, Ghana, Guinea Bissau, Kenya, Malawi,
Senegal, Tanzania, Togo, and Zaire.
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(continued)

NEONATAL TETANUS (NNT) ELIMINATION

The African Immunization Year demonstrated that well-
planned actions and systematic tetanus preventive activities are
feasible in Member States. The regional strategy for the
elimination of NNT was approved by the 39th Regional
Committee in 1989. The WHO Regional Office conducted
4 inter-country workshops during 1988-1989 at which 37 countries
prepared national action plans for NNT elimination. A fifth
NNT workshop is planned for December 1989. Most countries
have selected a combination of strategies to reach women
ofchildbearing age with tetanus toxoid (Figure 3). The next step
is to assist EPI and MCH managers to incorporate NNT
elimination strategies into district health plans.

Fig. 3: Immunization approaches adopted
in 37 African countries

Antenatal visits
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At any contact
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{continued)

POLIOMYELITIS ERADICATION

The Regional action plan for the eradication of
poliomyelitis was developed after reviewing the polio situation
in 22 countries and conducting a round table on poliomyelitis in
Brazzaville in 1988.  Strategies for polio eradication were
approved by the joint UNICEF/WHO Technical Group on
Immunization and endorsed by the 3%th Regional Committee.
The Regional Committee stressed that the initiatives for NNT
elimination and polio eradication must remain integral
components of EPI to sustain EPI achievements in the Region.

RESEARCH AND DEVELOPMENT

A nation-wide intervention study in The Gambia to
demonsirate the long-term impact of immunization of infants
with hepatitis B vaccine is being conducted in collaboration with
the International Agency for Research on Cancer. This study has
strengthened the EPI and coverage levels now stand at
BCG 90%, DPT3 77%, OPV3 83%, measles 81%, and yellow
fever 81%. Serologic follow-up has demonstrated protective
antibody titers against hepatitis B in 92% of participating
children. No serious adverse reactions have been reported after
immunization of more than 60,000 infants with a full course of
hepatitis B vaccine. Seven other African countries plan to
incorporate hepatitis B vaccine into their immunization
programmes,

Operational research, including surveys of NNT mortality
and mssed opportunities and studies of immunization
acceptability, vitamin A supplementation, and solar energy,
continue to play an important role in the impsovement of
programme performance.

EXTERNAL SUPPORT

Implementation of the African Immunization Year and a
considerable improvement in the EPI management at national
and Regional levels have inereased donor confidence in EPI in
Africa. During 1988-89 special efforts to support EPI have been
made by UNICEF, Rotary International, USAID, SCF, DANIDA,
SIDA, OCCGE, OCEAC, and others.
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REGION OF

THE AMERICAS

Great progress is being made towards the goal of
eradicating wild poliovirus by the end of 1990. General
immunization strategies include use of routine health services,
national immunization days in polio endemic countries which
also provide the other EPI antigens including tetanus toxoid, and
"mop-up" activities restricted to areas recently reporting wild
cases of poliomyelitis. In 1988 the incidence of polio was the
lowest recorded, with less than 2% of the 13,759 districts in the
Region having 342 confirmed cases of paralytic poliomyelitis. In
1989 it is anticipated that fewer than 150 cases will be confirmed
in less than 1% of districts.

Monitoring of coverage and disease incidence at district
level has made it possible to identify areas of highest risk that
are the targets for special actions. As shown in Figure 4, the
number of districts with low coverage (50% or less) is decreasing,
while the number of districts reporting higher coverage (80% or
more) is increasing.

Resources are being devolved to the local level to
implement appropriate strategies. In districts with one or more
confirmed cases during the past 3 years, "mop-up" operations
began in 1989. "Mop-up" is a strategy consisting of
house-to-house delivery of OPV aimed at the final interruption
of polio transmission.

Most EPI costs are funded by national governments;
country contributions total more than US$ 400 million for 1987-
1991. Inter-agency coordination has contributed to the success
now being witnessed in the Region of the Americas. Regional
and national inter-agency coordinating committees were

established in 1986-1987 and are expected to continue helping to
maintain necessary EPI funding. For 1987-1991 US $100 million
has bcen contributed to EPI by external donors, including
USAID, Rotary International, the World Bank, the Canadian
Public Health Association, UNICEF, and APHA/WHO.,

Measles notifications in the English-speaking Caribbean
has been steadily declining during the past 7 years and has
reached an historical low. Three countries have reported zero
cases for over five years (Figure 5). These data motivated the
launching of a special initiative to eliminate measles from the
English-speaking Caribbean by 1995,
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(continued)

Fig. 5: Reported cases of measles
in the English speaking Caribbean
1982 to 1987

No. of cases {(Thousands)
10 !__ e —
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1982 1983 1984 1985 1986 1987
Year

i Number of cases

Source PAHO

Areas at risk for neonatal tetanus were identified in
9 countries where control measures, including mass vaccination
of women of child-bearing age with tetanus toxoid, were begun.

Much still remains to be done to achieve the 1990 goals
of the programme and to sustain EPI in the decade of the 19907s.
Nearly 4 million children are born every year in the Region of
the Americas who do not receive the benefit of immunization,
and additional efforts will be needed to eradicate the last cases
of poliomyelitis, Political commitment will be the critical
element in the years to come.
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FEASTERN
MEDITERRANEAN
REGION

Immunization coverage continued to increase during
1988, reaching 78% for BCG, 73% for DPT3 and QOPV3, and
67% for measles for children under 12 months of age.
Immunization with a third dose of OPV exceeded 80% in
12 countries in 1988 (Figure 6). TT2 coverage among women
during their most recent pregnancy was 36%.

Fig. 6: Reported level of imﬁmnization coverage
DPT3 and OPV3, 1988
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Source: EMRO

In most Member States, immunization coverage
increased during 1988, However, 1988 coverage was lower
than 1987 coverage in three countries: Lebanon, Qatar, and
Syria. While exceptional circumstances may explain the drop,
there is a need for continued acceleration.
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(continued)
Target setting for immunization coverage generally has
been successful. Eight Member States reached or exceeded .
targets, 5 reached within 10% of their targets, but 6 did not reach
their targets (Table 4). It is hoped that all Member States will
now establish disease reduction targets, as 8 countries have done.

Table 4: Targets set and achievements of
immunization coverage among infants in
the WHO-EMRO during 198§

DETI/OPVI (%) Measles &
councries Target Achievement | Targer Achievement
set set
1. Afghaniscan 60 15 40 k2
2. Bahrain 91 57 77 78
3. Cyprus 93 88 83 s
4. Democratic Yemen &0 ul 45 12
5. Diibeuci 70 65 70 LY
6. Egypt 45 a7 85 84
7. Iran 20 90 20 88
8. Iraq - gé - 78
9. Jordan 98 28 B7 87
10. Kuwair a5 a2 BS B85
11. Lebanen 25 3 B35 15
12, Libya - 59 . 50
13. Moroeeo g0 92 B0 91
L4, Oman - 38 . 36
15, FPakistan 84 64 B5 55
16. Qarar a5 1] 90 57
17. Saudi Arabia 85 a9 80 il
18. Soemalia 70 6 70 311
19. Sudan 55 41 35 i5
20. Eyria - 59 - 52
21, Tunisia 85 - 91 BO a3
22. U.AE. a5 71 75 &5
23, UNRWa 100 33 160 a3
24 . Yemen 40 31 A} 30

Although tetanus toxoid coverage still lags far behind
childhood immunization coverage, there has been progressive
improvement. TT is recommended for all women of childbearing
age in 9 countries, but is restricted for use in pregnant women in
13 countries. The percentage of women who received 2 or more
doses of TT in their most recent pregnancy increased from 10%
in 1985 to 36% in 1988,
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(continued)

Drop-out rates have declined markedly (Table 5). The
present average drop-out rate in the Region for DPT1 to DPT3
is 11% (range 0-27%). Current figures compare favorably with
five years ago, when 9 Member States had drop-out rates of
over 50%.

