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L.

INTRODUCTION

The Global Advisory Group of
the Expanded Programme on
Immunization (EPI) has 12 members
representing all Regions of the World
Health Organizaton (WHO) with
six members selected “at large”.
Representatives of collaborating
agencies and donors are invited to
the meeting and their views are
considered In preparing the report.

The thirteenth meeting on the
Global Advisory Group was held on
14-18 October 1990 in Cairo, Egypt.
The officers of the meeting were:

+ Chairperson

Dr A Grech
*  Vice-Chairperson

Dr Raj Karim
* Rapporteur

Dr D Salisbury

D+ R.H Henderson, Assistant
Direceor General of WHO, opened
the meeting by bringing the warm
greetings of Dr Hiroshi Nakajima,
Direcror General of WHO, and by
stressing, that the Global Advisory
Group has a specific task of making
recommendations to the Director
General on how the EPI can make
progress as part of a wider health
development effort. Dr Henderson
concluded by saying that the meeting
was supported by specialists it many

fields and by the thousands of health
workers who look to the EPI for
guidance from the Global Advisory
Group.

Dr H.A Gezairy, Regional Director
of the WHOQ Eastern Mediterranean
Region, reminded the meeting that the
gains achieved in the EPI needed to be
sustainable and that they are less
dependent on a country’s level of
development than on the commitment
of the individual workers. Dr Gezairy
continued by out-lining the progress in
the Region i increasing public aware-
ness for immunization, increasing
immunization coverage, and adding
new sources of funding for the
programme. He concluded by describ-
ing the progress in introducing
Hepatius B vaccine to the programme
and by congrarulating UNICEF on
focusing world leaders’ attention on the
state of the world'’s children.

His Excellency the Minister of
Health of Egypt, Dr Mohamed Ragheb
Dowidar welcomed the group and
indicated that Egypt and many other
countries were looking forward to

receiving the recommendations of the
Global Advisory Group.

He indicated that the President of
Egypt has given top priority to child
health and the declaration of child care
in Egypt is now 4 principle for child
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health care in Egypt. He indicared that

the main rarpets are:

* Eradicate polio by 1994;

+ control neonaral tetanus to achieve
its elimination by 1994;

+ decrease infant morrality rate to less
than 50 per 1000 births.

The President’s wife represented
Egypt in the World Summit for
Children and is keenly following child
health and care. The Minister then
highlighted achievements in immuniza-
tion in Egyprt with coverage rates

exceeding 90% for Polio, DPT and
measles vaccines and nearly 83% for
BCG. He also gave some details of the
National Polio Eradication Programme.

Dr A Grech welcorned four new
members to the Group:
Dr T Bekdmirov, Dr C Chinty,
Dr B Sadrizadeh and Dr R McCaulay.
He also welcomed the participation of
Dr H. Acufia.

After adoprion of the agenda, the
meeting proceeded to review progress at
Globx] and Regional levels.
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2.

SUMMARY OF MAJOR CONCLUSIONS AND
RECOMMENDATIONS

I he recommendations are directed to
the challenges to be addressed by the
EPI during the 1990s.

The Declaration on the Survival,
Protection and Development of
Children and its associated Plan of
Action as agreed by Heads of State and
their representtives at the World
Summit for Children on 30 September
1990 is welcomed. This Plan of Action,
with its goals for children and develop-
ment in the 1990s, brings the targets of
global poliomyelits eradication, neona-
tal tetanus elimination, measles reduc-
tion and protection against tetanus for
women of ¢hild bearing age, to the
highest levels of political visibility. The
EPI should now move forward rapidly
to capture the momentum of this
World Sumrmit and translate the
Declaration into the necessary actions to
achieve these goals.

Achieving and sustaining full
immunization coverage

In the decade of the 19905, there
needs to be increased emphasis on the
disaggregaton of immunization cover-
age daea, High immunization coverage
levels need to be achieved and sustained
in all states/provinces, all districts/
municipalities, and ultimately in all
communities. Intensified immunizaton

activities, including the use of national,
state/province, or local immunization
days, should be directed at areas of low
immunization coverage or where there is
continuing transmission of disease.

Each country should have an
Immunization Plan of Action which
integrates the targers of achieving at least
90% immunization coverage with all
EPI vaccines, poliomyelitis eradication,
neonatal tetanus elimination and
measles reduction, and, in areas of risk,
delivery of appropriate micronutrient
supplementation. Immunization and
disease control responsibilities should be

. decentralized.

An gverall global plan of action on
“the EPI for the 1990s” should be
developed by WHO. This plan would
serve as the basis for an integrated
approach to the achievement of the
90% coverage target as well as the
disease eradication, eliminadon and
reduction initatives. It should project
the additional financing thas will be
required by developing countries to
meet these targets, as well as detail the
regular and extra-budgetary funding
that WHO will require. The document
will be used as the basis for approaches
to the donor community.

WHO should develop uniform
eriteria for sustainability of immuniza-
tion programmes, promote their use

WHO/EPUGEN/S1.3




and assess actviries, including the
allocation of resources, against these
sustainability criteria.
The following areas are priorities for
achieving and sustaining immuniza-
tion programmes:
Donor coordinasion
Establish and effectively implement
Interagency Coordinating
Commirrees to integrate activities
aimed at sustaining immunization
programimes;
Donor support
Donors be prepared 1o maintain their
support, budgeting to reach at least
the end of the decade, and to con-
sider the inclusion of other vaccines.
In many countries, donor support of
immunization activities must con-
tinue for the foreseeable future;
Management, supervision and training
Allocate specific national budgets for
supervision and incorporate an
assessment of sustainabilicy. Train
SuUpervisors 1o improve management,
including problem-solving, and
evaluate the quality of this raining;

Communications

Establish narional communications
planning committees to improve
social sustainability, preparea 5 year
communications plan, appoint a
national communications coordina-
tor (for EPI as well as PHC activi-
ties), and consider establishing a
eommunications budget of at least
2% of rotal immunization costs; and
Costing and budgeting

WHO should assist countries in the
costing and budgeting of immuniza-
tion programmes, determining their
economic base, assessing the benefits

that may be expected from the disease

control initiatives and in mobilizing

internal and external resources.

Sustainability of immunization
services is endangered in situations of
armed conflict. The GAG endorses the
concept of “days of wanquillity and
special relief corridors” for the benefit of
children, to include immunization, as
contained in the Declaration on the
Survival, Protection and Development
of Children.

Controlling the target diseases

Eradication of poliomyelitis

Trivalent oral polio vaccine remains
the vaccine of choice for poliomyelitis
eradication. Routine immunization with
trivalent QOPV will provide individual
protection for most recipients and, if
high coverage is achieved, will markedly
reduce the incidence of acute poliomy-
elias. However, in many countries,
activities supplementary to routine
services will be required if wild poliovi-
rus eradication is to be reliably achieved
by the year 2000. Such supplementary
activities include “mopping-up” immu-
nization actvities in identified high risk
or under-served areas along with the
development of capabilities for outbrea
investigation and control.

To reach high immunization cover-
age in all geographical areas in which the
incidence of poliomyelitis and other EPI
target diseases must be reduced,
programme managers should plan
accelerated imrmunization activities such
as natonal or local immunization days,
wherever indicated. The mass adminis-
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tration of trivalent OPV to all children
i an appropriate age range, within a
limited period of time, is an effecrive
way of eradicating wild poliovirus and is
an epidemiologically sound policy.
When accelerated immunization
activities are conducted, all EPI vaccines
should be used, including tetanus toxoid
for women of child bearing age.

In countries where, for the greater
part, poliomyelitis transmission has been
interrupted, there may be some areas
which continue to have a high risk of
indigenous cases. Such areas would be
indieated by: (1} currendy reported
cases of acute poliomyelitis, (2) the
occurrence of recent cases, and (3)
immunization coverage significantly
below the national average. In these
areas, “mopping-up” activities should be
encouraged. These should incorporate
the administration of all other EPI
vaccines to all children (as needed) and
tetanus toxoid to all women of child
bearing age (as needed) who live in the
area, on a house to house basis,
Trivalent OPV should be given to all
children of an epidemiologically
appropriate age, usually 0-5 years,
regardless of their existing immuniza-
tion status, “Mopping-up” should be
repeated 4-0 weeks later. These actvites
become important priorides for coun-
tries that are close to interrupting
transmission of wild poliovirus.

As the incidence of poliomyelids
becomes relatdvely low, it becomnes
increasingly important to develop a
policy and matching capability to
respond to outbreaks. A prompt
response to suspected polio cases
includes case investigation, confirmation
of the diagnosis and appropriate

immunization activities. As the number
of cases continues to fall, collection of
stool specimens from suspected cases
and their close contacts and active
surveillance for addidonal cases are
recommended.

When an outbreak occurs in a
country or area where few or no cases
have been reported recently, all children
in epidemiologically, peographically and
age appropriate groups, usually 0-5
years, should receive trivalent OPV. In
countries stll reporting many cases, the
inrmediate response will have to be
more limited, but should at least include
immunizaton of all children in an
appropriate age group living in the
village or ward of an urban area.

WHO should strengthen its capacity
to conduct, coordinate and collaborate
on research into polio related subjects,
especially research with the potential to

shorten the time required for eradication.

WHO should energetically pursue
implementation of global and regional
plans of action for the development of
the laboratory networks required to
support poliomyelitis eradication.
Development of community based
rehabilitation should be encouraged as
an important element of the poliomyeli-
tis eradication initiative.

Noung the data from the Region of
the Americas suggesting improved
eptdemic control, and in view of the
heac labilicy of trivalent OPV, the
formulation of trivalent OPFV with 10,
10° and 105* infectious units per dose
for types 1, 2, and 3, respectively, with
a balance of 10:1:6, is recommended

as the minimum standard for wivalent
OPV.
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New information from the Region of
the Americas on the differential diagno-
sis of flaccid paralysis should be inge-
grated into global training materials.

Elimination of neanatal tetanns

The priority for all countries where
neonatal tetanus remains is to rapidly
increase tetanus toxoid protection in
women of child bearing age. The
number of neonatal tetanus deaths
could be reduced by 300 000 by 1993 if
all women were screened and appropri-
ately immunized when they brought
their children for immunization.

By the end of 1991, countries should
identify high risk localides in which to
implement neonatal tetanus eliminarion
activities, having taken into consider-
ation: (1) reported or estimated inci-
dence, (2) size of the population at risk,
and (3) the operational feasibility of any
interventions.

In such high rsk localities, wormen
should be appropriately immunized
whenever they have any contact with
health care systems, at Jeast when they
bring a child for immunization or
attend for antenatal care, unless they can
show evidence of previous immuniza-
tion. This will require technical assis-
tance and necessary resources, training,
sufficient tetanus toxoid and a life-time
immunization card. During supervisory
visits and programme reviews, the
appropriate screening and immuniza-
tion of women should be assessed.

Clean delivery interventions should
be monitored utilizing rates of maternal
mortality, antenatal care provision and
the use of clean cord care kits.