Table 5: Drop-out rates from 1st to 3rd dose of
DPT/OPYV vaccination amongst infants as reported by
19 countries of the WHO-EMRO during 1988

1, Afghanistan 4%  11. Pakistan 16%
2. Bahrain 0% 12, Qatar 27%
3. Cyprus 7%  13. Saudi Arabia 4%
4. Dem. Yemen 16%  14. Somalia 6%
5. Dijibouti 7%  15. Sudan 145
6. Egypt 8%  16. Syria 23%
7. Iran 8% 17, Tunisia 5%
8. Jordan 0% 18. UNRWA 6%
9. Kowait 7%  19. Yemen AR. 15%
10, Oman T%

Although surveillance remains weak in the Eastern
Mediterranean Region, there may be a declining incidence of
some target diseases. It would be premature to interpret trends
in the reported incidence of neonatal tetanus, since it was not
until 1988 that a majority of countries reported NNT separately
from tetanus occurring in persons of all ages.

Intercountry and inter-agency coordination have been well
maintained and should help ensure stability of the programme.
Increasing support is being provided from the Arab Gulf Fund
and Rotary International.
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EUROPEAN
REGION

In 1988 all European countries reported immunization
coverage of over 80% for DPT and polio. Measles coverage
is 80% or higher in 20 countries,

In Member States with highly centralized public health
services, immunization coverage data are relatively accurate. In
some countries, however, accurate data are not available and
coverage estimates are based on the number of vaccine doses
distributed, Exceptional progress has been achieved in the
Netherlands and the United Kingdom, both of which use
computerized information systems to monitor the immunization
status of every child in the country. Turkey is the first European
country where the Computerized EPI Information System has
been installed.

Disease surveillance remains a weak area in the European
Region. Reasons for underreporting include: difficulties in
gathering information, lack of motivation for notification, poor
feed-back, bureaucratic impediments, and lack of resources for
the active investigation of infectious diseases. European
Economic Community countries hope to investigate ways of
improving the accuracy of coverage data and improving disease
surveillance systems.

In 1988, only 267 cases of poliomyelitis were reported,
Ninety percent of these occurred in four countries, 899 of which
were identified on the basis of clinical diagnosis only. Rapid
control was achieved in recent poliomyelitis outbreaks in Israel
in 1988 and in Spain in 1987-1988. Efforts to control polio have
improved greatly in Turkey and the USSR.

Currently 15 European Member States routinely use measles,
mumps and rubella vaccine (MMR). Measles is notifiable in 27
of 32 Member States. Some Member States still cannot afford
to purchase MMR vaccine. During the past three years measles
outbreaks have occurred in Czechoslovakia, Finland, Hungary,
and Rumania. Although the elimination of congenital rubella is
a European Region target for the year 2000, only 7 Member
states have routine information on congenital rubella syndrome
and considerable efforts will be needed for this goal to be
reached.
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{(continued)

New antigens have been introduced in several. mational
programmes. Hepatitis B vaccine is being routinely used in some
areas of Ttaly and in Malta. Hemophilus influenza type B vaccine
has been added in Finland and Iceland.

Major goals for the Region are the achievement of
90% coverage in all districts; rapid and aggressive outbreak
containment; timely reporting of EPI diseases to WHO; increased
programme funding; strengthened social mobilization; training of
programme managers; and installation of CEIS.
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SOUTH EAST
ASIAN
REGION

Countries in the Region are developing plans to achieve
neonatal tetanus elimination by 1995, measles reduction by 1993,
and polio eradication by 2000, but even where infrastructure is
well-developed, accelerated immunization activities will be
needed.

Since the introduction of the Computerized EPI Information
System, data on immunizations by age and dose have become
available from all countries. In 1988, immunization coverage
reached 70% for BCG, 64% for DPT3, 63% for OPV3, and 52%
for measles among children less than 12 months of age. Thirty-
eight percent of pregnant women received two or more doses of
tetanus toxoid (TT). Regional TT coverage does not include
DPR Korea and Mongolia, as these countries do not have
national policies on the use of TT for pregnant women
(Figure 7).

Fig. 7: Reported tetanus immunization coverage
pregnant women, South East Asia, 1988
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Drop-out rates in the Region have declined; the average
Regional drop-out rate from OPV1 to OPV3 was 28% in 1987
and 19% in 1988.




EPI Global Advisory Group Meeting, 1989 Page 33

{continued)

In collaboration with WHO, UNICEF India conducted a
neonatal tetanus (NNT) workshop for UNICEF state and country
EPI managers in September 1989, A national NNT workshop is
scheduled to be held in Indonesia by the end of 1989. '

The Regional Office is encouraging national programmes to
consider the unique needs of urban areas and strategies for
delivery of immunization services to the disadvantaged in these
areas. The role of NGO’s, private practitioners, and other non-
health agencies in wurban immunization programmes is
increasingly recognized. Immunization coverage has been
obtained for several urban areas in the Region (Table 6).
Countries are encouraged to develop specific plans of action for
programume acceleration in urban areas.

Table 6: Selected urban EPI in SEARO:
Percentage of *partially and non-immunized’
children, 12-23 months of age
(based on national EPI reviews, 1986-1989)

Jakarta | Bangkok | Rangoon | Male | Chittagong
1988 1987 1987 1988 138%
Fully immunized 24% S84% S4% 62% 25%
Partially immunized 50% 41y 43% iB% 75%
Not immunigzed low lg 1% (e1 0%

(Source: EPI, WHO=-SEARD, June 15989)
Chicragong: Bangjladesh during a national EPI Review in March 128%.

Routine surveillance data from the DPR Korea, Mongolia,
Sri Lanka, and Thailand demonstrate declining trends in disease
incidence for some EFI target diseases. For the Region as a
whole, there is need for further progress in establishing disease
surveillance, Problems with surveillance in the Region include
lack of regular and prompt reporting of cases; delays in analyzing
surveillance data at local, intermediate, and central levels: lack
of feed back and/or delay in providing feedback of data to
peripheral levels; and failure to include such essential
information as the age of the cases,
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(continued)

Use of vitamin A is making some progress, with delivery of
vitamin A by Nutrition Units or EPI in the 6 countries known to
have vitamin A deficiency (Taktle 7). Use of Hepatitis B vaccine
within EPI is being studied in Indonesia, Thailand, Myanmar
{Burma), and Mongolia.

Table 7: Vitamin A and Measles in South East Asia

Region Status as of June 1989
(Source: Country reports/June 1989 and
EPI/HQ Update December 1988)

BAN i BHU BUR DPK IHD ING MAV HOG NEP SRL | THA
Reported 132568
Mensles 11471| 382 4323 s 59297 0 3044 193 2357 35268
Cazes-L988
1988 HSL 15% 8% 27% e Ghd 37% Bbk 23w 52% 6B% 2%
Covarage @
Vit.A Def. | | . + . - o ] ] - . ap
Contr.Prog.| + | 5P . ++ | ++EPI| - . - -+
Vit A Sup, + l B P - ++ -+ - " oY ++

NOTES: Unday-reportizng of messles cases was assumed in some countries
@ =~ using country, —et UN. denowinaters

++ = yes, It 15 recognized as a problem in some &reas

+ = probable

- = net yet observed

5P = spovadic

.. — infafmarion neot yet available

Def = deficlency

Concr.Prog = Control Proagramme

Sup. = Supplementarcien

If recent trends in expenditures for EPI are continued,
financial sustainability will probably not be a major problem in the
Region. More than $80 million was provided for EPI in the Region
in 1988. CEIS data indicate that governments contributed
US $53 million of these funds. Other contributions were
$1.98 million from WHOQ, $18 million from UNICEF, $2.8 million
from the World Bank, $1.2 million from bilateral agencies, and
$3 million from private agencies, including Rotary International.
Attendance by donors, including UNICEF, USAID, REACH, World
Bank, UNDP, SIDA, and DANIDA, at Regional EPI managers
meetings has been helpful in mobilizing and coordinating resources
and activities.
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(continued)

WESTERN
PACIFIC
REGION

When reductions in disease incidence can be documented
and then convincingly communicated to appropriate
administrations, political will and financial sustainability ideally
will follow. This underscores the critical role that improved
disease surveillance will assume in the 1990’s.

There have been impressive increases in immunization
coverage in recent years. South Pacific Basin countries/areas
have achieved remarkably high immunization coverage for all
the EPI vaccines, often surpassing coverage achieved by
developed countries, and this has been sustained.

Outstanding success has been achieved in China, which
recorded over 90% coverage of children 12-18 months of age in
all provinces and autonomous regions in 1989.

Measles remains a public health problem in almost all the
countries. The overall regional incidence rate in 1988 was
8.53 measles cases per 100,000 population. Measles coverage
levels are generally higher than 709%. Nevertheless, outbreaks
of measles continue to occur in both industrialized and
developing countries.

The majority of countries in the Region are reporting on the
incidence of vaccine-preventable diseases. However, reporting
delays and under-reporting of cases are occurring.

Training in programme management continues to be
important. Most countries now have a cadre of trainers to
conduct courses, but WHO continues to provide training material
and technical collaboration. Some countries, including China,
Laos, Philippines, have developed local-language EPI modules
and manuals based on WHO training materials. To ensure that
new graduates from medical, nursing, and midwifery schools are
aware of the principals of the national immunization programme,
WHO has promoted incorporation of EPI materials in the
curricula of such schools through workshops in Philippines,
Malaysia, Papua New Guinea, Viet Nam and the South Pacific
island countries.
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(continued)

‘The cold chain is well established in most countries, including
all South Pacific island countries. In larger Asian countries
almost 90% of areas have an adequate cold chain. Remote and
mountainous areas of China, Laos, Papua New Guinca,
Philippines, and Viet Nam are covered by mobile teams because
of lack of fixed cold chain facilities.

China, Philippines, and Viet Nam produce EPI vaccines in
their efforts to achieve self-sufficiency and are interested in
improving the quality of locally produced vaccines.

Countries where the EPI is well established and with high
coverage levels are adding MMR vaccine, Hepatitis B vaccine,
and Japanese encephalitis to their immunization programmes.
Special efforts to include Hepatitis B vaccine have been
facilitated by WHO-sponsored technology transfer.
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MEASLES CONTROL

The impact of immunization is changing the epidemiology
of measles in both developing and industrialized countries, This
changing epidemiology was reviewed along with the available
data on the field trials of Edmonston-Zagreb (EZ) measles
vaccine, These data provided the basis for the conclusions and
recommendations on the use of high titre EZ vaccine in children
at 6 months of age in countries where measles before 9 months
of age is a significant cause of death. Concern was also
expressed about measles disease in older children. Countries
which have reached moderately high coverage levels should be
aware that future outbreaks in older children may occur. They
should maintain reserve stocks of measles vaccine so as not to
jeopardize routine immunization of under-two year olds should
an outbreak in older children occur,
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NEONATAL TETANUS
ELIMINATION

In 1989 over 750 000 newborns will dic from neonatal
tetanus, accounting for one fourth of all infant mortality,

The percentage of countries reporting NNT separately from
total tetanus has improved is far from complete.

The coverage with tetanus toxoid of pregnant women in the
developing countries {(including China) is only 25% and remains
the lowest among all EPI antigens. It is less than half the
coverage with third dose of poliomyelitis vaccine. Coverage
varies considerably between countries and within countries.

Although presently only 52% of children in the developing
world are delivered by a trained attendant, it appears that up
to 70% of pregnant women have at least one antenatal care visit.
Opportunities to immunize during antenatal visits are not being
taken,

The global plan of action for elimination of neonatal tetanus
by the year 1995 emphasizes the following strategies and
supporting activities:

- Rapidly increasing and sustaining TT immunization
coverage in each high risk health district among women of
childbearing age (including pregnant women) with a
protective course of TT, Immunization should be considered
the primary method of control and coverage exceeding 90%
will be required to eliminate neonatal tetanus in affected
areas. Such high levels of coverage will only be achieved
when all missed opportunities for immunization are seized.
Every woman should have a life-long immunization card
where all doses of TT are recorded. Emphasis should be
placed on routine monitoring of tetanus coverage in each
district. Coverage surveys of the percentage of children aged
between () and 11 months who were protected at birth against
neonatal tetanus by the immunization of their mother will
provide an accurate guide to progress. Such surveys should
be integrated into routine coverage surveys for childhood
immunization. A "fully immunized child" is one protected
at birth against NNT through maternal immunization as well
as immunized against the other EPI diseases.
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(continued)

- Ensuring "clean deliveries" is a further essential in the
elimination of neonatal tetanus, This is achieved through
increasing the training and supervision of traditional birth
attendants and/or increasing the proportion of deliveries in
medical institutions, Clean deliveries incorporate: :¢lean
hands, clean delivery surface and clean cutting and care of
the umbilical cord. For home deliveries, appropriate Kits
contain soap, several clean cord ties, a razor blade and 2 dry
clean cloth for covering the cord. Such Kkits, with pictorial
instructional booklets are even suitable for family members.
Antenatal care visits should be used for tetanus toxoid
administration, risk assessment of pregnant women and
distribution of clean-cord care kits for those women who will
deliver at home.

- Improving NNT surveillance will be achieved by reporting
NNT separately from total tetanus, and reporting monthly
by district (including zero cases), along with measles and
polio cases. Mapping of cases will provide useful
information to focus elimination activities on districts at
particular risk.

- Organizing training/planning workshops at national and
particularly at district level. These workshops train managers
to develop facilities for neonatal tetanus elimination activities
and support efforts to eradicate poliomyelitis and control
measles and the other EPI diseases.

- Effective supervision for elimination/eradication activities
planned at national and district levels.

- Integrating NNT prevention in long term social mobilization
activities.

- Promoting research to: identify cost-effective methods to
increase coverage, find effective methods to ensure TT
immunization card retention, explore the use of tetanus
toxoid outside of the cold chain, determine social factors
associated with acceptance of TT immunization and develop
a slow release TT vaccine.

All Regions should have prepared plans by 1990, and all
countries should have national and district plans by 1993,

Sustained collaboration of international organizations and
NGOs in technically and financially supporting country efforts
will be necessary to achieve the global elimination of neonatal
tetanus by 1995,
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POLIOMYELITIS ERADICATION

GLOBAL
OVERVIEW

INCIDENCE OF ACUTE POLIOMYELITIS

The number of reported cases of acute poliomyelitis has
fallen from over 52 000 in 1981 to under 30 000 in 1987.
Lamness surveys have indicated that completeness of reporting
for polio is approximately 10-15% and hence the actual global
incidence is approximately 210 000 cases annually, Immunization
prevents at least 300 000 cases each year,

Wild poliovirus transmission remains widespread throughout
much of the world. Ninety countries are either reporting cases
or must be assumed to have persistent transmission, although
they are failing to report.

Although incomplete and delayed reporting within many
countries make it difficult to draw firm conclusions, the majority
of cases of polio in the world are probably occurring in the South
East Asian Region.

Since 1980, the reported incidence of polio has declined in
the Western Pacific, Eastern Mediterranean and, most markedly,
in the Region of the Americas. In the European Region an
initial decline to low levels has been followed by five years when
reported incidence has remained constant. In the African and
South East Asian Regions, there is still no evidence of any
significant reduction in incidence of poliomyelitis.

IMMUNIZATION COVERAGE

Two thirds of children in the world now receive a full course
of polio vaccine in their first year of life. In three Regions, the
Americas, European and Western Pacific, average coverage for
this age group is over 80% and has reached almost 70% in the
Eastern Mediterranean. These high levels of coverage are being
maintained and, where coverage is lower, are steadily improving,
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(continued)

National figures of immunization coverage may conceal areas
of poor performance. Increasingly, programme managers are
identifying such areas and are planning activities to ensure that
universally high immunization coverage is being achieved.

The achievement of high coverage levels has created new
risks of complacency. It should not be assumed that
80% coverage guarantees interruption of poliovirus transmission
and a number of recent outbreaks have shown that this is not the
case. There is also the risk that, as the incidence of polio
reaches low levels, health planners will not fully appreciate that
further efforts and investments are needed to move from low
incidence to poliomyelitis eradication.