Undl 1993, protection of newborns
from neonatal tetanus, by immunization

of their mothers with TT, should
continue to be monitored by measure-
ment of eoverage levels of second or
booster doses of tetanus toxoid in
pregnant wornen. WHO should
evaluate an indicaror of children
protected against neonatal tetanus,
appropriate for the first DT contact,
for introduction before 1993,

The quality of tetanus toxoid must be
assured by appropriate national quality
control and by developing field method-
ologies for determining vaccine efficacy.
Suitable chemical indicators (such as the
STOP™Watch indicator) should be used
ar every stotage point in the cold chain
to warn of possible freezing of T'T, as
well as DPT, vacdines.

Measles reduction

Inereasing immunizanon coverage along
with improving disease surveillance are
the two key elements to control measles
and will achieve, by 1995, reduction by
95% in measles deaths and 90% in
measles cases compared to pre-immuni-
zation levels. A sustained 90% reduction
in measles incidence (from pre-immuni-
zation levels) will require high vaccine
coverage at national, state/ provincial
and district Jevels and surveillance for
the timely reporting of measles from all
districts. In localides with high popula-
tion dengsities, very high coverage rates
will be needed to achieve this target.

Outbreaks must be expected even in
programmes with relatively high
coverage. A temporary period of low
incidence will follow accelerated measles
control activities, but outbreaks are still
likely to occur because of the accumnula-
tion of susceptibles. It is only recom-
mended to expend resources on exten-
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sive outbreak control responses when
immunization coverage is very high and
mechanisins are in place w ensure thar
routine immunization of the target
population is not jeopardized. Qut-
breaks should be analyzed to ensure that
there is high vaccine efficacy and that
immunizaton schedules and delivery
strategies are epidemiologically appro-
priate. Such outbreaks may identify
areas for “mopping-up” operations with
all EP] vaccines, including tetanus
toxoid for women of child bearing age,
and may be an opportunity to secure
the support of politcal leaders for
furcher iniciatives.

To meet the 95% mortality redise-
tion target and to reduce morbidity
associated with acute attacks of measles,
treatment guidelines should be devel-
oped. As 2 priority, vitamin A should be
administered in large doses to children
with measles in high risk areas following
the joint WHO/UNICEF guidelines to
reduce post-rneasles deaths and compli-
cations (including blindness). Vitamin
A administration should be considered
as a routine part of the immunization
programme in these high risk areas.

The minimum required potency of
Edmonston-Zagreb measles vaccine for
use at stx months of age should be
changed from 10 to 10%7 infectious
units per dose (as determined in parallel
with the International Reference
Reagenr for measles vaccine).

Research into the control of measles
should include the search for new
vaccines, exploring alternatve routes
and strategies for administration, and
identifying community bartiers w
immunization using social science
techniquies,

BCG vaccine and immunization
policy

BCG should be given to newbormns as
protection against the most severe forms
of childhood tuberculosis. BCG should
continue to be given as early in hife as
possible in al! populations at risk of
tuberculosis infecdon. BCG scar sizes
may be monitored during immuniza-
HiON COVerage SUIVEYs to assess immuni-
zation techniques.

Immunization of infants suspected of
being HIV infected continues to be
recomnmended. BCG should be with-
held only in cases of symptomatic HIV
infection.

Research should be initated or
continued on the long-term effective-
ness of BCG given in infancy, including
the prevention of tuberculosis in adults
who acquire HIV infection; the value of
re-immumnization; the efficacy of
different seed lot vaccines; and the safety
and efficacy of BCG in HIV infected
infants.

Improving surveillance

Disease surveillance provides infor-
mation on which planning and action
can be based. Surveillance is a manage-
MEnt Necessity to Mmeasure progress
towards disease eradication, elimination
and reduction and to direct programme
resources 1o the areas of greatest need.
Effective surveillance identifies needs for
programme Improvement, serves asa
ool for motivation of involved staff,
and assists in sustaining political will for
immunization.

Surveillance should be developed
through strengthening of routine
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systems. Only a selected number of high
priotity infectious diseases should be
notifiable. Monthly, and evenrually
weekly, reports should be submitted in a
timely manner from all health unirs. A
systemn should be established 1o invesu-
gate late or absent reports. Notifiable
diseases of high importance (including
poliomyelitis and neonzeal tetanus in
areas where these diseases are close to
eradication or elimination, respecdvely)
should be reported immediately to the
level where action is to be taken. WHO
should develop guidelines on surveil-
lance of preventable infectious diseases,
including the EPI target diseases.

Managers should actively promote
indicarors to assess progress in surveil-
lance, outbreak or case investigation and
institution of control measures. Indica-

tors should be developed to allow
comparison over time and between
geographic areas,

For poliomyelitis, survaillance should
aim to detect all cases of flaccid paralysis
as early after onset as possible. The
diagnosis of poliomyelids should be
made by the mast expert appropriate
person. Laboratory services should be
available for virus identification. Surveil-
lance should formn the basis for nadonal
and local poliomyelitis eradication
strategies.

To monitor the reducton in neonaral
tetanus incidence, and to ensure the
accuracy of routine reporting, the
following should be performed in high
risk areas:

* Review records at health services,
particularly hospital and pertpheral
healcth faciliges, at least once a year
during supervisory visits or annual
programime reviews;

* Establish and maintain a “vital event”
registry at the community level which
includes lists of pregnant women,
birth outcomes, neonatal deaths by
age in days, and maternal deaths.
Such registration should eventually
become routine in all areas;

* Train immuntzaton, MCH and
curatve staff, particularly at district
level, in case investigarion and review
processes, to improve their knowl-
edge of neonatal tetanus, record
keeping and the use of surveillance
data at local Jevel; and

+ WHO should develop a set of
guidelines to certify neonatal retanus
elimination in country or in a district
of a counmry.

The usefulness of computerized EPI
information systems is reaffirmed as
important management tools for disease
surveillance as well as monitoring
immunization coverage,

Inclusion of existing vaccines
and introduction of new or
improved vaccines

The GAG welcomed and endorsed
the Children’s Vaccine Initiative
enunciated in the Declaration of New
York on 10 September 1990: this
envisions the development of vaccines
which require fewer doses, can be given
carlier in life, can be combined, are

more heat stable, and are affordable.

Yellow fever vaccine

Yellow fever endemic countries of the
African and Eastern Mediterranean
Regions should incorporate yellow fever
vaccine in their routine immunization
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programmes. Yellow fever vaccine is
recommended for use from 6 months of
age and can be administered at the same
time as measles, polio (OPV or IFV),
DPT, BCG, and/or Heparids B
vaccines. Inclusion of older age groups
may be appropriate in areas where
yellow fever epidemics are occurring or
considered a high risk. Countries that
include yellow fever vaccine in their
immunization programmes should
monitor immunizatdon coverage and
disease incidence.

Many countries that need yellow
fever vaccine most are not able w
purchase this vacaine, It is not yet
included by UNICEF in its routine
programime of assistance, Recognizing
that the total funds to provide yellow
fever vaccine for all infants in endemic
countries are estimated to be less than
US$ 4 million per year, WHO is urged
to work with donors to obtain funding
for purchase of yellow fever vaccines,

Yellaw fever vaccines should meet
WHO requirements and WHO should
exercise its special powers mandated by

the World Health Assembly to monitor
yellow fever vaccine quality.

Hepatitis B vaccine

Hepatids B vaccine has been shown to
be stable, safe, immunogenic and
effecuve. There are no technical or
scientific impediments to its immediate
use. Indeed, the scale of the global
problern of hepatits B virus infection
makes its use a matter of vrgency. The
paramount task is w develop nadonal
programmes and obtain financial
resources to provide this important
vaccine to the world’s children,

Global control of hepatitis B is now
feasible and it is recommended that
WHO work rowards the following
targets:

* Asa means of long term control of
hepatitis B virus infection, all infants
should be immunized through
complete integration of hepatitds B
vacdne into immunization
programmes;

* Asa first step, national programmes
could introduce hepatids B vaccine
by immunizing selected subgroups of
infants according to the epidemio-
logical situation. In areas of high or
intermediate hepatitis B virus
endemicity (Hepatitis B carrier
prevalence of 2% or greater) immuni-
zation could be initiated in selected
geographic areas with a well estab-
lished immunization infrastructure,
In areas of lower endemicity, infants
of ethnic or other high risk groups
with higher endemicity could be
immunized before universal infant
immunization is introduced;

*» Reduction in price of heparitis B
vaccine and development, in eollabo-
ration with UNICEEF, of a global
revolving fund for hepatitis B vaccine
procurement

* Promoting appropriate local produc-
tion of hepatitis B vaccine through
transfer of technology, when finan-
cially appropriate;

* Development of hepatitis B vaccines
that are effective with a single
injection and are stable outside the
cold chain as part of the Children’s
Vaccine Imitiative; and

* Continue research and develop
gutidelines on the introduction of
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hepatitis B vaccine into routine
immunization programmes. Efforts
must also continue o investgate its
combination with other vaceines,
determine the most cost effective
strategies for s delivery and lower
the costs of production.

Promoting other
Primary Health Care practices:
micronutrient supplementation

Some 500 million contacts with
infants occur each year through immu-
nization programmes. All countries
where there are serious vitamin A or
iodine deficiency problems should
consider taking advantage of these
contacts with children and women of
child bearing age to deliver vitamin A
and iodine supplements.

Previous recommendations for
vitamin A and iodine supplementation
through immunization programmes are
reaffirmed. WHO is urged to determine
the appropriateness of incorporating
vitamnin A within national immuniza-
tion schedules at each of the DPT
contacts in the first year of life. Training
and supervision manuals as well as
suitable indicators for monitoring and
evaluation of vimmin A and iodine

supplementation delivery should be
developed.

Specialized topics

Monitoring of adverse events follow-
mg immunization: All immunization
prograrmes should monitor adverse
events following immunization, the
extent depending on the priorities of the
programme. WHO should assist in the
standardization of definitions of adverse
events, develop field guides and training
materials, develop guidelines for
monitoring adverse events in routine
immunization programmes, disseminate
data on adverse events available from
specialized monitoring activities and
provide materials on the risks and
benefits of immunization.

Cold chain and logisdes: Individual
vial thermal exposure indicators should
be introduced as soon as manufacturers
confirm thar the response of such
indicators satisfactorily mimics the
sability of the vaccines. The first
priority should be for trivalent OPV in
view of its thermolability.

Autodestruct syringes, as they
become available, should be promoted
in areas where single use syringes are

being used.
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3.

GLOBAL OVERVIEW: A SUMMARY OF GLOBAL AND
REGIONAL PROGRAMMES

Immuni?ﬂtion programmes in devel-
oping countries have made remarkable
progress since the inception of the
Expanded Programme on [mmuniza-
vion in 1974 when it was estimared that
less than 5% of the world's children
were adequately immunized. Today,
some 70% are being reached with a
protective course of immunization by
the first year of life (Figure 1). The
development of the capacity to achieve
these levels of coverage of infants repre-
sents a major public health tiumph in
the decade of the 1980s,

At the present levels of immunization
coverage, it is estimated that some 2.6
million deaths annually from measles,
neonatal tetanus and whooping cough
are prevented (Figure 2). In addition,
some 410 000 cases of paralytic polio-
myelitis are being averted each year.