PLANNING

In May 1989, the World Health Assembly approved the Plan
of Action for the global eradication of polio by the Year 2000,
The policies and principles on which this plan is based have been
included in a manval for managers of immunization programmes.
This manual will function both as a reference source and form
the basis for training in the skills necessary to achieve
eradication, Similar manuals, appropriate for the cultures existing
in their Member States, have been developed in the Regions of
the Americas and the Eastern Mediterranean,

All WHO Regional Offices have prepared Regional Plans
of Action and, by mid-1989, 93 countries had submitted national
polio eradication plans.

The plans for poliomyelitis eradication have been discussed
by all Regional Committees and in four Regions, Technical
Advisory Groups have been formed.

Through the generosity of Rotary International, the capacity
of WHO to provide technical assistance and epidemiological
expertise has been strengthened at the Headguarters and
Regional level
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REGIONAL
OVERVIEWS OF
POLIOMYELITIS
ERADICATION

AFRICAN REGION

A Plan of Action for the eradication of polio from all
countries of the Region has been prepared. It has been discussed
by the Technical Group on Immunization and endorsed by the
Regional Committee.

By the end of 1990, national plans will be prepared and will
identify the resources required and indicators for monitoring
surveillance. By the end of 1992, immunization coverage and
polio incidence will be available and reported from districts. A
network of reference laboratories will have been established.
Additional emphasis is being placed on training and social
mobilization,

Polio transmission continues in most countries, especially
affecting children under 24 months of age. Based on the results
of many lameness surveys in the Region, it is estimated that the
completeness of reporting is 3 - 5%. :

Table 8: Immunization coverage with 3 doses of OPV
in children reaching 12 months of age

OPV3 coverage Population Cumulative
range in millions proportion of
population

80% plus 27.08 6%
4 countries (69)

50-79% 107.89 29%
17 countries (23%)

20-49% 222,84 78%
13 countries (49%)

below 20% 80.38 96%
7 countries (18%)

coverage unknown 18,46 100%
5 countries (4%)

The estimated cost for polio eradication for the African Region
is 2.2 million dollars in 1989/90 and 6.75 million by 1995,
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(continued)

REGION OF THE AMERICAS

As of October 1989, only 10 isolates of wild polio virus
have been identified to date from 1103 faecal samples collected.
Specimens were collected from 90% of reported cases,
50% within one week and 75% within 14 days. The isolates
occurred in Mexico, Colombia and Brazil. The last positive
isolate was detected in April 1989,

2500 health facilities are reporting weekly on cases of
flaccid paralysis, with negative reports when such cases are not
seen.

The reporting of flaccid paralysis is an indicator of the
efficiency of surveillance. While it was anticipated that paralysis
for any reason might occur at a rate of 1 per 100 000 population,
it is expected that for 1989 the figure will be approximately
1.5 per 100 000, varying from 0.2 to almost 2.5.

Surveillance data are fed back to reporting units through
the Weekly Surveillance Bulletin, which details confirmed cases
and cases under investigation.

The polio eradication strategies in the Americas include
3 means of increasing immunization coverage:

- Routine services at health facilities, using all
opportunities to provide immunization to eligible children
or mothers;

- National Vaccination Days conducted in countries and
areas where polio remains endemic; and

"Mop-up" operations, carried out in areas where
poliomyelitis cases are occurring, or have recently oceurred.
These operations have been found to be a rapid and
effective means of raising coverage in potentially high risk
areas.

Forteen countries are still employing National Vaccination
Days but it is anticipated that this. number will diminish as
countries interrupt endemic transmission,
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(continued)

EASTERN MEDITERRANEAN REGION

To assist Member States in developing National Plans of
Action for polio eradication, consultants have visited Egypt,
Jordan, Oman, Saudi Arabia, Iran and Syria. By the end
of 1989, 17 Member States will have written nationally approved
polio eradication Plans of Action.

The Regional average of immunization coverage with at
least 3 doses of OPV among children aged under 12 months
during 1988 was 73% with a range of 26-98%. First dose OPV
coverage was 84%,

The reported annual incidence of poliomyelitis in the EMR
is decreasing significantly, while immunization coverage with
OPYV has progressively increased.

Disease surveillance is still weak., Member States are now
committed to monitoring programme performance and disease
reporting by districts on a monthly basis, Data from 1988 shows
that of the 286 districts in the Region, 104 reported zero cases
and 146 reported one or more cases. No reports were received
from 36 districts. The districts reporting cases were
predominently in Egypt and Pakistan, with 17 and 80 infected
districts, respectively. In each case, this figure represents a high
percentage of the total districts.

National laboratories in 6 Member States have been
identified to form a network able to isolate, identify and
characterize polio viruses.

The polio outbreak in Oman during 1988 was fully
investigated by the National authorities with support from CDC
Atlanta, WHO and UNICEF. This epidemic and its control has
provided valuable experience which should facilitate future
containment activities in the Region.

A manual on polio eradication in the EMR in Arabic and
English, shortly also to be available in Farsi and Urdu, has been
prepared.

Training, social mobilization and operational research will
continue to be important activities in the Region,
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(continued)

EUROPEAN REGION

The 34th Regional Committee for Europe resolved that,
by the year 2000, seven diseases, measles, polio, neonatal tetanus,
congenital rubella, diphtheria, congenital syphilis and indigenous
malaria, should have been eliminated. The European Advisory
Group has recommended that 1995 should be the target for the
Regional eradication of poliomyelitis, a date accepted by the two
countries, USSR and Turkey, with the greatest numbers of cases
at present.

Current coverage rates for three doses of OPV in the first
year of life are as follows: ‘

95% plus 16 countries
81-94% 9 countries
80% or less 4 countries
unknown 3 countries

In 1988, the incidence of reported cases of polio in the
European Region was 267, a figure that hardly fallen for the last
5 years. Five countries reported polio cases in the past
24 months, Qutbreaks in Israel and Spain are now controlled,
but transmission persists in the USSR and in Turkey., In
Rumania, excess cases of vaccine associated polio are reported
each vear.

Twenty six countries (with a population of 377 million
people) reported zero polio cases in 1988, 2 counties (94 million
population) reported ten or less cases, while 4 countries
(361 million population) reported over ten cases,

Various impediments have been identified which are
delaying the achievement of polio eradication, These include
low coverage in some areas, poor vaceine quality, doubts about
the efficacy of the cold chain, decreased concern among health
workers about polioc because of the long period since cases
occurred and insufficient social mobilization.

The Region has 6 laboratories with the capacity for
genotyping polioviruses and further development of the network
in Europe is probably not necessary.
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(continued)

SOUTH EAST ASIAN REGION

A number of countries have a realistic possibility of
achieving eradication by 1990. These are the Democratic
Republic of Korea, Mongolia, Sri Lanka, and Thailand. Within
other countries certain areas, including some Regencies in
Indonesia, are also close to polio eradication.

In other SEAR countries, more intensive efforts will be
needed to achieve polio eradication before the year 2000. These
efforts will demand additional external resources and increased
national efforts to intensify activities aimed at improving basic
health infrastructures and immunization performance.

Each country has developed its own targets for eradication
and has incorporated these in national Plans of Action,

OPV  immunization coverage reached 55% in 1988.
Previous unacceptably high drop-out rates have declined
from 28% in 1987 to 19% in 1988.

Polio incidence per 100 000 population in the Region has
remained static over recent years and was 1.8 per 100 000
in 1988. This represents substantial under reporting.

In Madras and Bombay, marked declines in polio incidence
have resulted from well planned activities, such as birth
registration, use of defaulter tracing and mapping of cases.

In Indonesia, good results have followed the encouragement
of competition between Regencies in achieving high coverage.
In Sri Lanka and in Thailand, polio free zones have been defined
and awareness of their status has been included in national Plans
of Action,

Reference laboratory services may be established in
Bangladesh, India, Indonesia, Mongolia, Sri Lanka and Thailand.
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(continued)

WESTERN PACIFIC REGION

Poliomyelitis incidence in WPR has declined over the past
eight years from a level of 0.92 per 100 000 in 1980 to
0.13 per 100 000 in 1988. With the further acceleration of EPI
and resulting increased OPV coverage, the prospects appear good
for a further decrease in incidence.

The industrialised countries of the Region introduced polio
immunization in the early 1960s and rapidly reduced the
incidence of the disease to very low levels. 17 countries are
presently reporting no cases. Six countries continue to have
endemic transmission and five of these have prepared national
Plans of Action. The Regional Committee has declared 1995 to
be the target date for achieving Regional polio eradication.

Although China has achieved remarkably high immunization
coverage at the provincial level, several outbreaks of polio have
occurred in counties with remaining low coverage. The largest
outbreak involved more than 500 suspected cases. The major
causes were low immunization coverage, (40% coverage with
OPV3) lack of appropriate surveillance, and delay in prompt
outbreak containment measures.

Reglonal coverage with three doses of OPV is now
over 90% ranging from 96% in China to 16.5% in Laos.

The major strategies for eradication include:

- extensive support to those countries accelerating
their programmes to achieve higher coverage;

- establishment of active surveillance for the EPI
target diseases and the EPI information syster;

- verification of the absence of poliomyelitis in
countries reporting zero cases; and

- establishment of laboratory confirmation of
poliomyelitis to differentiate wild virus, vaccine
associated and imported cases.
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POLIOMYELITIS
ERADICATION
CONSULTATION

MANUAL
FOR
MANAGERS

POLIO
SPECIMEN
COLD CHAIN

A second informal consultation on poliomyelitis eradication
was held in Geneva from 12-14 September under the
chairmanship of Dr D.A. Henderson.

Participants reviewed progress, discussed and further
developed appropriate strategies and identified priority activities.
The group produced a number of recommendations on key topics
including surveillance, outbreak control, research into better polio
vaccines and the role of diagnostic laboratories in polio
eradication. The use of OPV as the vaccines of choice, the
previously recommended schedule of immunization and the
development of polio eradication as an integral part of EPI were
all reconfirmed.

The Manual for Immunization Programme Managers on
Activities Related to Polio Eradication was published in March
1989. This manual describes the polio eradication initiative, how
the initiative relates to the overall EPI, the process to determine
the stage of programme development, the activities on which a
programme should focus, and the implementation and evaluation
of activities, The manual suggests how WHQO, UNICEF and
other organizations can assist programme managers and provides
a bibliography. The manual concerns immunization coverage,
surveillance, vaccine quality control and laboratory services,
training, social mobilization, rehabilitation, research and
development.

Current activities to develop standardized methods and
materials for the collection and transport of specimens were
endorsed by the Consultation on polio eradication and the
Research and Development group. The development of
specimen container kits (see Figure 8) and insulated shippers
has the support of the Australian Government and is expected to
lead to the wide availability of equipment during 1990.
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(continued)

Fig. 8: Specimen container kit
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Training of laboratory staff and national epidemiologists
responsible for polio eradication begins during the current
quarter and will include instruction on the specimen cold chain.
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SURVEIL-
LANCE

VACCINE
QUALITY

The essential components of effective surveillance are the
use of standard case definitions, monthly reporting of cases by
district, and reporting of zero cases. Monitoring disease
incidence (and coverage) at the district level provides the
programme manager information which allows timely response.

Surveillance indicators have been skillfully used in the
Region of the Americas for polio surveillance. Such indicators
include the proportion of cases reported within 14 days after
onset of paralysis, and the proportion of probable cases from
whom a stool sample was collected. Additional methods and
operational studies to improve surveillance, case containment
and outbreak control should be encouraged.

The existence of large areas of the world which are already
polio-free attests to the high quality and efficacy of most of the
poliovaccines now in use. However, WHO must take the lead in
developing ways for Member States to assure that they are using
only poliovaccines meeting WHO Requirements. This will result
not only in the universal use of high quality vaccine, but will put
into place infrastructure which will be critical to quality assurance
for all biological products.

It is proposed to present a draft resolution to the WHO
Executive Board to achieve these objectives. Steps to be taken
emphasize the central role of the National Control Authority
(NCA) and include WHO collaboration to strengthen NCAs, a
commitment by national authorities to use only vaccines meeting
WHO Requirements in national immunization programmes, and
the compiling by WHO of a list of producers of poliovaccines
that meet WHO Requirements.
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COLD CHAIN AND LOGISTICS

TRANSPORT

COLD CHAIN
MONITORING

The Cold Chain group in EPI Geneva works closely with
a variety of consultative groups, a laboratory testing network and
with both UNICEF and non-governmental organizations.

The focus of work during 1988 and 1989 has been the use
and maintenance of light motorcycles for the EFI.  Although
fewer than thirty countries appear to be using light motorcycles
extensively in primary health care, their potential to provide low
cost mobility for health workers and supervisors is substantial,

However, motorcycles have a very short working life when
specific training is not given to the rider. Other problems were
selection of models, provision of spare parts and availability of
repair services. DANIDA will release a transport advisor to join
the Cold Chain group in 1990 specifically to develop EPI training
and reference materials on establishing workshops and on vehicle
management. Training curricula and materials have therefore
been prepared with the assistance of TRANSAID and SCF (UK)
on preventive maintenance, on-road and off-road motorcycle
riding for instructors and for new riders. These materials will be
tested in The Gambia later in 1989 and more widely tested
during 1990, WHO 1is considering certification for "SAFE
RIDERS FOR HEALTH".

Cold Chain Monitors have been used effectively in a
number of European countries and a few developing countries
since the 1986 recommendation of the Global Advisory Group
that the Monitors should be used. routinely in programme
management.

Opportunities are being explored to use the Monitors more
extensively including the use of:

- STOPwatch Monitors for every refrigerator

- Indicators attached to the lid of every of 10 dose vial of
Oral Polio vaccine
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(continued)

REFRIGERATION
TECHNOLOGIES

Five manufacturers are working on the development of
indicator disks to be attached to every vial of oral polio and
other EPI vaccines. These indicators are intended to provide
a simple "use” or "do not use" message. The development,
testing and implementation of these indicators is expected to
extend at least to the end of 1990.

SOLAR REFRIGERATION:

Solar energy has passed the stage of field trials, at least

for use in vaccine refrigeration.

Two areas of importance remain as follows:

Costs

The burden of the high initial investment must be spread

over a wider range of activities. Two approaches are presently
being followed:

- The sale of surplus solar energy to the community,
which can help generate income,

- Integrating the use of solar energy with other needs of
Primary Health Care (small medical equipment, lights and
television for education)

Implementation

The enthusiasm associated with solar projects is both a

bonus and a potential danger. Unless decisions are taken with
care, and thorough planning and preparation takes place,
projects will be jeopardized. The following recommendations
are proposed regarding the routine use of solar refrigerators
in the EPL

- Solar refrigerators are the best solution only in specific
situations. A careful pre-investment study is essential at
the start of any large scale solar energy project.
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(continued)
- If solar energy is chosen from among other alternatives,
a clear plan is needed to ensure that:
- the best equipment/system supplier is selected;
- appropriate sites are selected;
- training is organized at all levels;
- the installation programme is planned in detail,
including transport to the sites of staff and equipment;
and
- long term supervision and maintenance procedures
are established.

KEROSENE REFRIGERATORS:

Field studies on the modification kit for the small health
center refrigerator/icepack freezer to operate on low grade
kerosene have been completed. The outcome of these trials
are being analyzed, but preliminary results are promising. The
modification kit is be expected to be available for wider
distribution in the first half of 1990,

INJECTIONS
AND
STERILIZATION

Laboratory and field work on the problems of hard water
affecting the life of sterilizable plastic syringes has shown that:

- "glass to glass” and "glass to metal" syringes have the
same usable life as plastic syringes when sterilized in water
- with high permanent and temporary hardness,

- new plastics with a high silicon content, while having a
lower initial friction, have a higher friction after sterilization
in hard water, and

- re-siliconising the syringe piston or changing the piston
seal appears to restore syringes which have become too
stiff to use following sterilization in hard water,

Field studies on steam sterilizer drums and sterilization
indicators have proved generally successful and implementation
will begin early in 1990.
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(continued)

SAFE BLOOD
COLD CHAIN

The first of nine types of auto-destruct syringes which have
reached production prototype stage has been tested. Early
indications are that such auto-destruct syringes require no
special training when used by trained health workers. Only one
to two syringes were required by each health worker for
experimentation before they were prepared to begin
immunization work.