The lowest coverage rates continue to
be documented for tetanus toxoid (T°T)
among pregnant women: in developing
couniries, only 319 are reported as
having received two or more doses.
Technical problems remain in accu-
rately derenmining this coverage rate for
different target groups for retanus toxoid
untnunizadon. [t is certainly an under-
estimate of actual tetanus protection, as
doses of tetanus toxotd administered
before the most recent pregnancy have
not generally been considered in
assessing irmmune status. Nevertheless, it

is equally certain that tetanus toxoid
coverage remains far wo low (Figure 3).

The need for further acceleration and
expansion of immunization activides in
the decade of the 1990s, from ensuring
optimal delivery strategies to improve-
ment and development of new vaccines,
is underlined by the continuing tragedy
of vaceine-preventable suffering,
disability and death. Universal immuni-
zation coverage could prevent, each
year, an additional 2.6 million deaths

due to measles (1 400 000), neonatal

tetanus (770 000) and whooping cough
(490 000) as well as over 180 D00 cages
of paralytic poliomyelits (Figure 2).

It should be emphasized thart the
progress of the EPl is directly actribut-
able to the efforts Member States,
WHO, UNICEF and other United
Nations Agencies, bilateral development
agencies, and non-governmental
organizations. T hese organizations have
built a coalition to implement the
activities required to achieve and sustain
the poal of reducing morbidity and
morality by providing immunization
services for all children of the world.

Report from the EPI Research
and Development Group

A report on the proceedings of the
7th EPI R&D Group Meeting held in

WHQ/EPHCDS/POLIO/S0.1
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Figure 1
Estimated immunization coverage with BCG, DPT, poliomyelitis, measles and tetanus vaccines based
on data available as of 4 December 1990.

Country Intmunization coverage (%)
Developing countries Newborms sunviving to | Cumulative % of Children less than 1 year of age | Pregnant women
rankad by surviving infants 1 yoar of age [millions) | surviving infants | BCG  DPT3  Polio3 Measles® Tetanus2

1 India (9} ‘ 2410 20 80 79 74 b& c7
2 China (9S) 22,22 39 98 95 95 95 -

3 Pakistan (9) 498 43 78 73 73 65 35 ~
4 Nigeria (85&9S) 487 47 76 47 47 31 16

5 Indonesia (9) 446 b1 81 71 74 65 41

6 Bangladesh (9} 418 54 98 B4 63 58 Y
7 Brazil (7&48) 3.85 B8 70 B4 a7 &8 62
2 Mexico (7&9) 240 &0 80 65 96 8h" 42
g lran (8) 218 &1 a0 88 89 89 43
10 Phitippines (9) 1.93 63 B3 79 78 83 43
11 Viet Nam (9) 1.92 65 94 88 89 89 |8
12 Egypt 9) 1.74 66 78 8 8 87 24
13 Ethiopia 9) 1,69 67 44 26 28 73 24
14 Zaire (748) 1.43 69 57 38 38 4 29
15 Turkey (9) 1.43 70 48 74 4 67 -
16 Kenya (75) ) 121 71 8 75 75 &0 37
17 Tanzania (95) 1.19 72 a3 8BS 82 a3 42
18 Thailand (9} 118 73 o8 84 84 66 70
19 Myanmar (9} 1.16 74 66 50 45 50 42
20 South Africa 1.01 75 - - - - -

21 Sudan {9) 097 76 51 41 41 34 28
22 Algeria (95) 092 76 9 85 85 81 7
23 Colombia (9) 087 77 a0 75 93 73 40
24 Moroceo (9) 079 78 1 80 g9 82 64
25 Reap. of Kerea (8) 079 78 70 89 89 an* -
26 Argentina (9) 0.66 79 84 74 81 79* -
26 countries 94,23 79 24 75 77 &8 30
Other developing countries 25.21 Y 9 53 55 5B 24
Total developing countries 119.44 100 81 71 73 66 3
Total ir_wdustrialized 17.35 85 86 88 82 -
countries

Global Total 13678 81 72 T4 &8 27

* Up to 2 yoars of age
(7) 1887 reported data [8) 1988 raported data {9} 1989 reported data  (S) Survey data  — Ne inferrmation available
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Cairo, Egypt on 10-11 October 1990,
was presented.

The R&D Group reviewed research in
six principal areas: measles, polio,
bioengineering, neonatal tetanus,
tuberculosis and HIV. In addition, there
were reports on a meeting on research
for new measles vaccines and on the 6th
International Symposium on Pertussis.

Data antsing from R&D activities of
the EPI has been extremely useful in
charting programmaric activities and has
served as a basis for many of the Global

Advisory Group'’s recommendations.

Research activites of the EPl are
governed by questions arising from the
field. The R&D Group reemphasized
the need for operational and epidemio-
logic investigations. These include
efforts to evaluate the effectiveness of
different strategies in the eradicadon
and/or control of vaccine-preventable
diseases, to examine methods of improv-
ing surveillance and identify potental

Figure 2

difficulties in the reporting mechanism
and to examine the safety, immunoge-
nicity and efficacy of vaccines being
considered for introduction into the EPI,
when mixed or administered simulta-

neously with currently used vaccines.

The R&D Group reaffirmed that the
trivalent OPV should remain the
primary vaccine used in the global polio
eradication effort,

Efforts to coordinate and facilitate
research actvities with other units
within WHO continue to be pursued.
Liaison between the R&D Group and
the Scientific Advisory Group of Experts
(SAGE) of the WHO Programme for
Vaccine Development has been useful,
particularly in bringing the practical
field needs of EPI to groups working in
the more basic areas of polio, measles
and tetanus vaccine development.

The R&D Group endorsed the
Children’s Vaccine Initiative as promul-
gated by the Declaration of New York

Death and disease prevented by the Expanded Programme on Immunization
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Figure 3
Estimated percentage of children immunized in the first year of life and percentage of pregnant women
immunized against tetanus by WHO Region, based on information available, June 1390
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and subscribed to the approach of

movitzg toward that gcal through a Repor!; on the World Summit
series of sequenial vaccine improve- for Children
ments which emphasize the develop-

The World Summit for Children was
held in New York on 29 - 30 September
1990. Seventy-one heads of state and

ment of vaccines which:
* require one or two rather than

multiple doses; . .
) o representatves from 69 other countries
* can be given earlier in life; met to review problems related to
* can be combined in novel ways to providing adequarte conditions for the
reduce the number of injections or growth and survival of the world’s
visits required; children. This meeting was important
» are more hear stable; and for many reasons. First, it initiated or
e are affordable. accelerated programmes which related

to the plight of children. Second, it
focused world attention on the predica-
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ment faced by many of the world’s
children and stimulated the search for
soludons. Third, it concentrared the
attention of the scientfic community to
this problem. Lastly, and perhaps most
important, it resulted in a global political
commitment, bringing together leaders
and representatives from the majority of
the world's countries, each of whom
spoke on the situation of children in
their country and dedicated themselves
and their countries to the global better-
ment of the lives of children.

A video tape provided by UNICEF
entitled “341" was presented. This
figure represents the number of children
who are expected to die due to vaccine
preventable diseases during the 12

minutes running time of the video,

Achieving and sustaining
Universal Child Immunization

The progress of the EPl has been made
possible, in part, through the politici-
zation of child immunizaton in most
developing countries during the period
of 1984 to 1990. This initiative has
resulted in an improved cold chain and
the capacity of the health service has been
extended to reach nearly all communi-
ties; the awareness of the need and
importance of immunization by families
and community leaders has become
nearly universal through the use of social
mobilization techniques which were
never before applied on a massive scale.

Even though the achievernents of the
1980s have resulted in the saving of
millions of lives (some 2.6 million
during 1990), another 2.6 million
children are still dying from vaccne-
preventable diseases. A goal of maintain-

ing the status quo or “sustaining” the
achievernent of 1990 would translate
into over 20 million deaths averted by
the year 2000. Therefore, the disease
eradication, eliminadon and reduction
goals will be the motor of progress
during the next decade. They will be a
tool for measuring outcome or impact
and will be a vehicle to assure improve-
ment in the quality of service. The
decade could be characterized as “the
decade of the epidemiologist" with special
emphasis upon surveillance with more
sophisticated management information
systems, diagnostics, and rapid outbreak
control.

The goal of universal child immuni-
zation means #// children and we must
continue [o strive to reach that standard.
Even though national or global coverage
will be difficult to push above 90%, for
a village with 100 births annually, true
universal coverage is possible, but must
be a standard for both the community
and the local health worker. Perhaps the
strongest incentive or tool to reach
universality is to personalize the goal.
The target is not 100 children, but 100
unique individuals with names and
families who love and care for them.

Although immunization coverage
alone will not be the primary perfor-
mance indicator as during the 1980s, it
must continue to be closely monitored
at all levels as it is the basis for disease
control.

The immunization goals for the
1990s are clear and have been endorsed
by the World Health Assembly, the
UNICEF Executive Board, the UN
General Assembly and most recently by -
the World Summit for Children. This
commitment is based upon the accep-
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tance of a new ethic expressed as first
call for children” or that the essential
needs of children should be given the
first priority in allocating resources in
bad times as well as in good times, at
national and international as well as at
family level.

A high level of political commiunent
can only be maintained through careful
moniroring of progress towards the
goals, and improved efficiency and cost-
effectiveness. Management of the
programme must be improved through
better aining and supervision. This
includes vaccine stock management,
cold chain maintenance, sterilizacion,
vaccine handling, injection rechniques,
and recording and reporting, The
Children’s Vaccine Initiative will
contribute to efficiency and cost-
effectiveness. It is critical that all new or
improved vaccines are available at
affordable costs and that the under-
standing is increased of the value of
complete and amely immunization by
parents and community leaders. It must
become unacceptable for any child in a
commurnity to die of neonatal tetanus,
measles or pertussis or to be paralysed by
polio. Active community surveillance
must be a goal.

It is clear that ar least current levels of
investment will be required for most of
the decade. UNICEF has invested
nearly 500 million dollars between 1980
and 1990 and expects to further expend
one billion dollars throughout the
decade of the 1990s on immunization
activites. It is hoped that a larger share
of the burden of funding can be ab-
sorbed by nartional budgets through
more effective management and setdng
better priorities of resources for health
and education and within the health
sector towards preventive services.

However, the least developed countries
which are experiencing extreme finan-
cial and economic hardship will require
continuing high Jevels of support from
the donor community. It must be clear
that 15 U.S. dollars per fully immunized
child is ultimacely affordable w any
country if the political priority is there.
During 1990, immunization activi-
ties will bring 100 million infants into
contact with the health system 5 times.
These 500 million contacts provide an
opportunity to deliver other services
such as vitamin A or iodine supplemen-
tation, growth monitoring and other
services provided in a “well baby clinic”.

Summary of Regional
Programmes

Eastern Mediterranean Region

EPI in the Eastern Mediterranean
Region continued to achieve steady
progress during 1989. The regional

. average reported immunization coverage

among infants by their first birthday was
80% for BCG, 75% for DIFT3/OPV3E
and 709 for measles. For tetanus toxoid
immunization, the reported coverage
during 1989 was 30% for pregnant
wornet, and 15% for women of child
bearing age. The Regjional average of
drop-out rate from the first to third dose
of DPT/OPV among infants was 10%
(Figure 4).