Auto-destruct syringes will be distributed in the future in
special containers which have been designed and tested to
protect health workers against needle stick injuries and to act
as self contained incinerators for used syringes. These have
been studied in the laboratory and in the field during the last
year and have good acceptance and field performance.

The first pre-filled auto-destruct injection device is being
manufactured for field studies now. The cost of the first device
is high (US $0.22 to US $0.28) but other devices now in
development are expected to be lower (about US $0.15
per dose, filled),

The EPI is collaborating with the Global Blood Safety
Initiative to develop regional and district level cold chains for
blood collection, processing and re-distribution. This initiative
is expected to have long term benefits for the EPI by integrating
the maintenance of the cold chain with the maintenance of
district hospitals. :
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URBAN IMMUNIZATION

A major challenge for the EPI in the 90's will be the
provision of services to urban populations at high risk,
exacerbated because of:

- demographic trends towards urbanization of more than
half the world’s population by 2 000;

- the growth of cities with disproportionate growth of the
-urban poor;

- EP] services to the urban poor being neglected;

- paucity of systems for data collection for the urban poor
and hence little available information on coverage and
disease incidence; and

- low utilization by the urban poor of established health
facilities and providers.

To help ensure urban immunization programmes are
appropriate and will be well received by the urban poor, more
information about their attitudes, knowledge, fears, and obstacles
to immunization need to be obtained. Descriptive,
anthropological studies as well as targeted, stratified surveys to
collect health status information and KAP data are essential.

It is important to have representatives from the communities
involved in the planning and implementation of urban EPI
projects, for example, using women from urban slums as
volunteers,  These women can provide critical missing
information about attitudes, perspectives, and responses. They
speak the language of the target group and can more successfully
transmit this information once they have been taught basic
precepts themselves. As trusted members of the community, they
face few social barriers.
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VITAMIN A SUPPLEMENTATION

Vitamin A deficiency remains a major public health problem.
Yet only 12 of 37 higher risk countries have national programmes .
for control of vitamin A deficiency; only one such country is in
the African region. Thirteen countries have regional or sporadic
programmes. Twelve countries, seven of them in the African
region, have no national or regional level programmes in
permanent operation,

Mass distribution of large dose vitamin A supplements, a
short-term intervention option, should be part of control
measures including at least improved food production and better
infant feeding patterns, but is not logistically easy. Sustained
programmes targeting large populations do not reach, at present,
more than 30-40% of those vulnerable. Vitamin A supplementa-
tion could benefit from linkages with the EPI:

- through reaching, at the same time as vaccine delivery,
children in the first year of life as well as women within a
short time after delivery;

- by increasing the cost-effectiveness of nutrient supplemen-
tation as a joint system together with vaccine administration;
and

- through the control of measles.

A potential advantage for the EPI of linking micronutrient
supplementation with vaccine delivery is the possibility of
increasing demand for wvaccination, where nutrient
supplementation is seen as an additional benefit.

Problems of implementation within national immunization
programmes need to be overcome. EPI managers, who have
previously concentrated exclusively on vaccine delivery, need to
be convinced that providing vitamin A supplements {(or other
micronutrients such as iodine) is an appropriate activity for them.

On the other hand, nutrition programme managers are not
used to thinking in terms of infectious disease control.
Nevertheless, several countries including Brazil, Guatemala,
Haiti, El Salvador, Indonesia, Mali and Mauritania, already have
experience with vitamin A delivery through the EPL
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(continued)

A basic schedule for vitamin A supplementation through the
EPI has been prepared. Development continues towards a
dispenser suitable for liquid vitamin A. Training, monitoring
and evaluation modules for country programmes are being
produced.

Refugee and emergency populations are exceptionally
vulnerable to severe vitamin A deficiency. Periodic
supplementation with high dose vitamin A is a priority for infants
and older children, as well as women shortly after delivery,
Vitamin A should be given with measles immunization to young
children as soon as possible after arrival in camp or settlement
areas. Booster doses of vitamin A can be given every three to six
months along with EPI vaccines.

Key elements identified for action through the EPI are:

- upgrading of existing programme policies, and
preparation of policy documents where necessary, with
the aim of improving supplementation coverage in
vulnerable communities;

- improving the quality of national and global
coverage data, as well as estimates of impact on disease
incidence; and

- implementation, as soon as feasible, of vitamin A
supplementation together with vaccine delivery in
countries at a suitable stage of development of both
immunization and vitamin A programmes.
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EPI SOFTWARE UPDATE

COSAS - the Immunization Coverage Survey Analysis
Software - has taken longer to complete than anticipated and
the new target date for completion to a stage where it tested by
users is December 1989. The new version can analyse data on
immunijzation coverage of women with tetanus toxoid as well as
coverage for children. The first version has been much improved
and an on-line help facility has been added.

CEIS - the Computerized EPI Information System is
currently installed in 3 WHO Regional Offices, 23 developing
countries and a further 12 countries are expected to have
installation before the end of 1989. The next steps are to
commplete the installation in the remaining of the largest
25 countries and simultaneously continue the installation at sub-
national level in the 12 largest countries. With increasing use,
this software is being subjected to rigorous testing and it is
anticipated that during the next 12 months further development
and improvement will be made, particularly in its ability to
prepare text and graphics and in its compatibility with electronic
data transfer.

EPIC - the EPI cold chain monitor analysis programme has
been intensively tested by being used in 7 studies in industrialized
countries. A recent development has been the addition of a
facility to estimate the quantity of vaccine that is reaching the
end of the cold chain that has been exposed to damaging
temperatures, both too high and too low.

EPICost - a Lotus spreadsheet for programime managers to
analyze costs is designed to be used by the programme manager
reduce the need for expensive consultants. The programme has
been tested in three countries, has recently been distributed more
widely and, to date, a further four countries have made studies
without external assistance. The programme will be used for 12
to 18 months before a possible revision.
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RESEARCH AND DEVELOPMENT

A report of the Research and Development Group was
- presented to the GAG and highlighted the areas of computer
applications, childhood immunization and HIV infection,
transdisease vaccinology and vaccine development, measles
vaccine before the age of nine months, polio research (including
research on the optimal formulations and use of the current
. Sabin-strain OPV and the evaluation of combined schedules using
OPV and enhanced IPV), bioengineering, hepatitis B, and
Vitamin A.

The data assembled by the Research and Development group
and their deliberations and recommendations served as a basis
for many of the Global Advisory Group recommendations on I
these subjects.

It was noted that the Special Advisory Group of Experts of
the Programme for Vaccine Development (PVD) agreed to
include research into a new measles vaccine in the Respiratory
Diseases section of the programme. This means that it is now
possible for researchers to apply to PVD for funding for relevant
research towards a new measles vaccine, ‘

The Research and Development Group emphasized the need
for operational and epidemiologic studies to evaluate the
effectiveness of campaign, pulse, or other accelerated
immunization strategies in interrupting the transmission of wild
poliovirus. Such studies should examine the short-term and
long-term impact of accelerated immunization strategies
compared with other strategies which may deliver greater
numbers of doses of OPV. These studies should also determine
the appropriate strategy for each stage in the eradication
programine. '
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PROPOSALS FOR THE 1990
MEETING OF THE GLOBAL
ADVISORY GROUP

The 1990 meeting will be hosted by the Eastern
Mediterranean Region and held in Cairo, Egypt. Tentative dates
are 14-18 October, to be preceded by a meeting of the Research
and Development Group on 10 and 11 October. A meeting of
the Regional EPI Advisors will be held on 13 October to review
and discuss issues that will be brought before the Global
Advisory Group.

At present, the major concerns for 1990 fall into the
following main areas:

- Progress in control, elimination and eradication of
measles, neonatal tetanus and poliomyelitis, respectively.

- Status of achieving the goal of 80% immunization
coverage by the end of 1990.

- Sustainability of high coverage levels and donor
support in the decade of the 1990’s.

- Lessons learned in the integration of Hepatitis B
vaccine into the EPI in selected countries.
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Table 1: Estimated immunization coverage with
BCG, DPT, Poliomyelitis, measles and tetanus vaccines
based on data available as of December 1989

Country surviving to
1 year of age
(milliong)

Developing countries ranked by
surviving infants.