Eighteen countries with over 81% of
the Region’s infant population have
reported achieving DPT3/OPV3
immunization coverage of 70% or
higher. However, in Afghanistan,
Lebanon, Somalia, and Sudan DPT3/
OPV3 coverage in 1989 was still lower
than 50%.
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Figure 4

Reported annual immunization coverage in the Eastern Mediterranean, 1985 — 1989
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Surveillance for the EPI diseases in the Toimprove programme performance,
Eastern Mediterranean Region remains  an increasing number of countries in the
inadequate for monitoring the impact of ~ Region have conducted various opera-
immunization in terms of disease reduc-  tonal research activities (Figure G).

tion. However, some Member States
have developed excellent surveillance
systems. Data from the Region can
demonstrate a consistent trend during
the past 5 years in reduction in the
reported annual incidence of the EPI
target diseases, especially neonatal
tetanus ( Figure 5).

As 3 first step toward strengthening
laboratory support services for polio
eradication, three regional reference
laboratories and six national laboratories
have been identified. Concerted efforts
are being pursued to upgrade these
laboratories and to conduct staff training.
The WHO/EMRO Manual for Health
Workers on Polio Eradication has been
widely distributed to all Member States.

Programme acnivities in the Region
are now focused on :

* identifying and sustaining high levels
of immunization coverage, especially
among the undeserved in urban areas,
displaced population groups, nomads,
and refugees;

+ reducing missed opportunities and
drop-out rates; and

* improving disease surveillance
systems.

Continued efforts have been made
ensure sustainability of the programme
at the Regional level andwithin coun-

tries with the support of UNICEF and
other collaborating agencies.

WHOIERI/GENI/L3
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Figure 5

Reported incidence rates of Pertussis and Dipbtheria Reported incidence of neonatal tetanus in the
in the Eastern Mediterranean, 1975-1989 Eastern Mediterranean, 1975-1988
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Fgure b

Operational research activities conducted in countries of the Eastern

Mediterranean Region, 1989

Topics

Country

Missed epportunities for immunization

Dybouti, Egypt, Pakistan, Ornan, Tunisia

Neonatal tetanus morality surveys

Syria, Tunisia

Serological response to trivalent
OPV immunization

Pakistan, Orman

Survey of post-BCG lymphadenitis Irag, Libya
Field test of auto-destruct syringes Pakistan
Field test of solar sterilizers Tunisia
Seroprevalence of HBV infection Dibourti

Demonstration site for introducing
hepatitis B vaccine in EP}

Jordan, iran, Pakistan

Intercountry and mteragency coordi-
nation in the Eastern Mediterranean
Region are progressing well. Annual
intercountry meetings for EPI managers
provide a forum at which the pro-
gramme is extensively reviewed, experi-
ences exchanged, constraints identified,
and solutions recomtnended.

The prospect of routine immuniza-
tion against hepatigs B in the Region is
encouraging. A number of countries
have already introduced Hepatitis B
vaccine into their national EPI follow-
ing the schedule recommended by
WHO. A Regional plan of action for
the control of hepatitis B has been
developed. Demonstration areas in three
countries of the Region are progressing
well and these sites are expected to
provide information on methods of
adding Hepatitis B vaccine into the EPL

Computer technology has been
widely used in many Member States to
monitor immunization coverage and
disease incidence, as well as for analysis
of immunization coverage surveys.

African Region

Emphasis in the African Region is
being given to the EPI target diseases,

especially neonatal tetanus, poliomyelitis
and measles. Improvements in immuni-
zarion coverage are encouraged

{Figure 7).

Increases in immunization coverage
were modest during the year, BCG
vaccine had the largest increase. Immu-
nization coverage datza for the African
Region among infants by their first
birthday, based on reports o WHO/
AFRO as of December 1989 and
July 1990 are as follows:

BCG DPT 3 OPV 3 Measles TT 2
1889 60% 45% 44% 48%  24%
1880 67% 47% 47% 47%  25%

Immunization coverage for OPV 3:

Greater than 75%:
15 countries; 23% of African Regional
population

50%-74%:
6 countries; 7% of African Regional
population

Less than 50%;
22 countries; /0% of African Regional
popuwation

A regional plan of action for polio
eradicadon was developed in July 1989.

WHCOEPHGEN91.3
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Figure 7
0PV-3 Immunization coverage in infants, Africa Region 1990
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Sixteen national plans of action were
developed at a meeting in July 1990.
Further plans will be developed at
meetings in Lome (November 1990),
Bujumburz January 1991} and for
lusaphone countries at 2 date yet to be
fixed, Twenty-one countties reported
656 cases of poliomyelitis during 1989;
eight countries reported zero cases; other
coundries are late in reporting.

Plans of action for the elimination of
neonatal tetanus have been developed at
5 workshops for 42 countries in the
Region. The implementation of these
plans is being monitored at meetings of
programme managers and by the person
assigned responsibility for neonatal
tetanus in the regional programme.
Seven surveys of vaccine coverage made
during the year showed higher TT2
coverage than those reported by the
routine reporting system.

The Technical Group on Immuniza-
tion, a group of WHQO, UNICEF and
EPI donors, held its annual meeting in
August. This rmeeting also coordinates
the support by donors to natonal
programmes.

Heparitis B vaccine has been intro-
duced into three national programmes
and four other countries plan to do so.
A conference will be held in Cameroon
in February 1991 to review the epide-
miological situation and the use of
Hepatigs B vaccine in the EPL

Training actvities in cold chain and
logistics have continued, especially for
solar energy refrigeration, There are now
nearly 1 000 solar-powered refrigerators

in the Region. Regional staff attended

the EPI Cold Chain meeting on the
TECHNET systern in Cyprus.

Nineteen countries have installed the
Computerized EPI Information System
(CEIS) in their npational programmes. [t
is hoped to have the system installed in
most of the countries of the Region by
the end of 1991.

In the majorty of countries, future
activities will focus on increasing
coverage for all EPI vaccines and on
sustaining national immunization
programmes through:

* improving and maintaining levels of
immunization coverage;

* conducting surveillance of target
diseases, with priority for neonaral
tetanus and poliomyelitis;

* continuing development of cold
chain and logistics systems; and

* installation of CEIS in all nationat
programumes.

Region of the Americas

Building self-sustaining immuniza-
tion activities in the countries of the
Americas is one of the strategic orienta-
tions and priority programmes of the
Pan American Health Organization.
This goal was reaffirmed by the Pan
American Sanitary Conference in
Washingron, D.C., in September, 1990.

In the Americas, immunization
coverage in children under one year of
age, reached an all dme high in 1989, of
aver 609 for all of the vaccines in-
cluded in the EPIL.

‘Measles, diphtheria, whooping
cough, tetanus, including neonatal
tetanus, and tuberculosis have experi-
enced a steady decline over the last few
years, and poliomyelitis is on the verge
of being eradicated.

WHO/EPVGEN/F1.3
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The policies for immunization have
relied on a mixture of systems including
delivety through fixed health facilides,
outreach mobile units, and national,
regional or local immunization days,
usually implemented twice a year, four
to six weeks apart. The policies have
emphasized that all these approaches
should contribute to the development of
the health infrastructure, with the
national immunizatdon days comple-
menting routine vaccine delivery,
especially in the polio-endemic coun-
tries. In addidon, supplementary
“mopping up” operations have been
carried out, specially in the peri-urban
and other under-served areas. OPV
vaccine is given in the areas of persistent
polio transmission to all children under
five years of age, regardless of previous
immunization status.

Figure 8

By the end of 1989, over 2.8 million
households had been visited and over
3.6 million children had received OFV
vaccine in mopping up operations, each
one normally implemented twice, one
month apart.

By the end of 1989, 130 cases of
polio were confirmed in the American
Repion, representing a decline of 62%%
from the 340 cases confirmed in the
previous year. Twenty-four of the 130
cases had wild poliovirus recovered from
stool samples. In 1990, as of week No.
40, ending 6 October, 1990, only four
cases confirmed with wild poliovirus
were detected in the Region: one in
Peru, one in Ecuzdor and two in
Mexico ( Figure 8).

Surveillance was strengthened with
the poliomyelits eradicadon initiative

Polio: Reported and confirmed cases, Americas, 1385 - 1990
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Data for 1989 and 1980 are preliminary, ta week 16, 1990,

Source: PAHO
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and currently there are over 15 000
healch facilities that report weekly on
the presence or absence of polio suspect
cases. This system has helped improve
surveillance activities for the other
vaccine-preventable diseases, particularly
for measles and neonatal tetanus. A
network of diagnostic laboratories is
operational.

The success of the countries of the
Americas 1n increasing immunization
coverage, reducing disease incidence and
nearly eradicating polio is due to their
high level of commitment and in great
part to the outstanding level of coordi-
nation achieved by an Inter-Agency
Cootdinating Commitree (ICC). This
was formed by the various agencies that
are supporting the programime, namely
the USAID, UNICEF, dhe Inter-
American Development Bank, Rowary

Figure 3

Intemnadonal and the Canadian Public
Health Association (CPHA), which,
together with PAHO, have contributed
over US$112 million for the period of
1987-1991. These international
resources helped mobilize another
US$430 million from the recipient
countries, in a demonstragon of the
commitment of these countries to
achieve these targets (Figure 9).

These successes have motivated a
Resolution by the Pan Ametican
Sanitary Conference in September
1990, to launch a follow-up phase for
these activities, with the goals of consoli-
dating the eradication of polio, eliminat-
ing neonatal tetanus by 1995 and
further controlling measles. All countries
of the Region have identified the areas ar
risk for neonatal tetanus. Immunization
of women of child bearing age is already

EPI in the Americas: Contribktions from External Agencies 1987 — 1991 {in millions US$)
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under way in many of thern and special
strategies for measles control are being
tried in che English speaking Caribbean
countries with the it of eliminating
measles transmission by 1995. It is
estimated that some US$100 million
will be required from the ICC member
agencies, who have already pledged
support for 1991-1995. Strategies for
this new phase will rely on further
strengthening of surveillance systems
and of the accelerated immunization
strategies that proved to be so effective
in the previous phase.

It is also expected that new vaccines
will be added, such as measles, mumps
and rubella (MMR)} and Hepatitis B
vaccines, that so far have had limited use
in the Americas.

European Region

The importance of immunization
programmes in: the European Region
was unanimously recognized by the
40th Session of the Regional Commic-
tee (September 1990), which requested
that the Regional Director increase the
budget planned for immunization
activities,

Immunization coverage is generally
high in the Region. European children
were well-protected in 1989 against
poliomyelits, with the exception of a
few areas of the USSR and Turkey.
More than 80% of children have
received a primary course of DPT,
except in the German Federal Republic,
Ireland, Italy, Luxembourg, Malta,
Spain, Sweden, Turkey and the US5R.

The recent introducnon of MMR,
vaccine in the immunization schedules
of 18 European Member States has led
to increased coverage with these vac-

cines. In the Unired Kingdom, the
coverage with MMR vaccine reached
90% during the past two years.

Surveillance efforts are improving for
the six EPI rarget diseases, and also for
mumps, rubella, hepatitis B, and
pulmonary tuberculosis. During 1989
there was a two-fold decline in the
number of poliomyelitis cases reported
in the Region, probably ataibutable to
accelerated immunization activites in
Israel, Turkey and the USSR,

Intensified surveillance has also
identified outbreaks of poliomyelitis and
diphtheria in the USSR and Turkey,
persisting epidemics of pertussis in
Sweden, recent large outbreaks of
measles in France, Albania, Hungary
and Finland, and cases of neonatal
tetanus in Turkey (Figures 10 and11).

Community based computer systems
for EPI are functioning successfully in
the Netherlands and the United
Kingdom. The Computerized EPI
Informadon System has been installed
it the Regional Office and in Caecho-
slovakia and Turkey.

Immediate acdons are requested of
Member States to solve problems in the
following areas:

+ funding,

* vaccine production and supply,

* cold chain,

* increasing immunization coverage,

+ improving surveillance,

* developing intercountry and national
training facilites for continuing
education of medical professionals in
the field of immunizarion, and

*+ increasing communication activities,
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Figure 10
Incidence of poliomyelitis, European Region 1974-1989
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Figure 11
Iacidence of Measles, European Region 1974 - 1989
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Figure 12

South-East Asia Region

At least 5 out of the 11 Member
States in the South East Asia Region will
achieve or surpass 80% immunization
coverage of their children by the end
of 1990,

Immunization coverage for the
Region by the end of 1989 was:
BCG 83%, DPT3 75%, OPV3 72%,
and measles 59% . The figures for
tetanus toxold were, however, lower
(Figure 12).

A dramadc reduction of EPI target
diseases has not yet been observed,
although there has been a perceptible
downward trend in reported cases for
the Jast 9 years. Reporting of neonatal
tetanus was improved in 1989, and this
may explain the sudden increase in the
total number of reported cases of this
disease (Figure 13).

Concerning the targets for poliomy-
elins eradication, neoniatal tetanus
elimination and measles reducdon,

national plans of action have been
developed and measures are well
underway. Laboratories have been
identified to support polio surveillance.
Coordination between MCH services
and EPI is being promoted as an
essential element in neonatal tetanus
control.

Progress has been made in the
integration of training modules of EP1
with those of diarrhoeal diseases, acute
respiratory infections, primary health
care and maternal and child health,
Studies on financing the EPl and 1s
sustainability have highlighted many
issues that will be useful for planning for
the EPI of the 19905,

Issues or constraints that will be
critical for EPI progress into the 1990s
in the South-East Asia Region are:

* limited government financing for
immunization;

» inadequate budgeting of immuniza-
tion acuvities;

Country TT2 Immunization coverage, pregnant mothers, SEAR 1988 - 1989
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Figure 13

Estimated EPI Cases: Expected and reported, SEAR 1988 — 1989
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* central versus local/decentralized

funding;

= inefficiency of EPI field operations;

* immunization for the poor and

underprivileged;
* relatvely high rates of drop-outs and
missed opportunities;

* national control of vaccine produc-

tion, quality and potency;

* relatively expensive cold chain

systemn;

* unsterile practices and procedures in

the field;
* serious post-immunization reactions
and complications;

* inadequare evaluadon of the impact

of EPI training;

* poor disease surveillance systems; and
* inadequate supplies of computers for

the CEIS in Member States,

Western Pacific Region

The 35 countties and areas of the
Western Pacific, in spite of their
differences, have continued to make EPI
a priority, and have worked to increase
their immunization coverage. This
political, financial and operational
commitment to the programme has
resulted in achievement of the regional
goal of 80% coverage for each vaccine in
children under one year before the end
of 1990. '

Regional iminunizadon coverapes ar
the end of 1989 were;

* BCG-92%

» DPFT3-87%

= QPV3-89% and
* Measles - 87%,

There are still great variatons in
coverage between the countries of the
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Western Pacific Region. The more
affluent countties have sustained high
coverage and low incidence of vaccine-
preventable diseases. Remarkable
progress has been made in China
through emphasis on cold chain
development and vaccine delivery, and
now childhood immunization coverage
for all four vaccines is over 85%.
Though somewhar slower, progress is
now being made in the other developing,
countries in the Region as they strive to
achieve 80% immunization coverage.

The incidence of EPI target diseases
has continued to show decreasing trends.
The incidence of diphthena, tetanus,
pertussis, poliomyelitis and measles has
decreased. The prevalence of all forms of
tuberculosis has also shown a modest
decrease (Figures 14 and 153).

Figure 14
Incidence of diphtheria, pertussis and tetanus, and
immunization coverage with DPT3 in the Western

Tratning in programme management
and cold chain maintenance and
logistics was provided in 21 countries.
EPI programme reviews were continued
as a management tool, and several
countries also conducted immunization
COVETage SuIveys.

Surveillance for the EPI targer discases
is still weak. Efforts were initiated to
review and strengthen national surveil-
lance procedures and practices, particu-
larly for poliomyelitis. Training courses
wete conducted in six polio-endemic
countries. The training included case
and outbreak investigadon, and contain-
ment, and the analysis of outbreak
investigation to direct future actions.

Among the developing countries of
the Regjon, vaccine production is

Figure 15
incidence of meacles and immunization coverage
with measles vaccine in the Western Pacific
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continuing in Ching, the Philippines
and Viet Nam, and work continues to
improve the quality of these vaccines.
Special efforts have been made to
include hepatitis B immunization in the
countries of the Region.

Prospects for the EPI in 1991 are
encouraging in the Western Pacific
Region. The health infrastructure

continues to expand and contribute to
the sustainability of the achievements of
1990. The countries have been encour-
aged to continue to allocate additional
resources to immunization in order to
sustain the achievements of the 1980s
into the 1990s. With the new initiatives
for the 1990s, increased support from
donors will be required.

WHO/EPVGEN/91.3
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1.

EPI COVERAGE AND DISEASE CONTROL

The EPI is a disease reduction
programme, and attention was paid in
the GAG meeting to the three specific
disease conuol initiatives. While each
disease initiative was dealt with sepa-
rately, it was recognized that most of the
1ssues overlapped each disease. Thus
where one initiative was showing
progress, the other initiatives were likely
to benefit direcdy.

Poliomyelitis eradication
initiative

By mid-October 1990, 22 416 cases
of acute poliomyelitis had been officially
reported from 107 countries for 1989.

The declining trend in the incidence
of reported polio continued in alt
Regions except in the Western Pacific
where the number of cases reported by
China increased. Data reported by
Member States to the African Region
are too incomplete to allow conclusions
on incidence rends to be drawn.

Low incidence or polio-free areas
exist and are further developing in the
Americas, Europe, Northern Aftica,
parts of Southern and Eastern Africa,
the Arabian peninsula, Iran, Iraq, Syria,
Jordan and the Pacific basin.

All regions have reached polio
immunization coverage over 70%
except for the African Region, which has
increased coverage steadily to its present

47%. Caution is needed in interpreting
average Regional and National coverage
figures, which conceal areas of lower
than average achievement.

Planning for global polio eradication
has proceeded well, with plans of action
prepared by all Regions and 115
countries, Four Regions have convened
Technical Advisory Groups. In 1989/
90, workshops to develop polio eradica-
tion activities were held in five Regions
and in several countries with persisting
poliovirus transmission.

The global plan of action for develop-
ing the laboratory network has been
finalized and Regional plans of action
will be developed by the end of 1990. A
manual for the virological investigation
of poliomyelitis has been prepared and
is being distributed. Another mantual,
describing simple procedures to help
reduce disability in polio victims, will
shortly be ready for field testing.

Much research work has been
conducted, producing important results
to help the development of polio
eradication policies, notably to support
the modificadon of OPV formulation.

The Third Consuleation on the
Eradication of Poliomyelitis was held in
Geneva from 3-6 September 1990 and
arnived at four principal conclusions:

* polio will be eradicated by activities
that target displacing the wild virus
from a community, rather than only

WHO/EPHCDS/POLIOMN.
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aiming at providing immunization
for the individual;

* Supplementary immunizaton
activities, in addition to routine
services, are essential in most coun-
tries if poliovirus eradication is to be
achieved;

+ The importance of surveillance as the
basis for developing policies aimed at
polio eradication remains
undiminished;

+ The established EPI policy of
defining high risk areas as priority
areas for action is relevant for polio
eradication. It is necessary to clearly
define high risk areas and to develop
policies on outbreak responses and
“mopping-up” as integral parts of
plans of action.

Six principal recommendations were
formulated:

» The initial objective of polio eradica-
tion policies should be to aim for at
least 809% immunization coverage, at
which level, the incidence of polio
may be expected to fall markedly;

= “Mopping-up” operations should be
used in addition to routine immuni-
zation actvities;

» “Mopping-up” should consist of the
administration of a dose of trivalent
QPV o all children aged 0-5 years
living in a defined target area,
preferably on a house to house basis,
regardless of their immunization
history, ideally with all other EPI
vaccines and repeated 4-6 weeks later;

»  All countries should aim for weekly
reporting of polio cases, including
zero reporting, as well as immediate
reporting for action when cases are
detected;

= During the next 12 months, surveil-
lance indicators to monitor perfor-
mance should be developed and
feedback initiated through a news-
letter;

» National plans of action should
include details of activides to follow-
up the detection of suspect cases, the
minimum outbreak response having
three elements: cases investigation,
surveillance extended over a wide
area, and immunization given to all
children, ideally on a house to house
basis.

Measles control initiative

Measles control remains inadequate
throughout much of the world. It is
estimated that at least 1.4 million deaths
are occurting every year due to measles.
In reality, many more infants die from
the delayed effects of measles in devel-
oping countries, clearly making this
disease the greatest cause of death of all
the vaccine-preventable diseases.

While an excellent measles vaccine
has been available for more than twenty
years, 32% of the world’s children are
not being immunized with it, most of
them in developing countries, A priority
for measles control in the 1990s is the
increase in coverage for one dose of
measles vaccine in every country and
every district to 90% and beyond.

Another priority is toimprove surveil-
lance. Achieving both high coverage and
good surveillance will not only help o
reduce measles deaths but will strengthen
the EPI and primary health care with
reduced mortality and morbidiry in
other vaccine-preventable diseases.
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Figure 16

Global coverage with measles vaccine 1983-1939
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Even where programmes have
reached high coverage levels for some
time, experience shows that outbreaks
must be expected (Figure 16), Out-
breaks should not necessarily be re-
garded as a sign of programme failure,
Programmes should be caudous about
spending valuable resources on control
measures in these situatons, but must
be prepared to react creatively, using the
opportuniry 1o raise public awareness to
the advantages of immunizadon.

Mortality and morbidity can be

reduced by aggressive reatment of cases.

‘The major symptoms of measles
complications (diarrhoea and chest
infection) are amenable to treatment. In
high nisk areas, treadng acute cases of
measles with vitamin A supplementa-
tion can markedly reduce the death toll

‘ T | ‘
1986 1987 1988 1989

and the number of children being
blinded following measles.

Many countries will continue to need
outside support for the coming decade
to develop their measles control capa-
bilities. While long term donar support
will need to be provided, individual
countries will also need to mobilize their
OWI1 esources.