India (&)

China (Y5}
[rdonesia (889)
Pakigtan (&)
Nigeria (85)
Bangladesgh (&}
Brazil (8}
Mexico (758}
{ran (3)

Viet Ham (&)
Philigpines (8)
Egypt (8
Ethicpia (7}
Thailand (8}
Turkey (95)
Zzire (743
Myanmar (8)
Xemya (73)
Tanzania (95}
South Afriea
sudan (8)
Algeria ¢7)
Maracco (¥8)
Colombia (7&8)
Rep. of Korea (7)
Argentina (3)

26 countries
Gther developing countries
Total developing coumtries

Industrialized countries excluding
Australia and USAYW

Totat industrialized countries
Global Tatal

* Up to 5 years of age
(7Y 1987 reported data
{8) 1988 reported data
{9} 198% reported data
{2} survey data
no information available

Newbarns

20.01

2.7

14.02
13.10

130.81

Cumulative
parcentage
of infanty

100

ecu

b
78
81
7
53
2é
af
2
a9
3
5
80
28
33
[
57
37
85
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** pustralia and USA are among the most populous industrialized countries that do nof report immunization
coverage data for children under one year of age, mxcept for measies vacoine,
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Table 2: Estimated annual number of deaths prevented from neonatal
tetanus; cases and deaths prevented from pertussis and measles;
and cases prevented from polio in 26 developing countries;
based on data available as of December 1989

(ay | ey | ey} gy | e | fy | @ 1 o(m |
| |Prevented|Prevented|Prevented|Prevented|Prevented|Prevented|
Newborns |Surviving|Neonatal |PertussisjPertussis|Measles |Measles (Polio [

|
|
I
| |lafants  |Tetarmus |Cases iDeaths  |Cases |oeaths  |Caszes !
| I |peaths | | I I I I
| ¢000'sy | (000's) | (OOO's) | (ODO's) | (OOO's) | ¢00O's) | (000's) | (000's) |
i [-mrmmenes | nsmnanes forsennees [=rmmrmees jorommmmee foermmns [#rrmmrens fmmmmmmoes ]
[26 larges: developing ! | | I | | | | i
|countries I 1o012s | vaTo7 | 0| 4281 | 366 | 53842 | 1068 | 308 |
I I I I | I I I | I
|other developing countries| 21968 | 20008 | 58 | 7592 | 86 | 10265 | 308 | 52 |
I | I I | I I I ] |
{Total developing councries| 122092 | 112715 | 368 | 51854 | 452 | 44107 | 1376 | 360 |
4l e e m e e e e e e m TR T RN EE N EEAEEASASRASLAAAAANANANAEASmEAENEEEEETEWET-———————hiiEAEEAREEFEEEEEERTETWmW T +
(a) Newbarns: based on 1988 estimated population and crude birth rates.
(b} Surviving newbarns: based on sstimated number of newborns and infant mortality rate.
(¢) Based on mortality estimations from surveys or reports, a vaccine efficacy of 0.93 and immunization

coverage reported as of December 1989. Countries without available data were arbitrarily categorised
into one of 3 levels of neonatal tetanus mertality: 5, 10 or 15 per thousand live births,

(e} Based on an incidence estimation of BO% of newbarns in absence of an immunization programme, a vaceine
efficacy of 0.8 for 3 doses, amnd immunization coverage reported as of December 1989,

{e} 8agsed on mortatity estimations of one-third of meesles deaths, a vaccine efficacy of 0.8 for 3 doses,
and immunization coverage reported as of December 198%9.

(f) Based an an incidence estimation of 100% surviving newborns in absence of an immmitation programme,
a vaccine efficacy of 0.95 and immunization coverage reported as of December 198%.

(n Baged on arbitrary case fatality rates ranging from 2% to 4X, a vaccine efficacy of 0.¥5 and
immuni tation coverage reported as of December 1989.

(h) Based on an incidence estimation of 5/1000 newborns in absence of an immunjzation programme,
a vaccine efficacy of 0.95 and immunization coverage reported as of December 1989.
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Table 3: Estimated annual number of deaths from neonatal tetanus,
measles and pertuossis and annual number of cases of poliomyelitis in
developing countries, based on data available as of December 1989

A T T R e e e e e e e R R e e e e = R R R R R R A R A & &R ML e — e rmEEs...... -
l [Neonatal |[Measles(2){Pertussis(3)] Total |Cum.%  |Polio jcum.% |
i [Tetanus(1) | i | Deaths |of toral |casest4) [of coses |
i { (000ts) | (00O0'sy | ¢000's) | (0OD's) |deaths | ¢000's) | i
[ frommeooes [remmnanme- frrommamnaaa- [--mrmmmn- [==mmmne- =mmeenne- (RRRREEEEE !
|26 largest devetoping i | ! ] | | | {
lcountries | 614 | 1200 | | 2205 | an | 156 | 7.
! l ! l | ] l l i
! | ! | l ! | | |
[Other developing countries | %1 | %2 | 114 | 567 | 20 | 48 | 2|
| | i l { | } | I
| | [ ] I l I l ;
|Total developing countries | s | 1492 | 504 | 2772 | 100 | 204 | 100 |
T A e R A e e o R R o AR L 7w = A e e e e e m . +

The ammual number of deaths from neonatal tetanus, measies and pertussis, and
the annual number of cases of poliomyelitis in developing countries
Wwere estimated, using the immunization coverage data in Table 1 and the following azsumptions:

1) Meanatal tetanus: Based on survey data or in absence of survey, neonatal tetanus
deaths are estimated from countries with similar sccio-economic corditions,

2) Meazles: It is assumed that the vaccine efficacy is %5% and thart all
unimmunized children will acguire meastes. Coverage is assumed to be
zere in countries from which data are not available,

3) Pertussis: It is assumed that the vaccine efficacy iz 80% and that 80%

of unimmunized children will acquire pertussis. Coverage is assumed To be
zero in countries from which data are not available.

4) Polio: In view of narrow limits of variation of results of poliomyelitis
surveys, and in the abszence of an imwunization Programma,
a fixed incidence rate of 5 cases per 1000 mewborns is used. A vacoine
efficacy of 93% 15 used. Coverage iy assumed To be zero in countries from
which data are not availablae,




Page 64

EPI Global Advisory Group Meeting, 1989

ANNEX 1
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Dr Saleh Hassan Al-Kandari
Infectious Diseases Hospital
P.O. Box 4710

Safat, 13048, Kuwait
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Deputy Commissioner, MCH

Ministry of Health and Family Welfare
Government of India

New Delhi - 110011, India

Dr William Foege

Executive Director

The Task Force of Child Survival
Carter Presidential Center

One Copenhill North East
Atlanta, Georgia 30307

United States of America

Dr G. Hartono
Director General
Communicable Disease Control
and Environmental Health
Ministry of Health
JI. H.R. Rasuna $Said
Kav. X 5 No: 04 s/d 09
Jakarta 12950, Indonesia

Dr Jean A. Kalilani (Vice-Chairman)
AIDS Control Programme Manager
Ministry of Health

P.O. Box 30377

Lilongwe 3, Malawi

Dr Raj Karim (unable to attend)
Director

Fublic Health Institute

Jalan Bangsar

59200 Kuala Lumpur, Malaysia

Professor L.A. Kaprio (Chairman)
Regional Director Emeritus

Rés. Le Léman 2.1

01220 Divonne-les-Bains, France

Dr Kofi Ahmed

Head, Division of Epidemiology
Ministry of Health

P.O. Box 2848

Accra, Ghana

Dr Edgar Mohs
Minister of Health
Ministry of Health
San José, Costa Rica

Professor V.I. Pokrovski

Director of Central Research Institute
of Epidemiology

3a Novogireevskaya Street

111123 Moscow, USSR

Dr DM, Salisbury

Senior Medical Officer
Department of Health

121 Eileen House

Elephant and Castle

London SE1 6BY, United Kingdom
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Dr Koichi Soga