Neonatal tetanuos elimination
initiztive

Achievements

Although many countries of the
world will achieve the 80% coverage
target towards the goal of Universal
Child Immunization in 1990, some
770 000 newborn children will die from
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neonatal tetanus who never had a
chance to be immunized. The majority
of deaths will occur in the South East
Astan, Eastern Mediterranean and
Afriean Regions.

In 1990 the reported coverage of
pregnant women in developing coun-
tries with at least 2 doses of tetanus
toxoid is 27% including China and
42% excluding China. This is unaccept-
able when coverage with other EPI
vaccines have achieved such a success.

Identification of countries and
population groups at risk has benefited
from the results of 42 special commu-
nity based mortality surveys and from
an active review of records in medical
institutions in the American Region.

Nadonal plans for neonatal tetanus
elimination are now available from 73
out of 90 eountries at special risk.

It is now a policy to immunize
women of child bearing age with
tetanus toxoid in 65 of these 90 coun-
tries. This policy has, however, not been
implemented in many of the countries.

Many countries in all regions have
carried out studies on missed opportuni-
ties but only 17 out of 30 have looked at
missed opportunities ro immunize
women. Only 5 countries, Djibout, El
Ralvador, Pakistan, Sudan and Venezu-
ela have carried out follow-up surveys to
assess the impact of corrective measures.

There is little information on the
availability, distribution and retention of
a life long immunization record, but this
is now a policy in 37 countries of the
African Region. Progress has been made
in the development of a credit card like
immunization record. However,

procedures to introduce the card and
methods to guarantec its retention have
not yet been established. Funding
sources for the card at country level are
also not established.

Agreement has been reached on the
content of a single-use clean delivery/
cord care kit, the cost of which, includ-
ing transport, is approxirmately US$
0.50. Its simplicity would allow most
interested countries to produce it locally.

70% of countries now report neona-
tal tetanus separately but only 3% of the
cases estimated to occur are being
reported.

The current rate of progress will not
permit the elimination of neonatal tetanus
by 1995.

Major issues:

Some of the major constraints to
higher tetanus toxoid coverage and
higher number of clean deliveries are as
follows:

* some countries with populations at
high risk for neonatal tetanus have
not yet planned elimination activities;

* except in the American Region,
populations at risk in countries have
tately been identified;

* national policies to immunize women
of child bearing age in countries have
not been implemented;

* women are sall not being immunized
when they bring their children for
immunization because:

— supporting agencies and national
managers have not made ir a
priority;

— countries can achieve the 1990
Universal Child Immunizaton
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coverage even target with a low
tetanus toxoid coverage;

— field staff have not been informed
of new national policies or strate-
gies to reach women of child.
bearing age;

- — when informed of the new
policies, field staff do not under-
stand the benefits of immunizing
women at children’s immunization
SESSI0NS

— field staff fear they will run out of

tetanus toxoid vaccine;

— immunizartion cards for women
" are often not available;

— supervision is stll inadequate
during implementation of new
policies, and

- funds may not be available to
provide cards and tetanus toxoid
for all women of child bearing age.

* Tetanus toxoeid is still not offered at
every antenatal clinic in high risk
areas;

* there are no widely accepred standard
definition of clean delivery and cord
care, Consequently, qualicy and
progress in improving clean delivery
cannot be objectively measured.

Current indicators for caleulating
tetanus toxoid coverage using service
statistics give serious underestimates of
the protection of newborns against
neonatal tetanus. This is caused by
overlooking women who, due to
previous inmunizations, are protected
against neonatal tetanus, but who were
not actually immunized during the
current year. .

“Administrative methods” for routine
calculation of coverage are preferred.

Surveys are important where routine
coverage data are absent, incomplete or
of dubious quality, but they cannor
normally be conducted in each adminis-
trative area with the required frequency
to serve as routine managernent tools.

Monitoring neonatal tetanus
eltmination
Introducing the indicators listed
below would significandy improve the
monitoring of neonatal tetanus elimina-
ton and should be considered:
*  Neonatal tetanus incidence
Dae reported by countries to WHO
Regional Offices using the best
available dara (e.g., from routne
reporting or surveys) with source and

year of data indicated.

* Maternal death incidence
Maternal mortaliry rate could be used
as a proxy to measure clean delivery.
The number and percent of countries
which report maternal death should
be monitored as well.

*  Completensss of reporting
The number and percent of countries
which report neonatal tetanus cases
separately, including zero cases,
should be monitored by WHO
Regional Offices. Countries which
still include cases of neonatal tetanus
in the reported total number of
tetanus cases are urged o introduce

separate neonatal tetanus reporting
by the end of 1991.

s Immunization of women with tetanus
toxoid
The cugrent indicator will continue
to be used for routine monitoring of
tetanus toxoid coverage at all levels.

~ Starting in 1993, tetanus toxoid
coverage should be estimated at alt
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levels using the percent of children
protected against neonatal tetanus
at the tme of birth.

* Antenata care coverage

— Proportion of pregnant women
who attended at least one antenaral
visit during any one year;

— Proporton of pregnant women
who atrended ar least two ante-
naeal visirs during any one year.

It addirion, the following indica-
tor could be used at the appropri-
ate levels:

~ Single-use clean delivery or cord
care ki use. The definidon of what
constitutes a cord care kit may be
designated by each reporting

couny.
There i no assurance that tetanus

toxoid administered to women in the
field is of proper quality due to:

~ insufficient quality control at some
vaccine manufactures, and

~ potential freezing of the vaccine
along the cold chain.

The single most important activity
that will improve tetanus toxoid immu-
nization is amazingly simple and only
needs limited additional resources. If
wormen are irmmunized with tetanus
toxoid when they bring their infans for
irnmunization, the coverage rate for this
vaccine will immediately rise to equal
that for DPT1. Coverage will increase
from 32% to over 80% and anorther
300 000 neonatal deaths will be
prevented.

This strategy should have the highest
priority for the next two years. Having
achieved this, some additional activities,
only in high risk areas, will be needed
1o achieve neonatal tetanus efimination
by 1995.
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J.

BCG PoLICY

Siudies initiared by WHO in young
children showed that the vaccine gave,
on the average, a substantial, but

varying, efficacy against the more severe
forms of childhood tuberculosis.

In a comparative study, protection
was shown to vary with the vaccine seed
lot used. Also the frequency of adverse
reactions varied. The quality of handling
and administering BCG is likely to
influence efficacy and in several studies,
the Jevel of induced tuberculin sensidv-
ity was very low.

‘The most troublesome adverse
reaction to BCG is suppuratve
lymphadenitis. Recently several “out-
breaks” have been reported, The risk

depends on the seed lot used in the
production of the vacdne and on the
dose administered, A new vaccine,
therefore, should be assessed before mass
application and the dose adjusted by the
manufacturer if necessary.

Recommendadons regarding the
administration of BCG in countries
where HIV infection occurs among
neonates remain unchanged.

Disseminated BCG-itis has been
observed in only a few HIV-infected
infants; it responded well to chemo-
therapy. The risk of suppurative lymph-
adenitis may be slightly increased, but
not to an extent that it could jeopardize
the immunization programme.
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0.

SURVEILLANCE OF PREVENTABLE INFECTIOUS
DISEASE INCLUDING EPI TARGET DISEASES

The objective of the EPI is to reduce
morbidity and mortality caused by
certain vacdne preventable diseases, the
number of which will expand in the
future. For poliomyelitis, neonatal
tetanus and measles, global targets have
been set. These targets can only be
reached if the disease surveillance is
effectve.

In disease reduction programumes,
surveillance is a management necessity
to identify needs for programme
improvements; a tool for motivation of
staff and a polidcal imperative to sustain
2 high priority within the health sector
and contdnued external support.

To sumulate improvements of
surveillance of infectous diseases at
national level, surveillance of the EPI
targets diseases should be developed
through a strengthening of the routine
surveillance system for infectious
diseases. The purpase of making
infectious diseases notifiable should be
considered carefully. Suggested criteria
for making a disease reportable are:

+ that even one or a few cases will
trigger special investigations eventu-
ally followed by containment mea-
sures {e.g. cholera, meningococcal
disease, diphtheria, polio);

+ that the disease is subject 1o a specific
reduction programme in which
reduction, elimination or eradication

targets have been set (e.g. measles,
neonatal tetanus, polio);

* thar epiderniological data on trends
are needed for purposes of planning
or programme development (e.g.
diarrhoeal diseases, hepatius B).

Disease surveillance should be
oriented towards actions and performed
at all fevels (local health units, districe,
regional and national levels). Arall
levels, individual staff members should
be given responsibility for compiling
data, analysis, initiaing acdons and
forwarding the surveillance data to the
next level.

The routine surveillance systern
should be considered the core of disease
surveillance. Monthly (or weekly, if 50
preferred) summary reports should be
sent on time from all health units and a
systemn be installed to follow up on
reportng defaulters. Rare nodfiable
diseases should be reported individually
and immediately. Such cases should also
be included in the monthly reports,
which should be sent whether or not
there are cases 1o report (zero reporting).
For diseases included in reducdon
programimes and becorning rare,
investipation of outbreaks become
increasingly important to idenrify
programme failures and create a basis
for control measures.

WHCYER/GEN/91.3
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Improving national surveillance
systerns for infectous diseases will, in
many countries, imply a strong collabo-
ration between different sections of the
Ministry of Health and training of staff
members at the sarne courses in the
concepts and implementation of disease
surveillance.

Specific surveillance needs for
poliomyelitis

Surveillance to detect poliomyelitis
should concentrate on identifying cases
of acute flaccid paralysis, with special
emphasis on children less than 15 years
of age.

An official ar the Central or sub-
national level should be designated to be
responsible for ensuring that all suspect
cases are reported, competendy invesd-
gated clinically and epidemiologically
and in the laboratory following the
collection of faecal specimens for virus
isolation.

At defined levels, a specialist tearn,
including neurologists, epidemiologists,
paediatricians, laboratory and EPI staff
should be available initally to classify
cases as probable polio or discarded cases
and later, to produce a final classifica-

tion of the case and any virus isolated.

Indicators should be developed to
allow monitoring of surveillance
performance. These should include
percentage achievemnents in identfying,
reporting and investigating suspect cases
within two weeks of onset, the collec-
tion of specimens and the institution of
outbreak control measures.

Baseline studies of flaccid paralysis,
in the absence of wild poliovirus
transmission, have suggested an inc-

dence of 1-2 cases per 100 000 popula-
tion under 15 years of age. If surveil-
lance is effective, cases of the Guillain
Barre syndrome, transverseand trau-
matic myelitis and, where live attenu-
ated vaccine is used, vaccine association
polio, shouldbe reported. The incidence
reported is a further indicator of the
national or sub-national capacity to
identify acute polio, should cases occur.

Developing the technical competence
to investigate suspect polio and ro
develop effective surveillance requires
well wrained epiderniological staff, health
professionals motivated to report suspect
cases, the logistic support capacity for
investigators to travel ro infecred areas,
to collect and transport specimens and
competent laboratories using reliable
standardized techniques.