Director, Office of Tuberculosis and
Infectious Disease Control

Ministry of Health and Welfare

2-2, 1-chome,

Kasumigaseki

Chiyoda-ku

Tokyo, 100 Japan

LIST OF INVITED OBSERVERS

Dr B, Akerren

Consultant

Health Division

Swedish International Development
Authority (SIDA)

Hogelund, P1 720

5-660 10 Dals Langed, Sweden

Dr K. Bart

Office of International Health, DHHS
1600 Fishers Lane

Rockville, Maryland 20857

United States of America

Dr 1.V, Bennett

The Task Force for Child Survival
Carter Presidential Center

One Copenhill North East
Atlanta, Georgia 30307

United States of America

Dr R. Bernier

Assistant Director for Science
Division of Immunization
Center for Prevention Services
Centers for Disease Control
Atlanta, Georgia 30333
United States of America

Ms Logan Brenzel

John Snow Ine. (REACH)
9th floor

1100 Wilson Blvd
Arlington, (VA) 22209
United States of America

Dr P. Claquin

ach John Snow Inc,

9th floor

1100 Wilson Blvd
Arlington, (VA) 22209
United States of America

Dr Robert Clay

Deputy Chief

Health Services Division

Office of Health

Bureau of Science and Technology
Agency for International Development
Department of State .
Washington, D.C. 20523

United States of America

Dr Sri Chander

Health Adviser

Asia Region

World Vision International
P.O. Box 1717 .
Bangkok 10501, Thailand
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Dr A. Dalhuijsen
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Department of Tropical Hygiene
Rovyal Tropical Institute
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1092 AD Amsterdam, Netherlands

Dr M.S. Deming

International Health Programme Office

Centers for Disease Control
Atlanta, Georgia 30333
United States of America

Dr J. Gibson

Associate Professor
University of South Carolina
School of Medicine
Columbia SC 29208

United States of America

Dr Nicole Guérin
International Children’s Center
Chéteau de Longchamp
Carrefour de Longchamp

Bois de Boulogne

75016 Paris, France

Dr N. Halsey

Director, Division of Disease Control
Department of International Health
The Johns Hopkins University
School of Hygiene and Public Health
615 North Wolfe Street

Baltimore, Maryland 21205

United States of America

Ms Marie Christine Jollet
Secteur Vaccination
Médecins sans Frontieres
8, rue Saint-Sabin

75011 Paris, France

Dr I, Kostrzewski
Department of Epidemiology
National Institute of Hygiene
24, Chocimska Street

00-791 Warsaw, Poland

Dr Kimi F. Lin

Vaccine Research Coordinator

Agency for International
Development

Washington D.C. 20523

United States of America

Dr F.K. Nkrumah

Professor of Paediatrics and Child
Health

University of Zimbabwe

P.O. Box A 178

Avondale

Harare, Zimbabwe

Dr Ch, O, Pannenborg
Population and Human Resources
Operations Division

Asia Region

The World Bank

1818 H Street, N.W,

Washington, D.C. 20433

United States of America

Dr P. Patriarca

Division of Immunization

- Mailstop EO3

(Centers for Disease Control
Atlanta, Georgia 30333
United States of America

Dr A.D. Plantinga

Rijksinstituut voor de
Volksgezondheid en Milieuhygiene

P.O. Box 1

3720 BA Bilthoven, Netherlands

Dr Peter Poore

Medical Officer

Save the Children Fund and

Mary Datchelor House

17, Grove Lane

Camberwell

London SES 8RD, United Kingdom
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Dr Anthony Radford

Professor of Primary Health Care
The Flinders University of South
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Australia

Dr Edward Ragan

Canadian Public Health Association
1335 Carling - Suite 210
Ottawa-Ontario

Canada K17 8N8

Professor Veijo Raunio
Representative of FINNIDA
National Public Health Institute
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028¢ Helsinki, Finland

Dr Colette Roure
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Dr Valerie Schwoebel
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75006 Paris, France

Dr N. Shabalov

The Task Force for Child Survival
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United States of America

Mr A A. Stenpanenko
Interpreter

Academy of Medical Sciences
3a Novogireevskaya Street
111123 Moscow, USSR

Mr Robert Steinglass
Senior Technical Officer
Reach (John Snow, Inc.)
1106 Wilson Blvd.,

9th Floor

Arlington, VA, 22209
United States of America

Dr Edward §. Trainer
Manager PolioPlus
Rotary International
1560 Sherman Avenue
Evanston, I11. 60201
Unites States of America

Mr Alasdair Wylie
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Ramon Magsaysay Centre

Roxas Blvd.

Manila, Philippines

Dr H. Zoffman

External Adviser to' DANIDA
Department of Epidemiology
Statens Serum Institute
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Senior Health Adviser
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United States of America
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Centers for Disease Control
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United States of America
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Ministry of Health
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Director
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University
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Dr K. Adachi

Deputy-Director
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Ministry of Health and Welfare

Tokyo, Japan

Dr Yang Baoping

Chief EPI Division

Department of Epidemic Prevention
Ministry of Health
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Dr Bounpheng Philavong

National EPI Manager
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Associate Professor

Department of Paediatrics
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Dr Toshiro Murase
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Pharmaceutical Affairs Bureau
Ministry of Health and Welfare
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Tokyo 160, Japan

Dr Akira Oya

Director-General
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Regional Office for Africa
P.O. Box 6

Brazzaville, Congo

American Region

Dr Ciro de Quadros
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Dr H. Endo

Medical Officer, EPI
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12115 Manila, Philippines
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Director
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WHO HEADQUARTERS PARTICIPATION
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Medical Officer, EPI
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Medical Officer, EPI
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Director, EP1
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ANNEX 2
DOCUMENT LIST

GENERAL DOCUMENTS
EPI/GAG/89/1A Agenda
EPI/GAG/89/2 List of Participants
EPI/GAG/89/3 List of Documents
WORKING PAPERS
EPI/GAG/89/WP.1 EPI Global Overview
EPI/GAG/89/WP.2 EPI Overview in AFR
EPI/GAG/89/WP.3 EPI Overview in AMR
EPI/GAG/89/WP 4 EPI Overview in EMR
EPI/GAG/89/WP.5 EPI Qverview in EUR
EPI/GAG/89/WP.6 EPI Overview in SEAR
EPI/GAG/89/WP.7  EPI Overview in WPR

WP.7.1 Polio eradication in WPR

WP.7.2 China

WP.7.3 Laos

WP.7.4 Japan

WP.75 Republic of Korea

WP.7.6 Malaysia

WP.7.7 Philippines

WP.7.8 Viet Nam
EPI/GAG/89/WP.8 Measles Control in the 1990°s
EPI/GAG/89/WP.9 Neonatal Tetanus elimination
EPI/GAG/89/WP.10 Not submitted
EPI/GAG/89/WP.11 Cold Chain and logistics
EPI/GAG/89/WP.12 Urban immunization services
EPI/GAG/89/WP.13 Vitamin A and iodine supplementation
EPI/GAG/89/WP.14 EPI software system update
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OTHER PAPERS

EPI/RD/89/WP.4.0CT

EPI/RD/89/WP.13.0CT

EPI/POLIO/WP/89.4. SEPT
EPI/POLIO/89.2
WHO/EPI/GEN/89.8
EPI/BLG/89.1

Summary of Progress: EPI Research and Development
Section, March - October 1989 :

High dose Edmonston-Zagreb measles vaccine;

update and review of options for use
Global Overview: Poliomyelitis Eradication Initiati\}a
Report of the Consultation on Eradication of Poliomyelitis
Stability of Vaccines

Vaccine Quality
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ANNEX 3
TERMS OF REFERENCE OF THE
EPI GLOBAL ADVISORY GROUP

1. Anappropriately constituted Advisory Group of outstanding consultants will be appointed
to advise the WHO on its Expanded Programme on Immunization, 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 secretariat with respect to Programme priorities over the short, medium
and long term,

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

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

3. Composition of the 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
nominated by the Regional Offices. The others, selected "at large", will provide geographical
and technical balance. Appointment will generally be for a period of one year with extensions
arranged so as to provide for a turnover of approximately one third of the group each year.
Re-appointment will not normally be considered before one year has lapsed from the previous
termination date.

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