Specific surveillance needs for
neonatal tetanus

The objectives of surveillance of
neonatal tetanus is 1o assure that, should
it occur, it has a high probability of
being idendfied and reported.

If community based mortality surveys
have helped to document the magni-
tude of the problem they should not be
repeated routinely. They are too
expensive and they become more costly
as neonatal tetanus incidence is reduced.

The poor performance of current
routine reporting of neonatal tetanus
reflects pardy the fact that many cases
occur in areas without health facilides.
However, many cases seen in healch
facilities are not reported due to insuffi-
cient skills and motivation of the staff
responsible for diagnosing and reporting
cases.
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In risk areas, records in health services
reporting neonatal deaths should be
reviewed and “vital evenr registers”
established. This process should involve
local health workers and hospital staff in

the review process will improve their

knowledge of neonatal tetanus record
keeping, The use of data on neonatal
tetanus at local level will, in turn,
improve the sensitivity and the specific-
ity of routine surveillance of neonatal
tetanus.

WHO/EPI/GEN/91.3
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i.

ADVERSE REACTIONS

Adverse medical events occasionally
follow immunization with vaccines used
in the EPL These include events:

*+ due to poor handling or administra-
tion technique;

= which occur coincidentally after
imrmunizarion, but are due to other
CAUSES; Of

* which occur rarely, but are associared
with the intrinsic characteristics of
the vaccines.

The detecdon of serious adverse
events following immunization is
important to the success of a pro-
gramme since such events can influence
a comumunity’s acceptance of impnuniza-
uon. In developing countries, the
majonty of complications recognized
following imumunization appear to be
programime related; thus the underlying

causes need 1o be identified and cor-
rected.

All EPI areas should monitor selected
adverse events following immunization,
with the degree of monitoring depend-
ing on the priorities dicrated by the
programme. In most arcas che priority
will be to examine events that cause
COMMIMuity concern to detect program-
matic etrors that can be prevented.
These events include abscesses following
DPT immunization and reported
deaths temporally associated with

immunization. More advanced

programumes will follow-up on events
including inherent risks of vaccines,
such as BCG-lymphadenids, while the
most advanced programmes may be at a
stage to assess the incidence of rare
events, such as encephalits associated
with sorne viral vaccines.

Although most programmes will use
a passive systern to detect adverse events,
attention must be paid to linking the
person administering the vaccine and
the person who the patent sees for
treatrnent following the adverse event.
Some consideration should be given to
stitnulate reporting, especially for rare
events of particular interest. Monitoring
of adverse events following immuniza-
tion is time consuming and expensive,
but the costs of not doing so, in terms of
lives saved, is greater,

WHO can assist this effort;

* by convening consensus groups to
develop standardized case definitons
for adverse reacions:

* by providing training materials and
field guides;

* by deriving guidelines for adverse
reaction monitoring especially in
chinical trials; and

*+ by commissioning position papers
that quantify the risks and benefits of
immunization including risk assess-
ment for serious adverse events
thought to be vaccine-relared.
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Guidelines to nadona] programmes few existing contradictions to immuni-
should include information to health 7ation as well as information on pro-
workers on how to ueat patients gramme development.
expetiencing such events and on those
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NEW VACCINES

Yellow fever vaccine

Yellow fever has circulated in en-
demic forest areas in the Americas,
usually infecting up o 500 un-immu-
nized forest workers per year, In con-
trast, yellow fever in Africa periodically
explodes out of its endemic cycle to
infect large numbers of individuals
during major epidemics,

The live, actenuated 17D yellow fever
vaccine has been proved safe and
effective. It provides long-term (prob-
ably life long) immunity. Only 17 cases
of vaccine-associated encephalitis have
been recorded in over 40 million doses
of vaccine distributed. Since 15 of these
17 eases occurred in children 4 months
of age or younger, it is recommended
that the vaecine not be given to children
under 6 months of age.

Factors that previously limited the
supply of this vaccine are now being
overcome. Vaccine production facilides
have improved, the thermal stability of
the vaccine has been increased, and it
appears that it can be administered
simultaneously with a variety of other
vaccines, including measles, hepatitis B
vaccine, DTP, polio (both IPV and
OPV), and BCG. It should, however be
noted thar only kimited studies exist
concerning simultaneous use of DPT
and yellow fever vaccines.

The mass immunization between
1940-1960 in francophone West Africa
virtually eliminared yellow fever from
these countries. However, this policy
was abandoned in 1960 and since then
a series of epidemics of greater and
greater severity have occurred.

The disease threat is substantial. The
3-year period 1986-1988 was an
extraordinarily active period of yellow
fever. The worldwide total of 5 396
cases and 3 172 dearbs (case fatality rate
59%) represents the greatest number of
yellow fever cases reported to WHO for
any 3-year period since reporting began
in 1948. Of this 3-year total, the
number of reported cases in Africa was
4772, with 2 470 deaths (case farality
rate 52%).

Previous GAG Meetings have
recommended that endemic countries
consider incorporating yellow fever
vaceine into their immunization
programmes. It appears that the follow-
ing countries have at least pardally
incorporated yellow fever vaccine into
the infant immunization schedule in
recent years: Angola, Burkina Faso,
Central Aftican Republic, Chad, Céte
d'Ivoire, Gambia, Ghana, Mauritania,
Niger, Nigeria, and Senegal. Most give
the vaccine with measles vaccine at
9 months of age and, based on a review
of coverage survey dara, yellow fever
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vaccine coverage in a number of these
countries has reached the same coverage
as measles vaccine.

Considering the increasing disease
threat, the availability of a safe vaccine
and the availability of immunization
services, there is an excellent opportu-
nity to control yellow fever in Africa. A
global commitment should be estab-
lished towards achieving this goal.

Hepatitis B vaccine

Hepatitis B is now preventable with a
safe and effective vaccine - the first
vaccine against cancer. It is estimated
that more than two thousand million
individuals have been infected wath the
hepatitis B virus (HBV) globally, of
whom some 300 million are chronically
infected carriers at high risk of serious
illness and death from cirrhosis of the
liver and primary liver cancer. A total of
22 countries, primatily in the Western
Pacific and Fastern Mediterranean
Regions have a policy of immunizing all
newborns with hepatitis B vaccine or
plan to do so this year. Twenty-three
additional countries have pilot infant
immunization projects in selected
regions of the country planned or
underway. T'wenty-seven other coun-
tries have selective immunization
programmes in place or planned.

Studies of the cost effectiveness of
integrating hepatids B immumzarion
into the EP! in developing countries
predict a cost per carrier prevented
ranging from $65 to $100, and a cost
per death prevented ranging from $260
1o 3400 ar a vaccine cost of $1.00 to
$1.40 per dose. In one analysis, the cost
per death prevented drops to $75 if

vaceine costs drop to $.50 per dose, a
level probably achievable when
UMNICEEF is able to introduce large scale

competigve bidding,

'T'he single most important step in the
global control of hepariris B will be the
integration of this vaccine into the EPI.
This integration was recommended by
the Technical Advisory Group on Viral
Hepatitis and the Global Advisory
Group of EP] in 1987, and strongly
reiterated in 1989. Epidemiological data
from a number of developed countries
indicate that, even in areas of low
endemicity, strategies targeting heparitis
B vaccine at high risk groups will not
effectively control hepatiris B virus
infection in these populations.

Hepatitis B vaccines are stable, safe,
immunogenic, and effective. There are
no technical or scientific impediments
to their immediate use. Indeed, the
dimensions of the global problemn of
heparitis B virus infection make it clear
that their use is a matter of urgency. As
with all vaceines, research and develop-
ment efforts must continue to improve
the vaccine and its preparations, to
determine the most cost effective
strategies for delivering it, and to Jower
the costs of production. The pararnount
task is to develop national programmes

and obtain financtal resources o provide
this vaccine to the world's children.

Hepatitis B vaccine in the
Eastern Mediterranean Region

There is evidence that heparitis B is
highly endemic in the Eastern Mediter-
ranean Region. The Regional Commit-
tee adopted a resolution calling on all
Member States to develop and
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strengthen national plans for hepatiris B
control through introduction of hepati-
tis B imrminization of infants where and

when possible.
The Regjonal office is supporing

four demonstration projects on the
feasibility of integrating hepatds B
vaccine into the EPI schedule and
identifying problems and constraints.
The demonstration projects are sll in

their early stages. Preliminary actvities
including site selection, recruitment of
health workers and production of
training materials have been completed.

In addition, the Region is helping
countries to develop a potential for
hepatitis B vaccine production in the
Region and in producing the reagents
necessary for detecting markers of viral
hepatits infection.
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9.

SUSTAINABILITY

Fou: papers were presented. The first
provided an overview of some of the
issues of sustainability.

The second paper outlined some of the

factors which affect the finandal

sustainability of the EPI. The major

premises being thar

1. the donors and technical agendies
have a tremendous influence over

the cost of the EPI and

. astrategy that takes financial consid-
erations into accouit must be
included in the broader EPI strate-
gies to help ensure that a strong and
effective EPI can be susrained at the
local, national and Global levels.

The third paper addressed the need
to improve the quality of EPI services o
enhance the service delivery. It exam-
ined the role of the supervisory system
in assuring the qualiry of care provided
by the EPI, and it outlined recent efforts
to measure that quality.

The final paper addressed the issue of
increased awareness of, and the demand
for, immunization services through
communications strategies.

Each paper concluded with a series of
recommendations to help managers
strengthen their programimes in the
areas covered.
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10.

PROMOTING OTHER PRIMARY HEALTH CARE
PRACTICES

Mieronutrient supplementation

Micronutrient deficiencies present an
unique opportunity for simple, proven
and low-cost nutritional interventions to
impact on large populations. Since
1986, the Expanded Programme on
Immunization has supported initiatives
to integrate vitarnin A and iodine
supplements delivery within national
immunization programmes where
appropriate.

Large dose vitamin A supplements
(200 000 I} are known 1o protect
against potentally blinding lesions for at
least six months, and to be associated
with reduced mortalicy in viamin A
deficient preschool-age children. There
i§ no clear evidence on the duradon of
protection of these large dose vitamin A
supplements against either death or
other illnesses such as diarrhoea and
acute respirarory infections. Weekly low
dose vitamin A supplementation (8 300
IU) of vitamin A deficient children in
India has been shown o considerably
reduce mortality. The reduction of
mortality in the Indian study using low
dose vitamin A supplements was most
marked in infants aged 6-11 months.
There is, however, little data on the
impact of vitamin A supplements before
six months of life.

Large doses of vitamin A should net
be used in pregnancy in view of the
terarogenic nsk to the ferus.

Oral iodized oil at standard doses
(240 mg or 480 myg) is effectdve in
preventing iodine deficiency for
1-2 years, depending on the degree of
environmental iodine shortage. Oral
iodized oil is safe in pregnancy.

Immunizanon programmes in most
developing countries are aimed at
children in the fitst year of life and
women of child bearing age. Mortality
and blindness from vitamin A defi-
ciency, on the other band, are hughest in
late infancy and through the early pre-
school years. The ratonale of vitamin A
supplementation through the EPLis ro
ensure that children enter the period of
greatest risk with a body reserve as high
as possible.

The target group for iodine supple-
mentation is larger, including women of
child bearing age as well as children up
to the age of 15 years. The eontrbution
of supplementation through the EP]
would reduce specially the incidence
and severity of neurological lesions and
cretinism.

Vitamin A for Measles. Despite
increasing coverage with measles
immunization, large numbers of cases of
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measles continue to occur. The use of large dose of vitamin A given to children
vitamin A for cases of measles in high with measles under the age of 24

risk areas is confirmed as an important months reduced the death rate by more
way of reducing both mortality and than half and the duration of pneumo-
morbidity after measles. In a random- nia, dizarrhoea and hospitalization by
ized controlled wial published in 1990,2  about one-third.
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11.

IMPROVING THE QUALITY OF LOGISTIC SYSTEMS

A-‘rhough the vaccine cold chain is
now well established in most countries,
deficiencies remain in many areas. In
these areas, vaccines rematn at risk.

Identifying these risk areas, studying the

problems and planning improvements

are essential tasks if the quality of the
logistic system is to be assured every-
where.

Following a meeting of 40 logistics
specialists who artended a WHO and
UNICEF TECHNET consultation in
Cyprus in March 1990 it was concluded
that improvements were stll needed in
the equipment used 1 the EPI. How-
ever, the developrent of logistics
management skills, including those
needed to plan improvements to
national systemns, should be a primary
objective of the 1990s.

Development of logistics
management skills

National surveys have been used as a
method to define risk areas in many
countries recently and, in particular, in
the European region. These surveys
have proved effective but have been
lengthy and costly to orpanise and often
depend on outside help to inidate and
conduct them. An alternative approach
has been proposed, drawing on the
methods used in the disease control

initiadves. General indicators of weak-
ness in programme management or
infrastructure and other reported data
on logistics systerns may be used o
identify areas for more detailed study.

Areas at risk, or areas where there has
been an outbreak of disease in immu-
nized children, become the focus for
study in the following areas:

* gfery of injections

* handling of vaccines

* management of wansport
= dismibudon of supplies

Protocols for such studies, which
have been used in national and sub-
national surveys, already exist. The best
parameters of each of these surveys are
being incorporated into a standard
logistic survey procedure which will
then be disserninated as a tool for
logistics managers.

The study of risk areas is not the
only activity leading to improvements
(Figure 18). Major programme policy
changes, such as a change of stratepy or
the introduction of a new vaccine, often
have a heavy impact on logistic systems
throughout the country.

The impact, in terms of equipment,
supplies, fuel and wransport, of such
changes can be estimated by the logistics
manager only if inventory and reportng
systems are in place to provide the
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Figure 17
Planning Quality Improvements

Logistic Quality Survey

.Estimate Logistic Impact

required information. Thus, the areas of logistics but must also be
reinforcement of reporting systemsand ~ trained in the process of evaluating and
the development of computer software  planning improvements to the logistic

to manage inventory systems and systems. 'The priority development
impact assesstnent are also important activities planned in the area of logistics
objectives for the 1990s. can be summarised as follows:

Finally, specific failures in equip- * prepare senior level training in the

ment, supplies or procedures also pla.fm.ing and management of
indicate the need for improvement. The logistics;

precise cause of such failures is not * develop software tools for inventory
always clear without a field investigation systems and impact assessment;

and retrospective study of records. + standardise logistic survey protocols
Sometirmes, a short study is required to and develop analysis and reporting
monirtor the conditions thought to software;

provoke a failure. Yet, today, failures are

genera]'I Y ms.c'leql.{ate'ly repmrvtedvso s extent and cause of failures of

cortective action is eicher mis-direcrad or . I lopisti

sometimes not taken at all equipment, Supplcs or logistic
) procedures.

* support field studies to examine the

Senior managers of the EPI must not
only be knowledgeable in the technical
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Development and
implementation of new
technology

Progress was sumrnarized in four areas:

Refrigeration technologies: solar,
photovoltzic refrigeration systems
continue to be installed in increasing
numbers. There are over 1 700 systerns
worldwide with the majority in the
African region and an increasing
number of countries in other regions are
planning ot installing large nurmbers of
systems. Performance and running costs
are being monitored in four countries
and are planned for eighr others with
reports expected from late 1990.

Other activides include the develop-
ment of upgrade kits for domestic
compression refrigerators and prepara-
tions for the reduction in the use of
chlorofluorocarbons in refrigerator and
cold box production following interna-
tional agreements now coming into
force.

Technologies in support of Disease
Control Initiatives: Specimen collection
kits have been manufactured in trial
quantities for the reverse cold chain of
the polio eradicadon inidadve and will
be evaluated in the field during 1991.
Spexifications are being developed for
the manufacture of lifedme immuniza-
tion cards in the format of a standard
credit card, and for the manufacture
of single-use cord care kits in ial
quantities.

Use of chemical indicators in the
EPI: Improvements in chermieal
indicators together with a significant
lowering of costs now allow for a more
complete integration of these tools into
the EPL. TST Indicators which monitor
the adequacy of steam sterilization, can
now be used routinely. STOP!Warch
indicators should monitor every item of
static cold chain equipment and
individual vaccine vial indicators, when
available, will assure the health worker
that the vaccine has not been destroyed
by heat at the time of administration.
Vaccine Cold Chain Monitors will
continue to play an important role in
surveys and internatonal shipments.

Implementation of the auto-destruce
syringe: Tenders have been invited for
the supply of the first eighty million
auto-destruct syringes to UNICEF,
When auto-destruct syringes have
entirely replaced standard disposable
syringes, the EPI will be able to claim *
that injections for immunization are the
safest available and should be used asa
maxel for other injections. In the
meantime, to guard against needle-stick
injuries, all disposable syringes should be
supplied with “sharps boxes” suitable for
final disposal. Recapping of needles
should be discouraged. Pending on the
outcorne of field studies, pre-filled
injection devices may be used in
conjunction with tetanus and heparids
B vaccine outside the cold chain. Low
cost jet injectors will soon be ready for
testing and may ultimately become the
cheapest and safest injection method.
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12.

PROPOSALS FOR 1991

The 1991 meeting will be hosted by
the European Region, and it was
suggested 1o hold the meeting in
Turkey. Tentative dates are 14-18
October, to be preceded by a meeting of
the Research and Development Group
on 10 and 11 Ocrober. A meeting of
the Regional EPI Advisers will be held
on 12 QOcrober to review and discuss
issues that will be brought before the
Global Advisory Group.

At present, the major concerns for
1991 fall into the following main areas:

* achieving and sustaining high
imrmunization coverage;

* controlling the target diseases;

* improving surveillance;

* vitamin A and iodine supplementa-
tion through EPI;

* programme sustainability.
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Terms of Reference of the EPI Global Advisory Group

. An appropriately constituted Advisory 3. Composition of the Group:

Group of outstanding constltants will

be appointed to advise the WHO on its |

Expanded Programme on Immuniza-
tion. The Advisory Group will be
assisted in its work by additional
consuleants, sub-committees and study

pa.nels for spcciﬁc PUIPOSCS as rcquimd.

. The Advisory Group wilk:

(a) advise the WHO secretariat with
respect 1o Programme priorities over
the short, medium and long term;

(b} promote the exchange of informa-
tion 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
amonyg technical and political
leaders.

Members of the Advisory Group wall be
appointed by the Direcror-General. It
will consist of approximately 12
membets, at least one from each Region
being selected from a panel nominated
by the Regional Offices. The others,
selected “at large”, will provide geo-
graphical and technical balance.
Appoinunent will generally be for a
period of one year with extensions
arranged so as o provide for a rumover
of approximately one third of the group
each year. Re-appointment will not
normally be considered before onc year
has lapsed from the previous termina-
tion date.

. Mectings of the Advisory Group will be

convened as required, bur usually on an
annual basis, and a report of each
meeting will be prepared and drculated
appropriately.
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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 July 1990

{a) {b) {c) (d) {e) 1] (g {h)
Newborns Surviving Preventsd Prevented Prevented Prevented Prevented Prevented

infarnts noonatal partussis pertussis measles measlas polio
tatanus cazes deaths cAsEs daeaths CASAn
deaths
o00's 000's 000's 00 000's 000's 000"z 000's
26 largest 102019 94225 381 ABBEY 409 60808 1249 343
developing
countries
Other developing 28113 25211 684 9536 107 13412 402 Ge
countries ‘
Total developing 130132 1194236 445 hB205 B15 74320 1651 409

countries

at Newborns; based on 1989 estimated population and crude
birth rates.

b) Surviving infants: based on estimated number of newbhorns
and infant mortality rate,

o) Baged on mortality astimates from surveys of reports, a
vaceine officacy of 0.96 and immunization coverage
reported as of July 1990, Countries without available data
were arbitrarily categorized into one of 3 levels of neonatal
tetanus mortality: 5, 10 or 15 per thouzand live births.

d} Based on an incidence estimation of B0% of newborns in
absance of an immunization pregrarmme, a vaccine efficacy
of 0.8 for 3 doses, and immunization coverage reported as
of July 1590,

o) Based on mortality estimations of one-third of measles
deaths, a vaccine efficacy of 0.8 for 3 doses, and immuniza-
tion coverage reported as of July 1990,

f) Baged on an incidence estimation of 100% surviving infants
in abaence of an immunization programme, a vaccine afficacy
of 0.95 and immunization coverage raported as of July 1990,

g} Based on arbitrary case fatality rates ranging from 2% to 4%,
a vaccine efficacy of 0.95 and irmmunization coverage
reported as of July 1990,

h) Based on an incidenca estimation of 5/1000 newhorns in
absence of an immunization programme, & vaccing afficacy of
0.95 and irmmunization coverage reported as of July 1990

Estimated annual number of deaths from neonatal tetanus, measles and pertussis and annual number
of cases of poliomyelitis in developing countries, based on data available as of July 1990,

Naonatal Meoasles Portussis Total deaths Cum.%of Polio cases Cum.% of
tetanus {a) {b} {c) total daaths () cases
000's 000’ O00's 000's 000's
26 largest deve- 550 1012 345 1807 73 128 68
loping countries
Other developing 217 354 145 716 27 60 32
countries
Total developing 767 1366 490 2624 100 189 100
countries

The annual number of deaths from neonatal tetanus, ¢} Partussis: |t is assumed that the vaccine efficacy is 80% and

rmoasles and pertussis, and the annual number of cases of

poliomyelitia in developing countries were estimated, using

tha immunization coverage data in Table 1 and the following
assumptions:

8) Neonatal tetanus; Based on survey data or in absence of
survey, nacnatal tetanus deaths are estimated from
countries with similar socic-econemic conditions.

b} Measles; It is assumaed that the vaccine officacy is 95% and
that all unimmunized childran will acguire meoasles.
Coaveraga is assumed to be zers in countries from which
data are not available.

that 80% of unimmunized children will acquire pertussis,
Caoverage is assumed to be zero in countries from which data
are not available.

d} Pelie: In view of narrow limits of varistions of reaults of

poliomyelitis surveys, and in the absence of an immunization
programmae, a fixed incidence rate of five cases per thousand
newbaorns is used. A vaccine efficacy of 95% is used.
Coverage iz assumed 1o be zere in countries from which data
are not available.
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